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Imaging features and risk factors of invasive pulmonary aspergillosis in patients with liver failure
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[ Abstract] Objective To explore clinical characteristic, diagnosis and risk factors and chest imagine
features of invasive pulmonary aspergillosis in patients with liver failure. Methods The clinical data of
20 cases with IPA in patients with liver failure from January 2008 to November 2012 in our hospital were
retrospectively analyzed. Results Total of 463 cases with liver failure, 20 cases was diagnosed with invasive
pulmonary aspergillosis, and all case were “probable” cases, incidence rate of IPA in liver failure was 4.3
percent. Among these cases, 7 case with drug induced liver injury, 6 cases with autoimmune hepatitis, 2 cases
with metabolic liver disease, 5 cases with viral hepatitis B. The risk factors of IPA in these cases include that
70% cases received long term broad spectrum antibiotic treatment, 60% cases had glucocorticoids exposure,
55% cases presented CD4™ T cell count below 400/mm®. Chest CT scan show that multiple nodules or
masses and wedge consolidation near pleura is common change in bilateral lung, but typical halo sign and air-
crescent sign is seen rarely. In those IPA patients, 5 cases recovered with voriconazole treatment, others died
or discharged voluntarily during therapy. Conclusions Patients with liver failure is susceptible to invasive
pulmonary aspergillosis, most IPA cases presents host risk factors, chest CT scan have an important value to

discover IPA early in those patients.
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