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SPHERICAL PNEUMONIA IN AN ADULT PATIENT

Patchrin PEKANAN, Janjira JATCHAVALA.

ABSTRACT

Not all discrete mass lesions in the lung parenchyma are neoplastic. Sometines
pneumonia consolidations are so round and discrete that they are mistaken for pulmonary
neoplasm (1). This is the report case of a spherical pneumonia in an adult patient.

CASE REPORT

A 59-year-old female patient had chest pain,
dry cough and high fever for one day. She smoked for
30 years. There was no history of hypertension,
diabetes mellitus or tuberculosis. Physical examination
showed decreased breath sound and crepitation at
right mid lung field. She consumed a drug containing
steroid to gain her weight. The temperature was 39
degree celsius. White blood cell count was 18400 with
92% PMN. The patient was treated with penicillin and
the fever disappeared after 3 days of treatment.
Hemoculture was negative for organisms.

PA chest film on the admission day (Fig.1)
showed an ill defined border round-shaped mass
lesion at right mid lung field. Small right pleural
effusion was noted at the costophrenic suicus. Right
lateral view of the chest film (Fig.2), two days later
shows an area of increased lung density at the superior
segment of right lower lobe. The lesion was not seen
as a mass in the figure 2 due to a response to treatment.
Three weeks later, PA chest showed partial clearing
of the lesion with evidence of an air bronchogram.
The lesion was not seen as a mass anymore (Fig.3).
The last PA chest film one month after admission,
showed further clearing of the lesion (Fig.4).

DISCUSSION

The occurrence of well-circumscribed areas of
inflammation simulating masses in adults has been
described previously by Ackerman (2), Greenfield (3)
and Swenson (4). Rose (5) reported 21 children-cases
of spherical pneumonia simulating pulmonary and

mediastinal masses in his 10-year-study. Pneumococci
was the responsible pathogen in more than half of

his cases. No other recognized pathogens were recovered
in significant numbers. Thereapeutic response to
penicillin within 48 hours was noted. Nasopharyngeal
culture seemed to yield more benefit than the hemocuiture,
which was positive maximally only in 25% (6).

The radiographic presentation of pneumonia as
a mass density in the lung could be explained by the
studies of Roberson (7), Fraser and Wortz-man (8),
and Recavarren (9). Under the influence of gravity,
bacteria-laden fluid imtially passes into the most
dependent bronchus and then to the periphery of the
lung. An acute inflammatory process with associated
edema is disseminated centrifugally via
intra-alveolar communications without regard for
segmental boundaries. The dissemination process
occurs largely through the communicating passages
among the air spaces, the pores of Kohn, and the
channels of Lambert. The consolidation characteristically
begins at the periphery of the lung at the site of
infection and progresses toward the hilus with a
sharp line of demarcation generally existing between
the advancing front of consolidated parenchyma and
the unaffected lung adjacent to it. The rounded
radiographic lesion was well developed on the first
study, regardless of the time elapsed after the onset
of symptoms, and cleared rapidly with treatment (5).

A pneumococcal orgin was postulated in the
presented case on the basis of the clinical presentation
and response to the antibiotic. The predominantly

alveolar

Department of Radiology, Ramathibodi Hospital, Rama 6 Street, Bangkok 10400, Thailand.



THE ASEAN JOURNAL OF RADIOLOGY SEPT.—DEC. 1995 Volume 1 Number 11

posterior distribution of these lesions reported by was related to the usual sleeping position of the
Rose (5) and in this presented case, is as would be patients. Recognition of the spherical pneumonias
expected in pneumococcal pneumonais (10). It was only should help to eliminate the unnecessary diagnostic
a clinical impression that the location of the lesion procedure for neoplastic work-up.

Fig.1 PA chest film on the admission day showed an ill Fig.2 Right lateral view of the chest two days later
defined border round shaped mass lesion at showed an area of increased lung density at
right mid lung. superior segment of right lower lobe.

Fig.3 Three weeks later, PA chest film showed partial Fig.4 Further clearing of infiltration one month
clearing of the lesion with small cavities and later was observed.
air bronchogram.
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