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OLGU

m 48 yasinda erkek ,
m Matbaa isinde calistyor.

m Romatoloji servisinde ankilozan spondilit tanisi ile
tetkik ve tedavi ediliyor

m Oksiirtik, bazen kahverengi renkte balgam cikarma,

m Gogus Hastaliklart konstltasyonu istentyor.




OYKU

m 30 yildir ankilozan spondilit tanisi var,

m NSAI ila¢ disinda ilac kullanim Sykiisii yok,

m 25 yil once bilateral total kalca protezi
operasyonu gecirmis,
m 1.5 yil 6nce 3 kez uveit atagt ve

m 10 yil 6nce akciger tiberkilozu tanisi ile 1 yil
surelt anti-Thc tedavi gormis,

m Sigara: 20 paket/yil




FIZIK MUAYENE

Kasektik gorinumde,
Kifoskolyozu mevcut,

Sag akcigerde ust ve orta zonlarda solunum

seslert siddett azalmis, seyrek raller duyuluyor.




PA akciger gratisi

Adi: SEYHAN,NECDET,

Sag akc list zonda kalin
cidarli kavite,icinde bant
tarzinda uzantilar,

Sol iist zonda plevral
kalinlagsma ve sekel
bulgularin eslik ettigi
non-homojen dansite

Hemidiafragmalar
diizlesmis ve
hiperaerasyon

on:
19.12.2005 - 09:57:25




KISTIK- KAVITER HASTALIKLAR

m Abse
m Septik emboli

B Pnomotosel

m Infeksiyonlar

Staf.Aureus, Ps6domonas, Tbc, Mantar, anaerob , PCP




ON TANI

m Tuberkuloz (Aktivitesi ?)
m Hava kisti+Pl. kalinlasma
m Ank.Spondilit Akcigert

m Gegirilmis Inf.’a bagl
sekel degisiklikler ( +Tm?)




Ileri Inceleme Istermisiniz ?




Evet,
Hangi tetkiki istersiniz ?

m Toraks BT (HRCT)
m Balgam tetkiki (ARB ve diger, sitoloji..)
= FOB (BAL+ TBB..)

m Hepst




TORAKS BT

Sag lobun hemen tamamini kaplayan, i¢cinde lif seklinde uzantilar olan

alt duvar1 diizensiz ve kalin,sivi seviyesi gosteren kavite, sol iist lob apikal
kesimde plevral kalinlasma ve sekel fibrotik parankimal degisiklikler,
yaygin amfizemat6 degisiklikler

Filtre: ATO

. WTO
120kV-240mA-700ms 1 120kV-240mA-700ms
Scan 1

Scan 1
Kesit 15 / 64

Kesit 24 / 64
16.01.2006 - 18:34:17 . 16.01.2006 - 18:34:23




BALGAM INCELEMESI

3 kez negatif

m 2 kez siddetli akut inflamasyon
bulgulari

O Mantar elemani

gorulmedi, kulturde Aspergillus fumigatus

uredi




FOB
Sag akciger tist lobda direkt anterior bronsa agilmis kavite ve

kavite icinde ylizeyi diizensiz goriintimde beyaz kitle ve yer
yer nodiiler lezyonlar , patlamis misir gériintimleri




FOB

negatif
hitler gortldu.

10 koloni/ml Candida albicans uredi

1000 koloni/ml Aspergillus fumigatus uredi




FOB

yogun sekilde notrotilleri
iceren ekstida, arada seyrek brons mukoza
epitel hiuicreleri,

Hiyalin septali hiflerden olusan micelyum

Grantlomatoz yangisal reaksiyon

Fokal nekroz ve tungal invazyon






















Patolojik Tanilar
DEUTF Patoloji AD  Dr Ugur Pabuccuoglu

m Hiyalin septali hiflerden olusmus fungal
micgelyum (Aspergillus ?)
m Fokal nekroz ve fungal invazyon

m Grantilomatoz yangisal yanit (Histokimyasal
olarak ARB negatif)

m Ayirict tanida : diger bazi benzer hiyalin septali
fungal etkenlere bagli infekstyonlar




SONUC

m  Olguda, hiyalin, septal: hiflerden
olusan bir fungus topu (olasilikla
aspergilloma) mevcut,

Konidiforlar (konidial baslar) ya da
oksalozis izlenmediginden,
aspergilloma histopatolojik tanisi
kesinlestirilememekle birlikte, bu
hit mortolojisi Aspergilins’da da
izlenebilmektedir.

Bu durumda mikolojik dogrulama
onemli.




FUNGAL INFEKSIYONLAR

m Akcigerlerde nadir gorilen infeksiyonlar

m Genellikle bakteriyel pnomonilerde tedaviye
yanit alinamadiginda dustnulurler

m Tani genellikle gec konmakta ve problem

olusturmakta

m Klinisyenin etkent tanima ve tedavi etmedeki
basarisi mortalite ve morbiditeyi etkilemekte




Aspergillozis - klinik

m Allerjik degisiklikler (ABPA, allerjik aspergillus
sinuziti)

m Kolonizasyon aspergillozisi = Aspergilloma
Onceden olusmus patolojik kavitelerin
kolonizasyonu

m I[nvaziv aspergillosis : Akcigerler ve diger
organlarda invaziv, yangisal, nekrotizan hast.




ASPERGILLOMA “mantar topu”

Altta yapisal akciger hastaligr olan hastalarda olusan
saprofitik infeksiyon

Genellikle normal bagisiklik sistemine sahipler

Kavite icerisinde mantar hifi, hiicre debrisi, mukus
birlesmesinden olusur

Kavite duvari fibroz doku, inflamatuvar hucreler ve
granulasyon dokusu

%90 buyumeden kalir, %10 tedavisiz tyilesir

Seyrek olarak kr.nekrotizan, daha nadiren de invaziv
forma donusebilir.




ASPERGILLOMA

Siklikla hastanin pozisyonunu degistirmekle kavite
icerisinde yer degistirirler

Genellikle tst loblarda plevraya komsu yerlesirler
Plevrada kalinlasma olabilir

Mantar topu ile kavite arasinda mantar lifleri uzanabilir
En stk semptom hemoptizi (%20-30 hayati tehdit eden)

Kavite damarlar1 invazyonu, hasarlanma ve
mantardan hemolitik toksin salgilanmasi ??

%90> serumda aspergillus presipitinleri pozitif
Balgamda mantar kiltirt olgularin 9%50’inde pozitif




ASPERGILLOMA

En stk gortlen altta yatan hastaliklardan
gecirmis olgularda hastalik

Sarkoidoz 2.siklikta

Ankilozan spondilit, malignite, akciger infarkti, bul,
abse, kist ve bronsektazi

kismen
Hava iceren yarim ay gorintimu yapar (monod belirtisi)

Kaviteyi tam doldurursa bu olusmaz




ASPERGILLUS TBC

® The most common presenting symptom 1s haemoptysis, which is
reported to be seen in 50-80% of patients . Most patients will
experience mild haemoptysis but massive and life threatening
haemoptysis may occur particularly in patients with underlying

PTB .

In a study of 544 patients with pulmonary cavities, secondary to
tuberculosis, 11% had radiological evidence of aspergilloma




m  The Internet Journal of m A Case Report On Pulmonary
Radiology 2007. Volume 6

Aspergilloma Biva Shrestha Khan

Number 1




Left apical fibrocavitary disease with saprophytic aspergilloma in a patient

with ankylosing spondylitis

Eur Respir J 2004; 23:488-489

A patient with ankylosing spondylitis and
recurrent haemoptysis
m T. Franquetl, N.L. Miiller2 and J.D. Flint3




LITERATUR

m Clinical Rheumatology 2004

m Case Report

A patient with ankylosing spondylitis who presented with chronic
necrotising aspergillosis Report on one case and review of the literature

m  Omer Nuri Pamuk! , Orbay Harmandar?, Birsen Tosun?, Yener Yoriik* and

Necati Cakir!>>
m (1) Department of Rheumatology, Trakya Medical Faculty, University of Trakya, Edirne, Turkey




Abstract

Upper lobe fibrobullous disease is a well-known finding in advanced stages of
ankylosing spondylitis (AS). In this report, we present a 57-year-old male patient
who was diagnosed with a right apical cavitary lesion after coming to us with the
complaint of haemoptysis. The patient underwent upper lobe segmentectomy and
an aspergilloma was detected. Histologic findings were in favour of necrotising
Aspergillus pneumonia. It was interesting that the patient had not been diagnosed with
AS before and presented initially with chronic necrotising Aspergi/ius pneumonia. In
the literature, there are recently published series of pulmonary high-resolution
computed tomography (HRCT) in AS which claim that parenchymal
abnormalities are quite frequent. Although the clinical significance of these
abnormalities is not known with certainty, it has been reported that they might
be seen even in eatly-stage patients. It 1s suggested that the pulmonary involvement
in AS might be affected by mechanical factors related to limitation of motion of the
thoracic cage and also by parenchymal inflammation. Here, we review the series of

pulmonary HRCT in AS patients.



DISCUSSION

m  Fibrobullous disease is a late complication of AS: it is characterised by slowly
progressive fibrosis of the upper pulmonary zones and develops nearly
2 decades after the onset of AS [¢]. It is seen as linear or patchy opacities on
chest X-ray and later a cavity with cystic appearance develops. These cavities
might be colonised with Aspergillus [1, 9]. Our patient had upper lobe fibrocavitary
disease and later developed Aspergilius superinfection in the cavity. Chronic necrotising
Aspergillus pneumonia was confirmed histopathologically; however, we could not
determine its exact classification because the cultures were negative. It has been
reported that the presence of Aspergillus antibodies in the serum support the
diagnosis and are positive in 83—100% of cases [7J]. We could not perform these
tests because they were unavailable at our centre. Our case was interesting because
although the patient s clinical radiographic findings were typical, he had not been
diagnosed with AS for a long time and he presented with haemoptysis and
constitutional symptoms.




DISCUSSION

m Although some studies [2] reported chronic Aspergillus
colonisation in a significant proportion of AS patients (50—
65%), symptomatic pulmonary Aspergillus infection is rare
[Z]. In one AS series, pleuroparenchymal manifestations
wete detected in 28 of 2080 patients (1.3%) and most of
these were associated with upper lobe fibrobullous disease
[7]. Aspergillomas were detected in 5 of those 28 patients
(0.24%). Cases of pulmonary aspergillosis have also been
reported—although less frequently than in AS—in rheumatoid
arthritis (RA) localised in rheumatoid nodule-associated cavities
[74] and in systemic lupus erythematosus (SLE) patients using
high doses of immunosuppressive drugs [75].




DISCUSSION

Recent studies showed that pulmonary findings, other than fibrobullous disease,
might be seen in AS. This is because of HRCT being used, which is an
especially sensitive method for evaluating the pulmonary parenchyma. Table 1
summarises recent studies on HRCT in AS patients. Here, the factor which draws
most attention is that there is a high frequency of HRCT abnormalities in
patients with normal chest X-rays. When we consider all HRCT series summarised
in Table 1, we see that upper lobe fibrosis was detected in 11 of 220 cases;
however, aspergilloma was present in only 1 case. Pathologies such as uppet
lobe fibrosis/cavity formation, which might have clinical significance, are seen
in rather late stages of AS. This is supported by these findings being absent in two
studies in Table 1 which included AS patients with relatively shorter disease
duration—Iess than 15 years [§, 70]. Our patient had a cavitary lesion and a 30-year
history of inflammatory back pain. However, probably some pulmonary changes—
other than cavities—occur in early disease stages and they progress with time.
This was demonstrated in two recent studies [, 10)].



DISCUSSION

m  The clinical significance of abnormalities detected by HRCT ot PFT in studies
presented in Table 1 is not clear. Although HRCT abnormalities were frequent in the
patients, impaired PFTs were encountered less often. The percentage of lung-related
symptoms is even lower as seen in Table 1. Therefore, we might conclude that most of
the abnormalities on thorax HRCT in AS do not cause clinical symptoms.

There are different explanations for the presence of an increased frequency of
HRCT abnormalities in AS patients. One study [§] claimed that mechanical
reasons such as thoracic cage rigidity were responsible for the restrictive
problem. Contrarily, two different studies [0, /2] stated that the pulmonary findings in
AS were inflammatory and not mechanical. In addition to limitation of thoracic cage
movements, probably interstitial inflammation plays an important role in pulmonary
lesions [74].




Treatment

The treatment for symptomatic aspergilloma is administration of antifungal drugs. In
cases where medical therapy is insufficient, there is an indication for thoracic
surgery [2]. Haemoptysis, a common symptom, is experienced by the vast
majority of patients with aspergilloma [7/]. As the prognosis of symptomatic
aspergilloma is poor, surgical resection is indicated in such cases [78]. Our patient
underwent thoracic surgery and a cure was obtained.

The upper lobe fibrocavity formation and Aspergillus superinfection present in
our case are rare complications which might be seen in advanced stages of AS.
Generally, AS is a progressive disease with an insidious course and clinical findings
might be misleading and noninformative for a long time; therefore, the diagnosis might
be delayed. Similar to our case, patients might rarely present with pulmonary
symptoms. With the use of HRCT becoming more common in recent years, it is
now understood that the lungs are involved quite commonly even in early
stages of AS. However, there are different ideas about the clinical significance and
pathogenesis of pulmonary findings seen during the course of the disease and these

should be clarified.




Invaziv Aspergillozis

Akciger grafisinde cok cesitli goruntimler
Kavitasyon, tabani plevraya oturmus kama seklinde lezyonlar

Sik olarak kavitasyon gosteren  hilal belirtisi=air crescent sign”™
veya gostermeyen noduler  halo 1sareti” lezyonlar

Nadiren diffuz infiltrasyonlar

Ayirict tant icin tanisal girisimler (HRCT, FOB, BAL 9%30-70
tant koydurucu, TBB) yapilmali

Hasta serumlarinda Elisa yontemi ile Aspergillus’un hticre
duvarinin komponenti galaktomannan antijeninin %90 uzerinde
sensitivite ve spesifitest




YARI-INVAZIV ASPERGILLOZIS

m KOAH, dusuk doz kortikosteroid kullanimi, alkolizm,
Tbc, Diyabet, kollajen vaskiler hastaliklarda

® Pnomokonyoz ve RT gibi akcigerlerde yapisal
degisiklikler olusmasinda risk daha da artar

m Aktif Tbc’u taklit edebilir

m Diizensiz Ust lob konsolidasyonu, plevral kalinlasma
yavasca (hf-aylar..) ilerler , kavitasyon gelisir, kavite
icinde mantardan olusan internal opasiteler
gorultir.Diizensiz iplik seklinde yapilar kavite duvarina
uzanir
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Selected Reports

Cavitating Invasive Pulmonary
Aspergillosis Visualized and
Diagnosed by Ultrathin
Bronchoscopy*

Masakide Oki, MD; Hideo Saks, MD, FOCF;
Chicko Saka, MD; Shigers Tanaka, MD:
Yoshihiro Kawata, MD; Chiyoe Kitagmea, MD; and
Nobugoshi Minemars, MD
of imvasive pul v s
pergillosis (IPA), which usually occars in ammuno-
compromised patients, is often difficult, We report
two cases of cavitating IPA in a peripheral pulmo-
nary region in patients who were receiving cortico-
steroids, in whom the cavity was successfully visual-
ized and sampled during wltrathin bronchoscopy.
Ultrathin bronchoscopy provides a new option for
definitive disgnosis of covitating IPA.

(CHEST 2006; 130:475-479)

e

Kev words: bronchaseopy; caty; imvastve pulmenany sspergll-
Josts; transbronchdal bopsy; ultrathin bronchoscope

Abbreviations: IPA = xm:mm pulmonary  aspergillsts;
TBE = transbronchial

nonsive pul pergillosis (IPA), which !
accurs in immunocompromised patients, is o life-
threatening infectious disease. Not cnly are such patients
ifficult to treat, the dingnosis is especially difficult
Although bronchosopic procedures auch us BAL and
transhronchial biepay (TEE) have boen used be cstablish

ultzathin bronchoscope bas becn reported to be avaluable

ool for Jesionz.+~® Al-
r}nugh various disenses can be diagnosed histologically
using the ultrathin bronchescope, thers s, to cur knowl-
edge, no report in the lterature shout its contribution to
the disgmosis of IPA. We herevith repert b cases of IPA
dingnosed in patients were rocciving comticasteroids, in
wham the cavity was visualized and smpled during
ultrathin brenchcecopy.

CASE REPORTS

“year-cld man with dermatomypositls was referred for
bcmchosmpac evalation of progresstve racdiographic changss
conststing of m enlarging cavity despte antibattc therapy. Far 3
wonths, he had recetved predussclone, 40 to B mg'd, and
swathioprine, 100 g, for wtmetable dermatomyceins, Twa
weeks earlter, be complatned of fever, increased cough, purulent
sputum, and dyspnea. The chest raciopraph showed a conity with
surrounding infiltrates in the upper lobe of the might hmg.
Sputum culbures grew Presdamenss sergimoss and Candida
glabrata. The patient had been treated with IV cefozopran and
fluconazcle for 2 weeks without any clizical fmpeovement.

A CT seam af the chest the day hefors bronchoseopy revealsd
a thick wall cavity in the antertor segnemof the right upper lobe
that had not besn present 2 months previonsly (Fig 1), Brancha-
scoplc emmination using a standard bronchoscope with an
eaterual diameter af 6.1 min (BF-5C240; Olympus; Tokya, Japan!
[Fig 2] was first performed. The branchasocps reached the
sepmental bronchus of the might upper Jabe md revealsd na
abnormabites. Then, for perpheral investipation, 1 26 mm o
diameter ulrathin branchascope witha 1 2-mm warking charmel
(BF-XP40: Ohmpus) [Frg 2] was employed. The ulrathin broo-
choscope was tnserted toto the right B and advanced theongh
the fifth. tiom bramehus under ds ., and then

the diagneis of IPA, their di yieM iz inaufficient !
The disgnostic yield of TBE is particularly low® =0 its
value for the disgnadis of IPA remains controversial
Recently, ultrathin bronchoscopes offering o smaller
cuter diameter and higher image quality have been devel-
aped. Such a branchoseope with an cuter diameter of 2.8
rum iz now commercially availible and permits the ohser-
vaticn and manipulaticn of more peripheral bromchi than
was previously possible with a stanclud bronchescope, The

entered a cavity, as confirmed by Bumoscop\ (Fig 1. & whitish
infracad tary Jeston was seen Flg 4 Lff, Al Blopsies using a
mintferceps (FBS6D.1; Ul\mpus‘ and umg wete performed

with b t o then b B,Smg
was tnstilled ok the cantty through the ultrathin branchozeope
for treatment of a presumptive fungal infection. Biopsy speci-
mens showsd septate-branching hyphae supgestve of asperpilla-
sts and cultumes of the cavital wasing prew Ayperpilias flevas
Unfortunarely, 3 days later the panent sucdenly died of cerebral

*Frem the Departments of Respiratery Medicine (Drs. Ob, Saka

Sake, Tanaka, Kawata, and Kitagarwa) and Intemal Medicine (Dr.

Minemural, Nagoya Medical Center, Nagoyn, Japan.

Manmzcrlpt recetved Juby 11, 2005, reviston accepted August 20
2005,

! of this article ritedl without writben permision
from the Amerkan Callege of Chest th.:um fusew chestournal.
arg/mtscreprints sherml).

Corvespondence to: Masahide Oki, MD, Department af Respirs-
tory Medicine, Nagoya Mecical Center, 4.1.1 Sannomars, Naks-
ke, Nagoya 460-0001, Japan; e-mal: Masahideofact.com

weww. chisstjourral erg

Case 2

A GGyear-old man with systemic lupus erythematosus was
acdmitted to the hasptial with cough, boody sputum, faugue,
decreased appetite, mnd snlarging left lower lobe pulmenary
cavdty. For & months befors hospital admission, he had recetved
predussclane, 20 to 30 mgd, for sstemic lupas erythematodes.
Two months earlier, he complatned of Hoody sputam, and a
chest CT showed cattary mfilrates m the supenar sezment of
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A comparison of bronchoscopes. Left: a standard bronchoscope with an external diameter
of and a working channel of (BF-6C240; Olympus); right. an ultrathin bronchoscope
with an external diameter of and a working channel of (BF-XP40; Olympus).

ofacial publicatian of the American € ollege of Chast Physicians

Pulmonary aspergilloma diagnosed by fiberoptic
bronchoscopy.

R L Smith, M J Morelli and C P Aranda

Chest 1987,02,048-040
DCI 10.1378/chest.02.5.048
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TEDAVI

Optimal tedavi °?

Belirti yok ise tedavi gerekmez, var ise tedavisi son
derece zor

Sistemik intrakaviter veya inhalasyon yolu ile tedavi
basarilt degil |

Tedavi edilmemislerde invaziv olanlarda mortalite
%100’e yakin,

Kismi veya tam yanit alinmasi sadece % 30,
Konakcinin immunitesine ve akcigerlerin durumuna,

hemoptizi basta olmak tizere semptomlarin derecesine
gore her birey icin tek tek ele alinmali




Tedavi

® Endobronsial haftalik amfoterisin B ve oral
itrakonazol ?

*Yamada H et al. Topical treatment of pulmonary aspergilloma by

antifungals: relationship between duration of the disease and efficay of therapy.
Chest 1993

*Biiyiiksirin M et al. Endobrongial aspergillozis ile gizli akciger kanseri ve
topikal amfoterisin B ile oral itrakonazoliin etkinligi. Toraks Dergisi, 2005

Endobronsial haftalik flukonazol ve oral
itrakonazol ?

*Yoshitomi A et al. Lung cancer obscred by aspergillus hyphae. Nihon
kokyuki gakkai zasshi 2000

m Birlikte sistemik Amfoterisin B tedavisi ?




ekRiirler




Aspergillozis

m _Aspergillus genusunun utyelerince olusturulan

hastalik grubu,
m [nvaziv hastaliga en stk neden olanlar

A.fumigatus, A.flavus, A.niger, A. terreus ve
A.nidulans

m Toprakta ve curtiyen bitkilerde yaygin olarak
bulunurlar.




Aspergillozis’de klinik

m Allerjik degisiklikler (ABPA, allerjik aspergillus
sinuziti)
m Kolonizasyon aspergillozisi=aspergilloma

Onceden olusmus patolojik kavitelerin
kolonizasyonu

B [nvaziv aspergillosis : Akcigerler ve diger
organlarda invaziv,yangisal,nekrotizan hast.




Aspergillus histomortolojist

Hiyalin septal1 kiiflerdir.

3-6 pm genislikte olan ve
diizenli septasyon gosteren
hiflerden olusurlar

45 derecelik aci ile
dikotom dallanma vardir

Yalnizca hif morfolojisine
dayanarak, P. boydii ya da
Fusarium tiitleri gibi diger
hiyalin hyphomycetes’den
kesin histopatolojik ayrimi
zordur.




m Kalsiyum okzalat
kristalleri [Ozellikle
etken oldugu

durumlardal.




