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Question

For massive pleural
effusion,should we drain
that effusion before getting
imaging?

For massive pleural
effusion,should we drain
that effusion before getting
imaging?

ctpa vs ct thorax with
contrast. is the main diff is
that ctpais venous phase
and ctthorax with contrast
is both arterialand venous
phase

pleural calcifications -
indicate benign disease, or
can also be seen in
mesothelioma?

Are the pleural findings in
TB indistinguishable from
malignant pleural disease
on CT?

any way of differentiating
empyema from chronic
effusionwhich can develop
loculations?

How does pleura
enhanecementin empyema
is different from pleural
thickening on CT?

Why ctpadoes not pick up
pleuralfindings?

Answer
This was answeredinthe talk (CT before drainage is fine).

You candoalarge volume aspirate for symptomaticrelief but
don't drain the effusion completely

CTPAisaCT Pulmonary arteriogram, so the images are
acquired while contrast is in the pulmonary arteries.
CTthorax with contrastis agenericterm-any CT acquired with
contraston board, butit usually refersto alateracquisition at
around 70 seconds.

A (systemic) arterial phase is also often termed an aortogram
and is most often used to look for dissection, aneurysm or
bronchial artery hypetrophy.

pleural calcification is often benign but can be seenin
mesotheliomaalso, usually because mesotheliomaoccursin
patients with asbestos plaques.

The most common presentation of pleural TB is a unilateral
pleural effusion with benign features however it can less
commonly present with pleural nodularity and cross anatomical
borders

Radiologically the appearances can be similar although
oedemacan be helpful (extra pleuraloedema or split pleura
sign). But ultimately the gold standard test is diagnostic
aspiration.

Inempyema,the pleuralenhances and s also thickened on CT.
The thickeningis usually smooth ratherthan nodular.

Because the pleura do not enhance during the pulmonary
arterial phase, the pleura enhancelater duringvenousphase.
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If bedside ultrasound shows Yes - if you think the most likely based on history/examination,

obvious pleural nodularity
should they ideally be for
thoracoscopy+ biopsy right
away rather thanwaitingfor
chest drain+cytology that
may be negative and then
planning pleural clinic f/u
weeks down the line?

what does pleual plaques
look like on ct?

When looking at the acute
angle for asbcess, is it on
axial CT only?

If we identify asbestos-
related benign pleural
plaguesonCT, dowe need
to do any imagings for
follow up?

is ct orus more sensitive for
loculated effusion

although I think this is often balanced against what is available
locally and urgency of offering the patient symptomaticrelief.

soft tissue or calcified, well defined borders, typically with
undercutorslightly rounded edges, predilection forthe
diaphragmatic pleura, rarely involves mediastinal pleural,
fissures. They are termed symmetrically asymmetrical - which is
a usefulthingtolook foron CXR - it means that the plaques may
look different on each side of the chest but they are usually
seen at a similar location. This is usefulasif you see a possible
plague/nodule and don'tseeoneonthe otherside, you should
do a CT to make sure there isn't a lung cancer hiding amongst
the plaques.

| always start with axialimages butif | remain unsure, | thenlook
at the coronal and sagittal planes as well

No - if there is a confident diagnosis of asbestos-related
plagues no furtherimagingis advised based on this appearance
alone. If the patient has worrying symptoms for malignancy or
there are otherworrying features on CT, following up/biopsy
should be undertaken.

| would suggest CTis more sensitive as the entire thorax is
covered reliably each and every time.

how to differentiate abscess This can be very tricky! If there is prior imaging, you can match

versusinfectedcyst/bulla?

Could we have the link to
the study with rates of
sensitivity of CTin picking
up malignancy in effusion
patients please?

any fluid filled structure to pre-existing emphysema. In my
experience, infected bullae tend to have less surrounding
consolidation than a pulmonary abscess (unless the abscess is
a septicembolus) but thisis neither than sensitive nor specific

You willbe sentan email on Tuesday withlinks to allthe
lectures. | have included the references in my lecture
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smallest nodule size thata
PET can pick. is that 9mm

smallest nodule size thata
PET can pick. is that 9mm

forSUVmaxistherea
normalrange?

isthere arole of CTPET for
assessing response to
SABR?

How can sarcoid be
distinguished from lung
maligancy on PET?

How can sarcoid be
distinguished from lung
maligancy on PET?

How can sarcoid be
distinguished from lung
maligancy on PET?

Isthe suvinthe same
range?

Are MRIs a better modality
than PETCTfor liver lesions
and suspected mets?

Are MRIs abetter modality
than PETCT for liver lesions
and suspected mets?

can hemangiomasincrease
in size?

Are rheumatoid ans sarcoid
nodukes avid on PET?

many times we getreports:
mediastinal lymhonode

FDG blood pool level-how
dowe interpretitin practice

I thinkit's dependenton local protocols. We say 7-8mm in
Oxford but if a patient has ILD it can be more diffcult.

Agree with Louise. With higher sensitivity scanners, i.e. total
body PET, the size of nodule that can be characterised will get
smaller

My understandingof SUVmaxis that it’s vs background uptake.
There is no normal range but subject to sampling error.

live answered

| think you are asking with regards to mediastinal and hilar
lymphadenopathy? This can be tricky but symmetrical and
uniform uptake withinthe nodesis more suggestive of sarcoid.

Very difficult to distinguish sarcoid from lung canceron PET-CT
butthere are someclues thatcan makethe suggestion of one or
another. Agree with Louise, symmetry of size and uptake is
more suggestive of a benign process

Any nodes that demonstrate higher intensity uptake than other
nodes should be viewed with suspcionas should nodes that are
unsually enlarged. SUV range can be the same as lung cancer

It dependson howactive the sarcoid is and the tumour subtype -
but differentialuptake between the nodes and the primary
lesion would favour sarcoid

MRI can add additional diagnostic information in cases of liver
lesions which do not demonstrate typicalappearances of mets
on pet-ct or do not behave as such in serial imaging

Agree with Louise.PET-CT can characterise benign vs malignant
in the context of cancer with very good accuracy (no test is
100% perfect) butthere are size limitations..e.g. 1cm or below
so MRIwould be beneficialhere. MRl has added benefit of
diagnosing what the lesion actually is.

yesthey can buttheytendto demonstrate quite specific

features on MRI
Yes - both can be FDG avid on PET-CT

This means no additional uptake to suggest there is malignancy
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many times we getreports:
mediastinallymhonode
FDG blood pool level-how
dowe interpretitin practice

This may be asilly question

risk of any damage to high
update non pathological
areas i.e. brain /kidney

Are lung metastases less
avid than primaries?

Are lung metastases less
avid than primaries?

what kind of avidity do BAC
present with?
faint/moderate?

When is low dose radation
CTscans notgood enough ?
eg.for AECU CTPArequests
should we always request
low dose CT scans?

is this a normal practice to
measure the volume of the
nodules.

Is delayed phase contrast
CTchest/abdopreferred for
nodules, especially
subpleural? Our centre
tends to doCTthorax. What
is the prefered CTto assess
nodules? Thanks

Agree.They'retrying toreassure youthat thereis no significant
uptake in the mediastinal node

- There is a stochastic (statistical) risk of 1/2500 malignancy -
if the radiolabeled glucose this is due to radiation exposure in PET-CT. However the risk of
emitting energy, isthere any malignancy is due toanumber of factors - e.g. some tissues are

more radiosensitive than others

Sometimes lung mets do appearless avid - this is often due to
theirsmallersize. If there is a significant difference in avidity it
raises the question of asecondpathologyor dedifferentiation

Old adage...daughters look like mothers, sons look like
fathers...there shouldbe some similarity in FDG avidity between
primary and other sites of disease..differential uptake would be
concerning for synchronous pathologies, although size can
affect degree of uptake, as can tumoural heterogeneity

it can be variable

Hi - sorry I’'m not sure what AECU is.

Low dose CT scans are fine for nodule follow ups.

We tend to standarddosefor CTPAsexceptin pregnant patients
where a low dose protocol can be used to reduce risk of
malignancy

Low dose CT is often not sufficient for subtyping ILD

Volumetryis favourred butit’s recognised that this isn’t always
available locally within workflows. The key is to pick one and
stick with it ratherthan usingitintermittently

Thanks - non-contrast CT is sufficient in the first instance.
Contrast enhancement does not feature in the nodule
guidelied. If thereisthen a questionabout enhancement (e.g.
could be ahamartoma and non-enhancement would increase
confidence), single phase or dynamic contrast-enhanced CT
then be performed and can add additional information.

Is VDT always reported in CT thisisin the BTS guideline flowcharts. 3months if volumes

reports?

calculated and not smallenough to discharge norlarge enough
to investigate at baseline
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There is increasing good grief! That might be alot of scans, although many might
awareness that spirometry have undergone screening CTif in the rightage group!

is suboptimal it diagnoses

late disease, novel

suggestion CT should be in

diagnosticguidleinesand is

being considered in next

GOLD

https://pubmed.ncbi.nIm.ni
h.gov/40382791/

There are many patients  thank you for this information.
with emphysema who do
not meet spirometric
criteria and in fact are more
likely to have exacerbations,
CanCold observational
study mong 1341 adults in
CanCOLD, individuals
newly classified as having
COPD experienced more
exacerbations (adjusted
incidence rate ratio, 2.09;
95% Cl, 1.25-3.51; P <

.001).
Therefore using new Thankyou for this information. So do you think that all
diagnosticalogorhythm emphysema, irrespective of severity, shouldbe reported to the

which includes CTwould  GP and participant in lung cancer screening scans? The
identify more patients aand updated screening guidelines suggested that mild disease
allow interevantion in the should not reported to the GP

frequentexacerbators,

exacerbations in copd

linked ezquistely to

mortality and i believe it is

worh intervening earlier, if

meets new crieteria

including ct, this would

promote earlierintervention

how to diff betweem the definition of a bulla is an air space >1cm. They are

emphysemaand bullae commonly seen in patients with emphysema. | only tend to
make specific mention of them if theyare causing mass effect.
Otherwise | tend to report as emphysema with bullae
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how to diff between hetero
and homno emphysema

Can you please explain
again about compressive
and passive atelectasis

Lymphangtis
carcinomatosis?

is there mediastinal
thickening medially? on the
right side, just close to the
heart

Thanks

Can PACS bin be used to
save record of interesting
scans i.e. for
learning/teaching?
consolidation around bulla
in emphysemavs
PCP/fungal pneumonia vs
Immunotherapy related
pneumonitis. How do we
diffrentiate betweenthese?

Apologies for missing this
on the slide - how many
detected per 1000
screened?

Is it please possible to
commentonthe follow-up
of incidental ILAs, for
example found on LCS or
imaging for other things. Do
you alway refer to ILD
colleagues? If stable/good
lung function - how longto
follow up for on HRCT.
Sorry, not sure where to ask
this question!

heterogeneousve homogeneous emphysema refers to its
distribution. Homogeneous is uniformly distributed.
Hetergeneous is not,for example upper zone predominance
etc...

atelectasis just means collapse. The terms passive and
compressive are used interchangeably in patients with pleural
effusions. Thefluid essentially squashes the air out of the lung.

Lymphangitis is also a perilymphatic disease. Usually
interlobular septal thickeningis adominant findingand is
absent in this case

| don't think there is any mediastinal pleural thickening

absolutely!It's afreely available software platform at no cost.
Google it!

immunotherapy induced pneumonitis rarely cavitates.
consolidation around a bulla will have smooth internal walls
whereas cavitation (e.g.fungal) often hasanirregularinner wall-
air interface. Pneumatocoeles in PJP can be difficult to
differentiate fromemphysema with surrounding GGO but look
forcentrilobularvessels in emphysema-theywon't be presentin
the centre of a pneumatocoele

from the UK trials, there was a 2.2% lung cancer detection rate

| suspect practice varies from hospital to hospital. Locally, we
have an ILA pathway where patients are first seen by a chest
physician to determinethat the disease is truly asymptomatic,
no CTD features etc.. then patients gointo nurse led f/u with
repeat CTintervals dependent upon whetherdisease appears
fibrotic (CT at 1 year) vs non-fibrotic (CT at 2years). Forscreen
detected interstitial disease, reticulation >10% lung = ILD and
all getsreferred. We have also locally agreed to refer ILA which
appears fibrotic. Non-fibrotic ILA it not included in outcome
leters as patients will get recalled in 2 years within screening
anyway
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