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A Case of Huge Empyema Caused by Pulmonary Actinomycosis

Duck Ryung Kim, MD, Yoon Hee Cho, MD, Seung Whan Lee, MD, Jong Sin Lee, MD, Mn Jae Km, MD,
Seung-Sook Lee, I\/I.D.', Du Hwan Choe, M.D.Z, Cheol Hyeon Kim, M.D., Jae Cheal Lee, MD.

Department of Internal Medicine, ]Depar’[ment of Pathology, and ZDepartment of Radiology, Korea Cancer Center Hospital

Actinomycosis is an indolent infectious disease characterized by pyogenic response and necrosis, followed by
intense fibrosis. The main forms of human actinomycosis are cervicofacial, pulmonary, and abdominopelvic type.
Pulmonary actinomycosis accounts for 15% to 20% of total cases and unfortunately, clinical manifestations and
radiologic findings are nonspecific. Small pleural effusion or empyema may develop in advanced disease but massive
empyema is infrequent and rarely reported. We report a case of huge empyema caused by pulmonary actinomycosis
in a 55 year—old man, presented with one-month history of productive cough and fever. The CT scan revealed a huge
cavity with air—fluid level occupying the left hemithorax. Empyema caused by actinomycosis was confirmed
microscopically by demonstration of sulfur granules in empyema sac through thracotomy. Decortication and surgical
resection of empyema sac and destructed lung was accomplished and followed by intravenous infusion of penicillin

G. (Tuberc Respir Dis 2004 57:579-589)

Key words : Pulmonary actinomycosis, Empyema, Sulfur granule.
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Figure 1. Plain chest radiograph shows a large cavity
in left  hemithorax  containing  airflud  level.  Pneu
monic  opacities are also noted in  bilateral lower lung

zone.
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Figure 2. Enhanced chest CT obtained at the level of left atiad appendage (A) and lung base (B)

demonstrates  a  large  empyema  cavity lying in  the
empyema sac. Pneumonic opacities are also noted around the cavity.
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Figure 3. Microscopic  examination  of  pleural
morphologically  compatible  with  Actinomyces. (A,

empyema
H&E, x400). High

Tuberculosis and Respiratory Diseases Vol. 57. No. 6, Dec, 2004

reveals several sulfur  granules  (arrow), which is
magnification  reveals  club-like

filament (open arrow), which is morphologic characteristics of Actinomyces. (B, H&E, x3,000)
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