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Pulmonary invasive aspergillosis. clinical analysis of 8 cases
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[Abstract] Objective
der to facilitate diagnosis. Methods

To summarize the clinical characteristics of invasive pulmonary aspergillosis(1IPA) in or-
The clinical features of 8 cases of IPA from Apr, to Dec. 2006 in our depart-
ment were analyzed retrospectively, Results Six cases had fever, Crescent sign or ring sign were shown on CT in 4
cases. Seven patients had cavity formation in the focus. In 4 patients, there was positive Aspergitlus cultures of spu-
tum, and 2 cases had posifive sputum culture before pathological diagnosis. The correct ptimaty diagnostic rate of
TPA was zero before admission, One case dicd and other 7 cases were improved and discharged. Conclusion The
causes of misdiagnosis of IPA are lack of specificity of symptoms and early CT, and low positive rate of culture of
sputum. So attention should be paid 1o the patients with underlying diseases and the possibility of 1IPA in patients with

new shadow in lung. For the patients who can tolerate percutaneous lung puncture or tracheoscopy, pathological ex-

amination should e performed in order to improve early diagnosis.
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