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late 2019, expeditious global spread of the Severe Acute Respiratory Distress Syndrome
Coronavirus 2 (SARS-CoV-2) forced the World Health Organization to declare an interna-
tional state of emergency. Although best known for causing symptoms of upper respiratory
tract infection in mild cases and fulminant pneumonia in severe disease, Coronavirus Dis-
ease 2019 (COVID-19) has also been associated with gastrointestinal, neurologic, cardiac,
and hematologic presentations. Despite concerns over poor specificity and undue radiation
exposure, chest imaging nonetheless remains central to the initial diagnosis and monitoring
of COVID-19 progression, as well as to the evaluation of complications. Classic features on
chest CT include ground-glass and reticular opacities with or without superimposed consol-
idations, frequently presenting in a bilateral, peripheral, and posterior distribution. More
recently, studies conducted with MRI have shown excellent concordance with chest CT in
visualizing typical features of COVID-19 pneumonia. For patients in whom exposure to ion-
izing radiation should be avoided, particularly pregnant patients and children, pulmonary
MRI may represent a suitable alternative to chest CT. Although PET imaging is not typically
considered among first-line investigative modalities for the diagnosis of lower respiratory
tract infections, numerous reports have noted incidental localization of radiotracer in paren-
chymal regions of COVID-19-associated pulmonary lesions. These findings are consistent
with data from Middle East Respiratory Syndrome-CoV cohorts which suggested an ability
for 18F-FDG PET to detect subclinical infection and lymphadenitis in subjects without overt
clinical signs of infection. Though highly sensitive, use of PET/CT for primary detection of
COVID-19 is constrained by poor specificity, as well as considerations of cost, radiation
burden, and prolonged exposure times for imaging staff. Even still, decontamination of
scanner bays is a time-consuming process, and proper ventilation of scanner suites may
additionally require up to an hour of downtime to allow for sufficient air exchange. Yet, in
patients who require nuclear medicine investigations for other clinical indications, PET
imaging may yield the earliest detection of nascent infection in otherwise asymptomatic
individuals. Especially for patients with concomitant malignancies and other states of immu-
nocompromise, prompt recognition of infection and early initiation of supportive care is cru-
cial to maximizing outcomes and improving survivability.
Semin Nucl Med 51:312-320 © 2020 Elsevier Inc. All rights reserved.
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Introduction

Coronaviridae refers to a family of single-stranded positive-
sense RNA viruses. Though most often associated with

mild upper respiratory infections, two notable b-coronaviruses
were well-known for causing severe disease with considerably
high mortality rates in recent memory during the Severe Acute
Respiratory Syndrome Coronavirus 1 (SARS-CoV-1) and Mid-
dle East Respiratory Syndrome (MERS) epidemics.1-6 Even still,
the novel SARS-CoV-2 b-coronavirus driving the current Coro-
navirus Disease 2019 (COVID-19) pandemic has spread with
alarming rapidity across the globe, with transmission rates far in
excess of those seen during prior b-coronavirus epidemics.7

Clinical manifestations of COVID-19 have typically been associ-
ated with respiratory complaints, though gastrointestinal, neu-
rologic, cardiac, and hematologic presentations have also been
observed.4,8-11 Significant overlap in presentation with other
respiratory tract infections, such as the influenza virus, makes
diagnosis on the basis of clinical grounds challenging. This
especially holds true during times of the year when the flu is
epidemic.12 Symptomatologies ranging from congestion and
rhinorrhea, to vomiting and diarrhea, and even to cerebrovascu-
lar accident and hemorrhagic encephalopathy have been
reported.7-10,13 Nevertheless, fever, cough, and shortness of
breath remain the most common presenting symptoms, fol-
lowed by myalgia or fatigue, sputum production, headache,
and hemoptysis.1,6,10,12,14 Severe pathologic states have been
associated with elevations in acute-phase reactants, including
ferritin, D-dimers, and proinflammatory cytokines.7-10,13 As
specific treatments and vaccinations are as yet under active
investigation, early recognition and prompt isolation protocols
remain essential for curtailing viral spread and limiting morbid-
ity and mortality.6,7,12,15-17

The utility of radiologic imaging in screening and diagnosis
of suspected COVID-19 cases has been hotly debated since the
start of the pandemic, with many professional societies and
expert panels having previously issued recommendations
against first-line chest imaging as a primary screening modal-
ity.15,18-22 Joint guidelines from the European Society of Radiol-
ogy and the European Society of Thoracic Imaging as well as
those issued by the Fleischner Society do recognize a limited
role specifically for chest CT in resource-limited triage situa-
tions,23-25 though discussion of the merits of these approaches
lies beyond the scope of this article. Nevertheless, chest imaging
Figure 1 A 64-year-old male presented with shortness of breath
peripheral ground glass opacities (GGOs) with tiny foci of sup
remains an integral component of the workup and staging of
COVID-19, especially when assessing for complications or dis-
ease progression.5,15,18,23,26,27 As such, it remains essential for
radiologists to be able to stratify cases of COVID-19 on the basis
of radiologic imaging in order to identify those patients most at
risk for imminent clinical decompensation.23,28 In this review,
we aim to summarize the characteristic imaging findings associ-
ated COVID-19 pneumonia, with special focus on chest com-
puted tomography (CT), magnetic resonance imaging (MRI),
and positron emission tomography (PET).
CT
Chest CT has frequently been used in the imaging of COVID-
19 since the start of the pandemic, owing much to its afford-
ability, availability, and detailed anatomic resolution.5,15,18,25

Bilateral lung involvement most often predominates, usually
in a peripheral, subpleural, and posterior
distribution.6,7,11,12,14,27-34 Ground-glass opacities (GGOs)
� defined as hazy opacities with preservation of the underly-
ing vascular and bronchial architecture35 � have been most
commonly observed, with occurrence rates ranging from
50% to 98% in the adult population2,12,14,28-33,36,37 (Figs. 1
and 2). Reticular opacities � defined as thickening of pulmo-
nary interstitial structures, including inter- and intralobular
septa35 � have been reported as the next most common find-
ing, with occurrence rates as high as 77%.7,14,29,30,36 The
presence of consolidations � defined as dense regions of
opacification with obfuscation of the underlying bronchovas-
cular architecture35 � either alone or superimposed on con-
comitant GGOs (so-called “mixed lesions”) has reportedly
been much lower, with estimates ranging between 24.2%
and 64%2,6,14,27,28,30-33,36-38 (Figs. 1 and 3). GGOs together
with focal consolidation are thought to be indicators of orga-
nizing pneumonia, where lesion formation may be related to
ongoing pulmonary edema with hyaline membrane
formation.6,7,29 Crazy paving pattern � defined as GGOs
with superimposed intralobular lines and interlobular septal
thickening35 � is decidedly less common, with reported fre-
quencies ranging from 5% to 36%.2,7,14,28-30,36 Ancillary
findings, including adjacent pleural thickening, intralobular
septal thickening, pulmonary vascular enlargement, subpleu-
ral lines, air bronchograms, and a reverse halo sign, have also
and fever. Noncontrast chest CT demonstrated bilateral
erimposed consolidations.



Figure 3 An 86-year-old male presented with cough and fever. Non-
contrast chest CT showed a consolidation-predominant pattern
with bilateral lung involvement.

Figure 2 A 54-year-old male presented with cough and fever. Non-
contrast chest CT demonstrated bilateral, peripheral ground-glass
opacities (GGOs) superimposed on interstitial septal thickening
(arrows).

314 B.K.K. Fields et al.
been described2,3,7,12,14,27-31,36 (Fig. 2). While not typical
features of disease, pleural effusion and mediastinal lymph-
adenopathy have been reported in a minority of cases and
may herald poorer clinical outcomes.2,3,7,12,14,27-30,36

It is possible that the large discrepancies in reported occur-
rence rates in the published literature likely arise from factors
of disease progression, patient characteristics, and overall
severity of illness. For example, Li et al. found that the occur-
rence rates of linear opacities, consolidation, bronchial wall
thickening, and crazy paving pattern were all much higher in
critically ill patients.37 Likewise, Carotti et al. suggest that the
development of consolidation may be related to disease pro-
gression coincident with alveolar accumulation of fibromyx-
oid exudates.7 As such, these lesions tend to be more
prominent in middle to late disease and in patients over the
age of 50 years.3,32,36 Similarly, reticular opacities were
found to present much more commonly in younger popula-
tions, although these lesions were also seen to increase in fre-
quency over the course of disease.3,7 Furthermore, while
initial lesions may preferentially occupy the lung periphery,
an increase in the number of lesions with centripetal spread
has also been associated with disease progression.7,39-41 The
severity of imaging manifestations tends to peak at approxi-
mately 10 days, with gradual resolution and decrease in
number of lesions and lobes involved correlating with clinical
improvement and recovery.7,28,36

Studies specifically focused in pediatric populations have
suggested that children may experience milder, more focal dis-
ease in comparison to adults.42-44 For example, in a systematic
review analysis of 39 published studies, Katal et al. found a
predominance of typical GGOs in a unilateral, lower-lobe dis-
tribution.43 Normal chest CT in the setting of a positive
reverse transcription polymerase chain reaction (RT-PCR) test
was also found to be more common.42,43,45 In contrast, while
pregnant patients may present initially with similar findings
on chest CT as the general adult population, current literature
as well as unpublished data from our group suggests that this
population may in fact present more frequently with pleural
effusions and be more prone to progression of GGOs to con-
solidative lesions.10,46 Nevertheless, practitioners are dutifully
cautioned that imaging findings of COVID-19 pneumonia are
highly nonspecific and share numerous overlapping features
with both SARS-CoV-1 and MERS-CoV, as well as other viral
pneumonias.2,7,14,26,28,30,31,36,47 In particular, herpes simplex
virus, adenovirus, and cytomegalovirus pneumonias are all
known to feature bilateral lung consolidation.26 In a compara-
tive study of chest CT findings in COVID-19 pneumonia ver-
sus influenza virus pneumonia, Lin et al. found no difference
in the presence of consolidation, GGOs, interlobular septal
thickening, bronchial wall thickening, centrilobular nodules,
mosaic attenuation, air bronchograms, crazy paving pattern,
and laterality, though COVID-19 was found to present more
frequently with the largest lesion closer to the pleura.48 As
such, when faced with situations of diagnostic uncertainty,
providers are encouraged to consider historical factors and
clinical context as appropriate.
MRI
An increasing number of case reports have confirmed visuali-
zation of incidental findings related to COVID-19 pneumo-
nia in individuals who underwent MRI of the head and neck
or chest for other clinical indications.49-53 Thus far, three
studies have attempted to formally compare the ability of
pulmonary MRI to resolve characteristic features of COVID-
19 pneumonia against conventional chest CT. In a prelimi-
nary case series of eight patients, Torkian et al. demonstrated
visualization of GGOs, consolidation, reticulation, and a
reverse halo sign on multiple MRI sequences.34 T2-weighted
turbo spin-echo turbo inversion recovery magnitude (T2W
TSE-TIRM) was found to resolve lesions more brightly than
the other sequences studied, likely highlighting areas of
edema secondary to parenchymal inflammatory changes.
Similarly, Ates et al. showed no significant differences in MRI
detection of GGOs or consolidative lesions versus conven-
tional CT.33 In their study, MRI had 91.7% sensitivity, 100%
specificity, 100% positive predictive value, and 95.2% nega-
tive predictive value when using CT as the reference. In a
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prospective comparative analysis of ultrashort echo time MRI
(UTE-MRI) vs conventional CT, Yang et al. further demon-
strated high concordance in lesion detection.54 Their study
reports substantial or excellent intermethod agreement for
detecting typical findings of COVID-19 pneumonia, includ-
ing pure GGOs, pure consolidation, and GGOs with consoli-
dation; however, only fair to moderate lesion-based
intermethod agreement was observed for the assessment of
secondary signs, including pseudocavities, crazy paving pat-
tern, and air bronchograms. Overall, these results are consis-
tent with existing literature in related pulmonary infections
suggesting that MRI adequately distinguishes between differ-
ent stages of parenchymal infiltration in head-to-head com-
parisons with chest CT.55-57

Current guidelines from the American College of Radiol-
ogy recommend limiting the use of MRI in confirmed or sus-
pected SARS-CoV-2-positive patients.58,59 Concerns with
regard to infectious transmission notwithstanding, pulmo-
nary MRI has historically been limited by cardiac and respira-
tory motion artifact, low proton density of the parenchymal
tissues, and susceptibility artifacts resulting from multiple
soft-tissue-air interfaces.34,54-57,60 Yet, these intrinsic proper-
ties of the lung parenchyma are in fact advantages when
imaging pathology of the alveolar spaces, as GGOs and con-
solidation appear hyperintense relative to the surrounding
tissues secondary to exudative fluid accumulation and
increased proton density.33,34,55,56,60 Though not considered
routine for evaluating suspected lower respiratory tract infec-
tions, pulmonary MRI may provide a viable alternative for
imaging high-risk patient groups � such as pregnant patients
and children � in whom exposure to ionizing radiation
should be avoided.33,34,54,57,60
PET
18F-labelled fluorodeoxyglucose (18F-FDG) is a glucose ana-
logue positron emitting radiotracer with a half-life of approx-
imately 110 minutes. Although best known for its
applicability in the functional imaging of malignancies, there
exists a growing role for the use of 18F-FDG-PET in evalua-
tion and characterization of infectious and inflammatory pul-
monary conditions.27,39,61 Prior studies have established an
ability for external imaging of intravenously injected radio-
tracers to noninvasively quantify the behavior of inflamma-
tory cells in conditions such as chronic obstructive
pulmonary disease (COPD) and asthma.62 Inflammatory
reactions resulting in acute lung injury in the context of viral
pneumonia are driven by chemokine recruitment of neutro-
phils, monocytes, and effector T-cells.39,63 Neutrophil activ-
ity in particular is highly reliant on anaerobic glycolysis and
subsequent uptake of glucose from the surrounding microen-
vironment, manifesting as 18F-FDG-avid foci on PET imag-
ing. When coupled with CT fusion underlays, PET/CT
allows for detailed evaluation of both functional and anatom-
ical processes, as well as non-invasive quantification of
parenchymal and interstitial activity as a proxy for inflamma-
tory cell behavior.27,61,62,64
Studies in MERS-CoV cohorts showed a marked increase
in 18F-FDG-avid foci in infected patients with disease pro-
gression to pneumonia.65 In the case of subclinical infection
without visualized pathologic changes by chest CT alone,
Chefer et al. demonstrated increased 18F-FDG radiotracer
uptake in axillary and mediastinal lymph nodes in MERS-
infected rhesus macaques.63 18F-FDG nodal uptake in the
setting of viral infection has previously been demonstrated,
and can likely be attributed to increased leukocytic response
in host lymphoid tissues.39,63,66,67 Given evidence that viral
replication has been shown to occur in the absence of clinical
manifestations of disease,68 18F-FDG PET/CT has been pro-
posed as an alternative modality to detect early, subclinical
infections, albeit with an associated radiation cost.39,63

Unfortunately, a paucity of data exists for the evaluation of
SARS-CoV-1 infection by PET imaging, possibly due to a
combination of factors related to more recent trends in the
field regarding the use of functional imaging for investiga-
tions of inflammatory processes.27,61,62

Unsurprisingly, early case reports indicated that COVID-
19 pneumonia presents similarly with 18F-FDG-avid paren-
chymal lesions.27,41,69,70 Qin et al. described a series of four
patients who were admitted to hospital in Wuhan early in
the pandemic and received 18F-FDG PET/CT during the
course of acute illness. All patients demonstrated parenchy-
mal 18F-FDG uptake in regions corresponding to GGOs and/
or consolidative opacities, with maximum standardized
uptake (SUVmax) values ranging from 4.6 to 12.2.71 Three
out of the four patients in this case series also presented with
radiotracer uptake in regional lymph nodes. Likewise, Zou
and Zhu described an 18F-FDG-avid mass with a SUVmax of
4.9 in a middle-aged patient initially evaluated for suspicion
of lung cancer.72 Radiotracer uptake was also noted in the
right hilar and paratracheal lymph nodes, as well as in the
bone marrow. A number of studies published in the ensuing
weeks concordantly reported similar incidental pulmonary
findings in otherwise asymptomatic or mildly symptomatic
patients who received 18F-FDG PET/CT for oncologic indica-
tions, many of whom also demonstrated nodal involve-
ment.40,73-79 These and other reports were recently
quantified in a systematic review by Rafiee et al. which
reported a mean SUVmax of 4.9 § 2.3 in COVID-19-associ-
ated pulmonary lesions.11 Representative images of charac-
teristic lesions are pictured in Figs. 4-6. In a case series of 5
patients, Scarlattei et al. even further observed radioactive
localization of 68Ga-labelled prostate-specific membrane anti-
gen (68Ga-PSMA) and 18F-labelled choline (18F-choline) to
anatomic regions corresponding to subpleural GGOs in two
patients receiving standard-of-care PET/CT for prostate can-
cer.77 68Ga-PSMA and 18F-choline are radiotracers frequently
used to localize hypermetabolic lesions in the setting of pros-
tate cancer,80,81 though the precise mechanisms driving pul-
monary localization in the setting of acute infection may be
an intriguing area for future investigation.

For imaging of COVID-19, preliminary reports suggest
that 18F-FDG PET/CT is a highly sensitive modality despite
suffering from poor specificity.27,69,77 In otherwise asymp-
tomatic patients, incidental detection of subclinical disease



Figure 4 Staging PET/CT in a patient with biopsy-proven low-grade non-Hodgkin’s lymphoma. (A), Maximum inten-
sity projection (MIP) showed precarinal, subcarinal, right infraclavicular, right lower paratracheal, and right hilar
lymphadenopathy, with a SUVmax of 6.2. (B�C), Incidental note was made of poorly-defined hypermetabolic airspace
consolidations superimposed on ground-glass opacities in dependent segments of the bilateral lungs (B, low-dose CT;
C, PET/CT fusion). Serologic testing confirmed the presence of SARS-CoV-2 infection. MIP, maximum intensity
projection
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burden may play an important role in curbing asymptomatic
viral spread.41,82 As Alberts et al. astutely point out, the low-
dose CT performed in conjunction with PET imaging is
nonetheless a diagnostic CT and may show early parenchy-
mal changes warranting confirmatory laboratory testing.82

Furthermore, timely recognition of SARS-CoV-2 infection in
highly vulnerable populations may additionally aid clinicians
in identifying patients most at risk for fulminant decompen-
sation. For example, Polverari et al. reported the presence of
multiple 18F-FDG-avid foci corresponding to GGOs visual-
ized on accompanying low-dose CT (right lower lobe SUV-

max = 5.9; left lower lobe SUVmax = 7.9) in the lungs of a
Figure 5 Restaging PET/CT in a patient with history of well-diffe
tiple hypoechoic hepatic and periportal lymph nodes noted on
lism on maximum intensity projection (MIP) to suggest
consolidations in a peripheral, subpleural distribution were ide
sponding hypermetabolic parenchymal foci were identified on P
tory process. The patient tested positive for SARS-CoV-2 infectio
patient who underwent 18F-FDG PET/CT for suspected
recurrence of non�small cell lung cancer.76 The suspicious
left-upper lobe nodule was notably not visualized as a hyper-
metabolic focus. It was determined that the PET-avid foci
were likely related to an acute inflammatory process, and the
patient subsequently tested positive for SARS-CoV-2 infec-
tion by RT-PCR. The patient rapidly progressed over the
ensuing days, requiring intensive care unit hospitalization
3 days following 18F-FDG PET/CT acquisition. Physicians
practicing in endemic regions are thus cautioned to maintain
a high index of suspicion for incidental findings of early
infection, where prompt recognition and anticipatory care
rentiated adenocarcinoma of the sigmoid colon. (A), Mul-
recent ultrasound demonstrated no focal hypermetabo-
metastatic disease; (B), however, multifocal, patchy
ntified in the bilateral lungs on low-dose CT. (C), Corre-
ET/CT fusion, concerning for an infectious or inflamma-
n by RT-PCR. MIP, maximum intensity projection



Figure 6 Restaging PET/CT to evaluate for treatment response in a patient with known diffuse large B-cell lymphoma and
recent chemotherapy. (A), Maximum intensity projection (MIP) demonstrated hypermetabolic mediastinal lymphadenop-
athy, with a SUVmax of 7.5. (B�C), Ill-defined ground-glass opacities with superimposed consolidations were also noted
in the left lung base, along with corresponding 18F-FDG uptake on PET overlay (B, low-dose CT; (C), PET/CT fusion). A
diagnosis of COVID-19 pneumonia was confirmed by RT-PCR testing. MIP, maximum intensity projection.
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may improve outcomes in otherwise highly susceptible
populations.11

18F-FDG PET/CT may also yield additional information
regarding ongoing inflammatory changes. Data from Qin et
al. suggest that lesions demonstrating greater 18F-FDG
uptake may correlate with higher erythrocyte sedimentation
rates and take a longer time to heal.39,41,71 Lutje et al. further
propose that 18F-FDG PET/CT may also be useful in assess-
ing for changes in other organ systems, including the heart,
kidneys, and gastrointestinal tract.41 However, while Zou
and Zhu did note foci of bone marrow uptake in their
patient,72 Qin et al., found no evidence of disseminated dis-
ease and instead posit that SARS-CoV-2 may exhibit some
degree of tissue tropism.71 18F-FDG PET/CT also has the
potential to evaluate for the presence of concomitant infec-
tions in situations of diagnostic uncertainty. For instance,
Kamani et al. described a case of COVID-19 diagnosed in a
patient with chronic osteitis of the left first metatarsal and
positive bacterial hemocultures who had 18F-FDG PET/CT
performed for investigation of suspected concomitant pros-
thetic valve infection.83 Following laboratory confirmation of
SARS-CoV-2 infection, the patient was subsequently found
to have hypermetabolic foci in the bilateral lungs, with a
SUVmax of 7.6 in regions corresponding to GGOs with partial
consolidation. The expected hypermetabolic focus in the left
foot was also observed. Evidence of lymphadenitis was
detected in the subcarinal, paratracheal, and hilar nodes
bilaterally, with a SUVmax of 6.1. No evidence of prosthetic
valve infection was detected. Thus, we observe that 18F-FDG
PET/CT may serve a complementary role in narrowing the
differential diagnosis in patients presenting with multiple
possible infectious sources.
Nevertheless, multiple authors staunchly recommend

against the use of PET/CT as a primary diagnostic modality
for investigating cases of suspected COVID-19 in the emer-
gency setting.11,27,41,69,84,85 As noted by Rafiee et al. PET is
an expensive imaging modality associated with prolonged
acquisition times and increased radiation burden in compari-
son to conventional chest X-ray and chest CT.11 Joob and
Wiwanitkit similarly note that the technical complexity of
PET imaging prolongs exposure times for nuclear medicine
staff, placing them at greater risk for nosocomial transmis-
sion.84 Thus, imaging of persons-under-investigation is con-
tingent upon adequate supplies of personal protective
equipment for patients and staff,86,87 which, especially in the
early days of the pandemic, were severely limited by cata-
strophic interruptions to supply chains worldwide.88 In addi-
tion, cleaning protocols can take as long as one full hour
when factoring in the need to both sanitize the bay and scan-
ner and allow for thorough ventilation and air-exchange in
cases of confirmed or suspected SARS-CoV-2
infection.59,86,87,89 Taken together, these risks cannot justify
acquisition of PET imaging solely for the purposes of diag-
nostic investigations for COVID-19. While Lee and Blazak
do suggest a role for assessing persistent morphologic
changes from a functional standpoint,85 such applications
warrant further study prior to implementation in standard-
of-care clinical workflows.
Conclusion
Chest imaging continues to remain essential to the monitor-
ing and staging of COVID-19 pneumonia. By now, character-
istic features on chest CT have been well described; typically,
these can include findings of GGOs and reticular opacities
with or without superimposed consolidations, often residing
in the peripheral and posterior lung fields bilaterally. Yet, as
these findings are nonspecific and overlap considerably with
other causes of viral pneumonia, consideration of alternative
diagnoses is warranted in patients with negative confirmatory
assays. Though pulmonary MRI is not typically considered
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among first-line modalities for the investigation of suspected
lower respiratory tract infections, initial studies have reported
high concordance with chest CT for detecting features of
COVID-19 pneumonia in head-to-head comparisons. For
patient groups in whom excessive or repeated exposure to
ionizing radiation should be avoided, pulmonary MRI may
yet provide a viable alternative. Early reports from SARS-
CoV-2 positive patients who received 18F-FDG PET/CT for
other indications confirm the presence of hypermetabolic
foci in anatomic distributions corresponding to COVID-19-
associated pulmonary lesions. While preliminary data would
suggest that PET/CT is a highly sensitive modality for the
detection of COVID-19 pneumonia, concerns over cost,
undue radiation burden, and prolonged exposure times for
nuclear medicine staff limit its applicability as a primary first-
line imaging modality. Nonetheless, radiologists and nuclear
medicine physicians practicing in endemic areas must remain
vigilant in scrutinizing all scans for evidence of otherwise
asymptomatic infection. Early detection of SARS-CoV-2
infection in patients who receive nuclear medicine imaging
for unrelated clinical indications, such as the evaluation and
staging of malignancy, is essential for providing prompt
anticipatory care to vulnerable populations at high risk for
rapid clinical decompensation.
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