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=Abstract=

A Case Report of Primary Endobronchial Actinomycosis

Su Eun Yu, MD, Kang Joo, MD, So Hyang Song, MD, Chi Hong Kim, MD

Departments of Internal Medicine, College of Medicine, The Catholic University of Korea, Seoul, Korea

Actinomycosis is a chronic infectious disease, which is produced by Gram-positive anacrobic organisms,
actinomycetes, normally inhabit in the mouth, bowel and female genital tract. Primary endobronchial
actinomycosis is relatively rare infection and can be misdiagnosed as endobronchial tuberculosis or
malignancies. We experienced a case of primary endobronchial actinomycosis in a 49-year-old man
presented with fifteen-days history of hemoptysis and cough. He had a past history of extraction of teeth
because of dental caries six months ago. Chest X-ray showed irregular consolidation and bronchoscopic
findings revealed nearly obstruction by tumor mass with active bleeding in RLL. Pathologic finding of
the bronchial mass showed sulfur granule with granulation tissue formation. Intravenous administration
of penicillin G followed by oral ampicillin therapy for 6 months resulted in marked improvement in
symptoms and chest X-ray findings. We report this case with brief review of literature.

Key Words : Endobronchial actinomycosis, Bronchoscopy.
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Fig 1. Chest X-ray shows cavitary consolidation in

- right lower lung field.

Fig 2. Chest CT shows a large irregular air space
consolidation with multifocal necrosis in RLL,
Narrowing of the Rt intermedius, Rt. middle, Rt.
lower lobar bronchi is noted with bronchial wall
thickening. Multiple calcified lymph nodes are noted
around the above mentioned bronchi especially in
RLL.
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Fig 3. Bronchoscopic finging is that RLL bronchus
is nearly obstructed by soft and lobulated fungating
tumor mass with active bleeding and purutent
secretion,

Fig 5. Microscopic finding of the bronchial mass
shows sulfur grannule of the actinomycosis with
granulation fissue formation(H-E stain, x100).

Fig 4. Bronchial angiography shows abnormally
tortuous and dilated arteries from common trunk of
intercostal artery on the 7-8 th thoracic vertebral
level, Above arteries and its distal branches going
to RLL are the possible cause of hemoptysis.
Bronchial embolizattion was done for these arteries.
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Fig 6. After 6 months of penicillin and ampicillin treatment, chest X-ray shows marked improvement in
cavitary consolidation of RLL(A) and chest CT shows considerably improved but still remained consolidation in

RLL with decreased lung volume(B).

HAFE S B E o] 18774 Bollinger7}
A9] slotof A B FARE LAstE L, 18799
Harz+ o} §7]31E actinomycesdt 0}93‘4. 1887
dofl Israel 4% B3 AANMY FAHE &
AselT Weysd Astely ¥AsHoT LR
YA AT Buste] QiAo YRldE
Actinomyces israelii, &A%Y YA+ &
Actinomyces boviset £27 H A},

YN FFE AAAHLE SAs a FAL
ARG 31 Ars woun 17} A Aei7t B
Y AHS e A A A7 15~35419 S

710 T3pcjwe o Hojo x%x}o]_,] 734 x]o} al
HIEAQ Solof AAFH o2 7| Ash= Aol ¢
3, s, 48 o8 HstH 539 Hud §
2 ARSAY FUs=lo] g5l Y
7_4) Agz2, ik eofo] UhEo]
F5g P48t Wisdd
QA oA WRAF = AR F
,TRYeR ey 09 5} A%
7ol st Ruw Qi
[s]

1.0

= .

N

Kl
rlu

!

PN
™
lo

o %

o H 2o
Ho rH
°
oZ:

B

.l

Hu
fr

oy %2

N ooft Hz 4 ogk
W N o2 e

-59.-

_{
1
T o
©
=
_>:_

e

EL} Kinner51 Hsieh%°} Z
A5 19 AdEA gL 179% 4°ﬂ°ﬂ/‘1‘3_}
A0 glof Qo 1998d F59 EILOﬂ
71EA] WA A4 Ho] QY 10915 9918 %
3t 7182 WAl HARE i) %ﬁﬁ}qi’— L
atirh. ek 2 stH o7 HiAtd 2o E9l
! HRAbA 9] wifoFel QaliA EE = qlal HA
AAOR Ar o] WE L ZopEat HEL A7) A
o] 377t By 4= et

AEe 15% FAAS
2 sof Ql=d HYA™

183

-D- mt He

712k g sk
BE Abgo] RE B4



oA 7b¢ &x}7p Fohil 8k Penicillin G 1,800
2b~2 4009 9IS 2~657 AUFAE AR
oL} o}EAAR AFRAE 6~1271U7 AR A
& B3 k. 11 9 g ERnjolAl 2)BHA, 2
gciotolAl E2FWUF, AFutejA, AEYE]
o4l HEAO|EY 55 AHE T £ 9T, 5¢Y
AN wfsolt AR A8 A £&H A

A FH S Tl ol oo

FO
£

]

=
e
s

AL 714, ABE F22 YU 494 U
A 712 WA A
stoLt 7l 27 PAp
o] Agelo] B 5
So2 549 8RS AW

7 ®sk= violot,

T
id
o
g %

W2 ox Lo
i
o Mo

(AN
> N
cﬂri‘ﬁ

g

=)

—1N ric_)_o

8.

iz_m

do o (o
H

o

o o oax

=2

ok

References

1. Dicipinitingastis PV, Bleiweis 1J,
Krellenstein DJ, Halton KP, Treirstein AS :
F;rimary endotrachial actinomycosis in
association with foreign body aspiration.
Chest. 1992; 101 : : 283-85

2. Brown JR : Human actinomycosis. Hum
pathol. 1973; 4 : 319-30

3. Frand R, Stricdland B : Pulmonary
actinomycosis. Br J Radiol. 1974, 47 : 373~
8

4. Han YC, Kim DK : Primary endobronchial
actinomycosis. Tuberculosis and
Respiratory Disease. 1996, 43(3) : 467-71

5. Jin SL, Lee HP : A case of endobronchial

10,

actinomycosis. Korean J Intern Med. 2000,
15(3) : 240-4

. HO JC, Ooi GC : Endobronchial

actinomycosis associated with a foreign
body. Respirology. 2000; 5(3) : 293-6

. Lee SH, Shim JJ : Endobronchial

actinomycosis simulating endobronchial
tuberculosis : a case report, J Korean Med
Sci. 1999; 14(3) : 315-8

. Hsieh MJ, Liu HP : Thoracic

Actinomycosis, Chest, 1993; 104 : 366-70

. Berardi RS. Abdominal actinomycosis, Surg

Gynecol obstet, 1979; 149 : 257-66
Harris LA, DeCosse JJ, Dannenberg A °

Abdominal actinomycosis; evaluation by

" computed tomography. Am J

11

12.

13.

14,

15,

Gastroenterol. 1989; 84 : 198~ 200
Bennhoff DF. Actinomycosis : Diagnostic
and therapeutic consideration and a
reveiw of 32 cases. Laryngoscope. 1984,
94 1 1198-217

Harvey JC, Cantrell JR, Fisher AM !
Actinomycosis. Its recognition and
treatment. Ann Intern Med. 1957, 46 :
868-85

Kinner WJM, Macfarlane JT : A survey of
thoracic actinomycosis, Respir care. 1990
;84 1 57-9

Hong SB, Kim WS : Clinical study on
thoracic actinomycosis, Tuberculosis and
Respiratory Disease, 198; 45(5) : 1058-66
Goldwag S, Abbitt PL. Watts B : Case
report . Percutaneous drainage of
periappendiceal actinomycosis. Clin
Radiol. 1991; 44 : 422-4



