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OZET:

* Toraks BT'de goriintu olusumu,renkler, dansite

* Normal anatomi, varyasyonlar

* Dansite artiran ve dansite azaltan lezyonlar

* Nicin toraks BT isteriz?

* Kac degisik ydntemle toraks BT cekilebilir ?

* Toraks BT degerlendirmeyi nasil bir sira icinde yapalim ?
* BT’ de isaretler

* Okunmasi gereken makaleler, takibinde fayda olan siteler
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BT’de GORUNTU olusumu

e Xisinlari hastaya ait dokular tarafindan
attenue olur.

"« Dedektorler tarafindan attenie olan

fotonlar saptanir.

e Saptanan veriler elektrik sinyaline déonusturuldr.
— Elektrik sinyali dijital verilere cevrilir (ADC)

 Dijital veriler bilgisayara rekonstriksiyon icin
gonderilir.



BT GORUNTU olusumu:

* Organizmayi gecen X-i1sinlarinin attenuasyon degerleri sayisal
olarak saptanir.

* Her pikselin bir sayisal karsiligi vardir.

* Bu sayilar suyun attenuasyon degerini sifir kabul eden bir
skalaya gore duzenlenmistir.
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BT de renkler neyi itade eder?

* Siyah, beyaz ve bunlarin arasinda kalan yaklasik 30 gri renk
(gozUmuzin gordugi)

 Siyvah: Hava ve yag

* Beyaz: Kemik, kalsifikasyon

* Ara renkler: Yumusak dokular (nodulden kitleye, buzlu camdan
konsolidasyona)

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



Or:-100 ile +150 HU arasindaki olusumlari daha
lyi gormek icin secilmesi gereken pencere
seviyesi ve pencere araligl nedir?

WW: 250

WL: 125 125 (WL)

1100 ‘

Head Y
Posterior fossa 150 40

Examination Width Level

Brain 100 30 250 (WW)
Temgporal bone 2,800 G600
MNeck :
250 30
Chest
Mediastinum 350 50
Lung 1,500 —&00
Abdomen
Soft tissue 350 50
Liver [high contrast) 150 30
Pelvis
Loft tissue 400 50
Bone 1,800 400
Spine
Soft tissue 250 50

Bone 1,800 400



BT'DE NORMAL ANATOMIK
YAPILAR

Chest CT, radiology, anatomy
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Radiologist Thorax

rdavidm1 Eva Sween Thoracic Radiolog

YouTube - Jan 7, 2014 YouTube - Oct 22, 201€ YouTube - A

Bronchopulmonary segments: annotated CT | Radiology Case ...
https://radiopaedia.org/cases/bronchopulmonary-segments-annotated-ct-1 v
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1. Ust lob apikal

2. Ust lob posterior

1+2 Ust lob apikoposteiror
3. Ust lob anterior

4. Orta lob lateral

4. Superior linguler

5. Orta lob medial

5. Inferior lingUler

6. Alt lob sUperior

/. Alt lob medial bazal
8. Alt lob anterior bazal
9. Alt lob lateral bazal
10. alt lob posteior bazal



SAG
SOL

1. Ust lob apikal

2. Ust lob posterior

1+2 Ust lob apikoposteiror
3. Ust lob anterior

4. Orta lob lateral

4. Superior linguler

5. Orta lob medial

5. Inferior lingUler

6. Alt lob sUperior

/. Alt lob medial bazal
8. Alt lob anterior bazal
9. Alt lob lateral bazal
10. alt lob posteior bazal



Trakeal bronkus



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 Gzere Uc¢ grupta toplanabilir.



Kyung Soo Lee
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Radiology Illustrated
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DANSITE ARTISI (parankimal)

* Buzlu cam ve konsolidasyon

* Nodil ve kitleler

* Atelektazi

 Vaskiler lezyonlar

* Retikuler ve retiklilonoduller gérinim yapan lezyonlar

* Yuksek dansiteli lezyonlar (kalsifikasyon, iyod birikimi vb)

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



BUZLU CAM / KONSOLIDASYON

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







DANSITE AZALMASI

* Normal akciger dansitesi; hava dansitesinden daha yuksek
degerlerdedir (-750 ye -1000)

* Parankimal dansiteyi olusturan : Hava ve yumusak dokular
(brons duvari, interstisyum, damar ve lenfatikler ile icindeki
kan ve lenf )




DANSITE AZALMASI

 Dansite azalmasi olmasi icin:

*Havanin asiri artisi
veya

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




EKSPIRYUM




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)



LAM






KISTIK AKCIGER HASTALIKLARI

AKCIGER KiSTLERI

* Balpetegi akciger
e LAM

* LHH

e LIP

* Tuberoskleroz

e Norofibromatoazis

KIST BENZERI/KAVITER
e LHH

* Metastazlar

* Septik emboli

* Wegener gr.

* Tuberkuloz

* RA (nekrobiyotik nodiil)
 Sarkoidoz



Nicin Toraks BT isteriz?

» Akciger grafisinde gordugtiimuz lezyon veya kusku,

* Akciger grafisi ile goremeyecegimiz lezyonlari gébrmek icin,

* Bilinen lezyonlarin takibi (tedavisiz veya tedavi sonrasi)

* Tarama amacli

* Lezyonlarin natirinu belirleme (benign- malign ayrimi vb),

* Bilinen sistemik bir hastaligin akciger tutulumunu goérmek,

* Semptomlarin naturidni aciklayabilmek icin (6ksurtk, hemoptizi vb)
* Diger....
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Travma olgusu
Kontuzyon
Laserasyon
Oyki olmasa ??




* Klinik isteklerin degerlendirildigi bir calismada: BT cekilmis
hastalardan 167’si rastgele degerlendiriimeye alinmis:

BT ISTEKLERI'nin %22'sinin klinik bilgi icermedigi,

%56.5‘inde kilavuzlarda belirtilen uygunluk
kriterlerine gére BT endikasyonu olmadigi
ortaya konmus.

Filippo M, Corsi A, Evaristi L, Bertoldi C, Sverzellati N, Averna R, et al. Critical issues in radiology
requests and reports. Radiol Med 2011;116:152-62.



ASLINDA Bl SORUNUNUZ
YOK GiBl AMAEN Ivisi
KAFANIZI XARISTIRMAK 1GIN
Bl SURN TEST YAPALIM ...

Bi stirii test...




EN ONEMLI SORUNLAR:

* Gereksiz yere tetkik istemek

* Yapilmis tetkiki begenmeyip yeniden istemek
 Tetkik turu konusunda yanilmak

* Abartili ve cok takip

* Tetkik kalitesinin cok kotu olmasi (kesit kalinhgi,
verilen kontrastin miktari, zamanlamasi vb)

e K6tU yazilmis radyoloji raporu



GORUNTULEDE AKILCI KULLANIM

* Klinisyen distndugu tani icin dogru tetkik ve yontemi
istemeli

* On tani / taniyl yazarak tetkikin turini radyologdan istemeli
* Hasta hakkinda kisa ama 6nemli bilgiler verilmeli,

* Klinisyen-radyolog isbirligi ile konusarak dogru tetkiki isteme
-Ortak konseylerin cok 6nemli faydalari olmakta



BT CEKIMI ICIN

Riskler




Kac degisik yontemle Toraks BT cekeriz?

e Kontrastsiz toraks BT

e Kontrastli toraks BT (hangi damara yonelik? Aorta? Pulmoner arter?
Genel ?)

* YRBT

e DUsuk doz toraks BT

* Dinamik BT

* PET/BT’nin BT komponenti



Aort fazi

Ara faz

Pulmoner arter fazi
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*YRBT ?

* Kontrastsiz spiral BT ?
* Anjio BT ?

* Dinamik BT ?

* DUstk doz BT ?

BT









Gecmeyen konsolidasyon nedeniyle Akciger malignitesi
distintilerek PET/BT istenmis
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e TAKIP MI?
e OPERASYON MU ?







oraks BT degerlendirmeyi nasil bir sira icinde
vapalim ?

* Hastanin adi soyadi dogru mu?
 Tetkik nasil cekilmis? Kontrastl mi? Kesit kalinligi nedir?
e Goruntulerin DICOM formatinda saklanmasi gerekli

* Bu nedenle DICOM viewer ile gorintuler aciimali (Radiant
dicom viewer — Ucretsiz)

e Goruntuler bu formatta aciimis ise :



Toraks BT Degerlendirme:

* Mediasten penceresi: Tiroid bezi, timus loju, ana vaskuler yapilar,
kalp, 6zefagus, trakea, ana bronslar, hiluslar, lenf bezleri tek tek
incelenmelidir.

* Mediasten penceresinde parankim alanlari damar yapilari haric
tamamen siyah olmalidir. Parankimde gortlen lezyon var mi ? (kalsifik,
yumusak doku dansitesi vb ?)

* Kemik yapilar ve komsulugundaki yumusak dokular (vertebra, kosta,
aksilla, supraklavikuler bolge vb )

* Mevcut lezyon varliginda dansitesi, boyutu, lokalizasyonu, komsu
vapilarla iliskisi degerlendirilir.









Toraks BT Degerlendirme:

* Parankim penceresi: Trakea ve ana bronslar ve segmental-
subsegmental bronslar tek tek incelenir.

* Her iki akcigerin havalanmasi- vaskularitesi, fissurler

* Mevcut lezyon var ise mediasten penceresindeki
gorunimune bakilmalidir — nodul kalsifik mi degil mi?

* Parankim ici lezyon dusuk dansiteli ise (hava ve yag icerigi ya
da buzlu cam seklinde) mediasten penceresinde genelde
gorulmez.
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Toraks BT Degerlendirme:

* Kemik penceresi: Bu pencere ile tim kemik yapilar yeniden
degerlendirilir.

e Kalsifikasyonlar, kirik, metastaz, kitlenin kemige uzanimi gibi
faktorler degerlendirilir.

* Bazen kontrast madde kalsifikasyon gibi bazen de tersi bizi
vaniltabilir.Kemik penceresinde bakmak bu yanilgilari azaltir.



Kontrast mi ? Kalsifikasyon mu?
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A Pictorial Review

Chest CT Signs in Pulmonary Disease

Shine Raju, MD; Subha Ghosh, MD; and Atul C. Mehta, MD, FCCP
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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
diseases and pulmonary vascular diseases. Several metaphoric 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; pulmonary; radiology; review; thoracic
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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

aistinguished 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 1o as “exuberant honeycomb sign™ (Fig. Ib 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

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

ABBREVIATIONS: (,GO gmund glass opacity; HRCT high reso-

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

SPL = i Medici

Family Endowed Chair in Lung Transplantation,
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Honeycombing is a term

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

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

a1l Similarly, HP can also demonstrate honeycombing,
rdules. mosaic

AJR Integrative Imag:

LIFELONG LEARNING
FOR RADIOLOGY

Objectivi
Chest imaging rematns 9

specialties of diagnostic radiology: The successiul TSP

tation of thoracic imaging studies requires the recognition

and understanding of the radiologic signs that are charac

teristic of many complex disease processes

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

hing
a particular diagnosis of pathologic processes affecting the

used in thoracic imaging to assist radiologists in estal

B. Exercise. self assess. and improve his or her understany

of the underlving cause for these particular ig

ease scenarios presented in this article

RECOMMENDED READING

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

3. Chung M, Edinburgh K. Webb E. McCowin M. Webb W.
Mixed infiltrative and obstructive disease on high-resolu
tion CT: differential diagnosis and functional correlates in
a consecutive series. J Thorac Tmaging 2001: 16:69-75

4. Whitten CR. Khan S, Munneke GJ, Grubnic S. A diag
nostic approach to mediastinal abnormalities. Radio-
Graphies 2007: 27:657-671

5. Ferguson EC, Krishnamurthy R, Oldham SA. Classic
imaging signs of congenital cardiovascular abormal

T:1323-1334

chest has a self p and an
component. The self-assessment component consists of six
previously 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
lutions and a discussion of that particular radiolog
its cause. The educational component consists of suggested

and

readings or references that accompany each case that the par
ticipant should reviewe To claim CME and SAM credit. each
participant must log on to the ARRS Website (www.arrs.org)
and enter his or her responses to the questions online.

EDUCATIONAL OBJECTIVES
B completing this educational activity: the participant will
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. \IAnhxll GB. Funqum B\ MacGregor JH., Burrowes
in thoracic imaging. J Thum( Imaging 2006;

‘lﬂ—d‘l

INSTRUCTIONS
Complete the educ d and self
included in this issue.

2. Visit wwwarrs.org

3. 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 wwwarrs.org under the

Lifelong Learning link.

5. Answer the questions online to obtain SAM eredit
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BT de isaretler

TABLE 3 ] Tabular Summary of Common CT Signs on Pulmonary Imaging

Air crescent sign

£

« Crescentic or circ ential rim of radiol 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

%9

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 mali Y,
pulm mucinous adeno Ca, sarcoidosis, lipoid pna, pulm hge,
ARDS, PIP

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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Terms for Thoracic Imaging’

places previous glossa-
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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
24). It was first
described as a sign of hemorr

nodul ss (F

around foci of invasive asper
(61). The halo sign is nonspecific and

may also be caused by hemorrhage as

sociated with other types of nodules

(62) or by local pulmonary infiltration

by neoplasm (eg, adenocarcinoma).
(See also reversed halo sign.)

Figure 25: Transverse CT scan shows
honeycombing.

honeycombing

Pathology.—Honeycombing represents

destroyed and fibrotic lung tissue con
taining numerous cystic airspaces with
thick fibrous walls, representing the late
stage of various lung dises
wplete loss of acinar arch

ses, with

fture.

The cysts range in size from a few milli

meters to several centimeters in diame

able wall thickness, and

ter, have ve

are lined by metaplastic bronchi
ithelium (51).
Radiographs and CT scans.—On

ar ep

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 find

g 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
cause and is characterized by a histo

logic pattern of usual inter:
monia (5.64).
Radiographs and CT scans.—The

tial pneu

typical imaging findings are reticular
opacities and honeycombing, with a
predominantly peripheral and basal dis
ution (Fig 26). Ground-glass opac

if present, is less extensive than re
ticula bing patterns. The
typical radiologic ngs (65.66) are

nd honeyc.

n
also encountered in usual interstitial

secondary to specific ¢

pneumor
such as asbestos-induced pulmons
and the diagr

brosis (asbestosi

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

2athology.—Bronchiectasis is
ible localized or diffuse bronchi:
tion, usually resulting from chronic

fection, proximal airway obstruction, or
| abnormality (26).
(See also traction bronchiectasi:

congenital bronchi

Radiographs and CT

phologic criteria on tl

scans include bronchial dilatation with

respect to the accompanying pulmonary
artery (signet ring sign), lack of tapering
of bronchi, and identification of bronchi

ibility of centrilobular structures due to
thickening or infiltration of the adjacent
um,
low attenuation caused by centrilobular
emphysema (4). (See
structures.)

Figure 18

inters * (d) abnormal areas of

also lobular core

Figure 18:  Transverse CT scan shows centri-
lobular emphysema

centrilobular emphysema

Pathology.—Centrilobular emphysema
is characterized 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
form distribution and predominantly lo
cated in upper lung zones (44) (Fig 18).
The term centriacinar emphysema is
synonyvmous. (See also emphysema.)

Radiographs and CT scans.—Bron
chioles are not identifiable in healthy
individuals, because the bronchiolar
too thin (4). Ir

ways disease, however, thick-

walls flammato

small-
ened or plugged bronchioles may be
- pat
radiograph or as a tree-in-bud pattern

1 on a chest

as a nody

on CT scans.

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

bronchiolectasis
Pathology.—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
oles are filled with exudate and are thick

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 C

solidation appears as a homogeneous

" scans.—Con

increase in pulmor parenchymal at

tenuation that obscures the me
vessels and airway walls (45) (Fig 19).
An air
The attenue
soli¢

bronchogram may be pre

tion characteristics of con

ted lung are only rarely helpful
d
[46]
and increased in amiodarone toxicity

[47]).

in differential diagnosis (eg, decr

attenuation in lipoid pneumoniz

Figure 20

Figure 20:  Transverse CT scan shows crazy-
paving pattern

crazy-paving pattern

CT scans.—This pattern appears as

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) usually 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
illy
y be modified

attenuation of the mucus is gene
that of soft tissue but n

)
|

Figure 21

Figure 21:  Coronal CT scan shows a cyst

cyst

Pathology.—A cyst is any round circum

scribed sy

ce that is surrounded by an

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 no

al lung.

Cysts have variable wall thickness but
are usually thin-walled (<2 mm) and
occur  without associated pulmonary
emphysema (Fig 21). Cysts in the lung
usually contain air but occasionally con
L. The term is
often used to describe enlarged thin

tain fluid or solid mate
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Kavite:

- Duvari 4 mm den daha kalin hava iceren lezyon

(Noddl-kitle ya da konsolidasyon icinde)

Kist:
- Duvar kalinligi 4 mm ve daha ince olan hava iceren lezyon
- Cevreleyen kitle veya konsolidasyon mevcut degil
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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
* gortic pathologies: dissection, transection
* pulmonary embaolism

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

Cases and figures
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4

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

Case 1: normal CT Case 1: normal CT
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Bir gdgus hastaliklari hekimi olarak toraks B
degerlendirme dgrenmenin yollari

* 30 dk icinde toraks BT degerlendirme anlatmak ve anlamak gic¢

* GOgus hastaliklari asistani 6ncelikle ne tur tetkik istemesi gerektigini
bilmeli

* Yeterince klinik ve lab bulgulari 6zetleyerek istekde bulunmal
e Kendine gelen tetkikin raporu ve goruntulerini mutlaka gérmeli

* BT'yi sistematik olarak degerlendirmeli ve uyumsuzluklar durumunda
en yakin Radyoloji uzmani ile bunu tartismali

* MUmkunse ortak toplantilar dizenlemeli, kongre ve sempozyumlara
gitmeli,

e Radyoloji ile ilgili temel makale ve en gerekli siteleri takip etmeli.



