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Vaka Raporu/Case Report

An Extremely Large Lung Abscess; Surgical or Medical Treatment?

Biiyiik Bir Akciger Apsesi; Drenaj m1 Medikal Tedavi mi?
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INTRODUCTION

A lung abscess is a localized suppurative lesion of

pyogenic microorganisms resulting in tissue necrosis
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OZET

Akciger apsesi; aspirasyon ya da mikrobiyal klirens mekanizmalarmndaki yetersizlik olmas1 sonucu akciger pa-
rankiminde nekrozun eslik ettigi stiptiratif akciger infeksiyonudur. Eski yillarda akciger apsesi énemli bir mor-
talite ve morbidite nedeni iken anaerop antibiotik tedavilerinin artmasi sonucu insidans ve mortalite oranlar1
azalmustir. Buna ragmen hala %15-20 oraninda mortaliteye sahiptir. Anaerobik antibiyotikler son derece etkili
olmasina ragmen, bazi durumlarda cerrahi miidahale gerekebilir. Alt1 cm ve daha biiyiik boyutlar cogu kaynak
tarafindan cerrahi girisim veya drenaj endikasyonu olarak belirtilmistir. Bizim vakamiz 12 cm ile cerrahi sinirin
tam iki kat1 biiytikliige sahipti. Solunum sikintisi ve riiptiir riski mevcuttu. Standart rejimlerle tedavi edilerek
tama yakin diizelme sagland1. Boylece hem cerrahi bir girisimin komplikasyonlarindan korunmus oldu hem de
apsenin biiytikliigii ne olursa olsun klasik tedavi rejimlerinin etkinligi gosterilmis oldu.

Anahtar Kelimeler: Akciger apsesi, Apse tedavisi, Anaerobik enfeksiyonlar.

ABSTRACT

Lung abscess; It is a suppurative lung infection accompanied by necrosis of the lung parenchyma as a result of
insufficient aspiration or microbial clearance mechanisms. While lung abscess was an important cause of mor-
tality and morbidity in the past, incidence and mortality rates decreased as a result of the increase in anaerobic
antibiotic treatments. Despite this, it still has a mortality rate of 15-20 percent. Although anaerobic antibiotics
are extremely effective, surgery may be required in some cases. Sizes 6 cm and larger are indicated by most
sources as an indication for surgery or drainage. Our case was 12 cm in size, exactly twice the surgical margin.
There was respiratory distress and risk of rupture. Almost complete recovery was achieved by treatment with
standard regimens. Thus, both the complications of a surgical procedures were protected and the effectiveness
of classical treatment regimens was demonstrated regardless of the size of the abscess.

Keywords: Lung abscess, Abscess treatment, Anaerobic infections.

are abscess larger than 6 cm, massive bleeding, em-
pyema, malignancy, and symptoms lasting more
than 12 weeks (Bartlett, 2020; Ozlu et. al., 2012;
Kuhajda et. al., 2015; Sabbula et. al., 2020).

and cavity formation in the lung parenchyma. It is

often a complication of aspiration pneumonia. Cur-
rently, mortality in primary lung abscess is approxi-
mately 15-20%. In particular, anaerobic bacteria are
the common cause of pulmonary abscesses. Symp-
toms are often cough, sputum, fever, and night
sweats. In radiography, segmental placement is
noteworthy. It usually seems on the right lung be-
cause the anatomic structure of the right bronchus
and the aspirated material is more likely to escape.
An antibiotherapy including anaerobes should be
used in the treatment. The main surgical indications

Case

A 22-year-old woman presented to our department
with complaints of cough, phlegm, shortness of
breath, fever, night sweats, runny nose, and weak-
ness. Her complaints were ongoing for 2 weeks. A
physical examination revealed the following find-
ings: height, 158 cm; body weight, 55 kg; body tem-
perature, 39°C; heart rate, 130 bpm; blood pressure,
110/70 mmHg; and oxygen saturation, 85% in room
air. The laboratory findings on admission demon-
strated an elevated peripheral blood white blood cell
count (WBC) 19.700U/L (4.6-10,200) and CRP level
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420mg/dl (0-5). Her symptoms were severity and
she had difficulty breathing. The standard chest ra-
diograph (Figure 1) showed a pulmonary abscess
which a diameter of 12 cm. The patient was hospital-
ized and ampicillin-sulbactam 1 gr 4x1 and metroni-
dazole 500 4x1 were started intravenously. Postural
drainage was performed. On the 4th day of treat-
ment, the CRP value was decreased to 263mg/dl and
WBC was 14.400 U/L. But the symptomatic im-
provement was not achieved. The patient's satura-
tion was still low and tachypnea continued. Comput-
erized tomography for thorax was performed and
pulmonary abscess with a diameter of 12x6 cm was
also reported (Figure 1).

W

Figure 1. Pulmonary abscess with a diameter of 12x6
cm; A: posterior-anterior chest radiograph, B: com-

puterized tomography

It was twice the surgical margin. It was thought that
the abscess might rupture. Because of its large diam-
eter, percutaneous tube drainage was planned as a
surgical intervention. A consultation was requested
from the department of thoracic surgery. The opera-
tion is decided. The patient did not accept the opera-
tion. All risks that may occur if surgery is not per-
formed were explained and the necessary consent
forms were signed. Therefore it was decided to con-
tinue the current medical drug therapies. On the 7th
day of treatment, CRP was found to be 50 mg/dl,
WBC was 10,000 U/L and the level of pus was re-
gressed (Figure 2).

Figure 2. The chest radiograph on the 7th day of

treatment

Cough and fatigue were completely corrected the
saturation was 94 without oxygen. She was dis-
charged at the end of 10 days of treatment. No inter-
ventional procedure was performed and continued
treatment with oral amoxicillin (3x1000mg) and met-
ronidazole (4x500mg). Total treatment was com-
pleted in 6 weeks and the lesion completely recov-

ered (Figure 3).

Figure 3. The chest radiograph; A: at the end of the
treatment (after 6 weeks), B: after one year

DISCUSSION

Medical treatment with long-term antimicrobials is
the main point of treatment of pulmonary abscesses.
Penicillin and clindamycin positive results have been
reported in studies conducted with antibiotics in the
early period and penicillin is generally preferred.
Then, penicillin and clindamycin resistance was ob-
served in anaerobes. Almost all anaerobes and most
facultative organisms are known to be susceptible to
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combinations of beta-lactam, beta-lactamase inhibi-
tors. Today, the general approach is to use beta-lac-
tam, beta-lactamase inhibitors, or second cephalo-
sporins together with clindamycin or metronidazole.
The optimal duration of antibiotics is not known, but
most cases have been shown to improve after 6
weeks of treatment (Schiza and Siafaks, 2006).

The usual indication of surgery is abscess greater
than 6 cm in diameter, massive bleeding, empyema,
malignancy, abscesses associated with an obstructed
bronchus, failure to respond to medical management
if symptoms last more than 12 weeks with appropri-
ate therapy, or abscesses involving relatively re-
sistant organisms (Bartlett, 2020; Ozlu et. al., 2012;
Kuhajda et. al., 2015; Sabbula et. al., 2020). The usual
surgery procedure is drainage or resection of lung
abscess. Drainage can be performed percutaneous or
endoscopically with a local approach, or it can be
performed open under general anesthesia. Options
for local drainage are percutaneous transthoracic
tube drainage or endoscopic drainage with bron-
choscopy. The usual resection procedure is a lobec-
tomy. If necessary, pneumonectomy is performed
(Bartlett; Sabbula et. al.). Percutaneous drainage re-
quires special care to prevent contamination of the

pleural space and is an easy-to-do surgical procedure.

It can be followed by ultrasound or computerized to-
mography (Kelogrigoris et. al., 2011; Kuhajda et. al.,
2015; Bartlett, 2000). It is indicated in 11-21% of pa-
tients in whom antibiotic therapy has failed (Mueller
and Berlin, 2002; Kuhajda et. al. 2015). The complica-
tion rate of drainage is about 16% and mortality
about 4% (Wali, 2012; Kuhajda et. al. 2015). Compli-
cations of tube drainage are spillage of the necrotic
detritus, infection bronchopleural fistula or bleeding.

Endoscopic drainage of lung abscesses with bron-
choscopy is an alternative to chest tube drainage.
Bronchoscopy can diagnose an underlying disease
such as endobronchial stenosis or malignancy. It re-
quires an experienced operator and is performed by
inserting a pigtail catheter into the abscess cavity.
The catheter is left in place until the cavity is drained.

The most important complication of this is the spill-
age of abscess contents into the airways (Kuhajda et.
al., 2015; Bartlett, 2020).

Open drainage, lobectomy, and pneumonectomy are
the other treatment methods for surgical treatment.
Air leakage, bronchial fistula, empyema, mediastini-
tis are the main complications of these. Mortality rate
after surgical treatment is about 11-28% (Herth, 2005).

Abscesses larger than 6 cm are unlikely to resolve
with antibiotic therapy alone and might require sur-
gical or percutaneous intervention. Today, it is re-
ported in most sources that a lesion of this size re-
quires surgical intervention. Rupture and respira-
tory failure are important complications. They are
secondary to underrecognition, undertreatment, or
untreated underlying cause of the lung abscess (Sab-
bula et. al., 2020).

The patient was young, healthy, with no underlying
disease and no immunodeficiency. The abscess had
a diameter of 12 cm. The most suitable period for a
delay before percutaneous tube drainage initiation
remains unknown (Shlomi, 2010). Although there
was laboratory improvement, clinical and radiologi-
cal improvement could not be achieved on the fourth
day. Rupture probability was considered. However,
a surgical approach was not performed and conven-
tional medical treatment was continued. After 6

weeks, the patient completely recovered.
Conclusion

In most cases, lung abscesses are successfully treated
by antibiotic therapy with a cure rate of around 90%.
The complication and mortality rates of surgery are
significantly higher than medical treatment. Alt-
hough this case is twice the surgical margin, it re-
sponded to medical treatment and was presented to
give information to the literature. Thus, it was hoped
that more patients would be protected from the com-
plications and mortality of the surgery.
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