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OZET:

*YRBT cekim endikasyonlari

* Normal akciger anatomisini hatirlatma

* Hastaliklari BT gorinimuine gore gruplama
*Olgular



YRBT ENDIKASYONLARI

* Interstisyel akciger hastaliklari (idiopatik veya sekonder)
* Bronsektazi-kiclk hava yolu hastalig

* Bag dokusu hastaliklari akciger tutulumu

* Viral ve fungal pndmoniler

» Akciger grafisindeki diffuz dagilimli degisiklikler (nodul, retikilasyon
vb )

* Kistik akciger hastaliklari



Pulmonary vein

. Pulmonary artery
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Intertisyum

intralobular
interstitium

centrilobular
interstitium

interlobular
septa

peribronchovascular
Interstitium

fubpleural
nterstitium

Secondary Pulmonary Lobule

» Peribronkovaskiler (aksiyal)
» Subplevral (periferik)
> Intralobuler (alveoler)



SANTRAL LENFATIK AG=> Lobiilin merkezinde peribronkovaskiiler yerlesimli
PERIFERAL LENFATIK AG=> interlobuler septa ve subplevral yerlesimli



YRBT’ YI YORUMLAMAK ICIN:

Dominant patern? Dansite: Ylksek veya dusuk dansiteli

4

Sekonder lobuldeki dagilimi? Yerlesim: Sentrlobuler, perilenfatik, daginik

4

Akcigerdeki dagilimi? Lokalizasyon: Ust zonlar, alt zonlar,santral veya periferal

Ek bulgular var mi? Plevral effuzyon, LAP, traksiyon bronsektazisi



DANSITE VE AKCIGER

* Akcigerin dansitesi havadan daha yuksektir (icinde kan ve doku
icermesi nedeniyle)

e Akcigerin normal dansitesi kisiden kisiye degismekle birlikte -500 ila
-900 HU arasinda degisir

* Lezyonlar da DANSITE ARTISI yapan, DANSITE AZALTAN ve her ikisini
de barindiran (MIKST) olmak tzere ¢ grupta toplanabilir.



DANSITE ARTISI (parankimal)

* Buzlu cam ve konsolidasyon

* Nodul ve kitleler

 Atelektazi

 Vaskiler lezyonlar

* Retikuler ve retiklilonoduller gérinim yapan lezyonlar

* Yuksek dansiteli lezyonlar (kalsifikasyon, iyod birikimi vb)

* Hiler, mediastinal veya gdgus duvari lezyonlarinin akcigere uzanimi.....



DANSITE AZALMASI

 Dansite azalmasi olmasi icin:

*Havanin asiri artisi
veya

*Yumusak dokularin azalmasi (damar capi, kan akimi,
doku kaybi vb) gereklidir.



AKCIGER DANSI
LEZYONLAR

* Balpetegi akciger
* Akciger kistleri

e Amfizem, bul

* Pnédmatosel
 Kaviter nodul

* Bronsektazi

* Mozaik perfiizyon

ESINI AZAL

* Havayolu hastaligina bagli hava hapsi

AN
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Chest CT Signs in Pulmonary Disease

A Pictorial Review

@ CrossMark

Shine Raju, MD; Subha Ghosh, MD; and Atul C. Mehta, MD, FCCP

the most important imaging modalities available to a pul-
monologist. The advent of high-resolution CT scanning of the chest has led to its increasing
use. Although chest radiographs are still useful as an initial test, their utility is limited in the
diagnosis of lung diseases that depend on higher resolution images such as interstitial lung
di and pul y vascular di Several phoric chest CT scan signs have been
described linking abnormal imaging patterns to lung diseases. Some of these are specific to a
disease, whereas others help narrow the differential diagnosis. Recognizing these imaging
patterns and CT scan signs are thus vitally important. In the present article, we describe a
comprehensive list of the commonly encountered metaphoric chest CT scan signs and their
clinical relevance. CHEST 2017; 151(6):1356-1374

KEY WORDS: CAT scan; chest imaging; CT scan; pul y; radiology; review; thoracic

Seminars in
ROENTGENOLOGY

Lung Disease

Ayesha Nasrullah, MBBS,* Shaimaa Fadl, MBchB," Jitesh Ahuja, MBBS,"
Haodong Xu, MD, PhD," and Gregory Kicska, MD, PhD*

Radiographic Signs and Patterns in Interstitial

Introduction

horacic computed tomography (CT), specifically high-

resolution CTs (HRCTs), plays an essential role in diag-
nosing diffuse pulmonary lung disease. Although diffuse
lung diseases often present with nonspecific radiographic
findings, there are a small number of radiographic signs and
patterns that are more specific and can be used to narrow the
differential diagnosis

Honeycombing

Honeycombing isaterm — "=~ ' ="

sunguished IPF from cellular nonspecific interstitial pneu-
monia (NSIP) and fibrotic NSIP were the extent of honey-
combing (odds ratio, 5.16 and 2.10, respectively).”
Honeycombing can sometimes constitute more than 70%
of the fibrotic portions of the lungs in ILDs and this can be
referred to as “exuberant honeycomb sign” (Fig. 1b and ¢). It
is associated more commonly with connective tissue diseases
(CTD) UIP rather than IPF UIP.” Honeycombing can be pres-
ent in other conditions such as NSIP and chronic hypersensi-
tivity pneumonitis (HP). However, ground glass opacities
dominate in NSIP and honeycombing, if present, is usually
minimal. Similarly, HP can also demonstrate honeycombing,
) == rdules. mosaic

CT imaging of the chest plays a vital role in
the diagnosis of various lung diseases.
Although pulmonary diseases can vary in
clinical presentation, the associated imaging
patterns can be grouped into a few distinct
patterns. Various metaphoric signs have
been described to identify and simplify these
patterns. Some of these signs, which have
been well described in the imaging
literature, are pathognomonic for a disease,
whereas others can help narrow the list of
differential diagnoses. These signs also help
to create a unique association between an
imaging pattern and the underlying disease
process.

Understanding these imaging findings, and
their subsequent pattern recognition, is thus
of vital importance to a pulmonologist. The

present review is a pictorial essay of the
important chest CT scan signs and the
associated pulmonary diseases. Some of these
signs have been described in chest
radiographs as well as in CT imaging. We
have included these signs in this review,
having recognized an increasing trend of CT
imaging being used as the initial imaging
modality.

General Considerations: The
Secondary Pulmonary Lobule

It is important to review the basic structure
of a secondary pulmonary lobule (SPL) and
its radiologic appearance on a high-
resolution CT (HRCT) scan image before
we discuss the various CT scan signs. The
SPL is a fundamental unit at the

CORRESPONDENCE TO: Atul C. Mehta, MD, FCCP, Lerner College of

ABBREVIATIONS: GGO = ground glass opacity; HRCT = high reso-
lution CT; PJP = Pneumocystis jirovecii p ia; SPL = dary

Medicine, B Family Endowed Chair in Lung Transplantation,

pulmonary lobule
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Mark S. Parker', Marvin H. Chasen’, Narinder Paul’

Radiologic Signs in Thoracic Imaging:
Case-Based Review and Self-Assessment Module

AJR Integrative Imagy

LIFELONG LEARNING
FOR RADIOLOGY

Objectivi

Chest imaging remaint 9

specialties of diagnostic radiology. The succes

tation of thoracic imagin;
and understanding of the radiologic signs that are charac
teristic of many complex disease processes

+ requires the recognition

Conclusion
The educational objectives for this case-based self-assess
ment module are for the participant to exercise. self-assess

and improve his or her understanding of important thorac

ic radiologic signs that are useful in establishing the diagno

sis of particular diseases of the chest

INTRODUCTION

This self-assessment module on several radiologic signs
used in thoracic imaging to assist radiologists in establishing
a particular diagnosis of pathologic processes affecting the

B. Exercise. sclf assess. and improve his or her understand
of the underlving cause for these particular ig

% scenarios presented in this article
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1. Woodring JH. Reed JC. Radiographic manifestations
of lobar atelectasis. J Thorac Imaging 1996: 11:109-144

2. Catalano O. The incomplete border sign. Radiology 2002

225:129-130

Chung M. Edinburgh K. Webb E. McConin M. Webb W

Mixed infiltrative and obstructive disease on high-resolu

tion CT: differential diagnosis and fanctional correlates in
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4. Whitten CR. Khan S. Munneke GJ. Grubnic S. A diag
nostic approach to mediastinal abnormalities. Radio-
Graphics 200 671

5. Ferguson EC. Krishnamurthy R. Oldham SA. Classic
imaging signs of congenital cardiovascular abnormali
ties. Rads hics 2007: 27:1323-1334

chest has a self-assesement comp and an
component. The self-assessment component consists of six
previoushy unpublished case-based studies with accompany

ing clinical histories and radiologic images. These cases have
been selected to illustrate specific radiologic imaging signs. A
series of multiple-choice questions follows each case. with so-
Iutions and a discussion of that particular radiologic sign and
its cause. The educational component consists of suggested
readings or references that accompans each case that the par
ticipant should review: To claim CME and SAM credit. cach
participant must log on to the ARRS Website (wwearrs.org)
and enter his or her responses to the questions online

EDUCATIONAL OBJECTIVES
By completing this ed J activity: the participant il

A. Exercise. self assess. and improve his or her understanding

of selected radiologic signs useful in establishing a particu.
lar diagnosis of pathologic processes affecting the chest

6. Marshall GB, Farnquist BA. MacGregor JH. Burrowes
PW. Signs in thoracic imaging. J Therac Imaging 2006:
21:76-89

INSTRUCTIONS

Complete the edh 1and self p

included in this issue

Order the online SAM as directed. (The SAM must be
ordered to be accessed even though the activity is free to
ARRS members.)

4. The SAM can be accessed at waewarrs.org under the
Lifelong Learning link.

5. Answer the questions online to obtain SAM credit
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TABLE 3 ] Tabular Summary of Common CT Signs on Pulmonary Imaging

Air crescent sign

« Crescentic or circumferential rim of radiolucent airspace
within a parenchymal consolidation or nodular opacity
« DDx: Invasive aspergillosis, bronchogenic Ca

Monod sign

« Air surrounding a fungal ball in a preexisting pulmonary cavity.
« DDx: Aspergilloma

Halo sign

+ SPN or mass surrounded by a circumferential GGO
« DDx: invasive pulm aspergillosis, pulm mucormycosis, GPA,
amyloidosis, sarcoidosis, mets to the lung

Atoll sign (reverse-halo sign)

« Central GGO surrounded by a crescentic or circumferential

denser consolidation
« DDx: COP, IFI, PJP, LG, GPA, lipoid pna, sarcoidosis,
paracoccidioidomycosis

Cheerio sign (open bronchus sign)

+ Pulmonary nodule with a central lucency
+ DDx: Pulm adeno Ca, PLCH, primary and metastatic lung
malignancy, rheumatoid nodules, GPA

Comet tail sign

« Curvilinear pleural based opacity directed towards the
ipsilateral hilum
+ DDx: Rounded atelectasis

)

Corona radiata (sunburst sign)

« SPN or mass, with spiculated and irregular margins
+ DDx: Bronchogenic Ca

Crazy paving sign

« Thickened interlobular septa in a background of diffuse GGO’s.
DDx: PAP, pulm edema, lymphangitic spread of malignancy,
pulm mucinous adeno Ca, sarcoidosis, lipoid pna, pulm hge,
ARDS, PJP

Galaxy sign

« Coalescent granuloma with a central dense mass and tiny
peripheral satellite nodules
+ DDx: Sarcoidosis, progressive massive fibrosis, active pulm TB.

Mosaic attenuation

« Variable attenuation seen on a chest CT in a lobular or
multilobular distribution.
« DDx: BO, CTEPH, PJP, CEP, HP, COP

Head cheese sign

« Juxtaposition of distinct radiographic areas of low, normal and
high attenuation
« DDx: sub-acute HP, sarcoidosis, RB, Mycoplasma pna

Sand storm sign

« Diffusely dense pulmonary micronodular calcifications. Note the
black pleural line sign (arrow)
« DDx: PAM

(Continued)
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Fleischner Society: Glossary of
Terms for Thoracic Imaging’

David M. Hansell, MD, FRCP, FRCR
Alexander A_Bankier, MD

Heber MacMahon, MB, BCh, BAQ
Theresa C. McLoud, MD

Nestor L. Miller, MD, PhD

Jacques Remy, MD

Figure 24

SN
Figure 24:  Transverse CT scan shows several
nodules exhibiting the halo sign (arrows)

halo sign
CT scans.—The halo sign is a CT finding
of ground-glass opacity surrounding a
nodule or mass ( 24). It was first
described as a sign of hemorrhage
around foci of invasive aspe
(61). The halo sign is nonspecific and
may also be caused by hemo

illosis

hage as

sociated with other types of nodules
(62) or by local pulmonary infiltration
by neoplasm (eg, adenocarcinoma).

(See also reversed halo sign.)

Members of the Fleischner Society compiled a glossary of

ter
I

s for thoracic imaging that replaces previous glossa-
s published in 1984 and 1996 for thoracic radiography

and computed tomography (CT), respectively. The need to

update the previous ve

ns came from the recognition

that new words have emerged, others have become obso-

lete, and the mear

of some terms has changed. Brief

descriptions of some diseases are included, and pictorial

examples (chest radiographs and CT scans) are provided

for the majority of terms.

© RSNA, 2008

: Volume 246:

Figure 25:  Transverse CT scan shows
honeycombing

honeycombing
Pathology.—Honeycombing represents

issue con

destroyed and fibrotic lung
taining numerous cystic airspaces with
thick fibrous walls, representing the late
stage of various lung diseases, with
complete loss of acinar architecture,
The cysts range in size from a few milli
meters to several centimeters in diame
ter, have variable wall thickness, and
are lined by metaplastic bronchiolar ep
ithelium (51).

Radiographs and CT scans.—On
chest radiographs, honeycombing ap
pears as closely approximated ring
shadows, typically 3-10 mm in diameter
with walls 1-3 mm in thickness, that
resemble a honeycomb; the finding im
plies end-stage lung disease. On CT
scans, the appearance is of clustered

Figure 26

Figure 26:  Coronal CT scan shows reticular
opacities and honeycombing in the lower zones,
typical of idiopathic pulmonary fibrosis.

Idiopathic pulmonary fibrosis
Pathology.—Idiopathic pulmonary fi
brosis is a specific form of chronic fibro

sing interstitial pneumonia of unknown

il is characterized by a histo-

cause
logic pattern of usual interstitial pneu
monia (5,64).

Radiographs and CT scans.—The
ical imaging findings are reticular
ities and honeycombing, with a

predominantly peripheral and basal dis
tribution (Fig 26). Ground-glass opac
ity, if present, is less extensive than re
ticular and honeycombing patterns. The
typical radiologic findings (65,66) are

also encountered in usual interstitial

pneumonia secondary to specific causes,
such as ashestos-induced pulmonary fi
brosis (ashestosis), and the diagnosis is

bulla is of little clinical importance, the
use of this term by radiologists is dis-
couraged.

Figure 11

Figure 11:  Transverse CT scan shows varicose
bronchiectasis.

bronchiectasis
Pathology.—Bronchiectasis is irrevers
ible localized or diffuse bronchial dilata-
tion, usually resulting from chronic in
fection, proximal airway obstruction, or
congenital bronchial abnormality (26).
(See also traction bronchiectasi

Radiographs and CT scans.
phologic criteria on tl

—Mor
section CT

scans include bronchial dilatation with
respect to the accompanying pulmonary
artery (signet ring sign), lack of tapering
of bronchi

and identification of bronchi

scans.—Bron
ble in healthy

Radiographs and C

chioles are not identifi

individuals, because the bronchiol:
walls are too thin (4).
small-airways disease, however, thick

flamy

ened or plugged bronchioles may be

seen as a nodu pattern on a chest
radiograph or as a tree-in-bud pattern
on CT scans.

Figure 12:  Transverse CT scan shows bronchi-
olectasis within fibrotic lung (arrow).

bronchiolectasis
2athology.—Bronchiolectasis is defined
as dilatation of bronchioles. It is caused

by inflammatory airways disease (po
tentially reversible) or, more fre-
quently, fibrosis.

CT scans.—When dilated bronchi-
filled with exudate and are thick

oles

scans. (See also small-airways disease,
tree-in-bud pattern.)

Figure 13:  Coronal CT scan shows bron-
chocele (arrow).

bronchocele
Pathology.—A bronchocele is bronchial
dilatation due to retained secretions
(mucoid impaction) ust

lly caused by
proximal obstruction, either congenital
(eg, bronchial atresia) or acquired (eg,
obstructing cancer) (34).

Radiographs and CT scans.—A
bronchocele is a tubular or branching Y
or V-shaped structure that may resem-
ble a gloved finger (Fig 13). The CT
attenuation of the mucus is generally
that of soft tissue but may be modified

ibility of centrilobular structures due to

thickening or infiltration of the adjacent
interstitium, or (d) abnormal areas of
low attenuation caused by centrilobular
emphysema (4). (See also lobular core
structures.)

Figure 1

Figure 18:  Transverse CT scan shows centri-
lobular emphysema.

centrilobular emphysema
Pathology.—Centrilobular emphysema
is characte

zed by destroyed centri-
lobular alveolar walls and enlargement
of respiratory bronchioles and associ-
ated alveoli (42,43). This is the com-
monest form of emphysema in cigarette
smokers.

CT scans.—CT findings are centri-
lobular areas of decreased attenuation,
usually without visible walls, of nonuni-
ibution and predominantly lo-
cated in upper lung zones (44) (Fig 18).
The term centriacinar emphysema is
synonymous. (See also emphysema.)

form

consolidation
Pathology.—Consolidation refers to an
exudate or other product of disease that
replaces alveolar air, rendering the lung
solid (as in infective pneumonia).
Radiographs and CT scans.—Con
solidation appears as a homogeneous
increase in pulmonary parenchymal at-
tenuation that obscures the margins of
vessels and airway walls (45) (Fig 19).
An air bronchogram may be present.
The attenuation characteristics of con

solidated lung are only rarely helpful
(eg, de
attenuation in lipoid pneumonia [46]

reased

in differential diagnos

and increased in amiodarone toxicity

[47]).

Figure 20

Figure 20: Transverse CT scan shows crazy-
paving pattern.

crazy-paving pattern

CT scans.—This pattern appears as

Figure 21

Figure 21:  Coronal CT scan shows a cyst

cyst
Pathology.—A cyst is
scribed space that is surrounded by an

1y round circum-

epithelial or fibrous wall of variable
thickness (51).

Radiographs and CT scans.—A cyst
appears as a round parenchymal lu-
cency or low-attenuating area with a
well-defined interface with normal lung.
Cysts have variable wall thickness but
are usually thin-walled (<2 mm) and
occur  without ciated  pulmonary
emphysema (Fig 21). Cysts in the lung
usually contain air but occasionally con

0

tain fluid or solid material. The term is
be enlarged thin

often used to des
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Computed tomography of the chest

Dr Yuranga Weerakkody @ and Dr Aditya Shetty @ et al.

Computed tomography (CT) of the chest is a cross-sectional evaluation of the heart, airways,

lungs, mediastinum, and associated bones and soft tissues.

Two key methods of image acquisition include:

+ standard CT with 5 mm slice thickness for mediastinum and gross evaluation of lungs
* high-resolution CT (HRCT) with thin sections (slice thickness of 0.625 to 1.25 mm) for evaluation

of the secondary lobule of the lungs

General indications

Emergencies

* chest trauma: evaluation of contusions, rib fractures and pneumothorax
* aortic pathologies: dissection, transection

* pulmonary embolism
+ post-thoracic surgery complications: mediastinal hematomas, complex pleural collections

Cases and figures

N >

a‘h

ah
Case 1: normal CT Case 1: normal CT
chest @ chest @

Case 1: normal CT @ Case 1: normal CT @]
chest chest

https://radiopaedia.org/
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Septal ve peribronkovaskuler kalinlasma
nedenleri:

* Pulmoner 6dem

* Lenfanjitik metastaz

 Sarkoidozis

* Lenfoma

* Buzlu camla birlikte bag dokusu vb seconder nedenlerle
* Konjenital lenfanjiektazi

e Kaposi sarkomu

* IPF vb...



Septal kalinlasma

interlobiiler Intralobdler septal  jhter ve intralobiiler
Septal kalinlasma  kalinlagma. septal kalinlasma



Lenfanjitik metastaz












28 yasinda erkek, asemptomatik
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MOZAIK PERFUZYON

HAVA YOLU HASTALIKLARI
* Bronsiolitis obliterans

 Sarkoidozis

* Hipersensitiv. Pnomonisi
* AIDS

* LHH ve LAM

* Bronsioler spazm

VASKULER HASTALIKLAR
* Kronik pulmoner emboli

* Pulmoner hipertansiyon

(idiopatik veya kardiyojenik/
pulmoner nedenle)
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CRAZY PAVING (KALDIRIM TASI ) GORUNUMU

e Kronik Eozinofilik Pnémoni

* Bakteriyel pnomoni

* Akut interstisyel pndmoni

* Pulmoner 6dem

* Alveoler sarkoidozis

* Radyasyon pndmonisi

* Pulmoner veno-okluziv hastalik



CRAZY PAVING (KALDIRIM TASI ) GORUNUMU

Pneumocystis carinii pneumonia (PCF

Mucinous Bronchioloalveolar Carc

Pulmonary Alveolar Prd"t" nosis (F
Sarcoidosis g

Nonspecific Interstitial F ’_';5_Ltfjt;aji~,?-fs;.w%‘;, a (NS
Organizing Pneumonia (OP)

Lipoid Pneumonia

Adultrespiratory distress syndrome
Pulmonary Hemorrhage Syndromes




ALVEOLER PROTEINOZIS



INTRALOBULER SEPTAL KALINLASMA

e Sekonder pulmoner lobul icinde cok ince agsi cizgiler goruldr.










Y



http://radiographics.rsna.org/content/23/6/1509/F3.large.jpg
http://radiographics.rsna.org/content/23/6/1509/F11.large.jpg
http://radiographics.rsna.org/content/23/6/1509/F17.large.jpg
http://radiographics.rsna.org/content/23/6/1509/F25.large.jpg

RT pndmoni
ve fibrozisi







TiPiK BALPETEGI PATERN



Balpetegi

Subplevral
Bazal
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Ancak bu patern hastalarin
ancak % 30’'unda gorulmekte



UIP (olagan interstisyel pnémoni

* Patolojik olarak UIP tanisi konmus ise hasta:
- IPF
- Kronik Hipersensitivite Pnomonisi
- Bag dokusu hastaliklari /IPAF
- Sarkoidozis
- Pnomokonyoz
- Ilag toksisitesi
- Asbestozis
- Ailesel IPF
- Hermansky-Pudlak sendromu
-Aspirasyon pnomonisi
olabilir.






40 yasinda kadin hasta
Yakinmalari
-Oksuiriik
-Nefes darligi










Neler olabilir?

* Sarkoidozis

* Lenfoma
*Viral pnomoni
* Metastaz

* LHH
* Kronik eozinofilik pnomoni



Neler olabilir?

* Sarkoidozis

* Lenfoma
*Viral pnomoni
* Metastaz

e LHH



SARKOIDOZIS

e Multi-sistemik bir hastalik
* Akciger, karaciger, deri, goz, kalp, SSS vb
* Asemptomatik olabilir. % 50 solunum veya sistemik semptomlar

* Spontan remisyon (2/3), pulmoner fibrozis,SSS veya kalp tutulumunda
kot prognoz (%1-5)

* Patoloji: Perilenfatik dagilimli nonkazed6z grantlomlar









SARKOIDOZIS




-Ust lob hakimiyeti

-Belirgin retikilasyon olmadan akciger parankiminde
distorsiyon

-Septal kalinlasmalar

-SARKOIDOZIS lehine



Sarkoidozis evreleri:

* Evre 0, normal akciger grafisi;
* Evre 1, bilateral hiler adenopati;
* Evre 2, bilateral hiler adenopati ile birlikte parankimal infiltrasyon;

 Evre 3, hiler adenopati olmaks>z>n parankimal infiltrasyon;
e Evre 4, pulmoner fibrozis






65 yasinda erkek hasta
Komur iscisi

Yakinmalari

Oksuriik ve solunum sikintisi
















Radyolojik olarak ne dustnurduntz?

a) Lenfoma

b) Tuberkiloz

c) Akciger kanseri

d) Silikozis

e) Bakteriyel ve viral enfeksiyon









Simdi ne distnurdinuz?

a) Lenfoma

b) Tuberkiloz

c) Akciger kanseri

d) Silikozis

e) Bakteriyel ve viral enfeksiyon



SILIKOZIS/KOMUR ISCISI PNOMOKONYOZU

* Inhale edilen silika tozlarinin makrofajlarca fagositozisi ile karakterize
* Hasar goren makrofajlarca salinan inflamatuar mediatorler

* interstisyel inflamasyon ve fibrozise neden olur.

» Akut (silikoproteinozis), hizlanmis ve klasik formlari var



SILIKOZIS/KOMUR ISCISI PNOMOKONYOZU

* Basit pndmokonyozlarda, uist zon ve posterior agirlikli bilateral
klicik noduller nodiller,

* Lenf nodlarinda yumurta kabugu seklinde kalsifikasyonlar

e Komplike pnomokonyozda st zonlarda simetrik retiktlonoduler ve
kitle benzeri opasiteler (PMF), komsulukta paraskatrisyel amfizem.









PMF

* Silikozis

e K&Emur iscisi pndmokonyozu
* Sarkoidozis

* Tuberkuloz

UZUN YILLAR BU ALANLAR FDG TUTABILIR
MALIGNITEDEN AYRIM ICIN MRG VE TAKIP BT GEREKLIDIR






Olgu






AYIRICI TANI

* Amfizem?

e LAM?

e LHH?

* Norofibromatozis?

* BHD sendromu?

* Amiloidozis?

e Hafif zincir hastaligi?
« LIP?



BIRT-HOGG-DUBE
SENDROMU



-Birt-Hogg-Dubé sendromu (BHD), sac folikuli timorlerinin, renal
neoplazmalarin ve pulmoner kistlerin gelisimi ile karakterize nadir
gorulen, otozomal dominant bir hastaliktir.

-HRCT bulgulari, akcigerin baziler ve subplevral — perivaskuler
bolgelerinde dagilmis cesitli boyutlarda yuvarlak veya fuziform seklinde,

ince cidarli,bazilarinin icerisinde vaskdiler yapilarin izlendigi pulmoner
kistler icermesidir.



AYIRICI TANI:

BHD sendromu

LiP

Amiloidoz

Baltoma

Hafif zincir hastalig
Sigaraya bagh iLD
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GENETIK HASTALIKLAR TANI MERKEZ|
SayfaNo:1 / 1 &
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Hasta Adi Soyadi  Ahmet Arzuman G6n.Merkez/Doktor TINAZTEPE HASTANES| GENETIK TANI MERKEZI sayfaNo:2 / 2

T.C. Kimlik No 4g*eeresnzg Incelenen Materyal EDTA'LIKAN Hasta AdiSoyadi  Ahmet Arzuman Gon.Merkez/Doktor TINAZTEPE HASTANESI GENETIK TANI MERKEZI

Dogum Tarihi 1.10.1979 Ornek Alm Tarihi ~ 10.1.2019 11:04:12 T.C. Kimlik No dgtesessesg Incelenen Materyal EDTA'LIKAN

Cinsiyet ERKEK Lab.KabulTarihi 10.1.2019 19:21:40 Dogum Tarihi 1.10.1979 Ornek Alm Tarihi ~ 10.1.2019 11:04:12

Protokol / Lab.No 1010 / 236309 / Revizyon: Rapor Onay Tarihi ~ 1.2.2019 15:21:06 Clnsiyet ERKEK LabKabulTarihi  10.1.2019 19:21:40

Endikasyon MIDE AGRISI SIKAYETI, KIST OLUSUMU Protokol / Lab. No 1010 / 236309 / Revizyon: Rapor Onay Tarihi  1.2.2019 15:21:06
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Endikasyon  MIDE AGRISI SIKAYETI, KIST OLUSUMU
Birt - Hogg - Dube Sendromu FLCN

— Birt - Hogg - Dube Sendromu FLCN

Uygulanan Yontem + FLCN tim gen dizi analizi Varyant Siniflandirma (American College of Medical Genetics'in belirledii kriterlere gre)

*ACMG STANDARS AND GUIDELINES, Standarts and guidelines forthe interpretation of sequence variants 17(5):405-424.
doi:10.1038/gim.2015.30 GENETICS in MEDICINE, 2015

Sonuglar agagidaki tabloda sunulmugtur. \UBSS Degigiklik Tiirii Patojenite Agiklama
Olasihg
1 Patojenik >%99 Hastalik yapici etkisi(patojenitisite) yeteri verilerle
lgen fren Varyant Rigozite Binflandirma_ Hastalik____Kalitim \ gosterilmis degisiklikler.

FLCN kzon 8 £.1213dup Heterozigot  Class1 it-Hogg-  Otozomal Dominant 2 Olasi Patojenik %95-99 | Hastalk yapic etkisinin (patojenitisite) varligi lehinde gok
p.Tyrd05Leufs) ube \ gudiiveriler bulunan degisiklikler.
rs1131690837 3 |PatojenikEtkisiBilinmeyen| %5-95 |Hastalikyapia etkisine (patojenitisite) iliskin sinirh ve/veya

—— " lend Varyant tartigmali veriler bulunan degisiklikler.

Klinik Bilgilerve Degerlendirme: - — ——— T

Birt-Hogg-Dube sendromu, otozomal dominant gegisli bir hastaliktr. FLCN gen mutasyonlan hastaligin olusumundan % Oles Benign RES R yapzﬁ i veri|;r bul'un:rt:ts;:g;iklilde: tehinda ok

sorumludur. 5 Benign <%1 Hastalk yapici etki (patojenitisi Imadig yeterli

Oneriler : verilerle gosterilmig degigiklikler.

Hum Mutat. 2008 November;29(11): 1282-1291. d0i:10.1002/humu.20880*
FLCN  geninin incelenen ekzonlannda heterozigot ¢.1213dup (p-Tyr05SLeufs) mutasyonu belirlenmigtir. Bu

sonucun Birt-Hogg-Dube sendromu Klinigine yol agmas beklenmektedir.

Hastaya ait bu sonucun klinik ve laboratuvar bulgular: ile beraber degerlendirilmesi énerilmektedir.

v"mmﬂ!‘m,ﬂm, Dr. Leyla OZER MD, PhD
Aile bireylerinde genetik tarama ve klinik olarak degerlendirme yapilmasi énerilmektedir. e

Genetik danigmanlik verilmesi énerilir.

Uygulanan Test Yontemi :

FLCN geni tim ekzonlanni kapsayan primerler kullanilarak dizi analizi yéntemi uygulanmigtir. Sonuglar Nextgene analiz
programi kullanilarak analiz edilmitir.

Yontemin Sinirlamalar :

Bu yontem sadece FLCN geninde belirtilen bolgelerdeki mutasyonlan taramakta olup bu bolgeler diginda kalan ya da

farkli bir genin sorumlu oldugu degisiklikleri ekarte etmemektedir. Buyéntem nadir goriilen delesyon ve duplikasyonlan
saptamamaktadir.

Trk Akreditasyon Kurumu(TURKAK) analiz raporlarnin daAvrupa Ak
ile karglikd: t i
Birligi(EA) ve Uluslararasi Laboratuvar Akreditasyon Birligi (ILAC:I oy " ; :""""' e ; Bu rapor,
Bu rapor, in yaziliizni olmadan kismen kopyalanip gogaltilamaz. Imzasiz raporlar gegersizdir. Akreditasyon olan Testler (*) olarak belirtiimistir,

Cinnah Caddesi No: 47/1 Gankaya « ANKARA | TORKIYE Tel ; +90(312) 427 48 01 Fax: +90(312) 427 48 03

Tirk Akreditasyon Kurumu(TURKAK) analiz rap da Avrupa
(ILAC) ile kargihkli taninma

Akreditasyon olan Testler (*) olarak belirtilmistir.
Cinnah Caddesi No: 47/1 Gankaya - ANKARA / TURKIYE Tol : +90(312) 427 48 01 Fax: +90(312) 427 48 03

yon Birligi(EA) ve L L Akred Birligi
yauli izni olmadan kismen kopyalanip gogaltilamaz. imzasiz raporlar gegersizdir,

glar I  Sok. K K 6} 306 ¢ ‘ info@mikrogen.com ‘ FM N N
CEQAS E.maj . info@mikrogen.com L F]\/]\Vg CEQAS 9 MON %

FRM.168 YOrirloldk Tarihi: 20.07.2018 Revizyon No:00 Revizyon Tarihi:-
FRM.168 YirGrlilik Tarihi: 20.07.2018 Revizyon No:00 Revizyon Tarihi:-



KISTIK PATERN

* Akcigerde ince duvarli kistik yapilarin
gozlendigi paterndir.

e LHH, LIP, tuberoskleroz, LAM,
norofibromatozis gibi hastaliklarda

gorullr. Ancak bu hastaliklar ile karisabilecek

amfizem, bronsektazi ve bal petegi akcigerde bu
paternde ayirici tanida dusuanulmelidir.




KISTIK AKCIGER HASTALIKLARI

AKCIGER KiSTLERI

* Balpetegi akciger
e LAM

* LHH

e LIP

* Tiberoskleroz

* Norofibromatozis

KIST BENZERI/KAVITER
e LHH

* Metastazlar

* Septik emboli

* Wegener gr.

* Tuberkuloz

* RA (nekrobiyotik nodl)
e Sarkoidoz









LAM
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SJOGREN

e SENDROMU /LiP
Jed




Norofibromatozis
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*26 yasinda kadin
*Yakinmalari

-Solunum sikintisi mevcut (10 glindlr belirginlesmis, 1 aydir devam
ediyor)















Radyolojik bulgular esliginde hangisi en
olasidir?

* A) Miliyer tuberkuloz

* B) Sarkoidozis

* C) Metastaz

* D) Hipersensitivite pnomonisi

* E) Viral pndmoni




Radyolojik bulgular esliginde hangisi en
olasidir?

* A) Miliyer tuberkuloz

* B) Sarkoidozis

* C) Metastaz

* D) Hipersensitivite pndmonisi

* E) Viral pndmoni




Hipersensitivite Pnomonisi

Termofilik bakteri, funfus,mikobakteri, hayvan proteinleri, ktctk
molekuler agirlikli kimyasal bilesimler

* Patoloji:
-Akut HP: Diffuz alveoler hasar ve inflamatuar hicreler

-Subakut HP: Selltler bronsiolit, bronkosentrik interstisyel pnémoni,
nonkazedz granltlomlar

-Kronik HP: IPF benzeri fibrozis



Miliyer tuberkuloz
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*23 Y, bayan

* Yakinmasi: Efor dispnesi,oksuruk, carpinti



Oykii

* Son bir yildir nefes darligi olan hastanin sikayeti son bir aydir artmis
e Okslriik ve carpinti sikayetleri olmus
e Sigara oykusu yok



FIZIK MUAYENE

* Genel durumu iyi,koopere, oriyante
* TA:120/70 A:36.2 N:98
* Bas boyun:lenfadenopati yok

* Solunum sistemi:bazallerde raller duyuluyor
e KVS:S1-S2 normal, tflirim yok

e Batin:normal

* Ekstremite: PTO(-)



* Hb:12.8
* Whc:6.8
* P|t:313
* Sed:18
* CRP:15
* BFT: N

* KCFT: N

* Solunum fonksiyon
testi

FEV1:%99
FVC:%99
FEV1/FVC:%100
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Tani icin hangisini en 6n
planda dustndrsinuz?

a) Akut eozinofilik pnomoni
b) ARDS

c) Viral enfeksiyon

d) Akciger odemi

e) Lenfanjitik metastaz



Tani icin hangisini en 6n
planda dustndrsinuz?

a) Akut eozinofilik pnomoni
b) ARDS

c) Viral enfeksiyon

d) Akciger odemi

e) Lenfanjitik metastaz



* Mitral darlik ve akciger 6demi




