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modality in the diagnosis and management of 
COVID ‑19–related pneumonia.

Patient 1, a 70 ‑year ‑old woman diagnosed with 
COVID ‑19, was admitted to the hospital because 
of fever, dry cough, and dyspnea. The physical 
examination revealed no auscultatory changes, 
a respiration rate of 18 breaths/min, and an oxy‑
gen saturation of 89%. The baseline, native chest 
CT scan revealed the irregular areas of consolida‑
tive, ground ‑glass opacities (GGOs) affecting all 
lobes of the lungs. Some parts of the right lung 
had a cobblestone appearance (FIGURE 1A). Lin‑
ear opacities in the anterior fields and bases of 
the lungs were also visualized. The patient was 
treated with hydroxychloroquine, lopinavir / rito‑
navir, and a single dose of tocilizumab, according 
to the recommendations of the Polish Association 
of Epidemiologists and Infectiologists.4 The ap‑
plied treatment resulted in significant clinical im‑
provement, but follow ‑up CT performed 10 days 
later revealed diffused GGOs and the cobblestone 

At the end of 2019, the first cases of serious pneu‑
monia associated with severe acute respiratory syn‑
drome coronavirus 2 (SARS ‑CoV ‑2) infection were 
reported in China. Within a few weeks, the disease 
caused by this new coronavirus, called coronavi‑
rus disease 2019 (COVID ‑19), became a pandemic.

Typical symptoms of COVID ‑19 include fe‑
ver, muscle pain, dry cough, dyspnea, and fa‑
tigue.1 However, interstitial pneumonia leading 
to respiratory failure is the most serious presen‑
tation. The routine diagnosis of the disease is 
based on the detection of viral RNA in the naso‑
pharyngeal mucus using a real ‑time polymerase 
chain reaction test. Unfortunately, the sensitiv‑
ity of such laboratory diagnostic tool is insuffi‑
cient. That is why computed tomography (CT) 
can help diagnose COVID ‑19 and monitor spe‑
cific lung lesions.2,3

Here, we present 3 cases of patients infected 
with SARS ‑CoV ‑2 and describe lesions detected 
on chest CT, which shows the usefulness of this 
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FIGURE 1  Patient 1: A – computed tomography (CT) before treatment: irregular, confluent ground ‑glass opacities 
covering all lobes in both lungs; the paving pattern in segments 2, 3, 4, and 6 of the right lung; linear compaction in 
the anterior middle fields and at the base of the lungs; B – CT performed 10 days after treatment with tocilizumab: 
extensive ground ‑glass opacities and consolidations in single, paving stone–like patches (arrows); the image indicates 
a period of sharp, highly consolidated lesions.
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Patient 3, a 34 ‑year ‑old man diagnosed with 
COVID ‑19, was admitted to the hospital because 
of fever, acute rhinitis, and dry cough, with an ox‑
ygen saturation of 93%. The patient tested posi‑
tive for M. pneumoniae. The baseline, native chest 
CT scan revealed a few scattered, poorly demar‑
cated areas of merging reticular and patchy opac‑
ities of different sizes in the right lung (FIGURE 1E). 
Ground ‑glass opacities were also seen. Hydroxy‑
chloroquine, lopinavir / ritonavir, and azithro‑
mycin (for M. pneumoniae) were started. The pa‑
tient’s general condition improved and follow ‑up 
CT showed smaller subpleural consolidations and 
more organized, minor consolidations in the right 
lung (FIGURE 1F).

All things considered, the presented cases lead 
to a conclusion that patients with diagnosed 
COVID ‑19 should have baseline, native chest CT 
performed at the early stage of the symptomatic 
disease to facilitate diagnosis, treatment choice, 
and medical management.

road sign, which indicated the peak consolidation 
of lung lesions (FIGURE 1B). Computed tomography 
repeated after the following 10 days showed re‑
gression of lung lesions.

Patient 2, a 68 ‑year ‑old man diagnosed with 
COVID ‑19, was admitted to the hospital because 
of fever and dry cough. The physical examination 
revealed no auscultatory changes over the lungs, 
a respiration rate of 17 breaths/min, and an oxy‑
gen saturation of 88%. Routine blood tests were 
performed and the serological test was positive 
for Mycoplasma pneumoniae. On initial, native 
chest CT, there were diffused, irregular GGOs 
seen in all segments of both lungs, yet more clear‑
ly marked in the right lung (FIGURE 1C). Thickened 
interlobular septa and linear or reticular opaci‑
ties were also observed. The patient was treated 
with hydroxychloroquine, lopinavir / ritonavir, 
and tocilizumab.4 Due to M. pneumoniae infec‑
tion, doxycycline was introduced. We observed 
rapid improvement of the patient’s general con‑
dition. Follow ‑up CT after 10 days revealed re‑
gression of pulmonary consolidations and GGOs 
in all lobes (FIGURE 1D).

FIGURE 1  Patient 2: C – CT before treatment: disseminated, irregular ground ‑glass opacities in all segments of both 
lungs, hyperdense lesions in the right lung, features of thickening of the interlobular septa, as well as linear and reticular 
densities; D – CT performed 10 days after treatment with tocilizumab: lesion regression, smaller ground ‑glass opacities 
in all segments, and resolution of consolidations (arrow). Patient 3: E – CT before treatment: a few scattered, varying in 
size, poorly delimited, confluent, reticulate, finely spotted densities with discrete areas of reduced transparency and 
ground ‑glass opacities (arrows) in the right lung; F – follow ‑up CT: a less saturated hyperdense focus in segment 2 of 
the right lung; multiple small, more organized densities (arrow), with no evidence of ground ‑glass opacities, seen in 
segment 6 of the right lung
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