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Comment on “Evaluation of pulmonary nodules by magnetic
resonance imaging sequences: which sequence will replace

computed tomography?”

Aleksandar Georgiev'?* @, Lyubomir Chervenkov?!

Dear Editor,

We have read with great interest a manuscript entitled “Evaluation
of pulmonary nodules by magnetic resonance imaging sequences:
which sequence will replace computed tomography?” by
Kiziloglu et al.'. We fully agree with the authors that magnetic
resonance imaging (MRI) is emerging as a promising method
for the follow-up of small nonmalignant pulmonary nodules.

Based on our personal experience from the oncological prac-
tice and the available data in medical literature, we would like
to make some clarifications, which, in our opinion, would con-
tribute to elucidating some of the existing controversial points.
Conventional X-rays of the chest are still used for diagnosing
pulmonary diseases. Not every patient has immediate access to
CT or MR, especially people living in more rural areas, smaller
cities, or less developed countries. As an example, in our coun-
try, only the biggest cities have access to MRI. CT scanners have
better availability but still not every hospital or medical center
has one. Positron emission computed tomography (PET/CT)
is the method that is in common use in oncology for staging
and restaging as it reveals not only anatomical information but
also the metabolic activity of tumors and metastases. Therefore,
the hybrid method gives insight into the neoplasm’s activity and
response to treatment that neither CT nor MRI is capable of. As
PET/CT will greatly increase the radiation exposure of patients,
the hybrid method does not have the potential to be utilized
in the follow-up of benign pulmonary nodules. In general, all
other imaging methods represent a better option for the surveil-
lance of pulmonary nodules. PET/CT is also very expensive for
both initial investment and running costs. MRI is the slowest
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method and second most expensive option for both installing
and running, followed by CT. X-rays are the fastest and cheap-
est method available, but this method can visualize nodules in
around 50% of the cases’. PET/MRI is a novel but still emerging
hybrid method, due to the lack of available devices, that will have
wider clinical implications for oncological imaging in the future.

The majority of diagnosed small pulmonary nodules are
incidental findings®, and globally more than half of lung cancer
patients are diagnosed initially in stage IV or more advanced
stage®. The free survival rate in stage IV and above accord-
ing to medical literature is approximately 1 year or less, and
5-year survival rates are close to 0%°. Are radiation exposure
and late related neoplasms from radiation that big of an issue?
Do we really have the luxury to choose the method for lung
malignancies? In our opinion, we should benefit from every
imaging modality that can detect lung cancer and provide our
patients a chance for better survival. Patients fully depend on
a fast diagnostic process, including x-rays, which can trigger
further diagnostic evaluation and biopsy.

From the perspective of oncological imaging, we have to
stage and restage lung cancer and metastatic lung disease. For
both of these, we need full-body scans with head and neck
anatomical regions included in the scan protocol. Common
metastatic locations for lung cancer include the brain, bones,
suprarenal glands, lymphatic metastases, and bones; therefore,
we have to include all the anatomical regions mentioned above.
Neoplasms that have invaded the lungs are usually involving
other organs or systems. To stage/restage an oncological dis-
ease based on a single anatomical region is not advisable as it

may compromise the decision for the proper line of therapy.
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Cancer therapy is based on histology combined with
all imaging findings and the presence of local and distant
metastases that should be regularly followed up for the pro-
gression of the disease. Screening in those cases assesses the
need for a second or third line of therapy’. The restaging
should be based on RECIST 1.1 criteria®. For such full-body
exams, CT is still the preferred option as MRI is too slow
and expensive. MRI has its limitations in more advanced
oncological cases because of scanning times, narrower open-
ings, and longer tunnels compared to CT. Patients with full
or partial pneumonectomy, for example, will be challenged
with MRT’s longer apneic pauses. Vascular imaging with
CT or MRI, in our experience and available literature, has
almost identical clinical value when performed with contrast
for both tumor invasion and pulmonary embolism caused
by neoplasms’. For pulmonary embolism, CT is highly pre-
ferred than MRI as it is faster and the patient can receive
critical care if needed by using normal hospital equipment.
Specialized MRI equipment that is shielded from electro-

magnetic impulses is very expensive and scarce in many
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hospitals. MRI has the upper hand only in non-contrasted
scans. We do agree with the authors that MRI is superior
for mediastinum and soft-tissue lesions.

All controversial points that we find are related to lung
cancer or lung metastatic disease staging and restaging. We
completely agree with the authors that for small or even bigger
benign pulmonary nodules, we should advocate for methods
that do not rely on radiation exposure. We happily look for-
ward to such innovations. The minor clarifications discussed
here will not diminish the immense practical value of the work
and publication of Kiziloglu et al., for which we would like to
congratulate them.
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