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Intrebiri: Questions:
1) Care sunt leziunile pulmonare dominante in Figurile 1 1) What are the dominant pulmonary lesions in Figures 1
A-D? A-D?

2) Asociati imaginile CT (Figura 1 A-D) cu schemele
prezentate (Figura 2 A-C), In functie de distributia
nodulilor.

2) Find an association between CT images (Figures 1 A-D)
with pictures presented in Figures 2 (A-C) in corespon-
dence with the nodules distribution.



Raspunsuri:

1) Multiple opacitati nodulare - leziuni ce se regasesc in
toate imaginile de la computer tomografia toracica prezentate.

2) Figura 1A se poate asocia schemei 2B (partea de sus),
ambele prezentdnd opacititi nodulare cu distributie centro-
lobulard care, prin definitie, sunt noduli aparuti in centrul
lobulului, ce implica bronhiola centrolobulara si ramura arterei
pulmonare ce o insoteste, si care, prin pozitionare anatomica,
sunt distantati la cativa milimetri de suprafetele pleurale si
de septurile interlobulare. Nodulii centrolobulari pot avea
contur prost delimitat, reflectand, astfel, inflamatia. Pe lista de
diagnostic diferential al patologiilor ce se prezintd cu noduli
centrolobulari se regaseste pneumonita prin hipersensibilitate
acuta (Figura 1A), pneumopatiile asociate fumatului (RB-ILD
si histiocitoza pulmonard), dar si pneumonita interstitiala
limfocitara [1, 2].

Figura 1B corespunde cu partea de jos a schemei 2B, in
care este prezentat un anumit tip de noduli centrolobulari,
denumiti noduli in ,arbore inmugurit” care, aproape intot-
deauna sunt consecinta raspandirii endobronsice a unei in-
fectii prin aspirarea secretului endobronsic contaminat in cai-
le aeriene distale. Are loc dilatarea bronhiolelor, cu sporirea
densitatii, ce permite vizualizarea lor directa sub aspect de Y
sau de V. Desi, initial, fusese atribuit raspandirii endobronsi-
ce a tuberculozei, aspectul de ,ram inmugurit” este asociat cu
bronsiolita infectioasa de orice etiologie: tuberculoza, infectie
cu micobacterii nontuberculoase, infectii bacteriene, virale
sau fungice [3].

Figura 1C corespunde sheme 2C - noduli cu distributie ale-
atorie. Acestia nu respecta structura lobulului secundar, fiind
regasiti, In mod egal, pe pleura visceralg, in septurile interlo-
bulare, precum si in centrul lobulului. Lista de diagnostic dife-
rential include metastazele hematogene, miliara tuberculoasa
si, mai rar, embolii septici, infectiile fungice invazive si granu-
lomatoza cu poliangiita [4-6]. Aspectul miliar (noduli aleatorii
cu diametrul sub 3 mm) este sugestiv, in primul rand, pen-
tru infectia tuberculoasa miliara, sau pentru cea fungica (din
histoplasmoza, coccidiomicoza sau candidiaza) la pacientii cu
imunocompromitere. Totusi, metastazele din unele maligni-
tati, precum sunt cancerul tiroidian, melanomul, carcinomul
renal si cel testicular, se pot prezenta sub aspect miliar, aspect
care, imagistic, este imposibil de diferentiat de infectia miliara,
fapt care contribuie la Intarzierea diagnosticului [6].

Figura 1D corespunde schemei 2A - noduli cu distribu-
tie perilimfaticd. Se refera la nodulii plasati in zonele, in care
vasele limfatice pulmonare abunda: de-a lungul structurilor
bronhovasculare, in septurile interlobulare si pe suprafetele
pleurale. Atunci cand nodulii se aranjeaza de-a lungul struc-
turilor peribronhovasculare, acestia formeaza semnul de
»perie a cosarului”. Boala, care tipic se prezinta cu distribute
peribronhovasculara si pleurald, este sarcoidoza (Figura 1D).
Lista de diagnostic diferential al acestui pattern include silico-
za, sideroza si antracoza. Desi, usor pot fi confundate imagistic
cu sarcoidoza, un istoric concludent de expuneri ocupationale
faciliteaza stabilirea dagnosticului de pneumoconioza. Nodulii
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Answers:

1) Multiple nodular opacities - lesions found in all the pre-
sented chest computer tomography images.

2) Figure 1A corresponds to Figure 2B (top) - nodular
opacities with centrilobular distribution, which are by defini-
tion nodules that appear in the center of the pulmonary lob-
ule, involving the centrilobular bronchioles and the branch of
the pulmonary artery that accompanies them, and which are
anatomically placed away from the pleural surfaces and the in-
terlobular septum by a few millimeters. Centrilobular nodules
commonly have a poorly defined margin, expressing inflam-
mation. The differential diagnosis list includes hypersensitiv-
ity pneumonitis (Figure 1A), smoking-related pneumopathies
(such as RB-ILD and pulmonary Langerhans’cell histiocytosis)
and lymphocytic interstitial pneumonitis [1, 2].

Figure 1B corresponds to Figure 2B (bottom) - the pat-
tern “tree in bud’, which is a subtype of centrilobular nodules,
which commonly occurs as a consequence of the endobron-
chial spread of an infection as a result of aspiration of contami-
nated secretion in distal airways. It contributes to dilation of
the bronchioles, allowing their direct visualization, having a
Y or V aspect. Although typically is attributed to endobron-
chial spread of tuberculosis, the “tree in bud” pattern is associ-
ated with infectious bronchiolitis of any cause: tuberculosis,
nontuberculous mycobacterial infection, bacterial, viral or
fungal [3].

Figure 1C corresponds to Figure 2C - random distribution
of nodules. They do not show a relationship with any of the
structure of the secondary pulmonary lobule and are found
equally on the visceral pleura, in the interlobular septa and
in the center of the lobule. The differential diagnosis list in-
cludes haematogenic metastases, miliary tuberculosis, and
rarely, septic emboli, invasive fungal infections and granulo-
matosis with polyangiitis. Miliary disease is mainly sugges-
tive of tuberculous infection, or in immunocompromised pa-
tients, could be suggestive of fungal infection with histoplas-
mosis, coccidiomycosis or candidiasis. However, metastasis
from certain malignancies such as thyroid cancer, melanoma,
renal, and testicular carcinomas may have a very similar
imaging pattern, which makes the diagnosis process quite
challenging [6].

Figure 1D corresponds to Figure 2A - nodules with peri-
lymphatic distribution. It refers to the nodules that have a pref-
erential spread along the pulmonary lymphatic vessels: bron-
cho-vascular bundles, the interlobular septa and on the pleu-
ral surfaces. Nodules that spread along the bronchovascular
bundles resemble a “pipe-cleaner”. The disease that typically
shows a perilymphatic spread of the nodules is sarcoidosis
(Figure 1D). Entities that have a similar appearance at HRCT
are silicosis, siderosis and anthracosis. Although they can eas-
ily be mistaken with sarcoidosis, a conclusive history of occu-
pational exposures facilitates the establishment of diagnosis.
The nodules in pneumoconiosis are the imaging expression of
granulomas that surround inhaled silica or asbestos particles.
The nodules commonly are circumscribed, centrolobular and
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din pneumoconioze sunt expresia imagistica a granuloamelor
care Inconjoara particulele de siliciu sau azbest inhalate. No-
dulii sunt circumscrisi, centrolobulari si subpleurali, de regu-
13, cu diametrul Intre 2 si 5 mm. La fel ca in sarcoidoza, distri-
butia predominanta este In segmentele apicale si posterioare,
explicata prin drenaj limfatic diminuat in aceste zone [7].
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