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= Introduction =

Introduction

Cysts and cavities are commonly encountered
abnormalities on chest radiography and chest computed
tomography. Occasionally, the underlying nature of the lesions
can be readily apparent as in bullae associated with
emphysema. Other times, cystic and cavitary lung lesions can
be a diagnostic challenge. In such circumstances, distinguishing
cysts (wall thickness <4 mm) from cavities (wall thickness >4
mm or a surrounding infiltrate or mass) and focal or multifocal
disease from diffuse involvement facilitates the diagnostic
process (Ryu et al., 2003).

Other radiological characteristics, including size, inner
wall contour, nature of contents, and location, when correlated
with the clinical context and tempo of the disease process
provide the most helpful diagnostic clues. Foca or multifocal
cystic lesions include blebs, bullae, pneumatoceles, congenital
cystic lesions, traumatic lesions, and severa infectious
processes, including coccidioidomycosis, Pneumocystis carini
pneumonia, and hydatid disease (Ryu €t al., 2003).

Malignant lesions including metastatic lesions may rarely
present as cystic lesions. Foca or multifoca cavitary lesions
include neoplasms such as bronchogenic carcinomas and
lymphomas, many types of infections or abscesses,
immunologic disorders such as Wegener granulomatosis and
rheumatoid nodule, pulmonary infarct, septic embolism,
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progressive massive fibrosis with pneumoconiosis, lymphocytic
interstitial pneumonia, localized bronchiectasis (Ryu et al.,
2003).

Some Diffuse involvement with cystic or cavitary lesions
may be seen in pulmonary lymphangioleiomyomatosis,
pulmonary Langerhans cell histiocytosis, honeycomb lung
associated with advanced fibrosis, diffuse bronchiectasis, and,
rarely, metastatic disease. High-resolution computed
tomography of the chest frequently helps define morphologic
features that may serve as important clues regarding the nature
of cystic and cavitary lesionsin the lung (Ryu et al., 2003).

Multidice (or multidetector array) CT scanners are
capable of acquiring several tomographic dice in a single
rotation of the X-ray tube and detector assembly, multislice
scanning offers many clinical benefits such as reduced
examination times particularly in examinations where voluntary
or involuntary patient motion is a problem. The routine use of
narrow dlices result in improved z-axis resolution and is
aparticular  benefit in  examinations employing 3D
reconstructions. The ultimate long term am of al CT
manufactures is likely to be the image of the whole trunk in a
single rotation (L ewis, 2001).

Multislice CT represent the next break through in CT
technology, multislice CT scanner provide a huge gain in
performance that can be used to reduce scan time, sectional
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collimation, or increase scan length substantially (Prokop and
Galanski, 2003).

Nowadays interventional CT has abig role in the
diagnosis of cystic and cavitary lung lesions as Percutaneous
catheter drainage of intrathoracic collections has developed as a
natural extension of similar interventional radiologic procedures
in the abdomen. The advent of interventional CT, which alow
detection and characterization of pleural and parenchymal
collections, combined with advances in drainage catheter design
and interventional techniques, have made imaging-guided
management of intrathoracic collections a safe and effective
aternative to traditional surgica therapy. This article begins
with a review of the etiology, pathophysiology, diagnosis, and
treatment of parapneumonic pleural effusion, which remains the
most common indication for image-guided percutaneous
drainage. Subsequent sections consider issues related to
percutaneous drainage of malignant pleural effusion, lung
abscess, and pneumothorax (Shaw et al., 2008).
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Aim of the Work

The aim of this study isto highlight the role of multislice
CT of the chest in diagnosis of cystic and cavitary lung lesions.



