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Abstract 
Community-acquired pneumonia in children is one of the leading causes of 
hospitalisation and mortality among children worldwide. Pneumonias in-
duced by various pathogenic microorganisms exhibit distinct clinical mani-
festations and imaging characteristics. While specific diagnostic features may 
be present, overlapping symptoms are frequently observed. Chest computed 
tomography (CT) provides a detailed visualization of the subtle structures 
within pulmonary parenchymal lesions, and when integrated with clinical fac-
tors, it enhances the early differentiation of pathogens. This article provides a 
comprehensive summary of the chest CT characteristics associated with bac-
terial pneumonia, viral pneumonia, and Mycoplasma pneumoniae pneumo-
nia. It further analyzes the correlation patterns between CT findings and clin-
ical indicators, and investigates the supplementary value of integrating these 
indicators for early etiological differential diagnosis. Numerous studies have 
indicated that bacterial pneumonia is primarily characterized by lobar consol-
idation, often associated with significantly elevated levels of C-reactive protein 
(CRP) and procalcitonin (PCT). However, it is important to acknowledge that 
these biomarkers are not specific to particular pathogens, and their concen-
trations can be influenced by the disease state, timing of sample collection, and 
various other factors; viral pneumonia is characterised by diffuse ground-glass 
opacities and small airway changes, and is commonly seen in infants and young 
children; Mycoplasma pneumoniae pneumonia is characterised by bronchial 
wall thickening, the “tree bud” sign, and a dissociation between symptoms and 
physical signs, and is most common in school-aged children. Integrating CT 
features with clinical factors can improve the accuracy of pathogen differenti-
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ation. Radiomics and machine learning offer new approaches to pathogen pre-
diction; however, most existing models are based on single-centre, small-sam-
ple datasets and lack sufficient generalisation ability. Further validation is re-
quired in multi-centre, standardised datasets. 
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1. Introduction 

Community-acquired pneumonia is one of the most common infectious diseases 
in children and a major cause of mortality among children under five worldwide 
[1]. According to data from the Global Burden of Disease study, pneumonia ac-
counts for approximately 14 per cent of deaths in children under five, and the 
burden of disease remains significant. Bacteria, viruses and atypical pathogens can 
all cause pneumonia in children, and treatment regimens vary significantly de-
pending on the pathogen. For example, bacterial pneumonia requires prompt ad-
ministration of sensitive antibiotics, viral pneumonia is managed primarily with 
symptomatic and supportive care, whilst Mycoplasma pneumoniae pneumonia is 
sensitive to macrolide antibiotics. However, traditional microbiological testing 
methods, such as sputum culture and serological testing, are time-consuming, and 
their positive rates are influenced by factors such as specimen quality and prior 
antibiotic use, making it difficult to meet the clinical need for rapid early diagno-
sis. Chest X-rays are a commonly used initial screening tool for paediatric pneu-
monia, but their value in differential diagnosis is limited [2]. Thanks to its high 
spatial resolution, chest CT can clearly visualise the location, extent, morphology 
and associated features of pulmonary parenchymal lesions, and has become an 
important tool for the assessment of complex pneumonia cases [3] [4]. Prior re-
search has shown that computed tomography (CT) possesses a markedly greater 
diagnostic sensitivity for detecting pediatric pneumonia and assessing its severity, 
with a sensitivity rate of 70.3%, in contrast to chest radiography, which has a sen-
sitivity rate of 36.6% [5]. In recent years, the differences in CT features of pneu-
monia caused by different pathogens have received widespread attention [6]. At 
the same time, clinical factors such as the age distribution of paediatric patients, 
clinical manifestations and inflammatory markers are closely associated with in-
fection by specific pathogens [7]; integrating the analysis of CT imaging features 
with these clinical factors is intended to improve the accuracy of early pathogen 
prediction [8]. Furthermore, it is imperative to emphasize the necessity of strin-
gent regulation regarding the clinical justification for CT examinations in pediat-
ric pneumonia cases. CT imaging is typically advised for pediatric patients exhib-
iting a high suspicion of complications, such as lung abscess, necrotizing pneu-
monia, and empyema; those presenting with atypical clinical manifestations un-
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responsive to treatment; cases of recurrent infection or immunodeficiency; and 
instances where surgical intervention may be warranted. Considering the height-
ened radiosensitivity of children compared to adults, clinicians must meticulously 
evaluate the potential benefits against the inherent risks prior to recommending 
CT scans. Priority should be given to low-dose scanning protocols, and redundant 
examinations should be avoided once a definitive diagnosis has been achieved [9] 
[10]. This article systematically summarises the chest CT features and clinically 
relevant factors from three perspectives, bacterial pneumonia, viral pneumonia 
and Mycoplasma pneumoniae pneumonia, and explores the clinical value of com-
bined imaging and clinical analysis. 

2. Bacterial Pneumonia 
2.1. Lobar Consolidation and Pulmonary Necrosis: Characteristic  

CT Features of Bacterial Pneumonia 

The most typical presentation of bacterial pneumonia on paediatric chest CT is 
segmental or lobar consolidation, with air-bronchus signs frequently observed within 
the consolidated areas. Due to the considerable overlap in computed tomography 
(CT) findings, consolidation, although strongly indicative of a bacterial infection, 
may also be present in cases of mixed infections. Unlike viral pneumonia or My-
coplasma pneumonia, bacterial pneumonia rarely presents with diffuse ground-
glass opacities or centrilobular nodules. Streptococcus pneumoniae is one of the 
most common pathogens causing bacterial pneumonia in children. A study involv-
ing 2850 paediatric cases of community-acquired pneumonia (CAP) showed a de-
tection rate of 29.7% for S. pneumoniae [11], with detection peaking in pre-school-
aged children. Its CT features are predominantly characterised by lobar consolida-
tion, often affecting a single lung lobe, and may be accompanied by a small amount 
of pleural effusion, with prominent air-bronchial signs within the consolidated area. 
Pneumococcal pneumonia is more aggressive; on CT, it may present as lung ab-
scesses, air cysts and pneumothorax, often accompanied by pleural effusion or em-
pyema [12]. Necrotising pneumonia is one of the most serious complications of in-
fections caused by Staphylococcus aureus and Streptococcus pneumoniae [13] [14]. 
A study on severe pneumonia in children showed that CT had a significantly higher 
sensitivity than chest X-rays in diagnosing cavitary necrosis [15] [16]; in three of the 
paediatric cases, cavitary necrosis was first detected by CT, whereas X-rays did not 
reveal it until 5 - 9 days later. Pathogens identified in this study included Strepto-
coccus pneumoniae, Aspergillus, Legionella pneumophila and Staphylococcus au-
reus. CT not only enables earlier detection of pulmonary necrosis and cavitation, 
but also clearly visualises complications such as bronchopleural fistulas. 

2.2. High Fever and Significantly Elevated Inflammatory Markers:  
Key Clinical Indicators of Bacterial Pneumonia 

Bacterial pneumonia has an acute onset, with marked signs of systemic infection 
and toxaemia. An observational study involving 101 paediatric patients with pneu-
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monia showed that in the bacterial infection group, serum PCT was 1.38 ± 0.21 
ng/ml, CRP was 32.98 ± 5.22 mg/L, and SAA at 303.66 ± 51.04 mg/L, all of which 
were significantly higher than those in the mycoplasma and viral groups. ROC 
analysis showed that the AUC for PCT in diagnosing bacterial pneumonia reached 
1.000, whilst the AUC for CRP was 0.833 [17]. Another multicentre prospective 
study involving 247 paediatric patients demonstrated that a CRP cut-off value of 
42 mg/L and a PCT cut-off value of 0.85 ng/mL can predict bacterial pneumonia 
[18]. Combined testing can further enhance diagnostic value, one study showed 
that the AUCs for distinguishing between viral and bacterial pneumonia using 
CRP combined with SAA were 0.85 and 0.84, respectively, whilst specificity could 
be increased to 0.932 when combined with clinical symptoms, therefore, com-
bined testing can further enhance diagnostic value [19]. It is important to under-
score that the aforementioned biomarker indicators do not constitute pathogen-
specific assays. Their values are influenced by a multitude of factors, such as the 
severity of the disease, the timing of blood sample collection, the presence of co-
infections, and prior antibiotic usage. Consequently, the associated thresholds ne-
cessitate external validation across diverse populations prior to their broad imple-
mentation. With regard to the distribution of pathogens, a study involving 2850 
paediatric patients with community-acquired pneumonia (CAP) showed that the 
bacterial infection rate was approximately 32.6 per cent, with Haemophilus influ-
enzae (38.8 per cent), Streptococcus pneumoniae (29.7 per cent), Moraxella ca-
tarrhalis (21.4 per cent) and Staphylococcus aureus (10.1 per cent) being the pre-
dominant pathogens. Age is an independent risk factor for bacterial infection, the 
risk of Staphylococcus aureus infection is highest during infancy, whilst the risk 
of Streptococcus pneumoniae infection peaks during the pre-school years. Age-
stratified analysis suggests that age should be given due consideration when ad-
ministering empirical antimicrobial therapy [11]. 

Consequently, there is a relatively consistent correlation between the CT fea-
tures of bacterial pneumonia and its clinical manifestations; purulent destruction 
of the lung parenchyma is manifested on CT as consolidation, whilst clinically it 
presents as high fever and significant elevations in CRP and PCT. However, a de-
finitive diagnosis cannot be established based solely on an individual imaging sign 
or clinical indicator. A comprehensive assessment should integrate both of these 
elements in conjunction with factors such as the patient’s age and treatment his-
tory. The multidimensional integration of these imaging findings with inflamma-
tory markers and age distribution helps clinicians narrow down the differential 
diagnosis before the results of pathogen testing are available, thereby enhancing 
the targeted nature of early empirical antimicrobial therapy. 

3. Viral Pneumonia 
3.1. Ground-Glass Opacities and Small Airway Lesions:  

Characteristic CT Features of Viral Pneumonia 

The CT presentation of viral pneumonia is characterised primarily by diffuse or 
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patchy ground-glass opacities, bronchial wall thickening, and centrilobular nod-
ules, with segmental consolidation being less common [20] [21]. Unlike bacterial 
pneumonia, viral pneumonia often presents as multilobar involvement of both 
lungs, with lesions predominantly distributed around the hilum and bronchovas-
cular bundles. Respiratory syncytial virus (RSV) is the most common pathogen 
causing viral pneumonia in infants and young children. A systematic review and 
meta-analysis (incorporating 10 studies and 217 cases of RSV pneumonia) showed 
that the most common CT findings in RSV pneumonia are signs of organising 
pneumonia (33.65%), septal thickening (33.19%), ground-glass opacities (28.03%) 
and the “tree bud” sign (27.44%), with 76.06% of cases showing bilateral lung in-
volvement [22]. A domestic study involving 2850 paediatric cases of community-
acquired pneumonia (CAP) showed that RSV is the most common pathogen in 
infancy, with infection peaks concentrated among infants and pre-school chil-
dren. Typical CT findings for influenza virus pneumonia include bilateral or uni-
lateral multifocal consolidation or atelectasis (35%), with lesions predominantly 
distributed around bronchovascular bundles. Influenza virus infection may be fol-
lowed by secondary bacterial infections, such as those caused by Streptococcus 
pneumoniae and Staphylococcus aureus, leading to serious complications such as 
necrotising pneumonia [23]. In paediatric cases of influenza A (H1N1) pneumo-
nia in 2009, atelectasis of the right upper lobe and mediastinal emphysema were 
relatively common. Adenoviral pneumonia is often characterised on chest CT by 
multifocal ground-glass opacities in both lungs or lobar or segmental consolida-
tion; the incidence of consolidation is significantly higher in severe cases than in 
mild cases (73.91% vs 31.15%, P < 0.01) [24]. Severe adenoviral pneumonia pro-
gresses rapidly and can develop into respiratory failure within a short period [25]. 
The CT findings of human metapneumovirus (HMPV) pneumonia differ from 
those of typical viral pneumonia. A study conducted at Beijing Children’s Hospital 
involving seven paediatric patients with severe HMPV pneumonia showed that 
the main CT features were lobar or segmental consolidation (consolidation was 
observed in all seven cases), air-bronchus signs (five cases) and bronchial wall 
thickening (six cases), rather than the atypical diffuse ground-glass opacities; CRP 
levels ranged from 35 to 146 mg/L, the median WBC count was 14.64 × 109/L, and 
LDH levels ranged from 248 to 496 IU/L; however, these findings can easily be 
confused with those of bacterial or mycoplasma pneumonia [26]. The proportion 
of severe cases is relatively high among children with HMPV pneumonia. A study 
involving 131 children with acute lower respiratory tract infections caused by 
HMPV showed that 35.1 per cent of cases were severe, with a co-infection rate of 
53.4 per cent. Multivariate analysis indicated that high fever, hypoxaemia, lobar 
consolidation and mixed infections are independent risk factors for severe HMPV 
pneumonia [27]. 

3.2. Infants and Young Children with Wheezing Symptoms:  
Clinical Characteristics of Viral Pneumonia 

Viral pneumonia is particularly common in infants and young children, with the 
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highest hospitalisation rate observed in infants under six months of age. RSV is 
the leading cause of hospitalisation in infants under one year of age; globally, there 
are approximately 3.6 million hospitalisations annually due to RSV-associated 
lower respiratory tract infections, of which infants under six months account for 
approximately 39 per cent [28] [29]. Studies have shown that 97.9 per cent of chil-
dren with RSV pneumonia require hospitalisation. Clinically, the condition is typ-
ically characterised by small airway involvement, manifested as wheezing, short-
ness of breath and inspiratory retractions; fever is usually mild to moderate, with 
a duration of less than 5 days. Unlike bacterial pneumonia, children with viral pneu-
monia typically have lower CRP and PCT levels than those with bacterial pneumo-
nia [17]. However, it should be noted that certain viruses, such as adenovirus and 
HMPV, may present with atypical features, including a significant elevation in 
CRP. Children with severe viral pneumonia have significantly higher levels of IL-
6, CRP and PCT than those with mild cases [30]. 

In summary, the CT features of viral pneumonia are intrinsically linked to its 
clinical manifestations; diffuse ground-glass opacities and small airway changes 
correspond to clinical signs of airway involvement such as wheezing and shortness 
of breath, whilst CRP and PCT levels are generally not elevated. Infants and young 
children exhibit a heightened susceptibility to viral infections. In instances where 
lobar consolidation is observed on computed tomography (CT) scans, coupled 
with atypical clinical manifestations or elevated levels of C-reactive protein (CRP) 
and procalcitonin (PCT) that do not align with the clinical symptoms, there 
should be a suspicion of specific viral pathogens such as adenovirus and human 
metapneumovirus (HMPV), or the presence of mixed infections. In such cases, a 
thorough evaluation that integrates all available clinical information is imperative. 

4. Mycoplasma pneumoniae Pneumonia 
4.1. Bronchial Wall Thickening and the “Tree Bud” Sign: Typical  

CT Features of Mycoplasma pneumoniae Pneumonia 

The CT presentation of Mycoplasma pneumoniae pneumonia (MPP) in children 
is characterised by certain distinctive features, with common findings including 
bronchial wall thickening, the “tree bud” sign, ground-glass opacities and patchy 
consolidation [31]. Unlike the segmental consolidation seen in bacterial pneumo-
nia, the area of consolidation in MPP is typically smaller and is often distributed 
around bronchovascular bundles. Studies based on CT radiomics provide new ev-
idence for distinguishing MPP from bacterial pneumonia. A retrospective study 
involving 535 paediatric patients with pleural effusion demonstrated that a radi-
omics model based on non-contrast-enhanced CT achieved an AUC of 0.942 in 
distinguishing pleural effusion associated with bacterial pneumonia from that as-
sociated with MPP. The study extracted a total of 2264 radiomic features, from 
which seven optimal features were ultimately selected to construct the model [6]. 
With regard to the prediction of refractory Mycoplasma pneumoniae pneumonia 
(RMPP), a multicentre study involving 419 paediatric patients with MPP devel-
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oped an integrated model combining clinical, imaging and radiomic features. The 
AUC for predicting RMPP reached 0.811, which was significantly superior to that 
of a clinical-imaging model alone (AUC of 0.675) [32]. Studies have shown that 
platelet count (PLT), C-reactive protein (CRP), lactate dehydrogenase (LDH) and 
D-dimer levels are significantly higher in the RMPP group than in the standard 
MPP group. Regarding the prediction of MPP complicated by plastic bronchitis 
(PB), a three-centre study involving 777 paediatric patients with MPP and pulmo-
nary consolidation found that 280 cases (36.0%) were in the PB group and 497 
cases (64.0%) in the non-PB group; multivariate analysis indicated that pleural 
effusion was an independent risk factor for PB [33]. Furthermore, a combined 
model integrating seven radiomic features and pleural effusion achieved AUC val-
ues of 0.809, 0.770 and 0.831 in the training, testing and validation sets, respec-
tively, all of which were significantly superior to those of the CT-only model or 
the clinical model. 

4.2. School-Aged Children and the Separation of Symptoms and  
Signs: Clinical Characteristics of Mycoplasma Pneumoniae 

MPP is most commonly observed in school-aged and pre-school children. A ret-
rospective study involving 468 paediatric patients with MPP showed that the 
mean age of children in the RMPP group was 6.23 ± 2.89 years, and the incidence 
of pulmonary consolidation (79.49%) and pleural effusion (30.77%) was signifi-
cantly higher than in the general MPP group, the study indicated that CRP and 
D-dimer are independent risk factors for RMPP [34]. The most diagnostically sig-
nificant feature of this condition is the dissociation between symptoms and phys-
ical findings, whereby children present with marked symptoms such as cough and 
fever, yet auscultation of the lungs reveals few rales, which is inconsistent with the 
significant lesions shown on chest imaging [35]. In terms of inflammatory mark-
ers, CRP and PCT levels in children with MPP fall between those of bacterial 
pneumonia and viral pneumonia [17]. Studies have shown that CRP and D-dimer 
are important clinical indicators for predicting the progression of RMPP to pul-
monary consolidation; when the median CRP level is set at 39.34 mg/L, the area 
under the curve (AUC) for predicting RMPP reaches 0.841 [34]. With regard to 
macrolide-resistant MPP, a study involving 199 paediatric patients with MPP 
showed that 151 cases (75.9%) harboured 23SrRNA gene mutations characteristic 
of resistant strains, whilst 48 cases (24.1%) were sensitive strains. Children in the 
drug-resistant group were predominantly of pre-school and school age and pre-
sented with more severe clinical symptoms; 66.2% of these children required a 
switch from azithromycin to doxycycline. Multivariate regression analysis indi-
cated that segmental or lobar consolidation was an independent predictor of the 
switch to doxycycline [36]. 

In summary, for the management of Mycoplasma pneumoniae pneumonia, it 
is crucial to distinctly differentiate between pathogen identification, which relies 
on nucleic acid or antibody testing, and the prediction of disease severity and 

https://doi.org/10.4236/jbm.2026.148023


J. Cao, Q. Fu 
 

 

DOI: 10.4236/jbm.2026.148023 268 Journal of Biosciences and Medicines 
 

complications, which utilizes clinical indicators and radiomics models. There is a 
relatively distinctive relationship between the CT features and clinical character-
istics of Mycoplasma pneumoniae pneumonia; airway changes such as bronchial 
wall thickening and the “tree bud” sign are closely associated with the clinical 
presentation of intractable dry cough, whilst the dissociation between the extent 
of consolidation and pulmonary physical findings serves as an important diagnos-
tic clue for this condition. Furthermore, given that MPP predominantly affects 
school-aged children and is typically characterised by normal PCT levels, an inte-
grated analysis of imaging findings alongside age and inflammatory markers aids 
in the early identification of MPP and its differentiation from bacterial and viral 
pneumonia. 

5. Challenges and Outlook 

The radiological diagnosis and pathogen prediction of paediatric pneumonia face 
multiple challenges in clinical practice. Firstly, mixed infections render CT find-
ings atypical; characteristic features of a single pathogen may be masked or super-
imposed, increasing the difficulty of radiological interpretation. Currently, inte-
grated imaging-clinical studies on mixed infections remain limited; future re-
search should involve large-scale, prospective cohort studies to explore imaging 
patterns specific to mixed infections and their associations with clinical indicators. 
Secondly, pulmonary infections in immunocompromised children present more 
complex manifestations; due to impaired host responses, the CT presentation of 
pneumonia in these children is more complex than in immunocompetent chil-
dren. Typical signs characteristic of infections caused by common pathogens may 
be absent or present as atypical changes; therefore, imaging assessment requires a 
comprehensive evaluation that takes into account immunological status, history 
of previous infections and laboratory results. Some studies suggest that, where 
necessary, a combination of multiple imaging techniques should be employed for 
a comprehensive assessment. Thirdly, regional disparities in pediatric vaccination 
status, disease severity grading, specimen testing methodologies, and sampling 
timing may contribute to variations in pathogen distribution frequencies and im-
aging findings reported across different studies. These factors represent potential 
confounders that must be accounted for in future meta-analyses and multicenter 
research endeavors. Fourthly, preliminary progress has been made in the applica-
tion of artificial intelligence (AI) to assist in the diagnosis of paediatric pneumonia 
via CT imaging. Existing models, by processing chest imaging data and integrat-
ing patient clinical data, can assist clinicians in the early identification of signs of 
severe pneumonia. Multimodal machine learning models, which fuse CT imaging 
features with clinical information from electronic health record systems and la-
boratory biomarkers, have demonstrated potential in pathogen identification and 
prognostic prediction. However, most current models are still based on single-
centre, small-sample data and have limited generalisation ability; the translation 
from laboratory research to clinical workflows still faces numerous obstacles, in-
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cluding technical standardisation, data sharing and model interpretability. Future 
research should involve multicentre studies with large sample sizes, accompanied 
by rigorous external validation, to explore the feasibility and acceptability of these 
models in real-world clinical settings. 

6. Summary 

The pathogen spectrum of paediatric CAP is complex, with different pathogens 
exhibiting distinct patterns in CT imaging and clinical features. For the purpose 
of etiological differentiation, it is important to acknowledge that computed to-
mography (CT) findings and laboratory indices often overlap and do not possess 
absolute specificity. When computed tomography (CT) imaging demonstrates lo-
bar consolidation in conjunction with high fever and significantly elevated levels 
of C-reactive protein (CRP) and procalcitonin (PCT), bacterial pneumonia should 
be considered as the primary diagnosis; when CT findings show ground-glass opac-
ities accompanied by wheezing and no elevation in CRP, this usually indicates viral 
pneumonia; if CT findings show bronchial wall thickening accompanied by a dry 
cough and no elevation in PCT, this is typically Mycoplasma pneumonia. Clinically, 
empirical antimicrobial therapy may be initiated prior to the return of microbiolog-
ical results to enable early targeted treatment. When CT findings are inconsistent 
with clinical features, one should be alert to the possibility of mixed infections or 
specific pathogens. For example, viral pneumonia (such as adenovirus or HMPV) 
may present as lobar consolidation with a marked elevation in CRP, making it dif-
ficult to distinguish from bacterial pneumonia; the typical dissociation of symptoms 
and signs in MPP—where significant radiological consolidation is present but no 
lung rales are heard on auscultation—also suggests that imaging findings cannot be 
equated with clinical diagnosis; in such cases, a comprehensive assessment incorpo-
rating multiple clinical indicators is required. The pathogen profile of community-
acquired pneumonia (CAP) varies significantly across different age groups in chil-
dren; in infants and young children, the presence of consolidation warrants partic-
ular vigilance for Staphylococcus aureus, whilst in pre-school-aged children, Strep-
tococcus pneumoniae and MPP are more common. Consequently, interpreting CT 
findings in isolation without considering age-related factors is likely to lead to erro-
neous conclusions. Therefore, the integrated analysis of CT characteristics and clin-
ical factors is not merely a simple combination of imaging and clinical data, but 
rather the establishment of a logical correspondence between the three elements: 
“CT findings - clinical presentation - laboratory indicators”. This approach provides 
a more reliable decision-making framework for the early pathogen differentiation 
in paediatric pneumonia and represents the direction in which imagingomics and 
machine learning modelling need to be deeply integrated. 

Acknowledgements 

This research was supported by the Natural Science Foundation of Hubei Prov-
ince (No. 2025AFC058). 

https://doi.org/10.4236/jbm.2026.148023


J. Cao, Q. Fu 
 

 

DOI: 10.4236/jbm.2026.148023 270 Journal of Biosciences and Medicines 
 

Author Contributions 

Conceptualization, writing—original draft preparation, J.C.; writing—review and 
editing, project administration, Q.F.; All authors have read and agreed to the pub-
lished version of the manuscript. 

Conflicts of Interest 

The authors declare no conflicts of interest regarding the publication of this paper. 

References 
[1] Rees, C.A., Kuppermann, N. and Florin, T.A. (2023) Community-Acquired Pneumo-

nia in Children. Pediatric Emergency Care, 39, 968-976.  
https://doi.org/10.1097/pec.0000000000003070 

[2] Lovrenski, J., Raissaki, M., Plut, D., Alexopoulou, E., Görkem, S.B., Ozcan, H.N., et 
al. (2025) ESR Essentials: Imaging of Common Paediatric Pulmonary Diseases—Prac-
tice Recommendations by the European Society of Paediatric Radiology. European Ra-
diology, 35, 5037-5052. https://doi.org/10.1007/s00330-024-11268-4 

[3] Copley, S.J. (2002) Application of Computed Tomography in Childhood Respiratory 
Infections. British Medical Bulletin, 61, 263-279.  
https://doi.org/10.1093/bmb/61.1.263 

[4] Das, K.M., Alkoteesh, J.A., Al Kaabi, J., Al Mansoori, T., Winant, A.J., Singh, R., et al. 
(2021) Comparison of Chest Radiography and Chest CT for Evaluation of Pediatric 
COVID-19 Pneumonia: Does CT Add Diagnostic Value? Pediatric Pulmonology, 56, 
1409-1418. https://doi.org/10.1002/ppul.25313 

[5] Buonsenso, D., Pata, D., Visconti, E., Cirillo, G., Rosella, F., Pirronti, T., et al. (2021) 
Chest CT Scan for the Diagnosis of Pediatric Pulmonary TB: Radiological Findings 
and Its Diagnostic Significance. Frontiers in Pediatrics, 9, Article ID: 583197.  
https://doi.org/10.3389/fped.2021.583197 

[6] Li, J., Si, J., Yang, Y., Zhang, L., Deng, Y., Ding, H., et al. (2025) The Value of CT-
Based Radiomics for Differentiation of Pleural Effusions in Bacterial Pneumonia and 
Mycoplasma pneumoniae Pneumonia in Children. Translational Pediatrics, 14, 70-
79. https://doi.org/10.21037/tp-24-364 

[7] Fan, H., Xu, X., Dai, W., Yang, D., Zeng, S., Zeng, Q., et al. (2025) Semiquantitative 
Chest Computed Tomography Scoring System to Estimate Severity in Pediatric Com-
munity-Acquired Pneumonia. Frontiers in Pediatrics, 13, Article ID: 1556349.  
https://doi.org/10.3389/fped.2025.1556349 

[8] Zhang, L., He, L., Zhang, G., Tian, X., Wang, H., Wang, F., et al. (2025) Computed 
Tomography-Based Radiomic Features Combined with Clinical Parameters for Pre-
dicting Post-Infectious Bronchiolitis Obliterans in Children with Adenovirus Pneu-
monia: A Retrospective Study. PeerJ, 13, e19145.  
https://doi.org/10.7717/peerj.19145 

[9] Smith-Bindman, R., Chu, P.W., Azman Firdaus, H., Stewart, C., Malekhedayat, M., 
Alber, S., et al. (2025) Projected Lifetime Cancer Risks from Current Computed To-
mography Imaging. JAMA Internal Medicine, 185, 710-719.  
https://doi.org/10.1001/jamainternmed.2025.0505 

[10] Pearce, M.S., Salotti, J.A., Little, M.P., McHugh, K., Lee, C., Kim, K.P., et al. (2012) 
Radiation Exposure from CT Scans in Childhood and Subsequent Risk of Leukaemia 
and Brain Tumours: A Retrospective Cohort Study. The Lancet, 380, 499-505.  

https://doi.org/10.4236/jbm.2026.148023
https://doi.org/10.1097/pec.0000000000003070
https://doi.org/10.1007/s00330-024-11268-4
https://doi.org/10.1093/bmb/61.1.263
https://doi.org/10.1002/ppul.25313
https://doi.org/10.3389/fped.2021.583197
https://doi.org/10.21037/tp-24-364
https://doi.org/10.3389/fped.2025.1556349
https://doi.org/10.7717/peerj.19145
https://doi.org/10.1001/jamainternmed.2025.0505


J. Cao, Q. Fu 
 

 

DOI: 10.4236/jbm.2026.148023 271 Journal of Biosciences and Medicines 
 

https://doi.org/10.1016/s0140-6736(12)60815-0 

[11] Zhong, M., Xie, J., Wang, H., Fan, J., Li, M., Zou, F., et al. (2025) [Bacterial Infection 
Spectrum and Antimicrobial Resistance in 2850 Cases of Community-Acquired Pneu-
monia in Children]. Journal of Sichuan University. Medical Science Edition, 56, 1521-
1527. (In Chinese)  

[12] Gillet, Y., Vanhems, P., Lina, G., Bes, M., Vandenesch, F., Floret, D., et al. (2007) 
Factors Predicting Mortality in Necrotizing Community-Acquired Pneumonia Caused 
by Staphylococcus aureus Containing Panton-Valentine Leukocidin. Clinical Infectious 
Diseases, 45, 315-321. https://doi.org/10.1086/519263 

[13] Zheng, B., Zhao, J. and Cao, L. (2020) The Clinical Characteristics and Risk Factors 
for Necrotizing Pneumonia Caused by Mycoplasma pneumoniae in Children. BMC 
Infectious Diseases, 20, Article No. 391. https://doi.org/10.1186/s12879-020-05110-7 

[14] Teresinha Mocelin, H., Bueno Fischer, G., Danezi Piccini, J., de Oliveira Espinel, J., 
Feijó Andrade, C. and Bush, A. (2024) Necrotizing Pneumonia in Children: A Review. 
Paediatric Respiratory Reviews, 52, 51-57. https://doi.org/10.1016/j.prrv.2024.02.003 

[15] Alexopoulou, E., Prountzos, S., Raissaki, M., Mazioti, A., Caro-Dominguez, P., 
Hirsch, F.W., et al. (2024) Imaging of Acute Complications of Community-Acquired 
Pneumonia in the Paediatric Population—From Chest Radiography to MRI. Chil-
dren, 11, Article No. 122. https://doi.org/10.3390/children11010122 

[16] Donnelly, L.F. and Klosterman, L.A. (1998) The Yield of CT of Children Who Have 
Complicated Pneumonia and Noncontributory Chest Radiography. American Jour-
nal of Roentgenology, 170, 1627-1631. https://doi.org/10.2214/ajr.170.6.9609186 

[17] Pan, T., Guo, X., Yang, D., Ding, J. and Chen, C. (2024) Expression and Significance 
of Procalcitonin, Leukotriene B4, Serum Amyloid A, and C-Reactive Protein in Children 
with Different Types of Pneumonia: An Observational Study. Medicine, 103, e37817.  
https://doi.org/10.1097/md.0000000000037817 

[18] Robinson, J.L., Kellner, J.D., Crotts, J., Travassos, G., Chen, G., Kirk, V.G., et al. 
(2024) Accuracy of the Diagnosis of Pneumonia in Canadian Pediatric Emergency 
Departments: A Prospective Cohort Study. PLOS ONE, 19, e0311201.  
https://doi.org/10.1371/journal.pone.0311201 

[19] Cheng, J., Wu, Y., Ma, H., Tang, M., Wu, Y., Yin, Y., et al. (2025) C-Reactive Protein 
and Serum Amyloid a Protein as Complementary Biomarkers in Differentiating Viral 
and Bacterial Community-Acquired Pneumonia in Children. BMC Pediatrics, 25, Ar-
ticle No. 445. https://doi.org/10.1186/s12887-025-05770-x 

[20] Koo, H.J., Lim, S., Choe, J., Choi, S., Sung, H. and Do, K. (2018) Radiographic and 
CT Features of Viral Pneumonia. RadioGraphics, 38, 719-739.  
https://doi.org/10.1148/rg.2018170048 

[21] Li, J., Yan, R., Zhai, Y., Qi, X. and Lei, J. (2021) Chest CT Findings in Patients with 
Coronavirus Disease 2019 (COVID-19): A Comprehensive Review. Diagnostic and In-
terventional Radiology (Ankara, Türkiye), 27, 621-632.  
https://doi.org/10.5152/dir.2020.20212 

[22] Riccò, M., Corrado, S., Palmieri, S. and Marchesi, F. (2023) Respiratory Syncytial Vi-
rus: A Systematic Review and Meta-Analysis of Tomographic Findings (2000-2022). 
Children, 10, Article No. 1169. https://doi.org/10.3390/children10071169 

[23] Sumitomo, T., Nakata, M., Nagase, S., Takahara, Y., Honda-Ogawa, M., Mori, Y., et 
al. (2021) GP96 Drives Exacerbation of Secondary Bacterial Pneumonia Following 
Influenza a Virus Infection. mBio, 12, e0326920.  
https://doi.org/10.1128/mbio.03269-20 

[24] Trogrlic, A., Mrcela, D., Budimir Mrsic, D., Jukic, I., Sardelic, S., Tabain, I., et al. 

https://doi.org/10.4236/jbm.2026.148023
https://doi.org/10.1016/s0140-6736(12)60815-0
https://doi.org/10.1086/519263
https://doi.org/10.1186/s12879-020-05110-7
https://doi.org/10.1016/j.prrv.2024.02.003
https://doi.org/10.3390/children11010122
https://doi.org/10.2214/ajr.170.6.9609186
https://doi.org/10.1097/md.0000000000037817
https://doi.org/10.1371/journal.pone.0311201
https://doi.org/10.1186/s12887-025-05770-x
https://doi.org/10.1148/rg.2018170048
https://doi.org/10.5152/dir.2020.20212
https://doi.org/10.3390/children10071169
https://doi.org/10.1128/mbio.03269-20


J. Cao, Q. Fu 
 

 

DOI: 10.4236/jbm.2026.148023 272 Journal of Biosciences and Medicines 
 

(2024) Clinical and Radiological Features of an Adenovirus Type 7 Outbreak in Split-
Dalmatia County, Croatia, 2022–2023. Pathogens, 13, Article No. 1114.  
https://doi.org/10.3390/pathogens13121114 

[25] Zhang, D., Chen, Y., Shi, T., Fan, H., Tian, X., Zhou, R., et al. (2022) Severe Pneumo-
nia Caused by Human Adenovirus Type 55 in Children. Frontiers in Pediatrics, 10, 
Article ID: 1002052. https://doi.org/10.3389/fped.2022.1002052 

[26] Xu, W., Zhang, X., Guan, Y., He, R., Zhang, X. and Liu, J. (2025) Clinical and CT 
Characteristics of Human Metapneumovirus-Associated Severe Pneumonia in Chil-
dren in Beijing. Italian Journal of Pediatrics, 51, Article No. 136.  
https://doi.org/10.1186/s13052-025-01973-1 

[27] Liu, L.J., Wang, J., Wang, J., Jiang, W.Q., Guo, Y.Z., Cheng, A.N., et al. (2025) [Clin-
ical Characteristics of Severe Human Metapneumovirus Infection in Children and 
Analysis of Risk Factors for Critical Illness]. Chinese Journal of Pediatrics, 63, 864-
869. (In Chinese)  

[28] Li, Y., Wang, X., Blau, D.M., Caballero, M.T., Feikin, D.R., Gill, C.J., et al. (2022) 
Global, Regional, and National Disease Burden Estimates of Acute Lower Respiratory 
Infections Due to Respiratory Syncytial Virus in Children Younger than 5 Years in 
2019: A Systematic Analysis. The Lancet, 399, 2047-2064.  
https://doi.org/10.1016/s0140-6736(22)00478-0 

[29] Carbonell-Estrany, X., Simões, E.A.F., Bont, L., Manzoni, P., Zar, H.J., Greenough, 
A., et al. (2025) Twenty-Five Years of Palivizumab: A Global Historic Review of Its 
Impact on the Burden of Respiratory Syncytial Virus Disease in Children. Expert Re-
view of Anti-infective Therapy, 23, 359-378.  
https://doi.org/10.1080/14787210.2025.2481908 

[30] Piao, M., Liu, N., Meng, F. and Liang, H. (2025) Clinical Analysis of Mycoplasma 
pneumoniae Pneumonia Combined with Adenovirus Infection in Children with Lo-
bar Pneumonia. European Journal of Clinical Microbiology & Infectious Diseases, 
44, 2331-2341. https://doi.org/10.1007/s10096-025-05194-6 

[31] Wang, J., Xia, C., Sharma, A., Gaba, G.S. and Shabaz, M. (2021) Chest CT Findings 
and Differential Diagnosis of Mycoplasma pneumoniae Pneumonia and Mycoplasma 
pneumoniae Combined with Streptococcal Pneumonia in Children. Journal of Healthcare 
Engineering, 2021, Article ID: 8085530.  
https://doi.org/10.1155/2021/8085530 

[32] Li, Q., Zhang, J., Song, Z.-J. and Chen, W. (2026) Early Identification of Refractory 
Mycoplasma pneumoniae Pneumonia in Children Using CT-Based Radiomics: A Mul-
ticenter Study. Frontiers in Medicine, 13, Article ID: 1785817.  
https://doi.org/10.3389/fmed.2026.1785817 

[33] Xu, Y., Liu, Z., Li, J., Wang, S., Zhang, K., Li, H., et al. (2025) Machine Learning 
Models Based on Chest Computed Tomography for Identifying Plastic Bronchitis in 
Children with Mycoplasma pneumoniae Pneumonia. Translational Pediatrics, 14, 2727-
2739. https://doi.org/10.21037/tp-2025-545 

[34] Chen, Q., Hu, T., Wu, L. and Chen, L. (2024) Clinical Features and Biomarkers for 
Early Prediction of Refractory Mycoplasma pneumoniae Pneumonia in Children. 
Emergency Medicine International, 2024, Article ID: 9328177.  
https://doi.org/10.1155/2024/9328177 

[35] Meyer Sauteur, P.M., Krautter, S., Ambroggio, L., Seiler, M., Paioni, P., Relly, C., et 
al. (2020) Improved Diagnostics Help to Identify Clinical Features and Biomarkers 
That Predict Mycoplasma pneumoniae Community-Acquired Pneumonia in Chil-
dren. Clinical Infectious Diseases, 71, 1645-1654. https://doi.org/10.1093/cid/ciz1059 

https://doi.org/10.4236/jbm.2026.148023
https://doi.org/10.3390/pathogens13121114
https://doi.org/10.3389/fped.2022.1002052
https://doi.org/10.1186/s13052-025-01973-1
https://doi.org/10.1016/s0140-6736(22)00478-0
https://doi.org/10.1080/14787210.2025.2481908
https://doi.org/10.1007/s10096-025-05194-6
https://doi.org/10.1155/2021/8085530
https://doi.org/10.3389/fmed.2026.1785817
https://doi.org/10.21037/tp-2025-545
https://doi.org/10.1155/2024/9328177
https://doi.org/10.1093/cid/ciz1059


J. Cao, Q. Fu 
 

 

DOI: 10.4236/jbm.2026.148023 273 Journal of Biosciences and Medicines 
 

[36] Yu, Y.-Y., Xie, T., Luo, Q., Zhong, L.-L., Zhang, X.-H., Zhou, P., et al. (2026) Evalua-
tion of Clinical Features and Treatment of Mycoplasma pneumoniae in Children with 
Macrolide-Resistant and Macrolide-Susceptible Infection. Journal of Paediatrics and 
Child Health, 62, 771-777. https://doi.org/10.1111/jpc.70336 

https://doi.org/10.4236/jbm.2026.148023
https://doi.org/10.1111/jpc.70336

	Recent Advances in the Study of Chest CT Features and Clinically Relevant Factors in Paediatric Pneumonia Caused by Different Pathogenic Microorganisms
	Abstract
	Keywords
	1. Introduction
	2. Bacterial Pneumonia
	2.1. Lobar Consolidation and Pulmonary Necrosis: Characteristic CT Features of Bacterial Pneumonia
	2.2. High Fever and Significantly Elevated Inflammatory Markers: Key Clinical Indicators of Bacterial Pneumonia

	3. Viral Pneumonia
	3.1. Ground-Glass Opacities and Small Airway Lesions: Characteristic CT Features of Viral Pneumonia
	3.2. Infants and Young Children with Wheezing Symptoms: Clinical Characteristics of Viral Pneumonia

	4. Mycoplasma pneumoniae Pneumonia
	4.1. Bronchial Wall Thickening and the “Tree Bud” Sign: Typical CT Features of Mycoplasma pneumoniae Pneumonia
	4.2. School-Aged Children and the Separation of Symptoms and Signs: Clinical Characteristics of Mycoplasma Pneumoniae

	5. Challenges and Outlook
	6. Summary
	Acknowledgements
	Author Contributions
	Conflicts of Interest
	References

