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Lung contusion
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ABSTRACT
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Lung contusion usually follows blunt trauma to the chest. If not properly diagnosed and adequately treated, it could at
times be fatal as well. This case is being presented to highlight the radiological findings of this condition.
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THE CASE

A 14-year-old boy was admitted in our hospital
following a road traffic accident with multiple long
bone fractures. Chest radiograph showed the presence of
hemopneumothorax on the right side which was drained
with an intercostal tube. Subsequently, a computerized
tomogram (CT) of the chest was taken, which showed
the presence of multiple alveolar space opacities with
air bronchogram involving the right middle, right
lower, left upper, and lower lobes [Figures 1 and 2].
Hemopneumothorax and subcutaneous emphysema
were also evident in the images. The findings are
consistent with lung contusion. Figure 3 shows the
three-dimensional volume rendering technology acquired
in a 64-slice CT of the thorax in which incidentally, an
undisplaced fracture of the ninth right rib laterally is
also seen.

Lung contusion follows blunt trauma to the chest
and the resulting injury to the alveolar capillaries
causes accumulation of blood in the alveoli.! This
interferes with gas exchange and produces hypoxia.
The pathophysiological changes noted in this condition
include ventilation — perfusion mismatch, intrapulmonary
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shunting, atelectasis, and loss of lung compliance.™
Lung contusion is an independent risk factor for the
development of acute respiratory distress syndrome,
pneumonia, and long-term respiratory dysfunction.

Figure 1: Axial image of 64-slice computerized tomogram of the
chest showing the presence of multiple nodular lesions with ill-defined
margins and air bronchograms involving both lower lobes of lung.
Pneumothorax and surgical emphysema on the right side and the
intercostal drainage tube are also seen
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Figure 2: Coronal image of computed tomography thorax showing
the presence of multiple nodular lesions with ill-defined margins and
air bronchograms involving the right lower lobe. Pneumothorax and
surgical emphysema on the same side and the intercostal drainage
tube are also seen

It also has a mortality rate of 10%-25%.° Usual CT
scan findings include nonsegmental consolidation and
ground glass opacities and this is a very sensitive tool
to make a diagnosis of lung contusion.!®’ Management
is by supplemental oxygen and supportive measures
including mechanical ventilation at times. Complete
radiological clearance is mostly observed within
2 weeks.
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Figure 3: Three-dimensional volume rendering technology acquired in
a 64-slice computerized tomogram of the thorax in which incidentally,
an undisplaced fracture of the ninth right rib laterally is also seen
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