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A 23 month old boy TWF was admitted for on / off fever for 12 days. He had cough for 2 weeks with sputum sound.
No runny nose and blocked nose. No diarrhoea and skin rash. He had profuse right ear discharge. He had been
seen by private practioner with antibiotics given. Physical examination on admission showed high fever up to
40.5oC. Capillary refill was <2 sec. There was positive BCG scar. Examination of the chest showed tachypnoea of
32 per minute. There was percussion dullness on left side of the chest with decreased breath sound which is
bronchial in character and presence of crepitations, in the corresponding area. Blood tests showed elevated WBC
with neutrophilia, and raised CRP. CXR revealed nearly completed white out of the left chest. USG chest showed
presence of parapneumonic pleural effusion and pigtail was inserted percutaneously. The child was empirically put
on IV cefotaxime and gentamycin. Subsequently, laboratory results showed that blood culture was negative, pleural
fluid for microbiology was negative and nasopharyngeal aspirate for virology was negative. Right ear swab grew
pneumococcus which was sensitive to penicillin and urine for pneumococcal antigen was positive. The child remained
febrile at 72 hours despites the antibiotics treatment and pleural drainage. CT thorax was performed.

(Answer on page 23)

Question

What complication had been developed?
A. Lung abscess
B. Empyaema
C. Necrotizing pneumonia
D. Broncho-pleural fistula
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Answers to Radiological Quiz on page 22

Answer: C

Necrotizing pneumonia secondary to pneumococcal pneumonia.

CT thorax showed consolidation of the left lung with extensive cavitatory necrosis of the consolidated area.
There was one large cavity and multiple small cavities. Fluid level was presence in the large cavity. There
was no abnormal rim enhancement seen surrounding these cavities as well as no contrast enhancement in
the necrotic area. Mild enhancing pleura was seen bordering the pleural collection. There was no evidence of
lung abscess and empyema formation. Necrotizing pneumonia is a suppurative lung parenchymal complication
of invasive pneumonia. It is defined as multiple small cavitations without enhancing margins within a necrotizing
lung parenchyma. It typically present with pneumonia with or without pleural effusion which does not respond
to adequate antibiotics therapy and closed chest tube drainage with persistent fever, sepsis or respiratory
distress. CT remains the gold standard for diagnosing necrotizing pneumonia with findings of loss of normal
parenchymal architecture, decreased parenchymal enhancement and presence of multiple thin-walled
cavitatory lesions


