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Figure 1 :

Nodular thickening of
interlobular septa. (a)
Transverse thin-section
CT scan at level of right
lung base in a patient with
sarcoidosis shows
interlobular septal
thickening associated
with several septal
nodules (arrows). (b)
Histologic specimen in
patient with lymphanagitic
spread of tumor shows
secondary pulmonary

lobule with nodules of tumor (large arrows) in the interlobular
septa. Tumor (small arrow) is also visible in centrilobular
peribronchovascular region. (Hematoxylin-eosin stain; original
magnification, x10.) (Image courtesy of Kirk Jones, MD, University

of California, San Francisco.)
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- Figure 2 :

Interlobular septal
thickening in
lymphangitic spread of
carcinoma. (a) Transverse
thin-section CT scan in
patient with right lung
carcinoma shows smooth
thickening of interlobular
septa (small arrows) in the
right upper lobe.
Thickening of the
peribronchovascular interstitium results in apparent increased
thickness of right-sided bronchi (large arrow). Right pleural
effusion is also present. Left lung appears normal. (b) Cut surface
of lung in a different patient with lymphangitic spread of
neoplasm. Smooth thickening of interlobular septa (small arrows)
and peribronchovascular interstitium (large arrow) are seen.
(Image courtesy of Martha Warnock, MD, University of California,
San Francisco.)
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Figure 3:

Interlobular septal

. thickening in pulmonary
edema. Transverse thin-
section CT scan shows
thickened septa (small
arrows) in upper lobes.
Smooth thickening of
interlobular septa outline
a number of secondary
pulmonary fobules. Visible lobules vary in size, at least partly
because of the position of lobules relative to the scan plane.
Pulmonary veins (large arrows) in septa are visible as small
rounded dots or linear or branching opacities. Septa are well
developed in the apices, and septal thickening is often well
depicted in this region.
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Figure 4:

Diagram shows anatomy
and dimensions of
secondary lobule and
pulmonary acinus. Two
secondary pulmonary
lobules in the lung
periphery are illustrated,
with approximate
dimensions of their
components indicated.
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Figure 5

Tree-in~bud sign
associated with
bronchiolar infection. (a)
Transverse thin-section
CT scan through right
lower lobe in a patient
with airways disease and
bacterial infection related
to acquired
immunodeficiency
syndrome. Multiple
impacted centrilobular
bronchioles result in tree-
in-bud appearance
(arrowheads). Bronchiectasis is also present. (b) Lung slice from
patient with bronchopneumonia. Impacted mucus- and pus-filled
bronchioles (arrows) are visible throughecut the lung; this is the
pathologic examination equivalent of the tree-in-bud sign.
(Image courtesy of Martha Warnock, MD, University of California,
San Francisco.)
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Figure 6
Centrilobular nodules and
abnormal airways in
cellular bronchiolitis. (a)
Transverse thin-section
CT scan in a patient with
follicular bronchiolitis
shows small ill-defined
centrilobular nodules. In
some locations (arrows),
these are seen to surround
dilated centrilobular
bronchioles. The cause of
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* Download sa PowerPoint Skie bronchiolitis in this

patient was not
determined. (b) Histologic specimen from open lung biopsy in a
patient with diffuse panbronchiolitis. Small arrows outline a
secondary lobule. Peribronchiolar infiltrates (large arrow)
predominate in centers of several secondary lobules.
Centrilobular bronchioles are dilated. (Hematoxylin-eosin stain;
original magnification, x10.)

Figure 7 a:

Transverse thin-section
CT of lobular ground-
glass opacity. (a) Contrast
material-enhanced scan
shows lobular pneumonia
(bronchopneumonia), with
lobular areas of ground-
glass opacity (arrows) in
left upper lobe.
Centrilobular bronchioles
and arteries are visible
within some lobular
opacities. (b) Lobular
ground-glass opacity in a
patient with pulmonary edema. Pleural effusions (*} are also
present.
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Figure 7 b:

Transverse thin-section
CT of lobular ground-
glass opacity. (a) Contrast
material-enhanced scan
shows lobular pneumonia
(bronchopneumonia), with ‘
lobular areas of ground- |
glass opacity (arrows) in
left upper lobe.
Centrilobular bronchioles
and arteries are visible
within some lobular opacities. (b) Lobular ground-glass opacity
in a patient with pulmonary edema. Pleural effusions (*) are also
present.
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Figure 8

Centrilobular nodules in
hypersensitivity
pneumonitis. (a)
Transverse thin-section
CT scan shows small ill-
defined centrilobular
nodules separated from
pleural surface and fissure
by several millimeters.
The nodules arise in
relation to centrilobular
bronchioles and appear as
lobular rosettes (arrows).
{b) Histologic specimen
shows ill-defined peribronchiolar and alveolar infiltrates (large
arrows) that predominate in center of a secondary lobule.
Interlobular septa (small arrows) outline parts of three lobules.
(Hematoxylin-eosin stain; original magnification, x15.) (lmage
courtesy of Martha Warmmock, MD, University of California, San
Francisco.)
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Figure 35 =
Centrilobular emphysema.
(a) Transverse thin-
section CT scan through
left upper lobe shows a
centrilobutar artery
(arrows) in many of the
low-attenuating areas. (b)
Histologic specimen
shows areas of lung
destruction surrounding a
small centrilobular artery
(arrow). (Hematoxylin-
eosin stain; original
magnification, x10.) (Image courtesy of Martha Warnock, MD,

Headcheese sign in
hypersensitivity
pneumonitis. Transverse
thin section CT scan
shows lung with a
geographic appearance,
which represents a
combination of patchy or
lobular ground-glass
opacity (small arrows) and
mosaic perfusion (large
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