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A 40-year-old male presented to the emergency department 

due to fever and dyspnea. He referred mild trauma of the left 

leg, after an accident, a week ago. Fever, progressive dyspnea 

and chest pain occurred three days before admission. At initial 

presentation, body temperature was 39.1 °C, blood pressure was 

90/65 mmHg, pulse was 103 beats per minute and respiratory 

rate was 21 breaths per minute. Lung auscultation disclosed 

normal findings. Blood tests revealed elevated white blood count 

and C-reactive protein. Chest x-ray showed multiple ill-defined 

nodular lesions over the bilateral lung field. Chest computed 

tomography (CT) showed multiple different-shape nodules on 

both lungs, with variable degree of cavitation, pneumothorax 

and small pleural effusion in the left lung (figures 1, 2). Bacterial 

culture revealed Gram negative anaerobic bacillus, Fusobacterium 

necrophorum. All clinical presentations improved following the 

initiation of antibiotic treatment.

Comment 

Septic pulmonary embolism is an uncommon disease in which 

thrombi containing microorganisms in a fibrin matrix are mobilized 

from an infectious nidus and transported in the venous system 

to implant in the vascular system of the lungs. Septic emboli can 

occur from varying sources such as tricuspid valve endocarditis, 
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Figure 1. Chest computed tomography (CT) demonstrated the peripheral and bilateral nature of multiple pleural-based nodules (relatively well-
defined margins and a variable degree of cavitation).

infection elsewhere in the body, infected deep venous thrombosis, 

immunologic deficiencies, infected catheters/lines, post-anginal 

septicemia, periodontal disease. Symptoms are not specific. The 

most common manifestation is bacteremia with dyspnea, chest 

pain, cough and other respiratory symptoms. Often concurrent 

symptoms of the extra pulmonary primary infective focus are also 

present. Diagnosis is difficult and challenging. Most patients (about 

90%) have positive blood cultures at time of imaging assessment. 

Blood cultures revealed mainly methicillin-resistant Staphylococ-

cus, methicillin-sensitive Staphylococcus, Fusobacteria, Klebsiella 

pneumonia, Candida and Streptococcus viridians.

Important in image interpretation is clinical context. Chest x-

ray features are nonspecific but may show peripheral, lower lobe 

predominant infiltrative densities, diffuse bilateral nodular densities 
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Diagnosis: Septic pulmonary embolism

...............................................................................................................................

in varying stages of cavitation, accompanying small pleural effu-

sions. CT play an important role in the diagnosis of pulmonary septic 

embolism revealing subpleural nodular lesions or wedge-shaped 

densities with or without cavitation. In 80% of cases CT features 

include bilateral abnormalities. Major complications include em-

pyema, pneumothorax and pleural effusion.

Differential diagnosis of variably sized cavitary lung lesions 

consists of cavitary pulmonary metastases, necrobiotic lung nod-

ules, granulomatosis with polyangiitis and pulmonary embolism 

according to the medical history of the patient.
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Figure 2. Computed tomography (CT) of the chest demonstrating 
pneumothorax and pleural effusion of the left lung, major complications 
of septic lung emboli.


