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DESCRIPTION
A 21-year-old man with no clinically relevant
medical history presented to the emergency room
with a 3-week history of cough and fever. He had
already been evaluated by his family practice phys-
ician who prescribed a 3-day course of azithromy-
cin. The patient reported mild improvement of
symptoms that lasted about 2 weeks. Four days
before the admission he again reported to his
doctor with recrudescence of symptoms. He was
prescribed a new course of antibiotics with a differ-
ent macrolide (clarithromycin). The patient’s cough
showed no improvement and he again reported
with fever (maximal temperature 39°C) that did
not improve with antipyretics.
At admission, observation showed fever (tym-

panic temperature of 38.6°C) with chills. He had
intense cough without sputum and showed no
signs of respiratory distress. Pulmonary ausculta-
tion revealed rude murmur on both hemithoraces.
The laboratory results revealed an elevated C
reactive protein of 11.78 mg/dL and leukocytosis
of 14 800/μL. A posteroanterior chest X-ray
showed a round-shaped cavity containing an air-
fluid level, with adjacent consolidation (figure 1).
A CT scan of the chest confirmed the presence of
consolidation in the inferior left lobe consistent
with pneumonia that had complicated with lung
abscess (figure 2).
Given that lung abscess are usually due to aspir-

ation,1 the patient was asked about episodes of
loss of consciousness, like seizures or alcohol
abuse, which he denied. His HIV test was negative
and no history of tuberculosis contact was
determined.
Blood cultures drawn at admission were sterile

probably due to prior antibiotic therapy.2 He was
given an 8-day course of piperacillin/tazobactam

with improvement of symptoms. Laboratory evalu-
ation showed reduction of acute phase markers.
Follow-up of the CT scan of the chest revealed

resolution of consolidation with persistence of the
cavity (figure 3).

Learning points

▸ Pulmonary abscess is not a frequent pathology
in internal medicine ward, its clinical
manifestations are non-specific and it affects
mainlymen.1

▸ A positive blood or pleural culture is seen in
less than 20% of patients with pneumonia.2

▸ The CT scan indisputably plays a key role in
pulmonary infections given that standard
radiography alone is lacking in specificity.3Figure 1 Chest X-ray showing a cavity containing an

air-fluid level with adjacent consolidation appearance.

Figure 2 CT scan showing consolidation of inferior left
lobe consistent with pneumonia with evolution to lung
abscess.

Figure 3 CT scan after resolution of consolidation with
persistence of the cavity.
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