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A 68-year-old man who was a farmer from a rural community 
in Mexico presented to the emergency department with 
intermittent hemoptysis. He had a history of colon cancer, 

which had been treated, and pulmonary tuberculosis one year before. 
Chest tomography showed an irregular spongiform mass in a cavity of 
the right lung; the cavity had been empty in a radiograph of the chest 
taken one year earlier (Figure 1A, 1B; a video [Appendix 1] is available 
at www.cmaj.ca/lookup/suppl/doi:10.1503/cmaj.180597/-/DC1). The 
main differential diagnoses were malignant disease and tuberculosis 
reactivation or its sequelae (e.g., bronchiectasis or chronic pulmonary 
aspergillosis). A video-assisted thoracoscopic segmentectomy was 
performed; histopathology showed necrotic tissue with hyphae sur-
rounded by a fibrous capsule (Figure 1C). Cultures for bacteria, myco-
bacteria and fungi grew Aspergillus species only. We diagnosed 
chronic pulmonary aspergillosis (Figure 1D). Because spillage of the 
contents of the cavity was not anticipated and did not occur during 
surgery, we did not administer antifungal therapy. The patient 
remained asymptomatic after one year of follow-up.

Our case highlights the importance of following up patients after 
treatment of pulmonary tuberculosis. Pulmonary tuberculosis is 
associated with several pulmonary sequelae; residual cavities are 
observed in 21%–50% of cases, with chronic pulmonary aspergillosis 
developing in up to 22% of cavities.1 Although a fungus ball seen on 
imaging is nearly diagnostic of a single aspergilloma or chronic cavi-
tary pulmonary aspergillosis,2,3 serologic or microbiologic evidence 
of infection with Aspergillus is required for confirmation.3 

In contrast to a single aspergilloma, chronic cavitary pulmonary 
aspergillosis is associated with serious symptoms (pulmonary and 
systemic) and radiographic progression over time.2,3 In our patient, 
the distinction between these entities was not possible given the 
absence of a surveillance period. Surgery is a definitive therapeutic 
option for appropriate candidates; antifungal therapy in the periop-
erative period is only recommended if spillage is anticipated or 
occurs during the procedure.2,3 If surgery is precluded, single asper-
gilloma requires close monitoring and chronic cavitary pulmonary 
aspergillosis requires long-term antifungal therapy.2,3 
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Figure 1: (A) Radiograph of the chest of a 68-year-old man showing an api-
cal empty cavity in the right lung one year before the onset of hemoptysis. 
(B) Computed tomographic scan of the same cavity in Figure 1A, with an 
irregular spongiform mass suggestive of a forming aspergilloma. Lung nod-
ules and bronchiectasis are also present. (C) Tissue necrosis and hyphae 
(arrowheads). Grocott–Gomori methenamine–silver nitrate stain. Original 
magnification × 400. (D) Conidiophores (arrowheads) and conidial heads 
(brackets) of Aspergillus species isolated from cultures of surgical speci-
mens. Lactophenol Cotton Blue stain. Original magnification × 40. 
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A video of the chest computed tomography scan (coronal 
reconstruction of the pulmonary window) is available in 
Appendix 1, at www.cmaj.ca/lookup/suppl/doi:10.1503/
cmaj.180597/-/DC1


