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Misleading Presentation of COVID-19 
Multifocal Pneumonia with Superimposed 

Mycoplasma Infection Diagnosed by Chest CT 
Imaging: A Case Report

Abstract 
Introduction: A chest CT plays a pivotal role in the early detection and diagnosis of 
COVID-19 pulmonary disease. Concurrent infections of and Mycoplasma pneumonia 
and may present additional challenges with respect to diagnosis, treatment, and 
recovery of patients with superimposed pulmonary processes.

Patient Concerns: A 39-year-old male presented to the Emergency Room with fever  
and malaise for three days. Patient denied cough or dyspnea.

Diagnosis: Chest x-ray (CXR) showed a cavitary lesion in the left mid-lung consistent with 
a possible lung abscess. Chest Computed Tomography (CT) revealed bilateral multifocal 
mixed ground-glass/solid airspace opacities, but no pleural effusion, pneumothorax, 
or pleural thickening. Microbiologic and serologic evaluation demonstrated positive 
Mycoplasma IgM and positive COVID-19 test. Interventions: Patient was treated with 
Azithromycin IV and standard steroid course, and showed rapid improvement.

Outcomes: Repeated CXR demonstrated mild interval improvement of bilateral 
ground-glass opacities and interval resolution of left lung opacity.

Conclusion: Amid the COVID-19 pandemic, physicians must be on the lookout for other 
infections that can masquerade or co-infect, such as Mycoplasma pneumonia. Since 
results of the COVID-19 nasal swab may take days, radiography is crucial in distinguishing 
between the two infections. A 39 year old male presented to the Emergency Room 
with fever and malaise for three days. Physical exam was unremarkable except for 
a fever of 101.2 F. A chest x-ray (CXR) showed a cavitary lesion in the left mid-lung 
consistent with a possible lung abscess, while a Chest Computed Tomography (CT) 
revealed bilateral multifocal mixed ground-glass/solid airspace opacities, but no pleural 
effusion, pneumothorax, or pleural thickening. Microbiologic and serologic evaluation 
demonstrated positive Mycoplasma IgM and a COVID-19 test returned positive result. 
Patient was diagnosed with COVID-19 Pneumonia and Mycoplasma Pneumonia 
and treated with Azithromycin IV (intravenous) and standard steroid course and 
subsequently discharged after patient improved. Patients with suspected/presumed 
COVID-19 multifocal pneumonia should be evaluated for secondary bacterial causes 
of pneumonia. There should be low threshold for performing CT chest in patients with 
presumed COVID-19 pneumonia, as imaging may show changes more consistent with 
superimposed bacterial process. We recommend that initial evaluation of presumed 
COVID-19 patients should include respiratory culture, Mycoplasma Ag, Legionella 
urinary Ag, and antibiotic coverage should be adjusted accordingly.
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Introduction
Pneumonia is a typical presentation of COVID-19 infection, 
accounting for approximately 80% of total cases. Real-time reverse-
transcription polymerase chain reaction (RT-PCR) demonstrates a 
low sensitivity, and under pandemic conditions, may take several 
days to be confirmed, thus chest CT plays a pivotal role in the 
early detection and diagnosis of COVID-19 pulmonary disease. 
Early identification of an inflammatory pulmonary process is 
paramount for improved patient survival and reduced morbidity. 
Concurrent infections of and Mycoplasma pneumonia have been 
previously described, and may present additional challenges with 
respect to diagnosis, treatment, and recovery of patients with 
superimposed pulmonary processes [1-9].

Case Report
A 39-year-old overweight Hispanic male with a history of 
diabetes mellitus II, hypertension, obesity, and acute pancreatitis 
presented to the emergency department of a community 
hospital complaining of fever and malaise for three days. The 
patient denied overt cough and dyspnea but reported frequent 
spitting of clear mucus, which he attributed to gastroesophageal 
reflux. On a detailed medical history evaluation conducted in the 
patient’s native language, he specifically denied dry or productive 
cough, fatigue, headache or diarrhea, loss of taste or smell, sore 
throat, congestion or runny nose. The patient also denied chest 
pain, palpitations, syncope, hemoptysis, abdominal pain, motor 
or sensory deficits, and lateralizing symptoms. Social history was 
remarkable for alcohol abuse; patient strongly denied tobacco 
smoking or use of tobacco products. Occupational history 
demonstrated frequent contact with the geriatric population 
in the course of his employment as non-emergency medical 
transportation driver. Physical exam revealed a fever of 101.2 on 
initial examination, no tachycardia, and pulse oximetry within 
normal range. However, the respiratory rate was 20.

Diagnosis
Initial lab work on 08/08/2020 revealed a glucose of 225, Hb 12.8, 
WBC 4.4, Ferritin 599.1 (H), CRPHS 9.42 (H), D-dimer .680 (H), 
fibrinogen 449 (H), LDH 308 (H), Sed rate 38 (H), lipase normal, 
and total CPK 355 (H). The chest x-ray showed a cavitary lesion in 
the left mid-lung zone, new since last radiologic exam, consistent 
with a possible lung abscess (Figures 1 and 2). CT of the chest 
revealed bilateral multifocal mixed ground-glass/solid airspace 
opacities, but no pleural effusion, pneumothorax, or pleural 
thickening (Figures 3 and 4).

Microbiologic and serologic evaluation demonstrated positive 
Mycoplasma IgM; blood cultures showed no growth after 48 
hours. Sputum culture revealed heavy growth of endogenous 
flora. Influenza A and B and Legionella AG were negative; 
COVID-19 test returned positive result within 96 hours after the 
sample was collected.

Interventions
Patient was treated with Azithromycin 500 mg IV daily × 5 
days and Dexamethasone 6 mg PO daily × 5 days, and showed 

rapid improvement. Patient tolerated therapy well and without 
complications.

Outcomes
Repeated CXR demonstrated mild interval improvement of 
bilateral ground-glass opacities and interval resolution of left 
lung opacity. Patient was subsequently discharged home on the 
fifth hospital day with self-care and instructions for primary care 
follow-up.

Figure 1 Chest X-ray performed on admission. Initial Radiologic 
evaluation demonstrated a new cavitary lesion involving 
left mid lung zone, which was interpreted as a lung 
abscess.a

Figure 2 Chest X-ray performed immediately prior to discharge. 
Final radiologic evaluation demonstrated resolution of 
the cavitary lesion prior to discharge.
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Figure 3 CT scan of the chest demonstrating multifocal 
pneumonia and peri-bronchial and perivascular 
interstitial infiltrates. A CT of the chest was performed 
in the course of further diagnostic evaluation. CT of 
the chest revealed bilateral multifocal mixed ground-
glass/solid airspace opacities, but no pleural effusion, 
pneumothorax, or pleural thickening.

Figure 4 CT scan of the chest demonstrating additional 
radiographic changes typical for both COVID-19 and M. 
Pneumoniae.

Results and Discussion
Amid the COVID-19 pandemic, physicians must be on the lookout 
for other infections that can masquerade or co-infect, such 

as Mycoplasma pneumonia, the second most common form 
community acquired pneumonia after Streptococcus pneumoniae 
[4,5]. In addition, because the results of the COVID-19 nasal swab 
may take days, radiography is crucial in distinguishing between 
the two infections. Furthermore, tests for the usual pathogens 
should not be overlooked in any suspected COVID-19 case. 
Serological testing, as was performed in our case, is currently the 
most common method for diagnosing M. pneumoniae infection. 
Although Mycoplasma pneumonia is mostly benign, it can also 
present as a life-threatening condition, including ARDS and 
multiple organ failure. A study of 416 patients with mycoplasma 
infections, 68 (16.3%) required admission to the intensive care 
unit (ICU), and the ICU mortality rate was 29.4% [10].

Radiographic findings consistent with COVID-19 are ground 
glass opacities on both chest x-ray (30% of severe cases), and 
CT scans (60.5%) of severe cases). Bilateral patchy shadowing is 
seen on chest x-ray in 58.3% of patients with severe cases and 
94.6% of all severe cases demonstrate some sort of abnormal CT 
finding [1]. In another study from China, the chest x-ray findings 
most frequently found in COVID-19 patients are bilateral lower 
zone consolidation that worsened and peaked 10-12 days after 
symptom onset (2). Overall, the most common features found on 
chest radiographs of COVID-19 pneumonia include ground-glass 
opacities, bilateral or local patchy shadowing, and interstitial 
abnormalities [2].

In another study, the hallmark findings of COVID-19 by CT were 
bilateral ground glass opacities with or without consolidation 
in the posterior and peripheral lung fields [11-24]. Findings in 
later phases included consolidations, linear opacities, vascular 
enlargement, ‘crazy-paving’ pattern, and the ‘reversed halo’ sign.

Compared to COVID-19, Mycoplasma pneumonia CT findings are 
most likely to be bronchial wall thickening (81%), centrilobular 
nodules (78%), ground-glass attenuation (78%), and consolidation 
(61%) [3]. In chest x-rays, mycoplasma pneumonia presents 
commonly as peri- bronchial and perivascular interstitial 
infiltrates, airspace consolidation, and nodular opacification [3,6]. 
While rare, pulmonary abscesses have been reported in cases of 
M. pneumonia as was found in this case [7].

In Mycoplasma pneumoniae infection, the finding of cold 
agglutination is common while reactive lymphocytes are seen 
frequently in COVID-19 infections [25-34]. Because COVID-19 
coinfection with other common pathogens such as mycoplasma 
pneumoniae may worsen clinical symptoms and increase 
morbidity, clinicians should be vigilant in detecting coinfections 
when diagnosing and treating COVID-19 patients [8].

This is not the first confirmed case of a combined COVID-19 and 
M. pneumonia case. A 61-year-old Taiwanese man presented with 
a dry cough and malaise [9]. His Chest x-ray showed progression 
of bilateral ground-glass patches. High-resolution computed 
tomography (HRCT) revealed multiple patches of ground-glass 
opacity, crazy-paving pattern, and peribronchial consolidation 
on the right upper lobe, middle lobe, and bilateral lower lobes 
[35,36]. He was treated with azithromycin at 500 mg QD was 
prescribed for three days along with hydroxychloroquine at 200 
mg Q8H for a total of eight days. The patient's clinical condition 
and chest x-ray both improved [9].
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In another case involving a 56-year-old woman who presented 
to the emergency room with fever, dry cough, myalgia, and sore 
throat, a rapid Streptococcus A antigen testing returned positive. 
She was given ceftriaxone and azithromycin. Repeat chest X-ray 
the following day revealed worsening bilateral diffuse opacities. 
A respiratory virus panel (Respiratory Pathogen Panel- NAT/Quest 
Diagnostics, Valencia, CA) was negative. Subsequently, the patient 
was tested for COVID-19 via the SARS-CoV-2 rRT-PCR, and the 
test was positive. CT of the chest showed scattered perihilar and 
dependent patchy airspace consolidation and bilateral ground- 
glass opacities [11].

Conclusion
Nicolson et al. opined that the positive responses from antibiotic 

and anti-malarial drugs experienced by some COVID-19 patients 
may have been due to the suppression of Mycoplasma species 
and other bacterial co-infections. They concluded, like we did, 
that all patients with COVID-19 should undergo molecular tests 
to determine the presence of Mycoplasma and other pathogenic 
bacteria so that they can be treated accordingly. Our patient was 
treated promptly with IV azithromycin and steroids once the 
Mycoplasma was identified and there was rapid resolution of the 
lung abscess. Other respiratory pathogens were tested such as 
Klebsiella and Legionella.

Patient Consent Statement
Patient has provided informed consent for publication of the 
case.
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