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Table 2 Extent of radiographic abnormalities
Male Female Total
38 22 60
Unlateral 21(55%) 18 (82%) 39 (65%)
Bilateral 17 (45%,) 4 (18%) 21 (35%)
One lobe 13(33%) 14 (64 %0)* 27 (44%)
All lobes 3(8%) 1(4%) 4(7%)

*Sex difference is significant (p <0-1)

Table 3 Site of radiographic abnormalities

Male Female Total
Lobe 35 21 56
Upper 12 (34%) 943%) 21 (38%)
Mid/lingula 19 (54 %) 9(43%) 28 (50%)
Lower 30 (86%) 13 (62%) 43 (17%)
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quently than the upper lobes (38%). The pattem'é
(table 4) varied between confluent consolidation—
(fig 1), patchy consolidation, nodular opacitieD
(fig 2), and a mixed picture with both nodulag
(@) opacities and patchy or confluent consolidation%
Confluent or patchy consolidation was relatively®
more common in females, while nodular opacitie®
were more common in males. When the patterns
and distribution of confluent or patchy consolidaS

(b)

Fig 1 (a) Confluent middle lobe pneumonia with loss N
of volume (female, age 17 years); (b) same patient, Fig 2 Widespread nodular opacities throughout
lateral view. both lungs (male, age 44 years).
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Fig 3 (a) Confluent consolidation right upper lobe
(male, age 26 years); (b) same patient six days later
showing resolution of confluent consolidation and the
development of bilateral nodular opacities.

Table 4 Pattern of radiographic abnormalities

Male Female Total

38 22 60
Confluent 7(18:5%) 10 (45%) 17 (28%9)
Patchy 9(23:5%) 6(27%) 15(25%)
Nodular 11(29%) 3(13:5%) 14 (23%)
Mixed 11 (29%) 3(13:5%) 14 (23%)
Unilobar 11(29%) 13 (59%)* 24 (40%)
confluent/patchy

* Sex difference is significant (p < 0-05)

tion occurring in a single lobe was considered, this
sex difference was significant (p<0-05).

Extension of the radiographic abnormalities into
previously clear areas was only seen in two sub-
jects (fig 3), both of whom were on appropriate
treatment at the time. Nodular opacities were seen
to develop into patchy consolidation in two cases,
although the reverse was not observed. Loss of
volume was seen in five cases with confluent con-
solidation, and in one case with patchy consoli-
dation. Hilar lymphadenopathy and abscess for-
mation were not seen. Small pleural effusions were
seen in four cases, but in only one was the fluid
present on the initial film. Pleural fluid developed
later in the illness in three patients, two of whom
were on appropriate treatment at the time.

Resolution was complete in 52 of the 53
patients available for follow-up. Linear shadowing
persisted in one young man who had confluent
middle lobe pneumonia and was also seen during
the process of resolution in four other cases. The
rate of resolution is difficult to assess in a retro-
spective study, but of all the radiographs taken
four weeks after the onset of symptoms, 40%
were normal, and at eight weeks, 96% were
normal.

There was no relationship between the radio-
graphic appearances and either the age of the
patient or the duration of symptoms before the
initial radiograph.

Discussion

This study confirms the variable nature of the
radiographic abnormalities in mycoplasma pneu-
monia. Although this is often stated to be a disease
of the young adult,” 21 of our patients were over
35 years and three over 60 years old. The pre-
dominant unilateral and basal distributions have
been noted in other studies.®® Two distinctive
patterns emerge—confluent consolidation localised
to one or two lobes, and nodular opacities, either
localised or widespread. It is frequently difficult
to make a clear distinction between confluent and
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patchy consolidation and they can be considered
as differing degrees of the same pathological pro-
cess.® However, confluent or patchy consolidation
occurred with nodular opacities in 14 subjects,
giving a mixed picture. Confluent or patchy con-
solidation, when confined to one lobe, was sig-
nificantly more common in females and the nodu-
lar pattern was more common in males. This sex
difference has been suggested previously, but re-
mains unexplained.® Unilobar confluent consolida-
tion, with or without some degree of collapse, is
the classical radiographic appearance of pneumo-
coccal or other bacterial pneumonia. However, it
occurs sufficiently often in mycoplasma pneumonia
to make it an unreliable diagnostic sign of bac-
terial pneumonia.

Extension of the radiographic abnormalities into
previously clear areas is sometimes said to be
characteristic of mycoplasma pneumonia,? but was
observed in only two of our patients. Similarly,
development of patchy consolidation from nodular
opacities was only seen twice and the reverse se-
quence not at all. Only four small pleural effusions
were seen, supporting the general impression that
pleural fluid is rare.

Convincing lymphadenopathy was not seen, but
our youngest patient was aged 12 years and lymph-
adenopathy with mycoplasma pneumonia may be
more common in children than in adults. Although
often considered to be a mild pneumonia with
rapid resolution, only 40% of the radiographs
taken four weeks after the onset of symptoms were
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normal. However, complete resolution was see@
in all but one case.

This study demonstrates that there is no dls:,-
tinctive radiographic feature of mycoplasma pneu®
monia and that there is considerable variation i)
its radiographic appearance. Lobar pneumonia is~
more common than is generally appreciated
especially in females.
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