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Lung abscess post bronchoscopy
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 Case Reports

Introduction

	 A lung abscess is an area of pulmonary pa-
renchymal necrosis caused by bacterial infection. The 
most frequent cause is aspiration of anaerobic organ-
isms from the mouth; other causes include necrotizing 
pneumonia and septic emboli. Lung abscesses can 
be classified as primary or secondary based upon the 
presence or absence of common associated condi-
tions. Symptoms of lung abscess may include fever, 
malaise, cough with foul smelling sputum, hemopty-
sis, shortness of breath, and weight loss. We present 
a case of 55-year-old man who had a primary lung 
abscess after elective bronchoscopy.  

Case Presenttion
 

	
	 A 55-year old man with no significant past 
medical history presented with six months of recur-
rent episodes of mild to moderate shortness of breath 
with no other pulmonary symptoms. His initial chest 
x-ray and CT scan of the chest showed an elevated 
left diaphragm and mild linear atelectasis in the left 
lower lobe. The patient was admitted for an elective 
bronchoscopy. At that time he denied any other symp-
toms, and his physical examination was within nor-
mal limits, including no dental or gingival disease. A 
flexible fiberoptic bronchoscopy with bronchoalveolar 
lavage was uneventful. The patient was observed for 
two hours and had a chest x-ray after the procedure 
which showed no change.  Four days later, the patient 
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came back with fever, chills, and hemoptysis for three 
days. On the physical examination, he was tachy-
pneic and looked ill. His chest examination was sig-
nificant for decreased air entry in the left middle/lower 
lobes and crackles in the left lower lobe. His lab stud-
ies were significant for leukocytosis. He was started 
on IV clindamycin and levofloxacin for a preliminary 
diagnosis of pneumonia. His chest x-ray revealed 
possible cavitation on the left lower lobe, and a CT 
of the chest confirmed that there was a 6.9 cm x 3.7 
cm lung abscess present. The patient continued anti-
biotics, began to subjectively improve, and appeared 
less toxic; his WBCs returned to normal values. The 
patient underwent more work up to evaluate possible 
etiologies, including TB, HIV, histoplasmosis, and as-
pergillosis. All tests were negative. His blood cultures 
revealed no growth. The patient was discharged on 
IV antibiotics for six weeks, and a follow up CT of his 
chest two months later showed complete resolution of 
the abscess.

Computed tomography of the chest with lung 
window settings demonstrates a large cavitary 
infiltrate in the left lower lobe.

Figure : 
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Discussion
 

	
	 Bronchoscopy is a key diagnostic technique 
for many lung diseases and is generally considered 
safe. However, as with any invasive procedure, it can 
be associated with complications. The usual com-
plications after an elective bronchoscopy tend to be 
minor, such as fever or transient parenchymal infil-
trates. Serious complications, like pneumothorax or 
air embolism, can occur, but these are rare and occur 
mainly after transbronchial biopsies.1 One study re-
ported a mortality rate of 0.01% and a major compli-
cation rate of 0.08% in a series of 24,521 procedures, 
and another reported a 0.02% mortality rate and 0.3% 
major complication rate in a series of 48,000 cases.2

	 Lung abscesses can be classified into primary 
and secondary categories. Approximately 80% of lung 
abscesses are primary and develop as a result of pri-
mary infection of the lung.3 These commonly develop 
in necrotizing pneumonia following aspiration or in 
chronic pneumonia, such as pulmonary tuberculosis.4 
Common causes for aspiration include alcoholic in-
toxication, seizures, stroke, drug overdose, and gen-
eral anesthesia. Other causes for aspiration include 
dysphagia secondary to neurologic diseases, such as 
amyotrophic lateral sclerosis, Parkinson’s disease, or 
stroke, or esophageal diseases, or following dental 
work. Secondary abscesses are caused by a preex-
isting condition; examples include airway obstruction 
from a neoplasm or foreign body, dissemination from 
an extrapulmonary site such as septic embolization 
from tricuspid valve endocarditis or suppurative phle-
bitis, a complication with intrathoracic surgery, or an 
immunosuppression from human immunodeficiency 
virus infection or immunosuppressive drugs.3

	 The incidence of lung abscess in an edentu-
lous person is very low, and this association should 
raise the possibility of an airway obstruction, often 
caused by bronchogenic carcinoma. In some studies, 
almost 50% of lung abscesses in adults older than 50 
years are associated with carcinoma of the lung, ei-
ther because of infection behind an obstructing tumor 
or infection within the necrotic tumor itself.3

	 Lung abscess accounts for 4.0 to 5.5 admis-

 Majdi Al Dliw      Lung abscess post bronchoscopy

sions per 10,000 hospital admissions each year in the 
USA.5 It is very infrequent after elective bronchosco-
py. This case illustrates the need for vigilant precau-
tionary measures, such as aseptic technique, during 
bronchoscopy to minimize the potential for infection 
and for post procedure follow-up.
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