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CONTINUING MEDICAL EDUCATION

Clinical microbiological case: a patient with vascular risk factors,

chest pain and fever
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CASE REPORT

A 67-year-old man came to the emergency depart-
ment with fever lasting for 7 days, bilateral pleuri-
tic chest pain, and intense weakness. He was a
heavy smoker and drinker, and 3 years earlier he
had suffered a stroke. Two weeks before admis-
sion, he had self-limited gastroenteritis with fever,
vomiting, and diarrhea, but antimicrobial treat-
ment was not administered. On examination, he
had fever (39 °C), and the chest X-ray was unre-
markable but for the presence of an aneurism of
the descending aorta. He was discharged for
ambulatory work-up.

The patient was readmitted 24 h later, severely ill
with continuous pleuritic chest pain, hypothermia

Figure 1 Sacular aneurysm of the
descending aorta with perianeurys-
matic hematoma and haemorrhagic
massive effusion with different den-
sity areas in the pleural cavity.

with hypotension, tachycardia, and tachypnea;
he died a few hours after readmission. A chest
X-ray taken on readmission revealed a small left-
sided pleural effusion, and thoracocentesis yield-
ed serohemorrhagic pleural fluid with 2120 cells
(all polymophonuclears), a protein level of 5.73 g/
dL, and a pH of 7.24. A CT scan of the thorax
performed 2 h later is shown in Figure 1.

Treatment with amoxicillin plus clavulanic acid
(2g every 8h) was started after blood had been
collected for culture.

A few hours later, the patient worsened
hemodynamically, with extreme bradycardia and
hypotension, and the hemoglobin level was now
58g/dL. A new chest radiograph showed a
massive left-sided pleural effusion. A computed
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tomography (CT) scan of the thorax was per-
formed (Figure 1).

The white blood cell (WBC) count on readmis-
sion was 26 000/mm, with 90% neutrophils, the
hemoglobin level was 12.3 g/dL, and coagulation
times were normal. A new hemoglobin level deter-
mined before death was 5.8 g/dL.

QUESTIONS

1. Whatis your presumptive diagnosis at this time?
2. What are the diagnostic clues and clinical char-
acteristics?

3. What is the preferred treatment and the prog-
nosis?
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