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Fig. 1. Clinical symptoms of right middle lobe
syndrome.
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Fig. 2. Physical findings of right middle lobe
syndrome.
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Fig. 3. Chest X-ray findings of right middle
lobe syndrome.

Fig. 4. Chest AP and lateral view of right
middle lobe syndrome. Parenchymal
consolidation of medial segment of
RML and wedge shaped consolidation

on medial segment of RML.
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Fig. 5. Bronchogram of right middle lobe
syndrome. Filling defect of RML
bronchus due to endobronchial tuber-
culosis.
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= Abstract =
A Clinical Study of Right Middle Lobe Syndrome

Jae Ho Yang, M.D., Kyung Wha Park, M.D., Byeung Ju Jeoung, M.D.,
Kyu Earn Kim, M.D. and Ki Young Lee, M.D.

Department of Pediatrics, College of Medicine, Yonsei University, Seoul, Korea

Purpose : Right middle lobe syndrome is characterized by a spectrum of disease
from recurrent atelectasis and pneumonitis to bronchiectasis of the Right middle
lobe syndrome. It was first reported by Graham describing 12 patients with middle
lobe atelectasis and bronchiectasis due to enlarged lymph nodes.

The incidence of Right middle lobe syndrome seems to be increasing in children,
but there have been only a few studies of right middle lobe syndrome in Korea.

Methods : Twenty-five children with RMLS who had been admitted during the
last 10 years were evaluated with particular attention to clinical features,
laboratory results, bronchographic findings, and treatment.

Results : All patients were symptomatic and complained of chronic cough(25),
sputum(20), fever(16), dyspnea(3), vomiting(2), and foreign body in the bronchus(2).

Most of the patients had recurrent pneumonia: 6 patients had Mycoplasma
pneumonia, and 6 patients had asthma and allergic disorders. Only 5 out of the 25
patients showed sufficient obstruction on bronchography and 6 patients took
computed tomography scans. Chest radiography, bronchography and computed
tomography scans were evaluated for review in 25 patients showing consoli-
dation(17), patchy infiltration(14), atelectasis(12), hyperinflation(5) bronchiectasis(2),
and air bronchogram(2). Most patients were improved by conservative medical
management and only 2 patients had closed thoracostomy.

Conclusion : These 25 patients who had been diagnosed as Right middle lobe
syndrome were improved after 2 week’ treatment of antibiotics and conservative
management, and their prognosis were good during the follow-up period.

Key Words : Right middle lobe syndrome, Recurrent pneumonia, Atelectasis
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