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Pulmonary gangrene is a rare and severe complication of bacterial pneumonia, where a pulmonary segment or lobe W
is sloughed due to parenchymal devitalization of the parenchyma, with secondary anaerobic infection and necrosis
caused by pulmonary vascular thrombosis. Prior to the antibiotic era, massive pulmonary gangrene was potentially

Herein, a case of pulmonary gangrene in a 67-year-old man is reported. He complained of fever, chills, dyspnea
and purulent sputum of 5 days duration. The plain chest radiograph showed well-marginated right upper lobe
consolidation, with bulging minor fissure, suggestive of a Klebsiella infection. A contrast CT scan demonstrated
consolidation of the right upper lobe, with a central necrotizing portion. Klebsiella species was confirmed from both
sputum and blood cultures. After appropriate antibiotics, the chest X-ray and CT scan 3 weeks later showed a large
cavity with an air-fluid level, sloughing-off and extrusion of necrotic lung tissue, suggestive of pulmonary gangrene.
Seven months later, the right gangrenous lung showed severe volume loss on a chest radiograph.

The mamnagement of pulmonary gangrene has been somewhat controversial. Herein, it was managed without
surgical drainage or resection. If the antibiotic therapy had failed, then a surgical approach would have been
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Figure 1. Chest radiograph (hospital day #1) shows
extensive volume expanding consolidation of the
right upper lobe and bulging of the minor fissure.

- 66 mg/dL, & ©H & 57 g/dL,
Wl 2] 541 0.8 mg/dL, AST 27 TU/L,

15 mg/dL, Za2~H=
4591 26 g/dL, 2
ALT 26 TU/L %At

HEAMMSES 274 3 Qlat 2ot Sl & A9 g
T XA Arbell A 4 HE 8w
Aot g4 gd &4 F7hel o7 F93FE (minor

D”\'

fissure)o] 37 o] FE3
E Btk 55 A GAIE #HHe SRR
cefotaxime®} ciprofloxacins Fojal5itt. 43 5
A Abgo] AsiAa 34 3EFRAE &7 By
717k b3t & 717 3718 stEen el huA wE
T 23.900/mm’ 2 Z715ke] meropenem®} amikacin©.
2 FAAE wA sk Akt #o 1H° A Ec A
ampicilling X385 25 dAlA o] 44AdE Hole
3 A d #(Klebsiella species)©] &7 ] Ad. ¥4
FRAMNESGEEGANA EA T BAE Kol

d #} A7 A2EANKFig. 2). FA=
A A7 5o W 82 SHF 4 18UA 2
etk 99 2197 Alggh WA g A
oAl F7] oA F(air-fluid level) 2} Z|ARE 7
Jii'(extmﬂon) e (sloughing off) = ¢]
Fo] TEHAK Flg 3 ﬁlﬁ}g S|
7 X-4 Ak
A} 7]13 H|(tracheal deviation) 9} A 4 44

2 7o) =Y tH(Fig. 4).

o=

o=

=L

o N

4
<
1 Aesgen TR 5 B

i

3 9] 72 A (massive pulmonary gangrene)=
S w2 ¥ 4Ze] I E Hole E]‘?}H 7% <] /*T

=

A9l FHF o2 18269 Laennec 23 AL 71€H
A1, A ARE 4] o =2 *P JES B9

Figure 2. Contrast-enhanced chest CT scan (hospital day #7) demonstrates consolidation of the right upper
lobe, with a peripheral enhancing homogenous area and an irregularly marginated central low-attenuation

area.
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Figure 3. Radiograph and CT scans (hospital day #21) show huge cavity, with an air-fluid level and

sloughing-off of the necrotic lung tissue.

Figure 4. Follow-up radiograph after seven months
shows wolume loss of the right upper lobe, with
tracheal deviation.
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