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Lung Abscess due to Actinomyces odontol yticus and Parvimonas micra Co-infection Presenting as ARF
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Lung abscess is usually caused by polymicrobial infections with anaerobes including Peptostreptococcus, Prevotella, and Bacterioides, and aerobes includ-
ing Streptococcus, Staphylococcus, and Klebsidlla. In this article, we report arare case of lung abscess due to mixed infection with Actinomyces odontoly-
ticus and Parvimonas micrainitialy presented with acute respiratory failure. A 49-year-old male patient visited emergency room for sudden dyspnea devel -
oped on the day of hospitd visit. He did not complain of cough and purulent sputum, and did not have fever. He was a current-smoker with a 20 pack-year
smoking history and had a heavy acohol drinking habit. Oninitial examination, the patient was aert and oriented. His body temperature was 36.1°C, blood
pressure was 130/70 mmHg, respiratory rate was 35 breaths per minute, heart rate was 120 bests per minute, and oxygen saturation was 76% on room air.
Despiteinhaation of 15 L/min oxygen viafacial mask, acute respiratory failure devel oped and mechanical ventilation was started. A computed tomography
scan of the chest showed alarge lung abscess with an air-fluid level on hisleft lower hemithorax. Ceftriaxone and clindamycin was administered promptly
and percutaneous pig-tail catheter was inserted to drain abscess. Drained fluid was grossly pus-like appearance. On the 6th day of hospital visit, he was suc-
cessfully weaned from the mechanical ventilator. Actinomyces odontolyticus was cultured on the drained pus and Parvimonas micra was identified by
blood culture on 7th day of hospital visit. Thus, Antibiotics were changed to ampicillin-sulbactam and he rapidly recovered during the hospital admission.
Lung abscess due to Actinomyces odontolyticus or Parvimonas micra is very rare. To our knowledge, thisis the first case report of mixed infection with
Actinomyces odontolyticus and Parvimonas micra, which caused acute respiratory failure in immune competent patient.

Figure 1. Chest CT scan showing locuated fluid collection in left thorax with
internal air.

scan after 2 weeks from hospital visit showing
olidation and fluid collection. The percutaneous pig tail
catheter was inserted to drain abscess.




