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Abstract

Background: Hematologic malignancies are the fifth most common malignancies worldwide. Pulmonary symptoms are among
the patient’s common complaints. Early diagnosis based on patient symptoms, laboratory testing, and imaging may lead to an
appropriate therapeutic approach.
Objectives: To evaluate thoracic computed tomography (CT) scan findings in known cases of hematologic malignancy with acute
respiratory symptoms.
Methods: A cross-sectional study was conducted on 200 patients with hematologic malignancies admitted to Khansari cancer cen-
ter for acute pulmonary symptoms, from December 2019 to May 2020. Collected data included demographic data, physical exami-
nation, laboratory tests and findings of thoracic CT images. Descriptive analysis and chi-Square test were performed to analyze the
data using SPSS version 20.
Results: Non-Hodgkin lymphoma was the most common malignancy, accounting for 48% of total cases. The most common radio-
logical findings included atelectasis (49%), followed by pleural effusion (42%), mediastinal lymphadenopathy (38.5%), consolidation
(37%), and ground-glass opacities (33.5%). Mediastinal lymphadenopathy was more prevalent in patients diagnosed with lymphoma.
Among pulmonary pathologies, pneumonia was the most prevalent disease (41.5%), followed by small airway disease (13.5%), medi-
astinal lymphadenopathy (12.5%), chronic pulmonary disease (6.5%), and pulmonary metastasis (6%). Normal thoracic CT scan was
detected in 20% of participants. Overall assessment of clinical symptoms, laboratory tests, and imaging findings did not lead to
the diagnosis of acute lung involvement in 5.5% of study participants, because complete clinical data were not available in some
participants.
Conclusions: Assessment of the most common thoracic imaging findings in patients diagnosed with hematologic malignancies,
may help make better diagnosis and planning of a rapid therapeutic approach.
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1. Background

Leukemia accounts for approximately 8% of all can-
cers and is the fifth most common cancer worldwide (1).
Patients with hematologic malignancies have been classi-
fied into 6 groups: Acute myeloid leukemia (AML), acute
lymphocytic leukemia (ALL), chronic myeloid leukemia
(CML), chronic lymphocytic leukemia (CLL), Hodgkin’s
lymphoma, and non-Hodgkin’s lymphoma (1).

According to the increasing incidence of cancers, es-
pecially hematologic malignancies, in the population, and
the prevalent occurrence of pulmonary symptoms, espe-
cially pneumonia, in these patients, diagnosis of symp-

toms and subsequent complications in the early stages
of the disease appears to be helpful in increasing patient
survival. Pneumonia in immunocompromised cancer pa-
tients can be fatal, and prompt initiation of primary treat-
ment may be a safe and effective way to reduce morbid-
ity and mortality in these patients (2-4). A high mortality
rate (approximately 60%) has been reported in leukemia
patients with radiological pulmonary infiltration (5). Sci-
entific advances in the diagnosing and managing patients
with blood malignancies and treatment-related complica-
tions, have increased survival rates. Nevertheless, more
than half of patients with hematologic malignancies de-
velop pulmonary complications during their follow-up (6).
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Computed tomography is a rapid, easily accessible,
and inexpensive assessment tool with a radiation dose in
the acceptable range and a very high accuracy coefficient
for physicians (7). Chest computed tomography (CT) scan
is usually performed in patients with hematologic malig-
nancies for two purposes: (1) early detection of the lesions
that are not visible and detectable on chest X-rays, and
where clinicians do not agree on the nature of lesion or its
diagnosis. (2) better description of CXR findings and recog-
nition of disease progression (8). Advances in science and
technology, particularly in the field of diagnostic imaging,
and the availability of new multi-slice CT scanners allow
clinicians to obtain comprehensive and accurate informa-
tion about the patient’s lung, its parenchyma, and patterns
of pulmonary involvement in a short period of time (7). Be-
cause many of these patterns have their own definitions in
radiology and may predict the type of organism affecting
the lung, physicians can initiate the proper treatment for
the patient rather than performing time-consuming rou-
tine tests such as blood and sputum cultures (9). In ad-
dition, CT scan provides comprehensive information on
lymphadenopathy, vascular and thromboembolic involve-
ments (when venous contrast is used), and detection of
lung mass (nodule larger than 30 mm in largest diameter)
(10, 11) in the context of primary malignancy, pleural and
pericardial effusion, signs of atherosclerotic and fibrotic
changes, and pulmonary hypertension (7). This is of great
value for optimizing treatment, depending on the general
condition of the patient and the primary pathology.

2. Objectives

The aim of the present study was to determine the fre-
quency of findings of thoracic CT scans in adults with dif-
ferent hematologic malignancies, who were admitted for
acute chest symptoms, in addition to their clinical /other
paraclinical data in order to make the most accurate diag-
nosis. However, in cases of missing some paraclinical infor-
mation (in a few participants), it was not possible to reach
an accurate diagnosis.

3. Methods

This study was a retrospective study conducted on 200
patients diagnosed with hematologic malignancy who
were referred to Khansari cancer center, Arak, Iran with
acute chest symptoms. Spiral CT scans of the chest with-
out contrast were performed using the GE Optima 580RT
16 SLICE. If pulmonary thromboembolism (PTE) was sus-
pected, a contrast-enhanced CT scan was performed at
the discretion of the physician. A checklist was com-
pleted in all patients who underwent a thoracic CT scan,

including demographic data, smoking status, history of
obstructive or restrictive lung disease, and radiother-
apy and chemotherapy. All procedures performed in
the study were confirmed by the Ethical Committee of
the Arak University of Medical Sciences (approval ID =
IR.ARAKMU.REC.1398.210).

3.1. Inclusion and Exclusion Criteria

Patients diagnosed with six hematologic malignancies
who had acute pulmonary symptoms, at least 18 years of
age, male or female, and at least 6 months passed from
initial diagnosis were included in this study. Participants
were excluded from the study if they met any of the follow-
ing criteria; unwillingness to participate in the study, re-
fusal to cooperate further, presence of concomitant malig-
nancies (other than hematological defined malignancies),
history of proven lung disease before hematologic ma-
lignancy, presence of a specific risk factor for pulmonary
pathology (miners, exposure to asbestos, and environ-
mental /occupational poisons), and low-quality and non-
diagnostic CT scan images (severe movement artifact, use
of special instruments producing artifacts, low-quality im-
ages due to suboptimal parameters of scanning).

The bedside clinical symptom checklist includes pleu-
ritic chest pain, fever (axillary temperature above 38°C),
cough (productive or non-productive), dyspnea/shortness
of breath, tachypnea (respiratory rate above 20 per
minute), respiratory distress, hemoptysis, oxygen depen-
dence (constant need for nasal or oral mask oxygen), and
endotracheal tube dependency was also written in the
checklist. The paraclinical questionnaire consisting of
leukocytosis (WBC count greater than 11,000 µL), neu-
tropenia (neutrophil count less than 1500 µL), anemia
(HB less than 12 in women and less than 14 g/dL in men),
thrombocytopenia (platelet count less than 150,000 µL),
D-dimer, and lung biopsy (if available) which were then
followed up with continuous daily testing.

CT images obtained from the patients were fully exam-
ined for lung and soft tissue windows in all three axial,
coronal, and sagittal sections using the PACS system (pic-
ture archiving and communication system) owned by the
hospital. All CT scans were obtained using the same ma-
chine from a reputable university educational center. In
addition, the CT scan findings were confirmed by two ra-
diologists with at least 5 years of experience in the field
and two radiology residents. In case of disagreement be-
tween radiologists (and radiology residents), the issue was
resolved by consensus. Radiological findings based on a
checklist (definition according to fleischner society) (11)
were completed, including pleural effusion, pericardial ef-
fusion, pulmonary nodule (rounded opacity, well or poorly
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defined, measuring up to 3 cm in diameter), mass (any pul-
monary, pleural, or mediastinal lesion seen on chest radio-
graphs as an opacity greater than 3 cm in diameter with-
out regard to contour, border, or density characteristics),
consolidation, ground glass opacity (GGO), pneumotho-
rax, empyema, evidence of left heart disease (calcified coro-
nary arteries, prominent heart apex, prominent thoracic
aorta [ectasia of ascending aorta greater than 35 mm]), at-
electasis, the tree in bud pattern, emphysema, plural thick-
ening, filling defect in the pulmonary artery (in cases of
contrast-enhanced CT scan), mediastinal lymphadenopa-
thy, peribronchial thickening, mosaic pattern, bronchial
dilatation or narrowing, thickening of interlobular septa,
cavities, pulmonary hypertension (diameter of pulmonary
trunk more than 30 mm), pulmonary mass (nodule larger
than 3 cm), and presence of Halo sign. The distribution of
CT scan findings according to vascular, mediastinal, pleu-
ral, and pulmonary findings is shown in Table 1. CT scan
images of the findings in patients with hematologic malig-
nancies are shown in Figures 1 to 6.

Table 1. Type of Findings of CT Scan

Type Findings

Pulmonary Atelectasis

Consolidation

Ground glass opacity (GGO)

Pulmonary nodule

Tree in bud pattern/centrilobular nodule

Pulmonary mass

Mosaic attenuation

Interlobular septal thickening

Peribranchial thickening

Bronchial narrowing

Cavity

Halo sign

Mediastinal Mediastinal lymphadenopathy

Vascular Pulmonary hypertension

Feeling defect in the pulmonary artery

Evidence of left heart disease

Pleural Pleural effusion

pneumothorax

Pleural thickness

Considering the results of CT scans, laboratory tests,
clinical symptoms, and the patient’s history, the closest di-
agnoses were selected from a range of pulmonary patholo-
gies for each patient. In some patients, more than one pul-
monary pathology was reported. Two radiologists inde-

pendently reviewed the images from the patients’ CT scan
and any discrepancy was resolved by their discussion of
the consensus.

3.2. Data Analysis

Data were carefully recorded in Excel format and
double-checked by a second researcher (NN). Data were
analyzed by SPSS 20 software using descriptive statistics
and chi-square tests and presented as percentages and fre-
quency counts.

4. Results

The frequency of six different hematologic malig-
nancies was as follows: Non-Hodgkin’s lymphoma 48%
(n = 96), Hodgkin’s lymphoma 14.5% (n = 29), acute
myeloid leukemia (AML) 13% (n = 26), chronic lymphocytic
leukemia (CLL) 11.5% (n = 23), acute lymphocytic leukemia
(ALL) 8.5% (n = 17), chronic myeloid leukemia (CML) 4.5% (n
= 9). Overall, non-Hodgkin’s lymphoma was the most com-
mon malignancy in the studied population, and CML was
detected at the lowest rate.

4.1. Demographics, Clinical Symptoms, and Paraclinical Signs

The patients’ age range varied from 18 to 87 years (mean
= 18.94 ± 49.85 years). The Hodgkin’s lymphoma group
had the youngest incidence age and the CLL group had the
highest incidence age. Among patients, 60.5% were male
(n = 121). For all six hematologic malignancies, a higher in-
cidence was observed in men. Among clinical symptoms,
cough (65.5%) and fever (61.5%) were the most prevalent, fol-
lowed by dyspnea (36.5%). Among paraclinical criteria, ane-
mia was the most common sign (75.5%), followed by throm-
bocytopenia (57%) (Table 2).

Table 2. The Frequency of Different Paraclinical Criteria Among Patients with Con-
firmed Hematologic Malignancies

Paraclinical Criteria No. (%)

Anemia 150 (75.5)

Thrombocytopenia 114 (57)

Leukocytosis 65(32.5)

Neutropenia 64 (32)

Elevated D-dimer 9 (4.5)

4.2. Radiological Findings

Table 3 summarizes the radiological findings and their
frequency in the study population.

Atelectasis, pleural effusion, mediastinal lym-
phadenopathy, and consolidation were the commonest
radiological findings with descending order.

Int J Cancer Manag. 2023; 16(1):e132914. 3
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Figure 1. Atelectasis. Linear opacity of right middle lobe suggesting atelectasis in a 45-year male, case of CLL. The most common imaging findings in our studied population.

Figure 2. Lung opacity, halo sign. Lobular opacity with peripheral ground glass halo in upper lobe of the left lung; in a 20-year male case of NHL with positive sputum culture
for Candida albicans.

4 Int J Cancer Manag. 2023; 16(1):e132914.
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Figure 3. Pulmonary metastasis. Randomly distributed pulmonary nodules in both sides, representing metastasis; in a 24-year male with NHL.

4.3. Pulmonary Pathology Results

Table 4 summarizes different pulmonary pathologies
and their incidences among study population.

5. Discussion

Our results showed that non-Hodgkin’s lymphoma is
the most common malignancy among the study popula-
tion, whereas CML was the most infrequent one. chronic
lymphocytic leukemia, with a mean age of 63 - 91 years, af-
fected mostly the elderly. Malignancies occurred more fre-
quently in men. The most common radiological findings
encountered were atelectasis, pleural effusion, mediasti-
nal lymphadenopathy, consolidation, ground-glass opaci-
ties, and pulmonary nodules, respectively. Overall, nearly
80% of patients had pulmonary manifestations. Specific
pulmonary manifestations (excluding small airway dis-
ease, isolated pleural effusion, chronic lung disease, un-
clear diagnosis, and normal cases) were observed in 66%
of patients. Pneumonia was the most common complica-
tion observed in these patients. Less than a quarter of pa-
tients had no specific pulmonary pathology. By combining
the results of CT scans with clinical and paraclinical symp-
toms, no correct diagnosis could be made in 5.5% of pa-
tients.

Compared with previous studies, we considered six
types of hematologic malignancies simultaneously (be-
cause of the same nature of diseases and also similar treat-
ment options), which provided a broader range of infor-
mation. Most previous studies were conducted with only
one type of hematologic malignancy; for example, Shahid
Ahmad et al. conducted their study with patients with
CLL only (12), Bugdaci et al. studied patients with AML
(3) and Kosichkina et al. conducted research with a lim-
ited population of 44 patients with severe neutropenia
(13). Shroff et al. presented leukemic involvement in the
thorax and stated that lymphadenopathy was the most
common manifestation among patients. In our study
performed on leukemic patients in addition to people
with lymphoma and multiple myeloma, we found that al-
though lymphadenopathy was one of the most frequent
findings, atelectasis was the most common (14). In an-
other study performed by Burivong et al. on febrile neu-
tropenic patients with hematologic malignancies, consol-
idation was the most common chest finding (15).

Consistent with the studies by Ahmad et al., Choi et al.,
and Bugdaci et al., pneumonia was the most common pul-
monary manifestation in these patients (3, 4, 12). Calvillo
Batllés et al. also found infection to be the most common
cause of pulmonary involvement in patients with hema-
tologic neoplasms (16). Nema et al. also showed that
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Figure 4. pulmonary edema. Interlobular septal thickening of both lungs (red arrow) and bilateral pleural effusion (blue arrow), suggesting pulmonary edema; in a 67-year
female, case of AML.
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Figure 5. Pulmonary nodule, Centrilobular nodules in left upper lobe with tree in bud pattern in a 77-year male, case of NHL.

Figure 6. Bronchial narrowing. Narrowing of right main bronchus (blue arrow) due to mediastinal lymphadenopathy (red arrow), in a 23-year male, case of NHL.

bacterial and fungal pneumonia were the main causes of
lung lesions in patients with hematologic malignancies,
whereas bacterial pneumonia and tuberculosis were the
main causes in patients without hematologic malignancy
(17).

In contrast to a study conducted by Bruno et al., on
124 neutropenic patients in the setting of hematologic ma-

lignancy, who reported an incidence of 32% for the devel-
opment of a cavity in patients with aspergillosis and 55%
for bacterial pneumonia, the incidence of cavity develop-
ment in our study was much lower at 4% (18). Similar
to the study conducted by Calvillo Batllés et al., sponta-
neous pneumothorax was also observed more frequently
in Hodgkin’s disease than in other hematologic malignan-

Int J Cancer Manag. 2023; 16(1):e132914. 7
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Table 3. The Frequency of Different Radiological Findings Among Patient with Con-
firmed Hematologic Malignancies

Radiological Findings No. (%)

Atelectasis 98 (49)

Pleural effusion 84 (42)

Mediastinal lymphadenopathy 77 (38.5)

Consolidation 74 (37)

Ground glass opacity (GGO) 67 (33.5)

Pulmonary nodule 44 (22)

Evidence of left heart disease 39 (19.5)

Mosaic attenuation 29 (14.5)

Interlobular septal thickening 29 (14.5)

Pleural thickness 28 (14)

Pulmonary hypertension 25 (12.5)

peribronchial thickness 19 (9.5)

Bronchial narrowing 12 (6)

Cavity 8 (4)

Tree in bud 8 (4)

Halo sign 6 (3)

Pulmonary mass 5 (2.5)

Feeling defect in the pulmonary artery 3 (1.5)

Table 4. The Frequency of Different Pulmonary Pathologies Among Patients with
Confirmed Hematologic Malignancies

Pulmonary Pathologies a No. (%)

Pneumonia 83 (41.5)

Normal lung 40 (20)

Small airway disease 27 (13.5)

Mediastinal lymphadenopathy 25 (12.5)

Chronic lung disease 13 (6.5)

Intrapulmonary opacification not related to infection,
hemorrhage or chemotherapy

12 (6)

Uncertain diagnosis 11 (5.5)

Pulmonary edema 10 (5)

Perilymphatic opacities 8 (4)

Pulmonary embolism 4 (2)

Isolated pleural effusion 4 (2)

Chemotherapeutic drug-induced pneumonitis 3 (1.5)

Radiotherapy-induced pneumonitis 3 (1.5)

Alveolar hemorrhage 2 (1)

a Considering the combination of clinical and paraclinical data, with the re-
sults of the CT scan

cies in our study (16). In the study conducted by Kosichkina
et al., the bacterial source was considered the most com-

mon cause of pneumonia, which was significantly associ-
ated with the GGO pattern (13).

In our study, the consolidation pattern was observed
more frequently in the segmental form, which was more
common in AML and non-Hodgkin’s lymphoma, the lobu-
lar pattern with greater frequency in ALL and the lobar pat-
tern with greater frequency in non-Hodgkin’s lymphoma
and CML. The distribution of consolidation was more of-
ten unilateral in all malignancies studies except CML. Simi-
larly, the GGO pattern was more often reported as segmen-
tal, which was more common in AML and non-Hodgkin’s
lymphoma. In contrast to the type of distribution of con-
solidation, GGO was observed bilaterally in all hematologic
malignancies, and only unilateral spread of GGO was pre-
dominantly observed in ALL.

In the study conducted by Nema et al. on patients with
hematologic malignancies (17) bacterial and fungal types
of pneumonia were considered the main cause of lung le-
sions. Considering the radiological patterns and labora-
tory tests such as sputum culture, Bacterial pneumonia
with two lobar and bronchopneumonia patterns was the
main cause of infectious lung opacity in our study, while
atypical and fungal pneumonia were in second and third
positions, respectively. The prevalence of pneumonia was
highest in ALL, CLL, and AML (in descending order).

A limitation of our study was the lack of complete in-
formation on the paraclinical status of some participants,
making more accurate diagnoses difficult. Burivong et all.
have shown that despite the high sensitivity of the CT scan
for the diagnosis of pulmonary infection in hematologic
malignancies (91%), the specificity and positive predictive
value are low (40% and 53%, respectively) (15), suggesting
that we cannot rely solely on the results of CT to make a
diagnosis. However, our main objective was to determine
the frequency of CT findings. We suggest that future stud-
ies (with a larger population in each group), should be
performed with more detailed para-clinical data for each
patient to determine the diagnosis more accurately. Also,
similar studies could be conducted, specifically in similar
but critically ill patients who require treatment in the in-
tensive care unit (ICU).

5.1. Conclusions

In conclusion, considering the increasing prevalence
of malignancies in our population, and the relative im-
portance of hematologic malignancies, accurate and rapid
recognition of complications, especially pulmonary com-
plications, which may that threaten a patients’ life with
immunodeficiency, seems very important. As mentioned
earlier, patients with hematologic malignancies have a
high incidence of pulmonary complications in various
forms. Confirming previous studies, this study proved that
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performing non-contrast thorax CT scans in patients with
acute pulmonary symptoms, in combination with clinical
and paraclinical information from the patient, can con-
tribute to early diagnosis, determination of the severity of
the disease, detection of infectious complications and may
lead to reduced morbidity and mortality in such patients.

Footnotes

Authors’ Contribution: S.N designed and corresponded
the study, help to collecting and re-evaluated clinical data
and revised the manuscript. N.M collected and analyzed
clinical data, drafted manuscript and revised it. M.H
collected and analyzed clinical data and help to draft
manuscript and revised it. N.N help in collecting and an-
alyzing clinical data.

Conflict of Interests: The authors declared no conflict of
interests.

Ethical Approval: This study was approved under the eth-
ical approval code of IR.ARAKMU.REC.1398.210.

Funding/Support: There is no Funding/Support.

References

1. Kasper DL, Fauci AS, Hauser SL, Longo DL, Loscalzo J. Harrisons Internal
Medicine. 20th ed. Mc Grow Hill; 2015.

2. Rosenow EC, Wilson WR, Cockerill FR. Pulmonary disease in the
immunocompromised host. 1. Mayo Clin Proc. 1985;60(7):473–87.
[PubMed ID: 2409412]. https://doi.org/10.1016/s0025-6196(12)60872-6.

3. Bugdaci MS, Yanardag H, Ar MC, Soysal T, Coskun S, Demirci S.
Pulmonary radiological findings in patients with acute myeloid
leukemia and their relationship to chemotherapy and prognosis:
a single-center retrospective study. Turk J Haematol. 2012;29(3):217–
22. [PubMed ID: 24744664]. [PubMed Central ID: PMC3986745].
https://doi.org/10.5152/tjh.2011.77.

4. Choi MH, Jung JI, Chung WD, Kim YJ, Lee SE, Han DH, et al.
Acute pulmonary complications in patients with hematologic ma-
lignancies. Radiographics. 2014;34(6):1755–68. [PubMed ID: 25310429].
https://doi.org/10.1148/rg.346130107.

5. Wardman AG, Milligan DW, Child JA, Delamore IW, Cooke NJ. Pul-
monary infiltrates and adult acute leukaemia: empirical treatment
and survival related to the extent of pulmonary radiological disease.
Thorax. 1984;39(8):568–71. [PubMed ID: 6591507]. [PubMed Central ID:
PMC1020505]. https://doi.org/10.1136/thx.39.8.568.

6. Chagnon K, Schlemmer F, Meignin V, Bergeron A. Pulmonary man-
ifestations of hematological malignancies: Focus on pulmonary
chronic graft-versus host disease. Orphan Lung Diseases. 2015. p. 517–
27. https://doi.org/10.1007/978-1-4471-2401-6_32.

7. Hofer M. CT teaching manual: A systematic approach to CT reading. Asian
edition. Thieme; 2007. 231 p.

8. Schueller G, Matzek W, Kalhs P, Schaefer-Prokop C. Pulmonary
infections in the late period after allogeneic bone marrow
transplantation: chest radiography versus computed tomog-
raphy. Eur J Radiol. 2005;53(3):489–94. [PubMed ID: 15741024].
https://doi.org/10.1016/j.ejrad.2004.06.009.

9. Klein J, Brant WE, Helms CA. Fundamentals of diagnostic radiology. 5th
ed. Wolters Kluwer; 2019. 1600 p.

10. Farjah F, Monsell SE, Smith-Bindman R, Gould MK, Banegas MP,
Ramaprasan A, et al. Fleischner Society Guideline Recommendations
for Incidentally Detected Pulmonary Nodules and the Probability
of Lung Cancer. J Am Coll Radiol. 2022;19(11):1226–1235. [PubMed ID:
36049538]. https://doi.org/10.1016/j.jacr.2022.06.018.

11. Hansell DM, Bankier AA, MacMahon H, McLoud TC, Muller NL,
Remy J. Fleischner society: Glossary of terms for thoracic imag-
ing. Radiology. 2008;246(3):697–722. [PubMed ID: 18195376].
https://doi.org/10.1148/radiol.2462070712.

12. Ahmed S, Siddiqui AK, Rossoff L, Sison CP, Rai KR. Pulmonary compli-
cations in chronic lymphocytic leukemia. Cancer. 2003;98(9):1912–7.
[PubMed ID: 14584074]. https://doi.org/10.1002/cncr.11736.

13. Kosichkina IA, Burovik A, Mishchenko ST. CT findings in the differen-
tial diagnosis of pulmonary infections in severely neutropenic patients.
Electronic Presentation Online System (EPOS); 2018. Available from:
https://epos.myesr.org/poster/esr/ecr2018/C-1687.

14. Shroff GS, Truong MT, Carter BW, Benveniste MF, Kanagal-
Shamanna R, Rauch G, et al. Leukemic involvement in the
thorax. Radiographics. 2019;39(1):44–61. [PubMed ID: 30620703].
https://doi.org/10.1148/rg.2019180069.

15. Burivong W, Sricharoen T, Thachang A, Soodchuen S, Maroon-
groge P, Leelasithorn V. Early radiologic diagnosis of pulmonary
infection in febrile neutropenic patients: A comparison of se-
rial chest radiography and single CT chest. Radiol Res Pract.
2021;2021:8691363. [PubMed ID: 33680511]. [PubMed Central ID:
PMC7906812]. https://doi.org/10.1155/2021/8691363.

16. Calvillo Batllés P, Carreres Polo J, Sanz Caballer J, Salavert Lletí M,
Compte Torrero L. Hematologic neoplasms: Interpreting lung find-
ings in chest computed tomography. Radiología (English Edition).
2015;57(6):455–70. https://doi.org/10.1016/j.rxeng.2015.09.001.

17. Nema M, Noora Y, Muhammed U, Adnan A. Chest computed tomogra-
phy findings in febrile patients with hematological malignancies. Int
J Dev Res. 2019;9(2):25947–52.

18. Bruno C, Minniti S, Vassanelli A, Pozzi-Mucelli R. Comparison of CT fea-
tures of Aspergillus and bacterial pneumonia in severely neutropenic
patients. J Thorac Imaging. 2007;22(2):160–5. [PubMed ID: 17527120].
https://doi.org/10.1097/RTI.0b013e31805f6a42.

Int J Cancer Manag. 2023; 16(1):e132914. 9

https://ethics.research.ac.ir/ProposalCertificateEn.php?id=98755&
http://www.ncbi.nlm.nih.gov/pubmed/2409412
https://doi.org/10.1016/s0025-6196(12)60872-6
http://www.ncbi.nlm.nih.gov/pubmed/24744664
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3986745
https://doi.org/10.5152/tjh.2011.77
http://www.ncbi.nlm.nih.gov/pubmed/25310429
https://doi.org/10.1148/rg.346130107
http://www.ncbi.nlm.nih.gov/pubmed/6591507
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1020505
https://doi.org/10.1136/thx.39.8.568
https://doi.org/10.1007/978-1-4471-2401-6_32
http://www.ncbi.nlm.nih.gov/pubmed/15741024
https://doi.org/10.1016/j.ejrad.2004.06.009
http://www.ncbi.nlm.nih.gov/pubmed/36049538
https://doi.org/10.1016/j.jacr.2022.06.018
http://www.ncbi.nlm.nih.gov/pubmed/18195376
https://doi.org/10.1148/radiol.2462070712
http://www.ncbi.nlm.nih.gov/pubmed/14584074
https://doi.org/10.1002/cncr.11736
https://epos.myesr.org/poster/esr/ecr2018/C-1687
http://www.ncbi.nlm.nih.gov/pubmed/30620703
https://doi.org/10.1148/rg.2019180069
http://www.ncbi.nlm.nih.gov/pubmed/33680511
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7906812
https://doi.org/10.1155/2021/8691363
https://doi.org/10.1016/j.rxeng.2015.09.001
http://www.ncbi.nlm.nih.gov/pubmed/17527120
https://doi.org/10.1097/RTI.0b013e31805f6a42

	Abstract
	1. Background
	2. Objectives
	3. Methods
	3.1. Inclusion and Exclusion Criteria
	Table 1
	Figure 1
	Figure 2
	Figure 3
	Figure 4
	Figure 5
	Figure 6

	3.2. Data Analysis

	4. Results
	4.1. Demographics, Clinical Symptoms, and Paraclinical Signs
	Table 2

	4.2. Radiological Findings
	Table 3

	4.3. Pulmonary Pathology Results
	Table 4


	5. Discussion
	5.1. Conclusions

	Footnotes
	Authors' Contribution: 
	Conflict of Interests: 
	Ethical Approval: 
	Funding/Support: 

	References

