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BACKGROUND

A lung abscess is a localised suppurative infection in the
lung parenchyma, characterised by the formation of a
necrotic cavity >2cm enclosed by a fibrous wall. Classic
symptoms are onset of high-grade pyrexia (>38.5),
productive cough with putrid sputum and presence of risk
factors.!

Lung abscesses are associated with aspiration of
gastric or oropharyngeal contents, which arise most
often in patients with altered consciousness or dysphagia.
Abscess formation has also been shown to occur distally
to obstructing tumours or foreign bodies, as well as
secondary to septic emboli or infected pulmonary infarcts.
Immunocompromised patients are also at risk.>*

In abscesses found in adults over the age of 50 years
there was a preceding pneumonia in up to 40% of cases,
and almost 50% were associated with lung tumours.*?

CASE PRESENTATION

A 78-year-old gentleman presented to his general
practitioner with a dry cough that had been ongoing for
two months, without shortness of breath or chest pain.
On further questioning he admitted to a long history
of smoking. Examination revealed crepitations in his
left lower base, but was otherwise unremarkable. The
patient’s past medical history consisted of pre-diabetes
mellitus, benign prostate hypertrophy, iron-deficiency
anaemia, asthma and colon carcinoma which was resected
13 years ago.

Given his history of smoking, the patient met the
‘direct access’ criteria for chest x-ray imaging and this
was performed within two weeks (See Fig. 1).” The x-ray
was reported by a radiology consultant who noted “a new
spiculated opacity in the right lower zone medially...a
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Figure 1: The initial chest x-ray ordered by the patient’s general
practitioner.

further lung opacity is seen in the right lower zone more
laterally, measuring 36mm. There is a new calcified nodule
in the right hilar region.”

Further investigation with a CT thorax, abdomen
and pelvis (CT-TAP) was recommended and organised for
within two weeks, as per the suspected cancer pathway.’

INVESTIGATIONS

The patient’s blood results were as follows:

Hb 117 (1)
MCV 87.0
wCC 11.9 (1)
Neutrophils | 9.5 (1)

Liver, bone and renal profiles were unremarkable.

TREATMENT

The gentleman’s CT-TAP was performed, revealing an
8mm metal foreign body at the right hilum and a 25mm
fluid-filled lesion in the right middle lobe, which was
collapsed (See Fig. 2). The scan was discussed in the lung
multidisciplinary meeting and urgent endoscopy was
arranged. At this point the patient was informed of the
CT scan results and mentioned he had noticed a missing
dental filling several months ago. He was commenced on
antibiotics as per the trust’s microbiology protocol.

Bronchoscopy confirmed the presence of dental
amalgam at the entrance to the right middle lobe, however
attempt to remove under suction was unsuccessful and
unfortunately pushed the foreign object into the left lower
lobe where it was unable to be retrieved.
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* Chronic cough often proves difficult to evaluate and
hence manage. The National Institute of Clinical
Excellence (NICE) recommends obtaining an
x-ray on all patients aged 40 and over if they have a
smoking history and cough.’

* In the treatment of lung abscesses cavity closure
takes an average of four weeks. Serial chest x-rays are
utilised to monitor therapeutic response.’
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* The radiologic appearances of abscess are cavitation

with air-fluid level on a background of segmental or
lobular consolidation.’
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So far, it is looking like we have raised almost £15,000 towards our target of £40,000 towards
the Head and Neck Cone Beam CT scanner.
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