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Perguntamos: Qual o diagnóstico?

Diagnosis of the case presented in the previous edition
J Bras Pneumol 2005;31(4):368.

PULMONARY ABSCESS

Male ex-smoker (40 pack/years),
complaining of productive cough, a 4-kg weight loss in 1 month

and nocturnal fever (37.4°C); no other symptoms.

COMMENTS

In this oligosymptomatic smoker presenting a
pulmonary mass accompanied by cavitation, the most
probable diagnostic hypothesis is neoplasm.
Therefore, bronchoscopy was ordered for this patient.
The bronchoscopy only revealed inflammatory
alterations in the bronchial tree, and transbronchial
biopsies showed a nonspecific inflammatory process,
with no sign of infectious agents.

Since neoplasm was not identified, empirical antibiotic
therapy was initiated, and improvement of the symptoms
was seen in the radiographic imaging - see the figures.

Pulmonary abscess is classically associated with
symptoms resembling those of pneumonia: fatigue,
loss of appetite, night sweats, fever, chest pain and
productive cough in which the sputum may be streaked
with blood and give off a foul odor. However,

depending on the etiologic agent and the immune
response of the patient, the profile may be one in which
few symptoms are present, as illustrated in this case.

The radiographic and tomographic aspects of
pulmonary abscess are similar and depend on the phase
of the process. Initially, consolidations with ill-defined
borders are observed. The process becomes increasingly
more organized, culminating in the appearance of
cavities. These cavities have thick, irregular walls and
may present communication with the bronchial tree.
An abscessed neoplasm appears identical to a
pulmonary abscess, and there are no radiological signs
sufficiently specific to differentiate between the two
processes. The presence of air bronchograms in the
cavity wall is a sign most frequently described in
combination with abscesses, as in this case.

Radiological Diagnosis
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