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Short reports

Gastrointestinal tract aspergilloma: Possible cause

of malabsorption

R J Prescott, N Y Haboubi, I E Burton

Abstract
A 62 year old man with chronic lympho-
cytic leukaemia presented with malab-
sorption, the cause of which could not be
found during life. Necropsy examination
showed aspergillosis, limited to the
stomach, where tumour-like masses
were seen, the oesophagus, and lungs.
This case illustrates the problems of
diagnosing fungal infections in life and
the importance of clinicopathological
correlation at necropsy.
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Case report
A 62 year old white man presented with mild
anaemia and a chest infection due to chronic
lymphocytic leukaemia. He had a history of
partial gastrectomy. Haematological results
showed: haemogloblin 95 g/l, mean cor-

puscular volume (MCV) 108 fl, mean
corpuscular haemoglobin (MCH) 36&7 pg,
white cell count 69-9 x 109/1 with lympho-
cytes 60-9 x 10/l9, an ESR 77 mm/first hour,
vitamin B12 estimation 255 ng/l and serum

Gastric mass showing surface ulceration and haemorrhage.

folate 41 pg/i. A bone marrow biopsy speci-
men showed 80% infiltration with small lym-
phocytes. He improved after six courses of
chlorambucil and prednisolone (20 mg twice
a day). About a year later his haemoglobin
fell to 83 g/l with a normal white cell differen-
tial, platelets 128 x 109/1, and reticulocyte
count 5% associated with a positive antiglob-
ulin test (anti-IgG only). Treatment with
continuous high dose steroids and azathio-
prine for two months exacerbated a weight
loss of 10 kg, associated with diarrhoea with
pronounced malabsorption (faecal fat excre-
tion 38 mmol/day, normal < 18 mmol/day).
A barium meal showed a partial gastrectomy
and gastroenterostomy and no other abnor-
mality.
A swinging fever was attributed to chole-

cystitis associated with an enlarged gall-
bladder. This partially responded to broad
spectrum antibiotics. Gastric and duodenal
biopsy specimens taken at gastroscopy and
endoscopic retrograde cholangiopancreato-
graphy showed gastric metaplasia and normal
duodenal mucosa. A chest x-ray picture,
ultrasound and computed tomographic
scanning of the abdomen were normal.
Bacteriological studies including fungal cul-
tures and C reactive protein were unhelpful
in the diagnosis of fungal infection.

After a second gastroscopy he developed
persistent hoarseness, then aphonia with con-
tinued anorexia, abdominal pain, and weight
loss. His fever continued until death, in spite
of intravenous treatment with amphotericin B
and numerous antibiotics.

Post mortem findings
Post mortem examination showed extensive
ulceration of the lower two-thirds of the
oesophagus and several fungating tumour-like
masses in the stomach, located in the cardia
and body along the greater curvature. The
largest mass measured 5 x 5 x 4 cm and in
total they occupied about 40% of the gastric
surface area (fig 1). The duodenum, small,
and large intestines looked normal. The lar-
ynx looked normal, but both lungs showed
macroscopic evidence of bronchopneumonia.
There was no lymphadenopathy and the
spleen weighed 295 g and was congested.
The other organs looked normal.
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Figure 2 Dense
eosinophilic precipitates
oudining the hyphal walls,
representing the Splendore-
Hoeppli phenomenon
(haematoxylin and eosin).

Microscopically, the oesophageal ulcers
and gastric masses were composed of acute
inflammatory exudate admixed with dichoto-
mously branching, septate fungal hyphae typ-
ical of aspergillus. There was penetration of
fungal elements into the oesophageal and gas-
tric muscle coats and angio-invasion was a

noticeable feature. Some of the hyphae within
blood vessels had thickened eosinophilic out-
lines representing the Splendore-Hoeppli
phenomenon (fig 2). The lungs contained
foci of acute inflammation associated with
aspergillus organisms. There was no evidence
of fungal spread in any of the other organs.
The spleen showed red pulp congestion only
and there was no evidence of a leukaemic
infiltrate in any of the sampled organs includ-
ing bone marrow.

Discussion
The clinical presentation of aspergillosis is
dominated by reports of lung, central nervous

system, bone and paranasal sinus involve-
ment.' Only one report emphasises the high
prevalence (47%) of gastrointestinal disease,
which is invariably associated with high dose
steroids and lung disease.2 There are also a

few cases of gastrointestinal haemorrhage
associated with aspergillus invasion. Cohen
and Heffner describe a patient with diarrhoea
and acute myeloid leukaemia caused by distal
ileal infarction,' and Weingrad et al, a case

with diarrhoea caused by bowel wall
invasion.4 Vascular invasion with aspergillus
has also been shown to produce bleeding
from colonic5 and duodenal ulcers6 and perfo-
ration.2 Cappell reported invasion of the
whole gastrointestinal tract with ulcers.7
Surprisingly, gastrointestinal aspergillosis is

rarely seen in AIDS.8
In the absence of any other cause for diar-

rhoea producing malabsorption and weight
loss in this patient, we presume that it was
caused by gastrointestinal aspergillosis, in
spite of negative cultures during life.

Another clinical clue which was missed in
our patient was the development of persistent
hoarseness, as described by Han et al,9 caused
by fungal invasion of the larynx in immuno-
suppressed children.

In aspergillus infections the portal of entry
is the lungs and, following angioinvasion,
wide dissemination is possible, although in
our case this was limited to the upper gas-
trointestinal tract.

Gross descriptions of gastrointestinal
aspergillus infections include ulcers of
varying configuration with or without perfora-
tion, infarction, and pseudomembranes,
but tumour-like masses have not been
described.230 The microscopic features of
aspergillus organisms are well described apart
from the Splendore-Hoeppli phenomenon, an
immunological reaction to fungal elements
which are coated with immune complexes.1'

There has been an increase in the number
of post mortem cases of invasive aspergillosis
in the past decade.' Despite the increased
clinical awareness, diagnosis of these infec-
tions during life remains at 25%.12 The role of
post mortem examinations and clinicopatho-
logical audit in studying the evolution of
these infections cannot be over emphasised.
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