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Introduction

Invasive aspergillosis is a major cause of morbidity and mortality in the 
immunocompromised population. 

Tracheobronchitis due to Aspergillus infection is relatively uncommon, 
occurring in less than 7% of pulmonary aspergillosis cases. 

Aspergillosis is rare in the HIV patient population, however, when present it is 
frequently associated with neutropenia. 

Respiratory complaints in a patient with AIDS can represent a multitude of 
infectious agents, while tracheobronchitis due to Aspergillus species is often 
precluded as part of the initial differential diagnosis.

Patient

Age: 33 years old
Gender: Male
Ethnicity: Hispanic

Initial complaint: 2 months of productive cough with white sputum, fever, and 
body aches

Past medical history: HIV diagnosed 4 years ago

Medications: Elvitegravir/cobicistat/emtricitabine/tenofovir alafenamide, 
sulfamethoxazole/trimethoprim

HPI: Previously seen at outside hospital two months prior and was diagnosed 
with pneumonia with unknown causative agent. He reported undergoing 
bronchoscopy but unsure of results. He was discharged with antibiotics,
however the cough and fever did not improve.

Examination

Vitals: Temp: 98.7 F, Pulse: 107 bpm, O2 Sat: 98% on room air

Exam: non-toxic appearing, clear to auscultation bilaterally

Labs: WBC: 3.9, Absolute neutrophil 0.3, Hgb: 11.2, platelets: 768

Bronchoscopy: Thick white mucopurulent 
secretions in the distal tracheal seen via 
bronchoscopy.

CT chest without contrast showing 
subtle scattered nodules in the 
bilateral upper lobes (arrows), more 
prominent in the left upper lobe.

Bronchoscopy showing the 
left superior lobar bronchus 
was completely obstructed 
with white plaques.

Diagnosis

The patient was started on empiric ceftriaxone and azithromycin. He developed occasional febrile 
episodes

Eosinophilia 783, CD4 count 33, HIV viral load 49,000 copies, beta-d-glucan not detected

Bronchoscopy performed due to inconsistent symptoms and minimal imaging findings. 

Microbiology revealing branching hyphae consistent with Aspergillus species.

Patient was started on voriconazole 200 mg (4 mg/kg) orally twice a day

Imaging

Chest radiograph unremarkable

Bronchoscopy

Microbiology

Bronchial brushings with Papanicolaou’s stain revealing branching hyphae consistent with Aspergillus (red 
arrow). B: Hematoxylin and eosin stain showing numerous inflammatory cells (blue arrow) and evidence of 
Aspergillus (white arrow).

Discussion

Respiratory symptoms with minimal chest imaging findings in a patient with AIDS pose a unique 
clinical dilemma as the differential diagnosis in such an immunocompromised patient is exceedingly 
broad. 

• The differential for pneumonia in a patient with AIDS includes bacterial, mycobacterial, fungal, viral, 
and parasitic infections 

• Bacterial pneumonias are currently the most common cause of pneumonia in this population and 
Streptococcus pneumoniae is the most frequent organism implicated

Aspergillosis infection is rare in patients with HIV however, when present is commonly associated with 
neutropenia and a CD4 count of < 100 cells per mm3, both present in this patient 

• The most frequently associated conditions were solid organ transplantation (44.2%), hematologic 
malignancy (21.2%), neutropenia (18.7%) and chronic obstructive pulmonary disease (15.4%)

• Chest CT was reported to have specific findings for AT in only 25% of cases. The non-specific 
clinical presentation and non-specific imaging findings can potentially lead to a delay in diagnosis of 
AT.

Bronchoscopy has a high diagnostic yield for AT since sputum cultures lack sensitivity and specificity 
for invasive aspergillosis in the immunocompromised population.

• The threshold to perform diagnostic bronchoscopy should be low when suspecting invasive 
aspergillosis in an immunocompromised patient with minimal abnormalities on imaging. Several 
forms of AT have been described including obstructive bronchial aspergillosis, ulcerative 
tracheobronchitis, and pseudomembranous tracheobronchitis.

There are no specific recommendations however, the first line agent for invasive aspergillosis is 
voriconazole. 

• Our patient was placed on voriconazole and demonstrated clinical improvement both during the 
hospitalization and two months post diagnosis.

This case of AT in a neutropenic AIDS patient highlights the importance of considering bronchoscopy 
early to evaluate for endobronchial infections, particularly when chest imaging is not indicative of a 
specific diagnosis in a severely immunocompromised patient.
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