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Delayed Diagnosis of Small Cell Lung Cancer in a Patient with Allergic 
Bronchopulmonary Aspergillosis
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Allergic bronchopulmonary aspergillosis (ABPA) is a hypersensitivity disorder induced by Aspergillus fumigatus that occurs generally 
in patients with underlying chronic airway disorders. However, the development of ABPA associated with lung malignancy remains 
unknown. An 80-year-old woman was admitted for evaluation of chronic cough. Her radiologic finding was a mass like opacity with 
mucoid impaction, showing finger-in-glove sign, one of the typical radiologic findings for ABPA. In addition, laboratory tests re-
vealed that her data satisfied the diagnostic criteria for ABPA. Interestingly, final pathologic examination showed that the mass le-
sion was small cell lung cancer. Here, we describe a case of delayed diagnosis of small cell lung cancer with ABPA, suggesting that a 
possibility of accompanying lung malignancy such as small cell lung cancer should be considered in patients with ABPA. This case 
let us realize the importance of clinical suspicion that different entities of diseases can be occurred simultaneously for the correct 
diagnosis without delay.
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INTRODUCTION

Allergic bronchopulmonary aspergillosis (ABPA) is hypersensi-
tivity reaction to Aspergillus fumigatus colonized in the tracheo-
bronchial tree [1]. It is well known to occur frequently in patients 
with chronic lung disease like bronchial asthma or cystic fibrosis 
[2]. Generally, the diagnosis of ABPA is based on the criteria com-
posed of clinical, radiological, and immunological features. Par-
ticularly, typical radiologic appearance of ABPA such as bronchi-
ectasis and finger-in-glove sign is useful for the diagnosis of ABPA. 
However, radiologic findings by itself have limited value for estab-
lishing diagnosis especially when clinical presentation of ABPA is 
vague, mimicking other respiratory disorders [3]. Herein, we re-
port a delayed diagnosis of small cell lung cancer (SCLC) with 
ABPA whose radiologic findings were more preferred to diagnose 
ABPA not lung malignancy.

CASE REPORT

An 80-year-old woman visited Chonbuk National University 
Hospital clinic to examine recurrent cough that lasted for several 
months. She had been an asthmatic for 9 years and never-smoked. 
She had no history of other medical illness. High resolution com-
puted tomography (HRCT) showed central bronchiectasis and 
bronchial wall thickening with internal mucus retention in right 
middle, both lower, and left upper lobes of the lung. In addition, 
there was a mass lesion showing finger-in-glove sign in the poste-
rior segment of the right upper lobe (Fig. 1A, C), which is compati-
ble radiologic features for ABPA. By satisfaction of clinical and 
immunological diagnostic criteria, diagnosis of ABPA was estab-
lished by a history of asthma, immediate skin test reactivity to As-
pergillus antigen (skin prick test to A. fumigatus: 2×2 cm, hista-
mine: 4×4 cm; intradermal test to A. fumigatus: 8×10 cm, hista-
mine: 11×9 cm/13×18 cm), peripheral blood eosinophilia (530/
mm3), lung infiltration on chest X-ray or chest computed tomogra-
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phy (CT), and central bronchiectasis on chest CT. Oral steroid and 
itraconazole were started for ABPA treatment. After treatment for 
2 months, she complained febrile sensation and chills. Despite 2 
months of ABPA treatment with steroid combined itraconazole, 
follow-up chest CT shows that the lesion is increased in size with 
lobulated contour nodular opacity that obstructs right upper lobe 
posterior segmental bronchus. Chest CT revealed mild enhance-
ment pattern and increased size of nodular opacity in the lesion 
with finger-in-glove sign (Fig. 1D-F). Percutaneous transthoracic 
needle biopsy was performed, and microscopic examination of the 
tissue samples revealed that there were round to fusiform shaped 
cells with scant cytoplasm, fine granular chromatin, and mitotic 

figure (Fig. 2A, B). On immunohistochemistry for synaptophysin 
(Fig. 2C), chromogranin, and CD56, the cells were positive. These 
findings are typical features of SCLC. As for staging work-up, there 
was a metastatic right lower paratracheal lymphadenopathy on 
positron emission tomography (PET)-CT, diagnosing limited stage 
of SCLC. Subsequently, conventional chemotherapy with radiation 
therapy was introduced to treat SCLC using combination of etopo-
side and cisplatin (EP). Follow-up HRCT (Fig. 1G) showed mark-
edly decreased size (more than 30%) of the mass lesion after the 
first chemotherapy. She had taken 6 cycles of chemotherapy of EP 
regimen for SCLC. Follow-up HRCT showed stable disease state. 
Then, she refused the curative or palliative treatment for SCLC.
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Fig. 1. (A-C) HRCT at admission (arrow and arrowhead). (D-F) Despite 2 months of ABPA treatment with steroid combined itraconazole, follow-up chest computed to-
mography shows increased size of mass (arrow). (G) Follow-up HRCT shows markedly decreased size (more than 30%) of mass (arrow). HRCT, high resolution comput-
ed tomography.
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DISCUSSION

The diagnosis of ABPA is based on clinical, laboratory, and ra-
diologic criteria. Primary criteria include asthma, radiologic evi-
dence of pulmonary infiltration, positive skin test to A. fumigatus, 
eosinophilia, precipitating antibody to A. fumigatus, elevated im-
munoglobulin E (IgE), elevated A. fumigatus-specific IgE and im-
munoglobulin G, and central bronchiectasis. A diagnosis of ABPA 
is nearly certain when six of these eight criteria are fulfilled. How-
ever, the confirmative diagnosis of ABPA is still difficult and so 
controversy in clinical practice.

In fact, several cases of ABPA mimicking lung cancer have been 
reported [3-5]. However, the simultaneous occurrence of ABPA 
with other respiratory disorders presenting mass lesion, i.e., lung 
malignancy is very rare.

On the other hand, similar to our case, 77-year-old male with 
non-small cell lung cancer (NSCLC) coexisting with ABPA was 
reported [6]. SCLC coexisting with ABPA has been not reported 

up to now. The clinical features of ABPA and SCLC are different. 
So it was more difficult to predict than NSCLC.

Typical radiologic features are helpful for the diagnosis of ABPA. 
In this case, her radiologic finding was a mass-like opacity with 
mucoid impaction showing finger-in-glove appearance, one of 
typical radiologic features of ABPA. In addition, her data of labora-
tory tests satisfied the diagnostic criteria for ABPA. These include 
fleeting pulmonary alveolar opacities, mucus plugging with bron-
chial wall thickening, and central saccular bronchiectasis [7]. Es-
pecially, bronchi are plugged with mucus, hyphae, and cellular de-
bris, making up a typical finger-in-glove appearance and it often 
looks like a mass lesion of the lung. However, unexpectedly, the fi-
nal pathologic examination revealed that the mass lesion is SCLC 
and we could know that it is difficult to distinguish ABPA from 
other respiratory disorders presenting as a mass like lesion just 
only by radiologic findings.

In this case, she had a history of asthma, immediate skin test re-
activity to Aspergillus antigen, peripheral blood eosinophilia, and 

Fig. 2. (A, B) Percutaneous transthoracic needle biopsy reveals that there are nests and cords of round to polygonal cells (black arrows) with scant cytoplasm, granular 
chromatin, and inconspicuous nucleoli in H&E stain. (C) Positive stains for synaptophysin by immunohistochemistry was compatible for small cell lung cancer (A and C, 
× 100 and B, × 400).
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radiologic typical finding of ABPA. These various factors were 
suggested for ABPA and it did not assess the possibility of other 
diseases.

We can’t explain exactly the cause and effect relationship between 
lung cancer and ABPA. Double primary possibility can’t be ruled 
out. Rather important point is that although ABPA can be diag-
nosed clinically, we should think about the possibility of a variety of 
diseases and additional imaging test (PET-CT) and biopsy may be 
need for mass lesion.

In conclusion, this case report introduces delayed diagnosis of 
SCLC with ABPA, suggesting that despite its scarcity the possibili-
ty of development ABPA with lung malignancy should be consid-
ered. Additionally, this case let us realize the importance of clini-
cal suspicion that different entities of diseases can be occurred si-
multaneously for the correct diagnosis without delay.
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