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Clinical History: A 36-year-old woman with a
history of unspecified anemia, treated with
occasional 1ron infusion, and Hashimoto
thyroiditis presented to the Emergency Room
with complaints of chest pain, sharp and non-
radiating worsening in the supine position
and 1improving with sitting upright and
leaning forward, blurred vision, bilateral
upper extremity weakness and numbness,
and intermittent subjective low-grade fever.
These symptoms had been present for about
1 month prior to presentation in the
Emergency Room.

The patient’s past medical history was
otherwise unremarkable. She 1s a 20-pack-
year smoker with no allergies. Her past
surgical history was remarkable only for
bilateral breast augmentation, tonsillectomy,
and 2 C-sections. Her only medications
mcluded a multivitamin and vitamin D3
supplementation.

The patient’s vital signs included a blood
pressure of 115/71 mmHg, a pulse rate of 95
/ minute, a respiratory rate of 18 / minute
and a temperature of 38.4°C. Pulse oximetry
on room air was 96%. The patient’s weight
was 83.4 kg. The physical examination was
largely unremarkable aside from possible

symmetric bilateral upper extremity weakness
(3/5). Deep tendon reflexes were normal and
symmetric bilaterally. In particular, the
breath sounds were normal bilaterally.

A complete blood count showed a mildly
decreased white blood cell count at 3.3 x
10°/L (normal, 3.4 - 9.6 x 10”/L), with a
mildly decreased absolute neutrophil count
of 1.4 x 10”/L. (normal, 1.5 - 7 x 10"/L). Her
lymphocytes were decreased at 0.71 (normal,
1 - 3.4 x 107/L), but peripheral eosinophilia
(309%) was present, and her absolute
eosinophil count was elevated at 1.07 x 10"/L.
(normal, 0.0 - 0.4 x 10%/L). Her hemoglobin
and hematocrit values were mildly decreased
at 11.4 gm/dL (normal, 13.5 - 17.5 gm/dL)
and 32.3 % (normal, 38.8 - 509%). The
platelet count was mildly decreased at 77 x
10°/L. (normal, 149 - 375 x 10"/L). The
patient’s serum chemistries, including
glucose, electrolytes (including calcium), and
liver function studies were normal. The
urinary drug toxicity screen and pregnancy
test were negative, and coagulation
parameters were normal. The thyroid
stimulating hormone level was within the
normal range. The D-Dimer level was
elevated at 2.04 mcg/mL (normal, 0 - 0.49
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mcg/mL), and her fibrinogen level was
elevated at 654 ng/dL. (normal, 200-393
ng/dL). Her troponin-T level was also
elevated at 0.124 ng/mL (normal, <0.01
ng/mL). Frontal and lateral chest radiography
(Figure 1) was performed.

Figure 1. Frontal and lateral chest
radiography shows a normal heart size and
normal lung volumes. To view Figure 1 in a
separate, enlarged window click here.
Which of the following statements regarding
this chest radiograph is most accurate?

1. The frontal and lateral chest
radiograph shows no abnormal
findings

2. The frontal and lateral chest
radiograph shows basal predominant
fibrotic abnormalities

3. The frontal and lateral chest
radiograph shows large lung volumes
with a cystic appearance

4. The frontal and lateral chest
radiograph shows an ill-defined
opacity projected over the left base

. The frontal and lateral chest
radiograph shows abnormal
mediastinal contours

Correct!

4. The frontal and lateral chest radiograph
shows an 1ll-defined opacity projected over
the left base
Frontal and lateral chest radiography shows a
normal heart size and normal lung volumes.

No pleural effusion is evident, and no
evidence of fibrotic lung disease 1s seen.
Mediastinal contours appear normal. No
features of cystic lung disease are seen. A

focal 1ll-defined left base opacity 1s faintly
seen on the frontal image in the left
retrocardiac region (Figure 2).

{

Figure 2. Frontal and lateral chest
radiography as in Figure 1 showing a focal 1ll-
defined left base opacity faintly seen on the
frontal image 1n the left retrocardiac region
(arrow). To view Figure 2 n a separate,
enlarged window click here.

SARS-CoV-2 testing was negative. The
respiratory pathogen panel was negative.
Which of the following represents an
appropriate step for the evaluation of this

patient?

1. CT pulmonary angiography
2. Enhanced chest CT

3. "FDG-PET scan

4. Enhanced chest MR

5. Bronchoscopy

Correct!

1. CT pulmonary angiography
Given the history of chest pain and elevated
D-dimer levels, C'T pulmonary angiography
may prove useful. Efforts directed at a tissue
diagnosis at this point are premature. "FDG-
PET scan 1s potentially useful for staging lung
cancer and evaluation of pulmonary nodules
and thus may ultimately be of benefit for this
patient but typically adds value after cross
sectional imaging characterization. Enhanced
chest CT 1s preferable to MR [with or
without intravenous]| for suspected lung
parenchymal abnormalities.
The patient underwent CT pulmonary
angiography (Figure 3).
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Figure 3. Axial enhanced CT pulmonary
angiography (A, soft tissue, B, lung windows).
To view figure 3 n a separate, enlarged
window click here. To view a video of the
pulmonary angiography in lung windows click
here.

Which of the following statements regarding

the CT pulmonary angiogram is most

accurate?

1. CT pulmonary angiography shows subtle
fibrotic disease

2. CT pulmonary angiography shows patchy
areas of ground-glass opacity suggesting
alveolitis

3. CT pulmonary angiography shows a
nodule abutting the pleura in the left
lower lobe

4. CT pulmonary angiography shows

thromboembolic disease

CT pulmonary angiography shows

numerous thin-walled cysts

A

G

Correct!
3. CT pulmonary angiography shows a
nodule abutting the pleura in the left lower
lobe

Axial enhanced CT pulmonary angiography
shows no evidence of acute or chronic
pulmonary embolism. There are no features
of fibrotic or cystic lung disease and no
evidence of alveolitis 1s present. No pleural
effusion 1s seen. A noncalcified medial left
base nodule closely associated with pleural
surfaces 1s present.
Following exclusion of thromboembolic
disease, cardiology was consulted for the
elevated troponin, which continued to rise at
0.124 to 0.221 ng/mL (normal, <0.01
ng/mL). Echocardiography was performed
which showed persevered left ventricular
function and no regional wall motion
abnormalities. However, ECG showed ST

segment depression in the mferior-lateral
leads, and inflammatory markers, including a
high sensitivity C-reactive protein and
erythrocyte sedimentation rate, were elevated
at 39.1 mg/mL (normal, 0.2 mg/mlL) and 49
mm/hr (normal, 0-29 mm/hr), respectively.
These features, in addition to the quality of
chest pain, raised the possibility of
myocarditis.

‘Which of the following represents an
appropuriate step for the evaluation of this
patient?

1. Enhanced and unenhanced chest MR

2. Catheter coronary angiography
3. "FDG-PET
4. Cardiac MR
5. "Ga Scan
Correct!
4. Cardiac MR

Cardiac MR 1s the test of choice when
myocarditis 1s suspected, and the patient’s
young age, inflammatory markers, and the
quality of her chest pain all suggest this
diagnosis 1s more likely than an ischemic
etiology, although the latter, including the
possibility of spontaneous coronary artery
dissection, remains. Catheter coronary artery
anglography remains a consideration to
evaluate for 1schemic disease if myocarditis 1s
excluded. Unenhanced and enhanced chest
MR is typically not an ECG-gated
examination and hence does not evaluate the
heart as effectively as a dedicated cardiac MR
examination and thus 1s not preferable i this
situation. "FDG-PET scan is potentially
useful for suspected inflammatory disease but
cannot evaluate the myocardium as
effectively as cardiac MR. “"Ga scan has been
used for diffuse pulmonary inflammatory
disease but 1s not useful for myocardial
evaluation.

The patient underwent cardiac MR (Figure
4).
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Figure 4. Cardiac MR- selected immages.
Unenhanced (A) and enhanced (B) axial fast
gradient-recalled echo images show the left
lower lobe nodule (arrow); mild enhanced of
the left lower lobe nodule was present (pre
and post contrast signal intensity 164 and
262, respectively). C, short axis first-pass /
perfusion image shows extensive
circumferential hypointense subendocardial
signal (arrowheads); such a distribution does
not conform to a vascular territory. D, Short
axis steady-state free precession imaging (a
sequence that has some degree of T2-
welghting and hence 1s fluid sensitive), shows
mcreased circumferential subendocardial
signal (arrowheads) similar in pattern and
distribution to the first-pass sequence (C); this
mcreased signal 1s accentuated on the 4-
chamber fat saturation T2-weighted sequence
(arrowheads, E). F, Short axis delayed / late
gadolinium enhancement 1mage shows no
evidence of pericardial inflammation and no
clearly significant myocardial enhancement.
To view Figure 4 in a separate, enlarged
window click here.
Which of the following statements regarding
the cardiac MR examination 1s most
accurate?
1. Cardiac MR shows findings suggestive of
1schemic heart disease
2. Cardiac MR shows iflammatory change
suggesting myocarditis
3. Cardiac MR shows an intracardiac mass
4. Cardiac MR 1s non-diagnostic
5. Cardiac MR shows numerous thin-walled
cysts

Correct!
2. Cardiac MR shows inflammatory change
suggesting myocarditis

Cardiac MR shows findings suggestive of
inflammatory myocardial disease, including
extensive diffuse subendocardial edema with
abnormal perfusion. The abnormal findings
do not conform to a vascular territory and
therefore do not suggest an ischemic etiology.
No cardiac mass 1s seen. No evidence of
pericardial inflammatory disease 1s present.
The pattern of abnormality at cardiac MR
combined with hypereosimophilia lead to the
diagnosis of eosinophilic endomyocarditis.
The patient’s history of relative pancytopenia
prompted an oncology consult, which
recommended a bone marrow biopsy, which
showed no evidence of Myelodysplastic
Syndrome Fluorescent In Situ Hybridization
(MDS FISH) or other abnormal mutations,
normal trilineage cellulanty, and 43%
eosinophils.( Infectious disease was consulted
and recommended testing for parasitic
disease, and the patient did report travel from
Fiji to Hawaii as well as to Connecticut fairly
recently. Troponin levels continued to trend
upward (0.124 — 0.221 — 0.424 — 0.570),
ng/mL (normal, <0.01 ng/ml), and high-dose
prednisone therapy was begun. Which of the
following represents an appropriate
consideration for the differential diagnoses of
this patient?

1. Hypereosinophilic syndrome
2. Fosinophilic granulomatosis with

polyangiitis
3. Parasitic infection
4. Occult malignancy
5. All of the above

Correct!
5. All of the above

All of the histed differential diagnoses could
produce the patient’s eosinophilia and could
be consistent with her clinical presentation.
Testing for HIV, Lyme disease,
coccidioidomycosis, West Nile virus, EBV,
Parvovirus 19, and CMV were all negative, as

e
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was testing for toxoplasmosis,
strongyloidiasis, and filariasis, and
1richinella. Ova and parasite testing was
negative. On the 5" hospital day, her
troponin began to trend down (0.124 —
0.221 — 0.424 — 0.570 — 0.630, — 0. 447,
ng/mL (normal, <0.01 ng/mL). The patient
was discharged with cardiology, pulmonary,
and oncology follow up scheduled.

The patient’s chest pain resolved, and her
eosinophilia decreased, and her
corticosteroid therapy was tapered. Testing
for genetic derangements associated with
hypereosinophilia syndrome was negative.
The patient underwent follow up cardiac MR
(Figure 5) which showed decreased cardiac
edema.

Figure 5. Cardiac MR performed 3 months
after mitial presentation following high-dose
corticosteroid therapy shows persistent
circumferential first-pass perfusion defects on
the short axis first-pass / perfusion sequence
(arrowheads, A= mitial presentation, B= 3
month follow up examination), but improved
T2-hyperintense subendocardial
mflammation on the 4-chamber fat saturation
T2-weighted sequence (arrowheads, C= mitial
presentation, D= 3 month follow up
examination. T'o view figure 5 in a separate,
enlarged window click here.

The patient also underwent repeat enhanced
chest CT 6 months after the mitial

presentation (Figure 6) for further evaluation
of the nodule discovered at presentation
chest CT.

(R
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Figure 6. Unenhanced and enhanced chest
CT performed according to a solitary
pulmonary nodule enhancement protocol
shows a stable medal left lower lobe
pulmonary nodule (28 mm, A= presentation,
B= 6 month follow up) without clear
enhancement (C= unenhanced, D=1 minute,
E= 4 minutes, F= subtraction image. To view
Figure 6 in a separate, enlarged image click
here.

Note how the nodule appears similar to
background lung on the subtraction image
(arrow, F), indicating no internal
enhancement.

Regarding this examination, which of the
following 1s correct?

The chest CT shows that the nodule 1s
stable

The chest CT shows the nodule has
enlarged

The chest CT shows the nodule has
decreased in size

The chest CT shows the nodule has
developed cavitation

The chest CT shows new surrounding
satellite opacities

Correct!
1. The chest CT shows that the nodule is
stable
The left lower lobe nodule has remained
stable, and no new surrounding opacities are
evident, nor 1s cavitation seen.
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The repeat chest CT (Figure 6) was

performed according to a solitary pulmonary

nodule enhancement protocol.

‘Which of the following represents a correct

statement regarding the characteristics and

mterpretation of this study?

1. The nodule shows enhancement >15
HU, which is indicative of malignancy

2. The value of the solitary pulmonary
nodule lies in its ability to diagnose
malignancy within a solitary pulmonary
nodule when enhancement is identified

3. The subtraction image shows increased
density suggesting enhancement

4. The nodule shows no evidence of

enhancement of 4 post-contrast time

points, suggesting a benign etiology

The study is non-diagnostic

G

Correct!

4. The nodule shows no evidence of
enhancement of 4 post-contrast time points,
suggesting a benign etiology
The solitary pulmonary nodule enhancement

study shows that the nodule has not changed
n size or morphology since presentation- no
satellite nodules or cavitation 1s seen. The
nodule shows no evidence of enhancement at
any of the 4 post-contrast time points, which
1s a predictor that the nodule 1s benign. The
value of solitary pulmonary nodule
enhancement CT protocol lies in the ability
to exclude malignancy when no enhancement
(>15 HU) 1s seen at any of the 4 post-contrast
time points compared to the mitial
unenhanced imaging. Enhancement within a
nodule, however, 1s non-specific and may
occur with malignancies as well as benign
lesions, such as hamartomas.).

The patient did well over the next few years,
with no recurrence of chest pain. She
underwent follow up chest radiography
(Figure 7) 4 years after her initial
presentation.

Figure 7. Frontal (A) and lateral (B) chest

radiography performed 4 years after mitial

presentation compared to presentation (C

and D). To view Figure 7 in a separate,

enlarged window click here.

‘Which of the following statements regarding

this chest radiograph 1s most accurate?

1. Frontal and lateral chest radiography
shows no change in the left lower lobe
nodule

2. Frontal and lateral chest radiography
shows the left lower lobe nodule has
decreased 1n size

3. Frontal and lateral chest radiography
shows the left lower lobe nodule has
resolved

4. Frontal and lateral chest radiography

shows the left lower lobe nodule has

mcreased 1n size

Frontal and lateral chest radiography

shows new left peribronchial lymph node

enlargement

(]

Correct!
4. Frontal and lateral chest radiography
shows the left lower lobe nodule has
increased in size
The nodule 1s difficult to perceive, best
appreciated in the retrocardiac region on the
frontal chest radiograph but appears larger
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compared to presentation chest radiography
(Figure 1). No peribronchial or mediastinal
lymph node enlargement is present, no other
nodules are seen, and no pleural disease 1s
evident.

The patient continued to do well from a
cardiac perspective, with her eosimophilic
endomyocarditis considered resolved. No
major medical issues over the 9 years
following her initial presentation. She
remained under the care of family practice,
with several screening chest radiographs
(Figures 6 and 7) ordered, which were
mterpreted as largely unchanged from the
mitial presentation. Nine years after her
mitial presentation, the patient presented to
the Emergency Room with complaints, of
heavy, sharp chest pain of 10 days’ duration,
which prompted repeat frontal chest
radiogrgphy (Figure 8)

™

S

|

Figure 8. Frontal chest radiography

performed 9 years after mitial presentation

(A) shows patchy subpleural left lung opacity

(arrowheads), new from the most recent chest

radiograph performed 4 years earlier (B).

The left lower lobe nodule (arrow) 1s evident

m both studies. To view Figure 8 in a

separate, enlarged window click here.

‘Which of the following statements regarding

this chest radiograph is most accurate?

1. Frontal and lateral chest radiography
shows no change m the left lower lobe
nodule

2. Frontal and lateral chest radiography
shows the left lower lobe nodule has
decreased 1n size

3. Frontal and lateral chest radiography
shows the left lower lobe nodule has
resolved

4. Frontal and lateral chest radiography
shows the left lower lobe nodule has
increased 1n size

Frontal and lateral chest radiography
shows new lung opacity

Cn

Correct!
5. Frontal and lateral chest radiography
shows new lung opacity

The frontal chest radiograph (Figure 8) shows
a new peripheral / pleural-based left lower
lobe opacity. No pleural effusion is seen, and
no evidence of lymphadenopathy is present.
The left lower lobe nodule is again visualized.
The right lung remains clear. D-Dimer
testing was negative at 263 ng/ml. (normal,
<500 ng/ml). The respiratory pathogen panel
was negative.
‘Which of the following represents an
appropriate step for the evaluation of this

patient?

1. Enhanced chest CT

2. CT pulmonary angiography

3. Bronchoscopy

4. "FDG-PET

5. Unenhanced and enhanced MR

Correct!

1. Enhanced chest CT
Given the normal D-dimer levels, CT
pulmonary angiography is not required,
although some form of enhanced chest CT
may be of benefit given the known lung
nodule. Enhanced chest CT 1s preferred over
MR for the evaluation of lung pathology.
"FDG-PET scan is potentially useful for
staging lung cancer and evaluation of
pulmonary nodules but typically adds its
greatest value after cross sectional imaging
characterization. A tissue diagnosis may be
required for the nodule, but further
characterization with cross sectional imaging
1s required because the nodule 1s rather
poorly characterized at chest radiography
alone, although 1t does appear enlarged.
The patient underwent CT pulmonary
angiography (Figure 9).
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Figure 9. Axial enhanced CT pulmonary
anglography (A, axial, B, sagittal, C, coronal)
shows pleural-based / subpleural lingual
consolidation (arrows) corresponding to the
chest radiograph. Smoothly thickened
mterlobular septae (arrowheads) are present.
The appearance 1s consistent with
pneumonia. D and E, Axial lung (D) and soft
tissue (E) windows show the non-calcified left
lower lobe lesion The chest CT 9 years
earlier (F). To view Figure 9 in a separate,
enlarged window click here. To view a video
of the CT pulmonary angiography click here.
‘Which of the following statements regarding
the CT pulmonary angiogram is most
accurate?
1. CT pulmonary angiography shows
cavitation within the left lower lobe lesion
2. CT pulmonary angiography shows new
consolidation
3. CT pulmonary angiography shows the
previous left lower lobe nodule has
decreased in size
4. CT pulmonary angiography shows
thromboembolic disease
5. CT pulmonary angiography shows
numerous new, widespread, bilateral
small pulmonary nodules

Correct!
2. CT pulmonary angiography shows new
consolidation

Axial enhanced CT pulmonary angiography
(Figure 9) shows no evidence of acute or
chronic pulmonary embolism. Pleural-based
lingular consolidation and adjacent nodularity
are new from the remote prior CT [and have

developed on the most recent chest
radiograph| and are consistent with
community-acquired pneumonia. While
pulmonary nodularity has developed since
prior, it 1s restricted to the area of
consolidation, and 1s not widespread or
bilateral. The left lower lobe nodule has
enlarged since previous but is not cavitary.
The left lower lobe nodule in 2015 measured
an average of 25.85 mm and has increased to
an average of 49.95 mm 9 years (3299 days)
later, yielding a volume of doubling time of
1325 days. Which of the following represents
an appropurnate step for the evaluation of this
patient?
1. Flexible fiberoptic bronchoscopy with
transbronchial biopsy
2. Percutaneous transthoracic needle
aspiration and core biopsy

3. "FDG-PET

4. Robotic cryobiopsy

5. Video-assisted thoracoscopic surgery
6. More than one of the above

Correct!

6. More than one of the above
The nodule, now a mass (since it 1s larger
than 3 cm), has clearly enlarged. The
relatively prolonged volume of doubling time
of 1325 days suggests a benign etiology.
Nodule volume of doubling times >400 days
are more commonly associated with benign
diagnoses, it 1s recognized that some
malignant lesions may grow slowly, including
bronchogenic carcinomas along the
adenocarcinoma spectrum and carcinoid
tumors; even extraparenchymal malignancies,
such as solitary fibrous tumor of the pleura,
may grow slowly. Hence, any growth in a
thoracic lesion must be regarded with some
suspicion. In fact, in rare circumstances, a
malignancy may arise within a benign lesion,
either because of malignant degermation, or
as a “collision” tumor (a separate malignant
lesion within or adjacent to a benign lesion),
and such lesions may be recognized through
mterval growth. Hence a tissue diagnosis 1s a
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reasonable choice of action, and any of the
above choices could be employed for this
purpose. "FDG-PET probably would add
little value m this circumstance because the
results of "FDG-PET would not change
management- 1f the lesion shows tracer
uptake, a tissue diagnosis 1s warranted, but if
the lesion shows no tracer uptake, it has
grown and hence a tissue diagnosis 1s
probably still warranted. It 1s possible that
"FDG-PET could disclose another
abnormality that could be more easily
targeted, but the likelihood of such 1s quite
low 1n this patient.

The patient then underwent flexible
fiberoptic bronchoscopy with transbronchial
fine needle aspiration and ultrasound-guided
transbronchial cryobiopsy. Bronchoalveolar
lavage was performed in the inferior lingular
segment.

Based on the data thus far, which of the
following represents the most likely diagnosis
for this patient’s left lower lobe mass?

1. Adenocarcinoma n situ

2. Hamartoma

3. Lepidic predominant adenocarcinoma
4. Coccadioidomycosis

5. Extralobar sequestration

Correct!

2. Hamartoma
Among the choices offered, hamartoma 1s
the most likely diagnosis. Adenocarcinoma-
m-situ and lepidic-predominant
adenocarcinoma are commonly slow growing
lesions, but they present as subsolid nodules,
lepidic predominant adenocarcinoma
perhaps developing part solid components
before becoming entirely solid, sometimes
assoclated with cystic change or cavitation,
and potentially showing lobulated or frankly
spiculated margins. Lepidic predominant
adenocarcinomas do not present as slowly
enlarging solid nodules / masses.
Coccidioidomycosis remains possible, but
repeated serologic testing prior to this point
has been negative, and the patient 1s not

immunocompromised or diabetic, making it
unlikely that fungal infection would achieve
such a large size without causing systemic
symptoms or being detected though repeated
serology. Extralobar sequestration could
present as a solid mass in this location but
would be expected to be associated with
anomalous systemic arterial supply and
systemic venous drainage, neither of which
are present.

The bronchoscopy showed extrinsic left
lower lobe airway compression, acute
inflammation in the lingula, and pathological
findings suggesting hamartoma in the left
lower lobe mass. The patient was treated with
azithromycin and ceftriaxone with resolution
of her chest pain and the lingular pneumonia.
‘Which of the following represents an
appropuriate step for the evaluation of this
patient?

1. Conservative management

2. Thoracic surgery consultation
3. "FDG-PET

4. Restart corticosteroid therapy
5. More than one of the above

Correct!

5. More than one of the above
Given that the left lower lobe lesion has
shown enlargement, resection 1s an
appropriate strategy. Although unlikely, the
possibility of a collision tumor cannot be
excluded, Furthermore, some external
compression on the left lower lobe airways
was noted at bronchoscopy, and should the
mass grow larger, this issue could worsen and
could potentially contribute to recurrent
pneumonia. However, these are low
likelihood considerations, and conservative
management is also reasonable since risks are
associated with thoracic surgery.
Corticosteroid therapy would not affect the
left lower lobe mass, and there 1s no
idication that the patient’s hypereosinophilic
syndrome has returned, and hence there 1s
no reason to initiate such treatment. "FDG-
PET would not be of value in this patient
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now that the histology of the left lower lobe
lesion is known.).

Thoracic surgery consultation was obtained,
and "FDG-PET scanning was suggested
(Figure 10).
= -

Figure 10. "FDG-PET for assessment of the
left lower lobe hamartoma. A: Axial
unenhanced CT correction image shows a
non-calcified left lower lobe mass
(arrowhead) on axial (B), coronal (C), and
sagittal (D) PET images (arrowheads). The
lingular pneumonia has resolved to a
metabolically active pulmonary nodule
(arrows, E and F). To view Figure 10 in a
separate, enlarged window click here.
Regarding this examination, which of the
following is correct?

1. The "FDG-PET scan shows
hypermetabolism within the left lower
lobe hamartoma

2. The "FDG-PET scan shows no
significant metabolic activity within the
left lower lobe hamartoma

3. The "FDG-PET scan is technically
limited and non-diagnostic

4. The "FDG-PETscan shows metabolic
activity outside the left lower lobe
hamartoma

5. More than one of the above

Correct!

2. The 18FDG-PET scan shows no
significant metabolic activity within the left
lower lobe hamartoma

The "FDG-PET scan (Figure 10) shows no
significant metabolic activity within the left
lower lobe hamartoma (SUV= 2.2), as one
would expect. Metabolic activity 1s noted in
the lingula in a nodular focus at the site of the

previous lingular pneumonia. The
consolidation resolving to a nodule n the
lingula suggests the possibility of
coccidioidomycosis.

The patient underwent thoracic surgery 6
months after the bronchoscopic diagnosis,
and the left lower lobe hamartoma was
uneventfully resected (Figure 11).

Figure 11. Resected left lower lobe
hamartoma. To view Figure 11 in a separate,
enlarged window click here.

Later serologic testing showed that the
lingular pneumonia reflected
coccidioiddomycosis.

Diagnosis: Hamartoma
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