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Ce leziuni imagistice cu un continut aeric sunt prezentate
in figurile A-F?
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Question:
Which air-filled pulmonary lesions are shown on figures
A-F?




Raspunsuri:

Figurile A si F reprezinta cavitati pulmonare. Imaginea
din Figura A ilustreaza cavitatea tuberculoasa la o pacienta cu
hemoptizii repetate, iar cea din Figura F - o cavitate 1n cadrul
unei pneumonii necrotizante prin Klebsiella pneumoniae.

Cavitatea este descrisa drept un spatiu aeric, ce apare
ca o zona de hipertransparenta (scadere a atenuadrii, in ter-
menii tomografiei computerizate), ce are perete propriu,
tradus imagistic prin opacitate. Dimensiunea opacitatii ce
inconjoara transparenta este mai mare in procesele recent
excavate (supuratii, infiltratii tuberculoase) si mai redusa
odatd cu evacuarea masei necrozate si resorbtia alveolitei ex-
sudative din jur. in cavititile vechi cu procese de granulatie
excesive, inelul pericavitar este gros, scleros. Uneori cavi-
tatea pulmonara contine un nivel lichidian. Diferentierea
imagistica de chistul pulmonar in mare parte se face in baza
grosimii peretelui cavitatii, care, de regula, depaseste 4 mm.
Leziunile cavitare ale parenchimului pulmonar sunt cauzate
de cancerul bronhopulmonar primar sau metastatic, vasculite
(granulomatoza cu poliangeitd, artrita reumatoida) si diverse
cauze infectioase inclusiv abcese bacteriene, tuberculoza
pulmonara, emboli septici, pneumonii fungice [1, 2].

Figura B reprezinta o bula. Imaginea este a unui pacient
tanar, diagnosticat cu deficit de al-antitripsina.

Imagistic, bula reprezinta o hipertransparenta focala cir-
cumscrisa sau o zona de atenuare scazuta cu un diametru mai
mare de 1 cm si perete fin (<1 mm). Bulele sunt localizate,
preponderent, in zona subpleurald, desi este posibila si loca-
lizarea in zona centrald a parenchimului pulmonar. Prezenta
concomitenta a leziunilor de tip emfizematos, prezervarea
arterei centrilobulare in centrul zonei de hipertransparenta,
precum si forma poligonala pot fi utile in diferentierea bulelor
cu un diametru mic de un chist pulmonar. Sunt frecvente bule-
le multiple, carora li se asociaza semne de emfizem pulmonar
centrilobular sau paraseptal (emfizem bulos) [1, 3].

Figura C reprezinta bronsectazie. Imaginea obtinuta la
un barbat fumator, bronsectaziile fiind postinfectioase.

Bronsectazia este definitd o dilatare difuza sau localizata
ireversibila a bronhiei, de obicei, secundara infectiei cronice,
obstructiei cailor respiratorii proximale, anomaliilor conge-
nitale sau fibrozei pulmonare (bronsectazii de tractiune). Cri-
teriile morfologice la computer tomografia cu sectiuni fine,
includ: dilatarea bronsica comparativ cu ramura adiacentd a
arterei pulmonare (semnul inelului cu pecete), lipsa ingustarii
bronhiei si identificarea bronhiei la o distanta mai mica de 1
cm de la suprafata pleurala. Bronsectazia trebuie diferentiata
de alte leziuni pulmonare cu continut aeric in baza caracte-
rului ramificant, urmarit in sectiuni consecutive, mai bine
observate in reconstructiile coronare si sagitale. in plus,
bronsectaziilor frecvent li se asociaza si alte leziuni ale arbore-
lui bronsic, precum: ingrosari ale peretelui bronsic, dopuri de
mucus, semne de afectare a cailor respiratorii mici (grupuri de
noduli centrilobulari, capturarea aerului - air trapping) [1, 4].

Figura D reprezinta un chist pulmonar. Cazul unui
barbat HIV pozitiv cu pneumonie prin Pneumocistis jiroveci.

Imagistic, chistul pulmonar apare drept o zona de hiper-
transparenta (scadere a atenudrii, in termenii tomografiei com-

Answers:

Figures A and F - pulmonary cavities. Figure A contains
a tuberculosis cavity in a patient with recurrent hemoptysis
and Figure F - cavitating Klebisella pneumonia pneumonia.

Cavity is an air-filled space with its own walls, seen as a
lucency or low-attenuation area surrounded by opacity. A cav-
ity is usually produced by the expulsion or drainage of a ne-
crotic part of the lesion via the bronchial tree. The thickness of
the surrounding opacity is larger in recently excavate lesions
(lung suppuration, tuberculosis), and becomes thinner once
the necrotic masses a drained and surrounding alveolitis re-
solved. In case of old cavities with excessive granulation very
thick sclerotic wall is observed. In some cases cavity contains
a fluid level. The distinction between lung cysts and cavities is
mainly based on the difference in wall thickness, which usu-
ally exceeds 4 mm in case of cavitary lesions. Lung cavities can
be caused by primary lung cancer, lung metastases, vasculitis
(granulomatosis with polyangitis, rheumatoid arthritis), and
different infectious etiologies including bacterial abscess, pul-
monary tuberculosis, septic emboli, fungal pneumonia [1, 2].

Figure B represents a bulla. The case of a young man di-
agnosed with al- antitrypsin deficiency.

A bulla appears as a rounded focal lucency or area of de-
creased attenuation, 1 cm or more in diameter, bounded by a
thin wall (<1 mm). Usually bullae are located in the subpleural
region, although localization within lung parenchyma is also
possible. Association with emphysema, presence of the cen-
trilobular artery in the centrum of lucent area and polygonal
shape in case of small size bullae, could be useful for differen-
tiation from lung cysts. Multiple bullae are often present and
are associated with centrilobular and paraseptal pulmonary
emphysema (bullous emphysema) [1, 3].

On Figure C bronchiectasis are shown. The case of a
smoker man with postinfection bronchiectasis.

Bronchiectasis is irreversible localized or diffuse bronchial
dilatation, usually resulting from chronic infection, proximal
airway obstruction, congenital bronchial abnormality or lung
fibrosis (traction bronchiectasis). Imaging signs on thin sec-
tion CT scans include bronchial dilatation with respect to the
accompanying pulmonary artery (signet ring sign), lack of ta-
pering of bronchi, and identification of bronchi within 1 cm of
the pleural surface. Bronchiectasis can be differentiated from
other air-filled pulmonary lesions by following the dilated air-
ways on multiple sequential chest CT scan images, which will
show a branching pattern that is usually better visualized on
the coronal and sagital reformatted images. Moreover, bron-
chiectasis is usually associated with other bronchial tree ab-
normalities such as bronchial wall thickening, mucus plugs,
and small-airways lesions (clustered centrilobular nodules,
air trapping) [1, 4].

On Figure D a pulmonary cyst is shown. The case of an
HIV positive man with Pneumocistis jiroveci pneumonia.

A cyst appears as a round parenchymal lucency or low-at-
tenuating area with a well-defined interface with normal lung
due to an epithelial or fibrous wall of variable thickness (usu-
ally less than 2 mm). Cysts occur without signs of pulmonary
emphysema that are associated with bullae. Differentiation of



puterizate) cu margine bine delimitatd, datorata unui perete
epitelial sau fibros de grosime variabila (de reguld, sub 2 mm).
Leziunile chistice nu se asociaza cu emfizemul pulmonar, in
care se atestd bule. Diferentierea de spatiile emfizematoase
poate fi facuta prin identificarea arterei centrilobulare, de-
plasate excentric In cazul chistului, dar pastrate in centrul
zonei de hipertransparenta, in emfizem. Continutul chisturi-
lor pulmonare, de reguld, este aeric, dar, ocazional, chisturile
pot contine lichid sau material solid. Termenul de , chist” este
frecvent utilizat pentru a defini spatiile aerice largite cu pereti
subtiri la pacientii cu limfangioleiomiomatoza sau histiocitoza
Langerhans. Chisturi multiple, cu peretii mai grosi de tip
Jfagure de miere” (1. engl. honeycombing) caracterizeaza fibro-
za pulmonard avansata [1, 5].

Figura E nu contine leziuni aerice, fiind prezent sem-
nul haloului inversat. Leziunea imagistica ilustreaza un caz
de pneumonitd organizanta criptogena, confirmata histologic,
la o pacienta de 32 de ani.

Semnul haloului inversat (semn imagistic rar, cunoscut
si sub denumirea de ,semnul atolului”), nu este o structura
aerica, ci, dimpotriva, reprezintd o opacitate focala, rotunda, de
tip sticla mata, inconjurata de un inel mai mult sau mai putin
complet de consolidare. Initial, considerat patognomonic pen-
tru pneumonita organizanta criptogena, ulterior a fost descris
si in alte afectiuni ca mucormicoza, tuberculoza pulmonara,
sarcoidoza, granulomatoza cu poliangeita etc [1, 6].
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emphysema relies on the centrilobular artery that is not vis-
ible or is eccentric to the lucent area in cysts. Contrary in em-
physema the centrilobular artery is placed in center of the lu-
cent area. Lung cysts usually have an air content but occasion-
ally contain fluid or solid material. The term of “cysts” often
is used to describe enlarged thin walled airspaces in patients
with lymphangioleiomyomatosis or Langerhans histiocytosis.
Multiple thicker walled honeycomb cysts are seen in patients
with advanced pulmonary fibrosis [1, 5].

Figure E doesn’t contain any air-filled lesions, the re-
verse halo sign is present. The case of a 34 years old lady
with histologically proved cryptogenic organizing pneumonia.

Reversed hallo sign (a rare imaging sign, also known as
atoll sign) is not an air-filled lesion, but rather represents a
focal round shape ground glass opacity, surrounded by a com-
plete or partial ring shaped consolidation. Initially reported
as a specific sign for organizing cryptogenic pneumonia, sub-
sequently being described in other conditions such as mucor-
mycosis, pulmonary tuberculosis, sarcoidosis, granulomatosis
with poliangitis etc [1, 6].
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