Toraks Radyolojisi

TORAKS BT: NASIL OKURUM?
ORNEKLERI ILE TEMEL
PATERNLER

Dr. Recep SAVAS
Ege Universtitesi Tip Fakiltesi Radyoloji AD, Izmir



BILINMESI GEREKEN OLMAZSA OLMAZLAR

ASISTAN OLARAK NELERI BIiLMELIYiM?

* BT'de goruntlu olusumu nasildir?
* DICOM goruntu nedir?
e BT gorunti ozellikleri, dansite, pencereleme, kesit kalinligi..

* Lokalizasyon, BT paternleri ve isaretler ile yaklasim...



BT GORUNTU olusumu:

Organizmayl gecen X
Isinlarinin attenuasyon
degerleri sayisal olarak
saptanir.




BT GORUNTU olusumu:

*Her goruntlu elemaninin bir
sayisal karsiligi vardir.

X-ray tube

e GAruntuler siyah, beyaz ve
ara gri renklerden olusur.






BT'de renkler neyi ifade eder?

 Renkler DANSITE’yi isaret eder.
- Siyah: Hava ve yag
- Beyaz: Kemik, kalsifikasyon

- Ara renkler: Yumusak dokular (nodilden kitleye, buzlu camdan
konsolidasyona)

e Dansite: HU ile ifade edilir
* Su 0 HU olarak kabul edilmis



2000 renk var

-1000 0 (sifir) +1000

Hava Yag Su Kan Kemik Metal

+ 1000°den — 1000 ‘e kadar uzanan bu
skalaya Hounsfield skalasi, bu skaladaki sayilara
da Hounsfield iiniti (HU) adi verilir.



PENCERELEME:

* BT ile elde edilen 2000 renk var.
* Ama gozimuz 2000 adet siyah ve beyaz rengi géremiyor.
* En iyi goz 25-30 gri renk tonunu ayirtedebiliyor.

* GOzumuzUun gorebilmesi icin akcigere ayri pencerede,
mediastene ayri pencerede ve kemiklere ayri pencerede
bakmak zorunda kaliyoruz.
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BT GORUNTU OZELLIKLER]

e Goruntuler ince kesitlerle alinmaldir. Kesit kalinligi 1 mm
veya daha ince olmasi degerlendirmeyi cok farklilastirir.

* Tarama spiral ve volumetrik yapilmalidir.
* DICOM olarak saklanmalidir.

* YRBT ise mutlaka yuksek rezolisyon algoritmasi
kullaniimalidir.






1 mm

10 mm



1 mm
Yumusak doku algoritmasi Yuksek rezollisyon algoritmasi
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RADYOLOJIK IPUCLARI

* HASTA —vyasl, cinsiyeti, meslegi, gecirdigi hastaliklar, aile éykiasu....
* Anatomi ve fizyoloji

e Hastaliklarin yerlesim 6zellikleri

* Lezyonlarin dansitesi

* Direkt grafi ve BT'de paternler, isaretler

* Hastanin eski filmleri

 Tetkikin tipi ve kalitesi (kesit kalinligi, kontrast kullanimi vb..)



IPF Balpetegi akciger Alveoler mikrolitiazis Miliyer tluberkilozis



10 MM KESIT KALINLIGI

-~ . :






DANSITE VE AKCIGER

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

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

* Lezyonlar:

- DANSITE ARTISI yapan,

- DANSITE AZALTAN ve

- her ikisini de barindiran (MIKST)
olmak Uzere Uc¢ grupta toplanabilir.




BT'DE PARANKIM DANSITESINDE ARTIS

* Alveol ve diger hava yollarinda havanin azalmasi ve/
veya bu alanlarda madde birikimi ( puy, kan, protein,
hiicre, kalsiyum vb)

-Hava azalmasi — volim kaybi
-Madde birikimi — volim artisi




DANSITE ARTISI (parankimal)

* Buzlu cam ve konsolidasyon

* Nodul ve kitleler

* Atelektazi

 Vaskiler lezyonlar

* Retikuler ve retiklilonoduller gériinim yapan lezyonlar

* Yuksek dansiteli lezyonlar (kalsifikasyon, iyod birikimi vb)

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



FOKAL ARTMIS OPASITE

Increased opacity

Nodule Mass Consolidation Specific sign
Solid GGO Lobar Patchy / Beade_d septum Comet tail sign CT halo sign Galaxy sign Heve.fjsed halo free-in-bud. sign Glove_d finger
nodular sign sign sign
Lung cancer AAH Lung cancer Pneumonia | |* Includes multiple Lymphangitic | | Rounded Invasive Sarcoidosis| | COP Endobronchial | | ABPA
Benign tumor || BALToma BALToma Adenocarci- | |lesions N carcinomatosis| | atelectasis | | aspergillosis 8 Paracoccidiodo- | SPread of TB, | | Bronchial
Granuloma Focal fibrosis Pulmonary noma COP or organizing Leukemia Loeffler syndrome| mycosis NTM disease | | atresia
BALToma [ idosi Ad i id || DPB Cystic fibrosi
Inflammato ) sarcoma pneumonia _ Amyloidosis enocarcinoma Lymphomatoid ystic fibrosis
nodule ry gd:j?;carcmomal Benlgn tumor .Bronc.hopn.eumonla Lymphcma granubmatcsia Cystlc fibrosis
Rounded including airway cop Sarcoidosis
Invasive atelectasis invasive aspergillosis
adenocarcinoma PMF Fungal infection such
Chronic as cryptococcosis
pneumonia Adenocarcinomaf(s)
including Lymphoproliferative
actinomycosis disease including
and semi- 1gG-4 related lung
invasive disease and
aspergillosis lymphomatoid

granulomatosis
Pulmonary vasculitis
including
ANCA-associated
granulomatous
vasculitis




Increased opacity

DIFFUZ ARTMIS OPASITE

Reticular pattern

Nodular pattern/multiple masses Ground glass opacity Consolidation
Interlobular septal i Small nodular Multiple
. Sep Honeycombing P /c reticulation /s reticulation
thickening pattern nodules/masses
Smooth Nodular Basal/ Upper Centrilobular Perilymphatic ’f?andom /c fibrosis Crazy paving  Peripheral/  Nodular Diffuse Diffuse Subpleural
subpleural (miliary pattern) patchy
Edema Lymphangitic uiP Sarcoidosis | | Endobronchial || Sarcoidosis Hematogenous Hematogeneous uiP PAP Cellular NSIP!| Subacute HP| | Acute HP Pneumonia || CEP
Hemorrhage carcinomatosis | | \aip Chronic HP _S[:;re?_d of Silicosis metastasis :netalsF:ms: NSIP || AIP DIP CMV PCP AIP COP
) Sarcoidosis .| | Familial intection Lymphangitic ) ) myloidosis Hemorrhage CMV ARDS Interstitial
Pneumonia Silicosis ebestosts Pulmonary | | DBP carcinomatosis I'\Fdl-illli-lag;!I'lEnltec“om Fungal Infection HP coP remormage Edema Edema pneumonia
P Fibrosis Lymphoproliferative i Eosinophilic || Pulmona
Amyloidosis BO di);egsep Pneumonia pneumgnia asooitaly || Hemorrhage| | Hemorthage
Vasculitis Sarcoidosis COP Edema AlP
Subacute HP Pulmonar vasculitis Lipoid -
. : pneumonia
Septic emboli

Langerhas cell
histiocytosis




BUZLU CAM / KONSOLIDASYON

 Altta gecen damar yapilarini * Damar yapilarini silen dansite
bozmayan dansite artisi BUZLU artisi KONSOLIDASYON
CAM




ARTMIS AKCIGER OPASITESI

! !

KONSOLIDASYON BUZLU CAM

LOBAR DIFFUZ SUBPLEVRAL YAMALI, NODULER
PREMonN Pnémoni .Eozinofilik pnm. .Eozinofilik pnomoni
.Adenoca .Adenoca .OP .OP
OP .ARDS, AIP JInterstisyel pnémoni .Adenoca ) _

.Odem (UIP,NSIP,DIP) .Bronkopndmoni

.Hemoraji
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KONSOLIDASYON Pnomoni




PCR + Covid 19 enfeksiyonu
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TERS HALO ISARET]

ORGANIZE PNOMONI

AKTIF TUBERKULOZ ENFEKSIYONU



TERS HALO ISARETI: &%

* Organize pnomoni * NSIP

* Bakteriyel pnomoni * invaziv fungal pnémoni

e Tuberkuloz * Endemik fungal infeksiyonlar
 Sarkoidozis * PCP

 Wegener grantlomatozis ¢ Lipoid pndmoni

» Akciger adenokanseri * RT ve RF ablasyon

* Pulmoner emboli * Metastaz

* Septik emboli
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Tree in bud™
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45 yasinda erkek hasta
Oksurik ve nefes darligi

Simdi ne isteyelim ?

PAYFactory A
2
















YUMUSAK DOKU DANS:TESiNDEN DARHA
FAZLA ARTMIS KONSOLIDASYON

 Distrofik kalsifikasyonlar
* Amiodaron toksisitesi

* Amiloidozis

* Alveoler mikrolithiazis

* Metastatik kalsinozis



TUBERKULOM




o | R

| Alveoler Mikrolithiazis




Pulmoner Amiloidozis



BY
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AMIODARON TOKSISITESI



AKCIGER DANSITESINI AZALTAN
LEZYONLAR

KISTIK/KIST BENZERI GORUNUM

BAL PETEGI YAPAN HASTALIKLAR VEREN HASTALIKLAR
- |PF - Metastazlar
- Kronik Hipersensitivite Pnémonisi x:;;kneer:':f"
- Bag dokusu hastaliklari /IPAF Tiberkiiloz
- Sarkoidozis - RA (nekrobiyotik nodiil)
- Pndmokonyoz -sarkoidoz o .
) o ] - Amfizem, bronsektazi (kist benzeri)
- llag toksisitesi CLHH
- Asbestozis - LAM, Tuberoskleroz
- Ailesel IPF P .
" dlak g - DiP KiSTIK
- Hermans y-Pu ak sendromu - Birt-Hogg-Dube sendromu
-Aspirasyon pnomonisi - Amiloidozis

- Hafif zincir depo hastaligi



FOKAL AZALAN OPASITE

Decreased opacity

|
|

Cystic airspace (+) Cystic airspace (-) Specific sign
Wall (+) |
Mosaic attenuation Airway disease  Air crescent sign Signet ring sign
I ]
Cavity Cyst Vascular Obstructive

Subpleural  Intraparenchymal

Histiocytosis Bulla Pneumatocele Chronic PE|| Small airway || | Small airway Aspergilloma Bronchiectasis
B Bleb disease disease WG

Fungal Large air Large air Intracavitary

infection way disease | | way disease hemorrhage

Papillomatosis Lung cancer

Metastasis

RA

Septic emboli




DIFFUZ AZALAN OPASITE

Decreased opacity

Cystic airspace (+)

Cystic airspace (-)
|

Wall (+) Wall (-) Mosaic attenuation Airway
1 L disease
I I
Cavity Cyst
| | Vascular Obstructive
Subpleural Intraparenchymal
||_\
Single Multiple
layer layer
See Bulla See DDx of LAM Centrilobular | | Chronic PE || Small airway| | Small airway
D_DX of | | Bleb honeycombing| | LCH (histiocytosis) || @mphysema Pulmonary || disease disease
single Paraseptal LIP HT Large air Large air
cavity emphysema Chor subacute HP way disease way disease
Cystic BE
Metastases

(angiosarcoma or
adenocarcinoma)

Bert-Hogg-Dube Sd







Bulloz amfizem



UiP-iPF



Amfizem

Balpetegi akciger Kistik bronsektazi



: ~ KRHIPERSENSITIVITE PNOMONISI




LANGERHANS HUCRELI HISTIYOSITOZ




LAM



TUBEROSKLEROZ



LIP



AYIRICI TANI:

BHD sendromu

LiP

Amiloidoz

Baltoma

Hafif zincir hastalig
Sigaraya bagli iLD

BIRT-HOGG-DUBE SENDROMU




Dansite artmis mi?
Azalmis mi?
Her ikiside mi?




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)






UST ZONLARI TUTAN HASTALIKLAR

Kistik fibrozis
Hipersensitivite pnomonisi
ABPA

KEP

 Amfizem (sigara ile iliskili)

Ankilozan spondilit

Plevroparankimal fibroelastoz

Pnomokonyozlar (silikozis vb)

» Sarkoidozis * Bronkosentrik grantlomatozis
 PCP * Metastatik kalsifikasyon

* Tuberkuloz re-enfeksiyonu * Sag tarafli pulmoner 6dem

e LHH * Norojenik 6dem
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PCP, TBC, LHH, SARKOIDOZIS, AMFIZEM, RB-IAH HP,
SILIKOZIS...

2/3 alt yari
102 ‘
N pH
IV/Q=0.6:1



AMFIZEM










SILIKOZIS VE PMF



PLEVROPARANKIMAL FIBROELASTOZ



2/3 alt yari
102 |
N pH
JV/Q=0.6:1

METASTAZ, PULMONER ODEM, UiP, NSiP, DIP, PAP, OP,
YUVARLAK ATELEKTAZI ...




* Aspirasyon pnomonisi- lipoid pnémoni

* Hematojen yayilim-metastaz, septik

ALT ZONLARI TUTAN HASTALIKLAR

UIP / Pulmoner fibrozis
NSIP

OP

DIP

AlP

Bronsektazi

emboli..

* Artmis hidrostatik basin¢l 6dem
 Alfal antitripsin eksikligi

e Bag dokusu hastaliklari

* Alveoler proteinozis

* Asbestoz ile iliskili hastalik

* Yuvarlak atelektazi

* Mezotelyoma



ASBESTOZIS

e o e




PF



AMFIZEM /ALFA 1 ANTITRIPSIN EKSIKLIGI



ROMATOID ARTRIT, PULMONER TUTULUM/ NSiP



127851

31015018

ALVEOLER PROTEINOZIS



Medulla

2/3 i¢ kisim
Lenf akimi |

Perfiizyon T |Korteks

= i - |13 dis kisim
| Lenf akimiT

bCp
ODEM |
BALTOMAZR

KF, ABPARE




AKCIGER PERIFERINI (korteksi) TUTAN
HASTALIKLAR

* UIP/ Pulmoner fibrozis/IPF
* Organize pnomoni

* Kronik Eozinofilik pnédmoni
* HSP

*DIP

* Asbestozis



ORGANIZE PNOMONI



KR EOZINOFILIK PNOMONI






AKCIGERIN SANTRALINi TUTAN
HASTALIKLAR

* PCP, CMV

 Pulmoner odem, ARDS
* Sarkoidozis

* Silikozis

* Alveoler proteinozis

* ABPA

* Kistik fibrozis



PULMONER ODEM



PULMONER ALVEOLER PROTEINO?ZIS



GRANULOMATOZ POLIANJIT
(WEGENER GR)



PCP

ARDS






Olgu 1

* 43 yasinda erkek
 Oksurik ve dispne, zaman zaman aksamlari ates

* Son 1 aydir kullanilan antibiyotige ragmen dizelme
yok



B.60

image

40.0cm - auﬂ w1 %




Tanticin ne yapalim ?

* A) Bronkoskopi
*B) TTIIAB

*C) PET/BT

* D) Cerrahi

* E) Kontrasth BT




BT bulgulari esliginde ne distnelim?

* A) Malignite

* B) Tlberkiloz

* C) Komplike kist hidatik

* D) Pulmoner tromboemboli

* E) Pndmoni- Uygun antibiyotik tedavi




Kontrastli BT- Anjio BT




Tanticin ne yapalim ?

* A) Bronkoskopi
*B) TTIIAB

*C) PET/BT

* D) Cerrahi

* E) Kontrasth BT




BT bulgulari esliginde ne distnelim?

* A) Malignite

* B) Tuberktloz

* C) Komplike kist hidatik

* D) Pulmoner tromboemboli

* E) Pndmoni- Uygun antibiyotik tedavi



Olgu 2

* 47 yasinda kadin
* Hemoptizi oykisu var
* Ates yok

* BT ve PET/BT’de saptanan kitle icin IIAB amacli
gonderiliyor.



2016

03

08



08.03.2016




BT ve PET/BT bulgulari esliginde ne
vapalim?

* A) Bronkoskopi
*B) TTIIAB - as
*C) Cerrahi .'
* D) Eski filmlere bakalim
*E) Izleyelim

P -




Tanticin ne distnelim?

* A) Malignite

* B) Komplike kist hidatik
* C) Vaskalit
* D) Tuberkuloz

* E) Fungal pndmoni




18.02.2016 —
(20 gtin 6nceki BT)



12.01.2016



BT ve PET/BT bulgulari esliginde ne yapalim?

* A) Bronkoskopi

*B) TTIIAB

* C) Cerrahi

D) Eski filmlere bakalim
* E) Izleyelim



Tanticin ne distnelim?

* A) Malignite

* B) Komplike kist hidatik
 C) Vaskulit
* D) Tuberkuloz

* E) Fungal pndmoni



OLGU 3

* 42 yasinda kadin

* Dis merkezde cekilen BT ve PET/BT de mevcut lezyon icin 11AB
amacli hasta tarafimiza gonderildi.

* Hastanin dksuruk, hemoptizi sikayetleri uzun sireli mevcut.






Ne yapalim?

* A) lIAB icin yeri uygun- Biyopsi yapalim

* B) Biyopsiye gerek yok direk opere edelim
* C) MR cekelim

* D) Kontrastl BT cekelim

* E) Antibiyotik verip cekimi tekrarlayalim









Behcet hastaligl

* Etiolojisi bilinmeyen multisistemik inflamatuar vaskulit.
* 30’lu yaslarda kadinlarda sik
* Oral ve genital uUlserasyon, okuler bulgular

e Aortik vaskdilit, pulmoner arter anevrizmalari, trombus ve buna
sekonder parankimal bulgular, VCS sendromu...
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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

AFFILIATIONS: From the Respiratory Institute (Drs Raju and Mehta)
and the Radiology Institute (Dr Ghosh), Cleveland Clinic, Cleveland,
OH.

FUNDING/SUPPORT: The authors have reported to CHEST that no
funding was received for this study.
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Department of Pulmonary Medicine, Respiratory Institute, Cleveland
Clinic, Desk A90, 9500 Euclid Ave, Cleveland, OH 44195; e-mail:
mehtaal@ccforg

Copyright © 2017 American College of Chest Physicians. Published by
Elsevier Inc. All rights reserved.

DOTI: http://dx.doi.org/10.1016/j.chest. 2016.12.033
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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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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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BT de isaretler

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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* Cok genis bir konu

* Radyolojik veriler birbirine

benzeyebi

* Ayirtetme
karar vere

ir
<; bilgi, tecribe ve iyi

nilme yetenegine bagli

* Ancak taniya gétuirmeye yardimci
bulgular mutlaka klinik verilerle
birlestirilmelidir.

SONUC.:
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