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Temporal changes in computed tomography of
COVID-19 pneumonia with perilobular fibrosis
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Asthedesignatedtertiaryreferral centre forinfectious
diseases, Princess Margaret Hospital, Hong Kong,
received the city’s first influx of patients diagnosed
with coronavirus disease 2019 (COVID-19).
In January 2020, a 57-year-old man with a
history of travel to Wuhan, China, presented to
Princess Margaret Hospital with a 4-day history of
respiratory symptoms and fever. Laboratory studies

showed lymphopoenia 0.7 x 10°/L (reference range,
1.1-2.9 10°/L) and elevated inflammatory markers.
The patient’s C-reactive protein level was 33.2 mg/L
(reference range, <5 mg/L) on the day of admission
and peaked (123 mg/L) on day 3 after admission. The
diagnosis of COVID-19 was made by the detection
of severe acute respiratory syndrome coronavirus
2 RNA in a nasopharyngeal aspirate using reverse

FIG 1. High-resolution computed tomography images of a 57-year-old man with a history of travel to Wuhan, China, with a
4-day history of respiratory symptoms and fever. On days 2, 14, and 22 after admission, peripheral subpleural ground-glass
opacities and consolidation without zonal predominance are visible, compatible with an organising pneumonia pattern. Serial
computed tomography scans show reduction of the ground-glass opacities with residual fibrosis
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transcription polymerase chain reaction. High-
resolution computed tomography (HRCT) images
were acquired on days 2, 14, and 22 after admission.
On day 2 after admission, HRCT showed peripheral
subpleural ground-glass opacities (GGOs) and
consolidation without zonal predominance in the
absence of centrilobular nodules, pleural effusions,
or lymph node enlargement, compatible with
organising pneumonia,’ which correlated with
the known radiological pattern of COVID-19
pneumonia.’

Concurrent with improvement of clinical
symptoms and normalising inflammatory markers,
serial HRCTs showed reduced GGOs (Fig 1). By
day 22 after admission, the patient’s C-reactive
protein level had normalised (5.3 mg/L). Instead of
complete resolution, consolidations became curved
or arched consolidation bands, with shaded margins,
distributed around the structures surrounding
the secondary pulmonary lobules. It was likely the
result of perilobular inflammation and took the form
of an arcade (Fig 2). This arcade-like sign is one of
the typical features of perilobular fibrosis found in
secondary organising pneumonia.’

Residual GGOs with irregular lines and
interfaces are the second most common pattern in

FIG 2. Computed tomography images of a 57-year-old man with a history of
travel to Wuhan, China, with a 4-day history of respiratory symptoms and fever.
Arcade-like signs (black arrows) are shown on coronal, axial and sagittal and
reformatted computed tomography images. Consolidations became curved

or arched consolidation bands, with shaded margins, distributed around

the structures surrounding the secondary pulmonary lobules, suggestive of
perilobular fibrosis
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COVID-19 pneumonia, suggesting the presence
of secondary organising pneumonia, and hence
pulmonary fibrosis.* The gold standard to confirm
pulmonary fibrosis requires lung biopsy or
bronchoalveolar lavage, which are invasive. Lung
biopsy was not performed in our case.

The present case highlights the computed
tomography findings of pulmonary fibrosis, one of
the sequelae of COVID-19 pneumonia.
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