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Case Report

A six-year-old boy was admitted to our clinic with the complaints of fever,
tachypnea, abdominal pain and confusion, which had been present for one day.
Medical history indicated a previously healthy child. On physical examination
body temperature was 38.9 °C, pulse rate 128/min, respiratory rate 56/min and
blood pressure 60/30 mmHg. He was hyperpneic, pallid and confused. Common
moderate rales were heard on both fung fields. The spleen and liver were not
palpable. Cutaneous petechiae and ecchymaoses, peripheral cyanosis and
coldness were noted. Other than lethargy, his neurologic findings were normal
and his neck was not stiff. Laboratory studies revealed hemoglobin 8.2 g/dl,
white blood cell count 1600/ul (63% polymorphonuclear neutrophils, 22% band
neutrophils, 15% lymphocytes, immature/mature + immature neutrophil
ratio = 0.26), and platelet count 97,000/u!. The peripheral smear showed toxic
granulation in neutrophils. Prothrombin time was 35 seconds and partial
thromboplastin time was 92 seconds. The erythrocyte sedimentation rate was
55 mm/h. Fibrinogen was 69 mg/dl (N: 125-300) and fibrin split products were
present. Neutrophil functions, serum immunoglobulin levels, CD4/CD8 ratio and
CH50 were normal. Sickledex test yielded negative result, and function of the
spleen, as documented by radionuclide liver-spleen scans, was normal.
Biochemical analyses yielded serum urea 28 mg/dl, creatinine 1.1 mg/dl, AST
198 U/L, and ALT 213 U/L. Streptococcus pneumonia was grown in blood culture.
Arterial blood gasses showed metabolic acidosis. Chest x-ray, and abdominal
and renal ultrasound were normal. The diagnosis of pneumococcal septicemia
was made and the patient was treated with ceftriaxone (75 mg/kg/day) and
amikacin sulfate (15 mg/kg/day), with adequate fluid replacements and monitoring
of pulse, respiration, blood pressure and urine output.

On the fourth day of admission, he developed cough and dyspnea. On physical
examination, breath sounds were diminished on the right hemithorax and there
were rales on the left hemithorax. Plain chest x-ray revealed air bronchograms.
consolidation in the right upper lung fields, right-sided pleural fluid and
pneumatocele formation in the right paracardiac and peripheral lung fields
(Fig. 1). Examination of pleural fluid revealed a cloudy appearance, pH 7.25,
specific gravity 1019, glucose 46 mg/d|, protein 3 g/d|, lactate dehydrogenase
(LDH) 1260 U/L, pleural fluid LDH/serum LDH ratio 18, WBC 1200/ul and
pneumococct in gram staining. Streptococcus pneumoniae isolated in pleural
fluid culture. An expectorant agent was added to the therapy and the dose of
the ceftriaxone was increased to 100 mg/kg/day.

During the five-week period of hospitalization, his clinical findings (other than

tachypnea and moderate dyspnea), and hematological and biochemical
disorders improved, but arterial blood gasses showed moderate hypoxemia,
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The majority of pneumatoceles are self-limited and disappear spontaneously
within a few days or months. Rarely, they may attain such size as to severely
affect respiration and require treatment'®. In the present case, the pneumatoceles
were aspirated via needle under fluoroscopic guidance. Complete resolution of
pneumatoceles and recovery of a normal respiratory pattern were achieved.

We conclude that streptococcus pneumonia may cause pneumatocele formation, albeit
rarely, and that giant pneumatoceles may be easily treated by needie aspiration.
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