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A Rare Presentation of Invasive Aspergillosis: An Asymptomatic Man
with an Abscess Localized to a Parietal Pleura
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Aspergillosis is an infection caused by Aspergillus species, and it manifests in various clinical presentations. We
describe the case of a 73-year-old man with a small area of thickening on the thoracic wall detected by com-
puted tomography. Surgical resection confirmed the diagnosis of an Aspergillus abscess. We report this case in
view of the rarity of Aspergillus abscess localized to a parietal pleura without any signs of lung parenchymal
involvement. After a thorough literature review, we consider this could be the first report of this manifestation.
Accumulation of similar cases will be necessary to help spread recognition of this condition.
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P ulmonary aspergillosis refers to fungal infection
in the thoracic area caused by Aspergillus species,
most commonly A. fumigatus, A. flavus, and A. terreus
[1]. Patients with this condition present with a variety
of clinical manifestations ranging from space-occupy-
ing lesions (SOLs) to systemic allergic reactions to
Aspergillus antigens [2]. An abscess caused by an
Aspergillus species is classified as “invasive aspergillo-
sis.” Typically, such an abscess will locate in the tho-
racic cavity, presenting as an empyema, and potentially
causing various degrees of respiratory and other sys-
temic symptoms [3,4]. Here, we describe a case of an
asymptomatic man with an incidentally found
Aspergillus abscess, localized on a small pleural area
without any signs of lung parenchymal involvement. To
the best of our knowledge, this is the first report of a
presentation of this form of invasive aspergillosis.
The patient was an asymptomatic 73-year-old Asian
man who was referred to our department of respiratory
medicine for the investigation of pleural thickening.
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The lesion was incidentally found by computed tomog-
raphy (CT) scan at another hospital when he was
admitted for bacterial pneumonia one month prior to
the referral. He had a history of hypertension and had
undergone appendectomy for appendicitis. He denied
any occupational exposure to dust throughout his life.
He was a former smoker of 20 cigarettes per day from
the age of 20 to 70 years. Spirometry at the first outpa-
tient visit showed a ratio of forced expiratory volume in
1 sec to forced vital capacity of 0.58, highly suggestive
of obstructive pulmonary disease.

There were emphysematous changes on CT scan
(Fig.1A). However, he refused to take an inhaled bron-
chodilator. On clinical examination, contrast-en-
hanced CT revealed a partially necrotic nodular lesion
(3.5x1.3 cm) on the right upper thoracic wall, just
behind the 3rd costal bone (Fig.1B). The laboratory
workup was negative for tumor markers and 5-D-glu-
can. We did not perform interferon-gamma release
assays. CT scan did not show any change in the lesion
or recurrence of symptoms at the 2-month outpatient
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follow-up. However, during an outpatient visit at 3
months, the 2-[fluorine-18] fluoro-2-deoxy-d-glucose
(FDG) uptake on positron emission tomography (PET)
showed a peak standardized uptake value of 2.41, rais-
ing suspicion of malignancy (Fig. 1C).

The location of the pleural thickening did not allow
transbronchial lung biopsy (TBLB). CT-guided needle
biopsy was not performed because the patient’s lungs
showed severe emphysematous changes on imaging
studies, and we therefore considered complicating
pneumothorax and dissemination of malignant cells
throughout the thoracic cavity to be a potential risk in
the case that the lesion was malignant. Thus, thoracic
surgery was consulted for surgical resection of the
lesion.

Video-assisted thoracic surgery (VATS) was per-
formed with a presumptive diagnosis of thoracic wall
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malignancy. Due to severe adhesion between the right
upper lobe and the thoracic wall, the procedure
required additional chest opening at the 3rd intercostal
margin right above the lesion. A successful right upper
lobe partial resection was performed after the lesion was
detached with the layer outside the parietal pleura. A
small incision of the dissected lesion revealed purulent
discharge, and the surgery was completed at that point.
The postoperative course was unremarkable, and the
patient was discharged on postoperative day 4.
Pathological reports showed the formation of a par-
tially necrotic granuloma, accompanied by coloniza-
tion of branching hyphae positive for periodic acid-
Schiff staining, strongly suggestive of an Aspergillus
infection (Fig.2A,B). The surrounding area formed
strong fibrous adhesions from the lung parenchyma to
the parietal pleura due to the significant inflammatory

Fig. 1

(A) There were emphysematous changes on CT scan. (B) Contrast-enhanced CT scan revealed necrotic space-occupying lesion

just behind the 3rd costal bone. (C) Positron emission tomography scan showed mild 2-[fluorine 18] fluoro-2-deoxy-d-glucose (FDG) uptake

by the lesion.

Fig. 2

(A\) Pathology showed the formation of partially necrotic granuloma (arrow). (B) The colonization of branching hyphae positive for
periodic acid-Schiff staining, suggesting Aspergillus infection (arrows).
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Fig. 3  Overview of the lesion and the surrounding area. The
circle (@) indicates the lung parenchyma, and the rhombus (4
the side toward the thoracic wall. The star (%) indicates the lesion,
which is predominantly located around the parietal pleura. The
border between the parietal pleura and visceral pleura could not be
determined due to the strong inflammatory response surrounding the
lesion.

response. Therefore, the boundary between the visceral
pleura and parietal pleura could not be distinguished
(Fig.3). There was only a minor involvement of the
inflammatory process in the lung parenchyma.
Purulent discharge by a small incision to the lesion
during the surgery was taken into consideration, and a
confirmatory diagnosis of Aspergillus abscess was made.
The cultures for general bacteria and Mycobacterium
spp. were negative. The patient was doing fine during
the outpatient follow-up at 13 months, and no recur-
rence of a similar lesion was observed by CT scan.

Discussion

Pulmonary aspergillosis can present with a variety of
clinical manifestations. To date, three main spectra of
Aspergillus-related lung disease have been recognized:
chronic pulmonary aspergillosis; allergic bronchopul-
monary aspergillosis; and invasive pulmonary aspergil-
losis [1,2]. Aspergillus abscess can be categorized as
invasive aspergillosis. There are several different forms
of invasive aspergillosis, many of which are associated
with strong respiratory and systemic symptoms [2]. In
cases with abscess formation, most of them present as
empyema [2-4]. They are often refractory to medical
and surgical intervention, and can lead to a detrimental
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course [3-6]. However, in our case, the lesion was
localized to an extremely limited area, and the patient
was asymptomatic throughout the course. In addition,
there were no infiltrative or nodular shadows in the lung
fields on imaging studies, which typically could be seen
in invasive Aspergillosis. Consequently, total surgical
resection alone led to good clinical progress. We did not
administer any postoperative antifungal agents because
we were able to resect the lesion completely. We contin-
ued outpatient follow-up only, in accordance with rec-
ommendations for the management of surgically
resected Aspergillus nodules [7,8].

Patients with high-risk characteristics for
Aspergillus infection of the pleura or pleural space are
as follows: those who have undergone thoracic surgery;
those with an immunocompromised status; and those
with a history of tuberculosis infection [3,4]. In our
case, the exact origin of the Aspergillus infection was
unknown. The patient denied any history of the precip-
itating risk factors mentioned above. Imaging studies
did not detect any cavitary lesions in the lungs, which
could facilitate colonization of Aspergillus species. We
assumed that the patient was an immunocompetent
host, since he did not undergo any immunosuppressive
therapy, have a history of cancer, or lead a lifestyle that
included intravenous drug use, multiple sexual part-
ners, or homosexuality. Therefore, we hypothesized
that his immunological response towards the local
Aspergillus infection was sufficient to envelop the
abscess by granuloma formation, preventing further
expansion around the area.

We herein report a rare case of invasive Aspergillosis,
presenting as an abscess localized to a parietal pleura in
an asymptomatic patient. Early detection and surgical
resection of the lesion produced a favorable outcome.
To our knowledge, this is the first case report of this
type of manifestation of Aspergillus infection.
Aspergillus abscess should be one of the differential
diagnoses when SOL on the thoracic wall is detected by
imaging studies. We believe that further accumulation
of similar case reports will be necessary to help spread
recognition of this condition.
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