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Thoracic Actinomycosis

Kuhn Park, M.D.*, Jong Bum Kwon, M.D.*, Jong Ho Lee, M.D.*

Background: Thoracic actinomycosis is a rare, chronic debilitating disease and it is difficult to diagnose and treat.
Material and Method: Between March 1990 to December 2003, 17 patients were diagnosed and treated for
actinomycosis in our center. Except 4 patients (involving cervicofacial, and abdominopelvic area), we reviewed the
clinical characteristics, diagnosis method, and treatment in 13 patients. Result: In 8 patients, the operation was
required for diagnosis and treatment. 7 of 8 patients had tumor-like lesions in radiological findings and they were
not distinguished as lung cancer, and 1 of 8 patients was non-responsive to the antibiotics therapy. Among the 5
medically treated patients, 4 of 5 patients were diagnosed by bronchoscopic biopsy and one by CT-guided biopsy.
All of them was well-responsive by the antibiotic treatment. Conclusion: Thoracic actinomycosis is a chronic
inflammatory disease that respond well to antibiotics (penicillin therapy). It should be diagnosed by the repeated
biopsy (CT-guided or bronchoscopic) before starting treatment. However, if the lesion is not distinguished as the
fung cancer, non-responsive to the medical treatment, and the patients experience the recurrent hemoptysis, we can
consider the operation for the diagnosis and treatment.

(Korean J Thorac Cardiovasc Surg 2005;38:50-55)
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Table 1. Thoracic actinomycosis: clinical data of surgically treated patients
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nfrifer Sympt.oms Duration Clinica.l Location Surgical Ass.oc1ated Complication
age, sex and signs presentation procedure disease
1/59/M  Chest pain, 1 month Lung mass, LLL, Lt pleura Lobectomy
coughing, night pleural effusion
sweating
2/47M  Coughing, sputum 12 months Lung mass, RUL Pneumonectomy DM Wound
fogus ball dehescence,
empyema
3/63/M  Chest discomfort 1 week Pleural mass LLL Wedge resection
Lt.pleura ~+mass removal
Lt.diaphragm
4/27/M  Hemoptysis, 1 week Cavitary lung mass RUL Lobectomy Tbe Prolonged
coughing, sputum air leakage
5/67/M Coughing 3 months  Lung mass RLL Lobectomy + HBP, CAD
wedge resection
6/53/M  General ache, 2 months  Lung mass LLL Lobectomy DM Postoperative
fatigue PSVT
7T/4O/M Hemoptysis, coughing, 2 days Organic pneumonia  LUL Lobectomy Tbe
chest pain
8/58/M  Sputum, hemoptysis 3 months  Lung mass LLL Wedge resection HBP, DM

*M=Male; F=Femal; Lt=Left; LLL=Left lower lobe; RUL=Right upper lobe; RLL=Right lower lobe; LUL=Left upper lobe; D.M=Diabetes
millitus; The=Pulmonary tuberculosis; HBP=Hypertension. 'Medical treatment failed patients.

Table 2. Thoracic actinomycosis :

clinical data of medically treated patients

Case L. . . .
number Sympt.oms Duration Chmca.l Location Diagnosis Ass.oc1ated Antibiotics
age, sox and signs presentation base on disease
1/45/(F  Back pain 15 days  Lung mass LUL CT-guided Piperacillin*2wk(i.v) then
biopsy oral augmentin*
2 months
2/73/M  Hemoptysis 1 month  Foreign body LLL Bronchoscopic  Tbc Same above
biopsy
3/78/M  Coughing 2 months Lung mass LUL Bronchoscopic ~ Liver Same above
biopsy hemangioma
4/73)M  Coughing, sputum 5 months Pneumonia LLL Bronchoscopic Same above
biopsy
ST/73/F Chest discomfort 15 days Pneumonia RUL, RML Bronchoscopic  Liver Sulbacillin*2wk(i.V) then
fever, sputum biopsy hemangijoma oral augmentin*2 months

*wk=Week; iv=Intravenous; 'Two time hospital admission; 3 Times bronchoscopic biopsy.
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Fig. 1. Mass lesion mimicking lung
cancer (Chest PA and Chest CT).

Fig. 2. Chest PA and Chest CT
of patient who were diagnosed as
having chronic organizing pneu-
monia.
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Fig. 3. (A) Chest PA at admission :

at admission :
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huge consolidation at right upper lobe (RUL) and middle lobe (RML). (B) Bronchoscopic finding
near total obstruction of UL and RML bronchial orifice. (C) Chest PA after 3 months later treatment.

Fig. 4. An actinomyces granule showing the characteristic
radiating eosinophilic club-like rods on its periphery. Note the
surrounding acute inflammation (H&E < 100). The inlet is a
Gram and silver stain showing filamentous appearance with
branching of the component organism (Gram and silver stain :
GMS stain x400).
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