
                                                                    

University of Dundee

Chronic pulmonary aspergillosis – a guide for the general physician

Carter, Charlotte; Kahai, Rasleen; Cunningham, Josie; Kilduff, Jennifer; Hough, Natasha;
Baxter, Caroline
Published in:
Clinical Medicine - Journal of the Royal College of Physicians of London

DOI:
10.1016/j.clinme.2024.100019

Publication date:
2024

Licence:
CC BY-NC-ND

Document Version
Publisher's PDF, also known as Version of record

Link to publication in Discovery Research Portal

Citation for published version (APA):
Carter, C., Kahai, R., Cunningham, J., Kilduff, J., Hough, N., Baxter, C., Connell, D., & Shah, A. (2024). Chronic
pulmonary aspergillosis – a guide for the general physician. Clinical Medicine - Journal of the Royal College of
Physicians of London, 24(1), Article 100019. https://doi.org/10.1016/j.clinme.2024.100019

General rights
Copyright and moral rights for the publications made accessible in Discovery Research Portal are retained by the authors and/or other
copyright owners and it is a condition of accessing publications that users recognise and abide by the legal requirements associated with
these rights.

Take down policy
If you believe that this document breaches copyright please contact us providing details, and we will remove access to the work immediately
and investigate your claim.

Download date: 11. May. 2024

https://doi.org/10.1016/j.clinme.2024.100019
https://discovery.dundee.ac.uk/en/publications/0e9129c7-1ef0-4949-b715-5c1ea9fca378
https://doi.org/10.1016/j.clinme.2024.100019


Clinical Medicine 24 (2024) 100019 

Contents lists available at ScienceDirect 

Clinical Medicine 

journal homepage: https://www.sciencedirect.com/journal/clinical-medicine 

CME respiratory infections 

Chronic pulmonary aspergillosis – a guide for the general physician 

Charlotte Carter a , ∗ , Rasleen Kahai b , Josie Cunningham 

c , Jennifer Kilduffd , Natasha Hough 

e , 

Caroline Baxter f , David Connell g , Anand Shah 

h 

a Registrar in respiratory medicine, Guy’s and St Thomas’ NHS Foundation Trust, London, UK 
b Respiratory dietitian, Guy’s and St Thomas’ NHS Foundation Trust, London, UK 
c Pharmacist independent prescriber, Frimley Park NHS Foundation Trust, Frimley, UK 
d Physiotherapist in respiratory medicine, Guy’s and St Thomas’ NHS Foundation Trust, London, UK 
e Consultant physician in respiratory medicine, Oxford University Hospitals NHS Foundation Trust, Oxford, UK 
f Consultant physician in respiratory medicine, National Aspergillosis Centre, Manchester NHS Foundation Trust, Manchester, UK 
g Consultant physician in respiratory medicine, NHS Tayside, Dundee, UK 
h Consultant physician in respiratory medicine, Guy’s and St Thomas’ NHS Foundation Trust, London, UK, and MRC Centre of Global Infectious Disease Analysis, 

Imperial College London, London, UK 

a r t i c l e i n f o 

KEYWORDS: 

Aspergillosis 

MDT 

Chronic pulmonary aspergillosis 

Aspergilloma 

a b s t r a c t 

This collaborative article presents a review of chronic pulmonary aspergillosis (CPA) from the perspective of a 

multidisciplinary team comprising of respiratory physicians, radiologists, mycologists, dietitians, pharmacists, 

physiotherapists and palliative care specialists. The review synthesises current knowledge on CPA, emphasising 

the intricate interplay between clinical, radiological, and microbiological aspects. We highlight the importance 

of assessing each patient as multidisciplinary team to ensure personalised treatment strategies and a holistic 

approach to patient care. 
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ntroduction 

Pulmonary aspergillosis is a spectrum of allergic and infective dis-

ases caused by the fungal species Aspergillus . The phenotypic presenta-

ion of disease is dependent on underlying lung disease and the patient’s

mmune system function. Table 1 describes in brief the variety of presen-

ations of Aspergillus -related lung disease alongside typical presentation

nd findings. This article will be focusing solely on chronic pulmonary

spergillosis (CPA). The global prevalence of CPA varies depending on

egion with significant likely underdiagnosis, however recent estimates

how a global annual incidence of more than 1,800,000, with 340,000

18.5%) deaths. 1 

CPA complicates underlying current or historic lung disease in

roadly immunocompetent patients. The diagnosis of CPA is reliant on

 combination of serological, radiological and microbiological criteria

ith a heterogenous presentation. 2 Given the difficulty in both diagno-

is and management of CPA the input of a multidisciplinary team (MDT)

s recommended. To help illustrate this, in this article we will discuss a

atient with CPA from the perspective of all the members of the MDT

 Fig 1 ) that are often required to provide complex care. 
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ase presentation 

A 65-year-old man presents to the respiratory clinic with a 6-month

istory of a persistent cough with occasional streaks of haemoptysis.

e is an ex-smoker with a history of chronic obstructive pulmonary

isease (COPD). Until recently his COPD was well controlled on in-

alers, and he had not had an exacerbation for 1 year. He also re-

orts increasing shortness of breath and a decreasing exercise tol-

rance. He is more fatigued and spends most of his day sat in a

hair. He has reduced appetite and has lost 8 kg in weight in the

ast few months, giving him a body mass index (BMI) of 17.6. He

as a past medical history of hypertension, atrial fibrillation and is-

haemic heart disease and is currently taking ramipril, amlodipine, apix-

ban, atorvastatin, bisoprolol, aspirin and inhaled umeclidinium bro-

ide/vilanterol. He has a CT scan which shows evidence of a right

pper lobe cavity with a mycetoma on a background of emphysema-

ous change and mild apical pleuroparenchymal fibroelastosis (PPFE).

is sputum is persistently positive for Aspergillus fumigatus and his sero-

ogical markers show an Aspergillus IgG of 170 mg/L (normal cut-off

 40 mg/L). 
mpton Hospital Sydney St, London, SW3 6NP 

e of Physicians. This is an open access article under the CC BY-NC-ND license 
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Table 1 

An overview of Aspergillus-associated lung disease. 

Disease Common risk factors Presentation Common radiological 

manifestation 

Typical serological 

findings 

Treatment 

Invasive pulmonary 

aspergillosis 

Immunodeficiency Non-specific 

- Fever 

- Cough 

- Sputum 

- Haemoptysis 

- Dyspnoea 

Multiple nodules 

Ground glass changes 

Consolidation 

Halo sign 

↑ Galactomannan 

↑ 𝛽-d-glucan 

Voriconazole, 

posaconazole, 

isavuconazole 

Amphotericin B 

Chronic pulmonary 

aspergillosis 

Structural lung disease 

eg COPD, tuberculosis 

Chronic ( > 6 months) 

Constitutional symptoms 

Cough 

Haemoptysis 

Aspergilloma 

Nodules 

Pleural thickening 

↑ Aspergillus IgG Itraconazole 

Voriconazole 

Allergic 

bronchopulmonary 

aspergillosis 

Asthma 

Cystic Fibrosis 

Wheezing 

Pleuritic chest pain 

Brown plugs in sputum 

Fleeting pulmonary 

infiltrates 

Central bronchiectasis 

↑ Immunoglobulin E 

↑ Eosinophils 

↑ Aspergillus IgE 

↑ Aspergillus IgG 

Oral corticosteroids 

Itraconazole 

Table 2 

The diagnostic of CPA requires the presence of a number of the below features for more than 

3 months and a lack of alternative diagnosis. 

Symptoms Radiology Serology Microbiology 

Haemoptysis 

Cough 

Weight loss 

Structural lung disease 

One or more cavities 

Aspergilloma 

Nodules 

↑ Aspergillus IgG Aspergillus spp . 

Fig 1. Roles of members of the multidisciplinary team in managing chronic pulmonary aspergillosis. 
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ase management by the clinician/specialist nurse 

This patient has a diagnosis of CPA based on their symptoms, radi-

logical appearances, serology and persistently positive microbiology.

he diagnosis of CPA can be challenging given the requirement of a con-

tellation of compatible radiology, microbiology and serological find-

ngs together with relevant symptoms. In cases with diagnostic difficulty

n MDT may be required for consensus. To ensure the correct diagnosis

s made, the patient should be actively investigated for lung cancer and

on-tuberculous mycobacterial (NTM) disease as these can present sim-
2

larly to and can co-exist with CPA. Table 2 gives a summary of the key

ndings in patients with CPA. 

Patients can present at any age, although it is more commonly seen

n males from middle age onwards. A history of structural lung disease

econdary to tuberculosis or NTM, sarcoidosis, lung cancer, or COPD are

isk factors for developing CPA and should alert clinicians to consider it

s a differential diagnosis in patients presenting with chronic respiratory

ymptoms. 3 

This patient has the classical features of CPA, which include a his-

ory of cough (which is often productive), weight loss and haemoptysis.
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Fig 2. Coronal slices of the patient’s CT scan. 
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ymptoms must have been present for longer than 3 months and may be

ccompanied by non-specific features such as fever, chest pain, lethargy

nd night sweats. 4 The symptoms may develop over months to years

nd are easily mis-diagnosed as exacerbations of the underlying respi-

atory disorder. Haemoptysis may be a significant feature of CPA and

an range from small volume haemoptysis to large volume life threat-

ning haemoptysis (more than 150 ml in 24 h). 

The clinician’s role in these patients is to ensure they make the cor-

ect diagnosis and start appropriate treatment at the right time. The

ecision to start treatment can be based on many factors, but is usu-

lly guided by progression of symptoms, and/or radiology. An MDT ap-

roach to management is key as complications such malnutrition and

aemoptysis can feature alongside a declining quality of life. The main

ims of treatment alongside resolution of disease, are improving symp-

oms and quality of life, prevention or treatment of complications, and

revention of progressive lung disease/damage. 5 The specific drug treat-

ents are discussed later in this article. 

Given the complexity of the condition, communication of diagnosis,

ndings and prognosis is imperative. Likewise, it is critical to ensure

here is ongoing access to specialist care and input, a specialist nurse

here available, has an essential role in facilitating continued access to

igh quality care and clear transparent communication. 

adiology 

The CT thorax in this case shows some of the classical features of

PA. There is a right upper lobe cavity with a mycetoma on a back-

round of emphysema. Fig 2 shows a coronal slices of this patient’s CT

can. This patient also has evidence of pleuroparenchymal fibroelastosis

PPFE) which can be associated with CPA often with progressive fibrotic

ung disease being a feature. A CT thorax is the most useful modality of

maging for patients with CPA. 

There is significant radiological heterogeneity across cross-sectional

maging in patients with CPA. The most characteristic feature is a fun-

al ball (an aspergilloma); however, in a recent study only 25% of pa-

ients have evidence of this. 6 More rarely CPA can present with only

odules on CT imaging which can be cavitated in appearance. Without

reatment, cavities will often continue to enlarge and new cavities will

orm. 7 Nodules are often associated with surrounding pleural thickening

nd areas of parenchymal consolidation/fibrosis. 

In a subset of patients CPA can be characterised by additional fi-

rosis of one of more lobes of the lung, which can appear like consol-

dation without any defining features. It can be associated with PPFE
3

ike changes (including pleural thickening and subpleural fibrosis) with

rogression of disease leading to progressive fibrotic destruction of the

ffected lobe(s). 

Serial CT scans may be useful to show progression over time and

esponse to therapy. Although definitive studies to show radiological

esponse to treatment have not been performed, previous retrospective

nalysis and recent consensus statements have suggested a reduction in

avity and pleural wall thickening, and a reduction in mycetoma size as

rognostic markers associated with treatment success. 8 , 9 

CPA can be complicated by haemoptysis, in many cases this can

e managed with oral therapies. In more severe or recurrent cases

T bronchial angiography (CTBA) is useful to identify the source of

leeding (which is usually from the systemic circulation). Radiologically

uided bronchial arterial embolisation is an effective treatment. 

ycology 

This patient has persistent growth of A fumigatus in his sputum. Al-

hough adding to the constellation of diagnostic findings suggestive of

PA, a positive fungal culture in isolation is not diagnostic given the

resence of Aspergillus ubiquitously in the environment. Importantly,

owever, it does allow antifungal sensitivity testing to be performed,

hich can be critically important given the increasing global relevance

nd emergence of azole resistance. This is of particular importance in

atients with a prior history of azole therapy where the likelihood of

zole resistance is increased. 

CPA is most commonly caused by A fumigatus , but CPA due to A

iger or A flavus is occasionally seen. Repeated culture positivity may

ncrease the likelihood of underlying pathology but again would need

o be confirmed by clinical, radiological, serological or histopathological

ndings. The sensitivity of Aspergillus detection in respiratory cultures is

ariable, so negative culture in the context of a suspicious presentation

oes not exclude infection. Sensitivity can be improved by use of PCR

etection although its use is limited particularly when distinguishing

etween colonisation and infection. 10 

Quantitative serological tests for IgG antibodies specific to A fumiga-

us are key in making a diagnosis of CPA. The detection of anti- Aspergillus

ntibodies has been reported to have a positive predictive value of

00% 

11 when distinguishing infection from colonisation with isolation

f Aspergillus in respiratory samples in non-immunocompromised pa-

ients. It is positive in > 90% of cases of CPA 

12 although can be falsely

egative in non-fumigatus Aspergillus infection or immunocompromise.

t is therefore used in conjunction with the clinical and radiological pic-

ure, and if clinical suspicion is high but there is a negative IgG, this

oes not exclude the diagnosis. 

Galactomannan, a part of the fungal cell wall, can also be tested

n BAL samples with sensitivity of 75–85% and specificity of 75–80%;

erum galactomannan is not recommended due to the low sensitivity of

he test. 𝛽-d-Glucan is a component of the cell wall of all fungi excluding

ygomycetes, it is not widely used in the diagnosis of chronic pulmonary

spergillosis as it is associated with a high rate of false positives. 

ietitian input 

For CPA, a low body mass index (BMI) has consistently been associ-

ted with increased mortality and is an independent predictor of prog-

osis. 13 As such, it is imperative that this patient with a low BMI and

ecent history of weight loss receives dietitian input. In patients with

OPD the body mass index, airflow obstruction, dyspnoea and exer-

ise capacity index (BODE) index 14 recommends that patients should

e aiming for a BMI of at least 21 kg/m2 . Weight loss, and particularly

oss of muscle mass, is associated with risk of infection and respiratory

ailure. 15 
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Table 3 

The options for available anti-fungal medications, dosing, key interactions and the necessary monitoring 2 , 22–24 . 

Drug Form Dose Key interactions Monitoring requirements at 

baseline and during 

treatment 

Therapeutic drug monitoring (TDM) 

Type of level Timing of level 

post initiation / 

dose adjustment 

Target level 

Itraconazole Oral 400 mg BD for 24 

hours, then 200 mg 

BD 

• Carbamazepine 

• Diazepam / midazolam 

• Omeprazole / 

esomeprazole 

• Paxlovid®

• Phenytoin 

• QT interval 

prolongation (eg 

macrolides, quinolones, 

antipsychotics, 

ondansetron) 

• Rifampicin / rifabutin 

• Sirolimus / tacrolimus 

/ ciclosporin 

• Vinca alkaloids 

• Warfarin 

• Bloods (LFTs, U&Es, FBC, 

CRP) at baseline, weekly for 

first month and then monthly 

during treatment. If not 

feasible then after 2 weeks of 

treatment and then each 

follow-up clinic visit. 

• ECG at baseline and then 2 

weeks after initiation or dose 

change. 

• Aspergillus markers (Total 

IgE, Aspergillus IgE, 

Aspergillus IgG, eosinophil 

count) Baseline and with 

each follow up clinic visit 

Trough or 

Random 

4–7 days 0.5–4 mg/L 

Voriconazole Oral < 40 kg: 200 mg BD 

for 24 hours, then 

100 mg BD 

> 40 kg: 400 mg BD 

for 24 hours, then 

200 mg BD 

Trough Within first 5 days 1–6 mg/L 

IV 6 mg/kg BD for 24 

hours, then 4 mg/kg 

BD 

Posaconazole Oral 300 mg OD 

(capsules) 

400 mg BD (liquid) 

Trough or 

Random 

3–8 days > 1 mg/L 

Isavuconazole Oral / 

IV 

200 mg TDS for 48 

hours then 200 mg 

OD 

Trough After 3–4 weeks 2–4 mg/L 

Caspofungin IV < 81 kg: 70 mg OD 

for 24 hours, then 50 

mg OD 

> 81 kg: 70 mg OD 

• Hepatotoxicity (eg 

statins, tetracyclines, 

valproate) 

• Phenytoin 

• Rifampicin 

• Bloods ( LFTs, FBC, 

creatinine, serum potassium, 

calcium and magnesium, 

glucose) 

• Blood pressure daily 

N/A N/A N/A 

Anidulafungin IV 200 mg OD for 24 

hours then 100 mg 

OD 

• Hepatotoxicity as above • Bloods (LFTs, FBC, 

creatinine, potassium, 

glucose) 

• Blood pressure daily 

N/A N/A N/A 

Micafungin IV < 40 kg: 2 mg/kg 

> 40 kg: 100 mg OD 

• Hepatotoxicity as above • Bloods (LFTs, FBC, renal 

function, electrolytes) 

N/A N/A N/A 

AmBisome®

Amphotericin B 

(liposomal) 

IV 1 mg/kg test dose, 

then 3 mg/kg OD 

• Nephrotoxicity (eg 

aciclovir, ACE inhibitors) 

• Ototoxicity (eg 

aminoglycosides, vinca 

alkaloids) 

• Hypokalaemia / 

torsade de pointes (eg 

citalopram) 

• Digoxin 

• Bloods (LFTs, U&Es, 

creatinine, potassium, 

magnesium, FBC) 

N/A N/A N/A 

CRP = C-reactive protein; FBC = full blood count; LFT = liver function tests; U&E = urea and electrolytes 
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For patients who may not have exposure to sunlight, vitamin D is a

ital nutrient to support bone health. If a patient has lost a lot of weight

ver a short period of time, there may also be a refeeding risk. 

iet 

It’s important to understand nutrition impact symptoms and to try

nd tackle symptoms one by one. 

Nutrition and mood are bidirectionally linked, understanding enjoy-

ent of food and how food impacts everyone’s quality of life, including

ultural and social preferences is important. 

Nutritional requirements include a higher protein intake (if no renal

mpairment), aiming for 1.2–1.5 g/kg. 16 A pragmatic approach around

nergy requirements may need to be taken as anecdotally, towards the

nd stages of disease, people with CPA become extremely catabolic. 

harmacy 

Various treatment options are available for the management of As-

ergillus lung disease – see Table 3 . 

Azoles are the only oral drugs with anti- Aspergillus activity. Itracona-

ole or voriconazole are currently considered first line options as they
4

ave been shown to be effective in improving/achieving stability in clin-

cal and radiological outcomes CPA. 17 Posaconazole and isavuconazole

re used as second-line drugs if there is failure to respond to therapy,

zole resistance or significant drug side effects. 18 , 19 Intravenous ther-

py may be used in cases of relapse, acute illness or antimicrobial re-

istance. 20 Recent data suggest that 12 months of therapy is superior

o 6 months with regards to subsequent disease relapse. 21 Effectiveness

hould be assessed at 6-months, and if there is progressive disease then

herapy may need to be changed or augmented. 

Azoles have significant side effects; for example, voriconazole is as-

ociated with photosensitivity and may not be suitable in patients with

ertain occupations. It is important to review side effects and the toler-

bility of the azole medication of a regular basis, particularly as many

atients relapse on cessation of the drug. 

herapeutic drug monitoring 

Determining the levels of a particular medication in the blood-

tream is known as therapeutic drug monitoring (TDM). This is recom-

ended with azoles due to their inherent pharmacokinetic variations,

rug expose-response, drug exposure-toxicity relationships and is useful

hen assessing interactions. 22-24 

Initial TDM is advised as per Table 3 and then periodically during

linical reviews to ensure adherence and efficacy while minimising tox-
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city. 23 , 24 Azoles, amphotericin and caspofungin are also known to po-

entially elevate liver function tests (LFTs), so it is vital to monitor these

hroughout treatment. 24 The LFT derangement is typically reversible on

iscontinuation of therapy. 

nteractions 

Azoles are known to affect cytochrome P450 (CYP450), an isoen-

yme crucial for the metabolism of a wide spectrum of drugs. 23 , 24 As a

esult, there is potential to interact with many pharmaceutical agents,

nd it is important to involve pharmacists as part of an MDT-led ap-

roach. 

zole resistance and antifungal stewardship 

Globally there is evidence of emerging anti-fungal resistance which

s associated with poorer outcomes. Close monitoring in azole monother-

py is essential and in vitro susceptibility testing should be carried out

n all culture-positive cases. 17 Azole resistance can be acquired via long-

erm use of azole therapy or may already be present due to environmen-

ally derived mutations. 17 , 25 , 26 

There is limited evidence for the recommended treatment options

n azole-resistance isolates and should be made on a case-by-case basis

ith the involvement of locally available expertise. Good anti-fungal

tewardship will monitor and direct the use of anti-fungal agents to try

nd achieve good clinical outcomes while avoiding harm and preventing

urther resistance. 27 

hysiotherapy 

This patient has both CPA and COPD with worsening symptoms, par-

icularly breathlessness, and a declining functional status. The involve-

ent of a physiotherapist is key to attempt to improve symptoms and

is quality of life. There is a lack of evidence to guide physiotherapy

anagement but as CPA typically occurs in the presence of a respira-

ory comorbidity, good clinical practice points can be extrapolated from

xisting literature in related disease groups. 

In this group, fatigue is particularly important, 28 as a symptom of

PA as well as a side effect of antifungal treatment. Patients can also

xperience airway inflammation and bronchoconstriction. This may be

elated to Aspergillus exposure or their underlying respiratory condition.

putum production 

Sputum production is not a principal symptom of CPA and many

atients with CPA will not necessarily require regular airway clearance

echnique (ACT). However, in this case, COPD guidelines recommend

CTs be taught in the case of sputum production. 

aemoptysis 

Many patients with CPA will experience haemoptysis. There is no ev-

dence or guidance published surrounding the physiotherapeutic man-

gement of haemoptysis. A Delphi consensus, described in the Cystic

ibrosis Trust guidelines, provides a framework to assist with modifica-

ion and personalisation of treatment in the context of haemoptysis for

ndividuals who perform airway clearance techniques. 29 

xercise and pulmonary rehabilitation 

Exercise should be advised and prescribed in line with the World

ealth Organization recommendations for individuals with chronic dis-

ase. 30 Given this patient’s co-existing diagnosis of COPD, pulmonary

ehabilitation should be offered to improve health related quality of life

nd functional capacity. 
5

horacic surgery 

Surgical resection of CPA can be used to provide curative intent, im-

rove quality of life, control infection and attempt to prevent haemopt-

sis. 2 Surgical resection is most commonly undertaken in patients with

imple aspergillomas with good baseline function as it can provide a

ure. 

Advances in thoracic surgery techniques have led to better outcomes

nd reduced post-operative complications. Patients with more complex

ymptomatic disease are more likely to have complications. The mor-

ality rate in a study of 33 patients from one centre over 11 years was

4%. 31 Given the complexity of the surgery and risk of possible com-

lications, surgeons with experience of chronic pulmonary aspergillo-

is surgery are key. There is a risk of relapse post-surgery, anti-fungal

herapy before and after surgery has been shown to reduce the risk

f relapse. 32 A nuanced patient-based approach on the pre- and post-

perative length of treatment should be taken. 

Surgery should always be considered in patients presenting with ma-

or haemoptysis but patients may end up with a bronchial arterial em-

olisation as a bridge to possible elective surgery. 

In lower resource settings surgery may be used as first line treatment

n centers with experience, in part due to the availability and expense

f azole medications. A systematic review of CPA managed surgically in

frica showed low mortality rates. 33 

alliative care 

This patient’s 5-year mortality is approximately 50%. 34 This is higher

han if he were diagnosed with idiopathic pulmonary fibrosis or many

olid organ cancers. The mortality rate of CPA is impacted by numerous

actors, many of which are not modifiable. 34 

Patients with CPA have a high symptom burden including fatigue

nd breathlessness. There is currently no evidence base for palliative

are input in these patients and therefore funding for and access to pal-

iative care services can be extremely difficult. Early referral to inpatient

nd outpatient services can help patients manage their symptoms and

mprove quality of life measures. 

onclusion 

This case highlights the challenges in CPA diagnosis and manage-

ent and how a multidisciplinary approach can help tackle this. One

articular challenge is the insidious presentation which can be diffi-

ult to distinguish in the context of a patient’s underlying lung disease.

here is heterogeneity in cross-sectional imaging and the presentation

an mimic a number of other respiratory conditions including lung can-

er and NTM. The initiation and continuation of treatment is complex,

articularly in an aging population with multiple health conditions. The

nvolvement of a pharmacist is key in ensuring safe azole prescriptions.

ommunication with the local mycology teams to raise the concern

f fungal infection can ensure appropriate investigations to detect As-

ergillus spp . This is of increasing importance as global azole resistance

merges. Patients can have a number of complications and progressive

isease can impact on negative on their quality of life. Members of the

DT can positively impact a number of symptoms and cure disease in

ome cases. However, in other patients’ clear communication regarding

rognosis and early involvement of palliative care services is vital. 

ey points 

• The diagnosis of chronic pulmonary aspergillosis is based on a 
combination of clinical presentation with suggestive features 
in the history, radiological findings, microbiology and serolog- 
ical tests. 
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• The input of a specialist MDT is vital in ensuring the best in- 
dividualised management for patients 

• Azole use is associated with significant interactions and side 
effects. Close therapeutic drug monitoring is required to avoid 
side effects and toxicity. 

• There is evidence of increasing triazole resistance and pa- 
tients with resistant strains of Aspergillus spp . have a higher 
risk of mortality. Sensitivity analyses should be done where 
possible in patients, this may be facilitated with close links 
with/discussions with regional mycology laboratories. 

• Consider early palliative care referral for patients with CPA to 
help manage their symptom burden and for consideration of 
advanced care planning. 
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