Imaging discordance in Community-Acquired Pneumonia: A case of CT detected, CXR-occult consolidation 

Dr Shruthi Shanmugaraj


T Furuta et al., J Pai n Relief 2016, 5:3(Suppl) http://dx.doi.org/10.4172/2167-0846.C1.006
International Conference on
Fibromyalgia and Chronic Pain (June 15-16, 2016   Philadelphia, USA)


J Pain Relief
ISSN: 2167-0846 JPAR an open access journa
Fibromyalgia 2016
June 15-16, 2016
Volume 5, Issue 3(Suppl)
Page 40

Abstract 
Background
Although community-acquired pneumonia (CAP) is primarily a clinical diagnosis, chest radiography (CXR) is routinely used in hospital practice. However, CXR has limited sensitivity for pulmonary opacities, with reported sensitivity of 43.5% and positive predictive value of 26.9% compared with CT. CXR-occult consolidation is well recognised, with infiltrates potentially appearing 24–72 hours after presentation. Cross-sectional imaging may therefore be required when clinical findings and CXR are discordant. This case demonstrates CXR-occult consolidation and highlights the importance of individualising follow-up imaging.

Clinical case
A 35-year-old man with limited smoking exposure presented with epigastric pain, coffee-ground emesis, rigors, pleuritic chest pain and haemoptysis. He was febrile, tachycardic and tachypnoeic, without focal chest findings. Initial CXR was largely unremarkable. With a Wells score of 5.5, CT pulmonary angiography (CTPA) was performed for suspected pulmonary embolism. Following further clinical deterioration requiring escalation of care, CTPA excluded pulmonary embolism but demonstrated left lower lobe consolidation and associated ground-glass opacification, consistent with CAP not visible on CXR. Despite significant clinical instability and CRP 415 mg/L, his CURB-65 score was 0. He improved with intravenous antibiotics and was discharged, with repeat CXR planned at six weeks.

Discussion
CXR-occult pneumonia may result from anatomical superimposition, including the diaphragm and cardiac silhouette, and its inferior contrast resolution compared with CT. The patient's predominantly gastrointestinal presentation and unremarkable CXR risked false reassurance despite significant respiratory disease. This illustrates how atypical symptomatology and imaging limitations can combine to obscure diagnosis.
The case also raises questions regarding follow-up imaging when pneumonia is CT-detected but CXR-occult. Follow-up CXR is generally considered to assess for underlying pathology, particularly in patients with persistent abnormalities or malignancy risk factors. Given this patient's young age, limited smoking exposure, clinical recovery and absence of consolidation on initial CXR, follow-up imaging could reasonably be individualised according to clinical context and risk rather than applied uniformly.

Conclusion
This case reinforces the limitations of CXR and the importance of interpreting negative findings alongside clinical assessment. CT may reveal clinically significant pneumonia when CXR is normal or equivocal, particularly with persistent suspicion or deterioration. Follow-up imaging should similarly reflect individual risk factors, clinical recovery and the modality demonstrating the original abnormality.
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