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1. Case presentation
A 92-year old woman was admitted to our internal medicine ward
for dyspnea and asthenia. Oxygen saturation (SpO2) was 82%, blood
pressure was 100/60 mm Hg, heart rate was 78 bpm and body temperature was 36.1 °C. Lung examination showed diffuse rales while heart
auscultation bared a mild systolic murmur at the apex. Past medical history revealed only permanent atrial ﬁbrillation treated with digoxin
0.125 mg q.d. and warfarin with a target I.N.R. range of 2.0–3.0. She
never smoked and used EtOH or drugs. She was a housewife. The
dyspnea-onset was dated the month before and characterized by slow

progression. EKG conﬁrmed atrial ﬁbrillation with ventricular rate of
78 bpm without signs of myocardial ischemia. Table 1 shows biochemical workup and blood gas analysis. We promptly administered nasal
oxygen (4 l/min) achieving a SpO2 of 96% and symptomatic relief.
Since patient complains about asthenia and weakness, chest X-ray
was performed at bed only in postero-anterior projection and it revealed an ill-deﬁned area of increased density in the right middle lobe
and homo-lateral pleural effusion (Fig. 1A).

What is your diagnosis?

Fig. 1. A shows a lobar consolidation while the CT scan revealed a huge posterior diaphragmatic hernia.
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2. Diagnosis
This pattern is consistent with lobar pneumonia. For this reason we started empiric treatment (levoﬂoxacin: 500 mg per os q.d.
and cefotaxime: 1 g. i.m. b.i.d.) although clinical scenario didn't ﬁt
with this hypothesis: she was not febrile (see above), and blood
cell count and inﬂammatory markers were in the normal range
(see Table 1). Since the patient's clinical condition was not improving, two days after we asked for a CT scan that revealed a huge posterior diaphragmatic hernia (DH) with abdominal viscera moved to
the chest resulting in lobar atelectasis (Fig. 1B). We believe that
lung parenchyma compression might mimic the lobar consolidation
at chest-X-ray and explicate mild chronic dyspnea. DH is rarely
diagnosed in adult age. A recently published case reported a 50year-old female patient treated for bronchitis before the diagnosis
of a posterior DH (1). A similar case was described in a 64 year old
male who presented with cough, shortness of breath and weight
loss before the diagnosis (2).

Our case is paradigmatic for two main reasons. First, this is the
ﬁrst case of a misdiagnosis of lobar pneumonia mimicking a DH.
Second, not only can pneumonia be diagnosed according to a radiological patterns, but it might also be supported by symptoms and
laboratory ﬁndings.
In conclusion a posterior DH should be suspected in patients with a
radiological pattern of lobar pneumonia without clinical and laboratory
signs of inﬂammatory activation.
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Table 1
Biochemical workup and blood gas analysis.
Laboratory value

Reference range

Biochemical
ALT (UI/l)
AST (UI/l)
Total bilirubin (mg/dl)
Direct bilirubin (mg/dl)
Sodium (mEq/l)
Potassium (mEq/l)
Calcium (mg/dl)
Clorum (mEq/l)
Creatinine (mg/dl)
Urea (mg/dl)
Glycemia (mg/dl)
Total protein (g/dl)
C-reactive protein (mg/dl)
Erythrocyte sedimentation rate

9
13
0.7
0.3
141
3.8
8.7
106
0.7
40
94
5.5
0.7
19

5–34
0–55
0.20–1.20
0.00–0.50
136–145
3.5–5.1
8.4–10.2
98–107
0.72–1.25
17–56
70–100
5.5–8.5
0.00–0.50

Hematology
Hemoglobin (g/dl)
Mean corpuscular volume (ﬂ)
Red blood cells (cells/Ul)
White blood cells (cells/Ul)
Neutrophils (%)
Lymphocytes (%)
Monocytes (%)
Basophils (%)
Eosinophils (%)
Platelets (cells/Ul)
Fibrinogen (mg/dl)
INR

13.5
91
5.21 ∗ 106
8140
66
21
9
1
2
127,000
376.83
2.3

12.5–17.0
81.0–102.0
3.80 ∗ 106–5.30 ∗ 106
4500–11,000
40.0–75.0
20.0–45.0
2.0–10.0
0.0–1.0
1.0–6.0
150,000–400,000
(150.00–450.00)

Blood gas analysis
pH
pCO2 (mm Hg)
pO2 (mm Hg)
HCO−
3 (mEq)
Lactate (mmol/l)
SpO2 (%)

7.43
37
58
26.5
2.7
88

7.35–7.45
35–45
80–100
21.0–30.0
0.4–1.0
N94%
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