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eep fungal infections that originate from opportunistic mycoses are
feared complications with high mortality rates after high dose of
chemotherapy and stem cell transplantation.1 Aspergillus species are

usually susceptible to be disseminated in immunocompromised individu-
als.2-4 The process may progress to life-threatening point if rescue therapy
delays. Primary intestinal invasive aspergillosis is extremely rare and highly
lethal opportunistic infection despite new effective drugs and usually invol-
ves immunocompromised patients. It is rapidly progressive and diagnose is

Isolated Small Bowel Infarction Due to
Aspergillosis After High Dose

Chemotherapy and PBSC Tx in Patient
with Hodgkin Lymphoma: Case Report

AABBSS  TTRRAACCTT  Invasive aspergillosis is an opportunistic disease that affects immunocompromised pa-
tients resulting with high mortality rates. A 54-year-old man diagnosed as non-Hodgkin’s Lym-
phoma was treated with chemotherapy protocols and partial response achieved. Afterwards he was
treated high dose chemotherapy[BEAM (BCNU, Etoposide, Ara-C ve Melphalan)] and peripheral
blood stem cell transplantation (PBSCT). The patient had abdominal pain and distention 14 days
after stem cell transplantation. Surgical exploration of the abdomen was performed and intestinal
necrosis was diagnosed. Resection and anastomosis was done. Pathology showed transmural necro-
sis of intestine due to microthrombosis caused by aspergillosis. Intestinal aspergillosis should be
kept in mind when an immunocompromised patient suffers from severe abdominal pain, distention
and rapid clinical detoriation with fever. 
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ÖÖZZEETT  İnvazif aspergilloz yüksek mortalite oranlarıyla immünsüprese hastaları etkileyen  fırsatçı bir
enfeksiyondur. 54 yaşında non-Hodgkin lenfoma tanılı erkek hastaya uygulanan kemoterapilere
kısmi cevap elde edildi. Bunun üzerine yüksek doz kemoterapi [BEAM (BCNU, Etoposit, Ara-C ve
Melfalan)] ve otolog periferik kök hücre nakli (OPKHN) tedavisi uygulandı. Periferik kök hücre
naklinden 14 gün sonra hastada karın ağrısı ve abdominal distansiyon gelişti. İntraabdominal cerrahi
eksplorasyon yapıldı ve ince barsak nekrozu gözlendi. İnce barsak rezeksiyonu  ve anastomoz
gerçekleştirildi. İnce barsak rezeksiyon materyalinin patolojik incelemesinde aspergilloz plaklarının
infiltrasyonuna bağlı transmural ve mukozal infarktlar saptandı. Ateşle birlikte şiddetli karın ağırısı,
distansiyon ve hızlı genel durum bozukluğu tablosundaki immünsüprese hastalarda intestinal
aspergilloz düşünülmelidir.
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dif fi cult for in va si ve in tes ti nal as per gil lo sis. Ab do -
mi nal pa in, ga lac to man nan an ti ge ne mi a and iso la -
ti on of As per gil lus in the in tes ti ne are im por tant for
the di ag no sis of in va si ve as per gil lo sis.3,5,6

CASE REPORT
A 54-ye ar-old man with symptoms of high fe ver
and we ak ness was di ag no sed as pos sib le B cell ma-
lig nant lympho ma af ter fi ne ne ed le bi opsy from
the mass in the right up per lung. Ex ci si o nal axil -
lary lymph no de bi opsy was per for med to con firm
di ag no sis and pat ho logy sho wed lymphocy te rich
type Hodg kin’s Lympho ma. He was tre a ted with 6
cycles of ABVD (Do xo ru bi cin, Ble omy cin, Vinb -
las ti ne, Da car ba zi ne). The fi nal di ag no sis was con-
si de red B cell non-Hodg kin’s Lympho ma be ca u se
the im pro ve ment was not eno ugh and he was tre -
a ted with 8 cycles of R-CHOP(Ri tu xi mab, Cyclop -
hosp ha mi de, Do xo ru bi cin, Vin cris tin, Pred ni so ne)
che mot he rapy. 

PET- CT scan ob ta i ned af ter tre at ment sho wed
a par ti ally res pon se and the pa ti ent re ce i ved high
do se of che mot he rapy (BE AM(BCNU, Eto po si de,
Ara-C, Melp ha lan)) and pe rip he ral blo od stem cell
trans plan ta ti on(PBSCT).

In tra ve no us com bi ned an ti bi ot he rapy with
ami ca sin, imi pe nem and te i cop la nin was gi ven be-
ca u se fe ver de ve lo ped on the se cond day of au to lo -
go us pe rip he ral stem cell trans plan ta ti on . It was
star ted amp hot he ri ci ne-B ad mi nis tra ti on des pi te
in tra ve no us an ti bi ot he rapy on the twelfth day of
trans plan ta ti on. Le u kocy te en graft ment was ac hi -
e ved af ter ten days of trans plan ta ti on.

The pa ti ent suf fe red of ab do mi nal pa in and
dis ten ti on with no gas and sto ol pas sa ge at day fo -
ur te en af ter trans plan ta ti on. His men tal sta tus ra p-
idly con fu sed and was con sul ted with sur gery.
Ab do mi nal ul tra so und sho wed thic ke ning of the
in tes ti nal wall wit ho ut pe ris tal sis and flu id ac cu -
mu la ti on par ti cu larly in the left lo wer qu ad rant.
La pa ros co pic exp lo ra ti on was per for med and nec -
ro tic bo wel lo ops we re se en in the pro xi mal part of
in tes ti ne. Pro ce du re was con ver ted to open exp lo -
ra ti on and 70-cm long nec ro tic seg ment of the ter-
mi nal je ju num was re mo ved and ile o-je ju nal
anas to mo sis was per for med.

Du ring the ope ra ti on it was ob ser ved that the
me sen te ric vas cu lar cir cu la ti on was in tact, in di ca -
ting that the small bo wel wall nec ro sis was du e to
occ lu si on in mic ro vas cu lar cir cu la ti on. Mac ros co -
pic ins pec ti on of the bo wel sho wed lar ge mu co sal
ul ce ra ti ons and nec ro tic are as and his to pat ho lo gic
exa mi na ti on re ve a led trans mu ral nec ro sis and dis-
se mi na ted he morr ha gic are as (Fi gu re 1) (Fi gu re 2a).
In He mo toxy li ne Eo si ne sta i ned sli des, branc hing
hypha e we re de tec ted in va ding in tes ti nal ar te ri o -
les. It was re a li zed that fun gi we re morp ho logy of
As per gil lus hypha e using his toc he mi cal met hod of
GMS (Gro cott’s Met he na mi ne Sil ver) (Fi gu re 2b).

The pa ti ent de ve lo ped sep sis post-ope ra ti vely
and co uld not be we a ned from ven ti la tory sup port.

FIGURE 1: Small bowel necrosis with thickened and purple wall.

FIGURE 2a: Ulceration, active chronic inflammation, transmural necrosis (He-
motoksilen eosin*50).
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His con di ti on gra du ally de te ri o ra ted des pi te li po -
so mal amp ho te ri cin B tre at ment and pres sor
agents. Ven ti la tory sup port was con ti nu ed but the
pa ti ent di ed 12 days af ter the ope ra ti on.

DISCUSSION

Re ports of in va si ve as per gil lo sis ca ses ha ve in cre a -
sed in re cent ye ars pos sibly re sul ting from mo re ef-
fec ti ve but mo re to xic che mot he rapy re gi ments.7

Small bo wel in farc ti on du e to as per gil lo sis is as so -
ci a ted with high mor ta lity ra tes mo re than 80%.8,9

Early di ag no sis of in va si ve in tes ti nal as per gil -
lo sis is dif fi cult in the pe ri od of che mot he ra pi es as

the cli ni cal symptoms are usu ally va gu e and nons -
pe ci fic.4 The pre sen ce of pri mary in tes ti nal as per -
gil lo sis sho uld be con si de red in pa ti ents re ce i ving
high do se of che mot he rapy with symptoms of per-
sis tent fe ver and ab do mi nal pa in.

His to pat ho lo gic exa mi na ti on of spe ci men is
es sen ti al to for the di ag no sis of in tes ti nal as per gil -
lo sis.4 Com pu te ri zed to mog raphy and ul tra so und
may con tri bu te to di ag no sis. Bronc ho al ve o lar la va -
ge flu id sho uld be tes ted for As per gil lus be ca u se in-
tes ti nal in va si ve as per gil lo sis may be the part of a
dis se mi na ted di se a se with lung in vol ve ment.10 Sur-
gery is ine vi tab le in ca ses with bo wel obs truc ti on,
pe ri to ni tis or bo wel in farc ti on. Typi cally bo wel has
thic ke ned and purp le wall with are as of nec ro sis
may be ob ser ved when in va ded by As per gil lus. Re-
sec ti on and im me di a te anas to mo sis of bo wel is per-
for med in fa vo rab le ca ses. It is se en grey nec ro tic
deb ris co ve ring mu co sa re mo vab le when the bo -
wel spe ci men ope ned.

Mor ta lity ra tes of in va si ve as per gil lo sis re ma -
in high des pi te of early di ag no sis.7,11 One sho uld be
ca re ful for in va si ve as per gil lo sis in ne ut ro pe nic pa-
ti ents with fe ver, ab do mi nal pa in and bo wel obs -
truc ti on. As per gil lus an ti ge ne mi a sho uld be
de tec ted and ot her as per gil lus lo ca li za ti ons sho uld
be eva lu a ted as to start early tre at ment. It ne eds to
se arch un til di ag no sis of fun gus.

FIGURE 2b: Aspergillus hyphae showing the development of bundle (Gro-
cott’s Methenamine Silver; magnification*100).
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