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Abstract: In December 2019, physicians reported numerous patients showing pneumonia of unknown
origin in the Chinese region of Wuhan. Following the spreading of the infection over the world,
The World Health Organization (WHO) on 11 March 2020 declared the novel severe acute respiratory
syndrome coronavirus-2 (SARS-CoV-2) outbreak a global pandemic. The scientific community is
exerting an extraordinary effort to elucidate all aspects related to SARS-CoV-2, such as the structure,
ultrastructure, invasion mechanisms, replication mechanisms, or drugs for treatment, mainly through
in vitro studies. Thus, the clinical in vivo data can provide a test bench for new discoveries in the
field of SARS-CoV-2, finding new solutions to fight the current pandemic. During this dramatic
situation, the normal scientific protocols for the development of new diagnostic procedures or
drugs are frequently not completely applied in order to speed up these processes. In this context,
interdisciplinarity is fundamental. Specifically, a great contribution can be provided by the association
and interpretation of data derived from medical disciplines based on the study of images, such as
radiology, nuclear medicine, and pathology. Therefore, here, we highlighted the most recent
histopathological and imaging data concerning the SARS-CoV-2 infection in lung and other human
organs such as the kidney, heart, and vascular system. In addition, we evaluated the possible
matches among data of radiology, nuclear medicine, and pathology departments in order to support
the intense scientific work to address the SARS-CoV-2 pandemic. In this regard, the development
of artificial intelligence algorithms that are capable of correlating these clinical data with the new
scientific discoveries concerning SARS-CoV-2 might be the keystone to get out of the pandemic.
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1. SARS-CoV-2 Pandemic

In December 2019, physicians reported numerous patients showing pneumonia of unknown
origin in the Chinese region of Wuhan [1]. Thanks to genomic investigations of the pathogen related to
these diseases, Chinese health authorities demonstrated that the pneumonia outbreak was correlated
to the infection of a new coronavirus, whose genetic sequence is homologous to that of the coronavirus
causing severe acute respiratory syndrome coronavirus-2 (SARS-CoV-2) [2]. Following the spreading
of the infection in all the world, The World Health Organization (WHO) on 11 March 2020 declared the
novel SARS-CoV-2 outbreak a global pandemic.

Despite the SARS-CoV-2 infection appearing very complex, the initial common clinical
manifestation of SARS-CoV-2-related disease, which facilitated patient’s detection, was pneumonia [1,2].
Several studies described the molecular mechanisms involved in the infection of pulmonary epithelium
by SARS-CoV-2 as well as the immune-mediated response (Figure 1) [2], but still, little is known
about infections in non-pulmonary sites. While the latest literature provides insight into clinical
manifestations of SARS-CoV-2 disease, histopathology and autopsy findings currently remain scarce.
Similarly, imaging diagnostic analysis, such as computerized tomography (CT), have well described
pulmonary abnormalities, but still not the involvement of other organs.
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SARS-CoV-2 infections are clinically characterized by two phases correlated with a different
immune response [3]. During the incubation stages, no severe clinical manifestations are generally
observed in healthy population; these subjects are characterized by an appropriate genetic background
for specific adaptive immune response, which frequently proves to be competent to eliminate the
virus, precluding disease progression to severe stages [3]. However, if the immune response in positive
patients does not eliminate the virus, subjects go through the most severe stages of disease, which
are characterized by a damaging inflammatory response mainly involving lungs and resulting in
severe diffuse alveolar damage (DAD). At this stage of disease, some other organs with high ACE2
expression may be involved. The worse outcome of SARS-CoV-2 includes older age (e.g., >65 years),
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concomitant cardiovascular disease, hypertension, diabetes, obesity, kidney disease, cancer, and other
immunodeficiency conditions [3].

Indeed, recent clinical reports also describe gastrointestinal symptoms, heart injury, vasculitis,
kidney dysfunction, and thrombocytopenia in SARS-CoV-2 positive patients [4,5].

A better understanding of the histological changes observed during SARS-CoV-2 infection may
increase our knowledge of the pathogenesis of the disease. The identification of specific histological
characteristics of the SARS-CoV-2-related diseases, including biomarkers expression, along with
specific morphological and molecular alterations detected by imaging methods, will help to formulate
an earlier diagnosis and therefore to establish the most appropriate therapeutic protocols in order to
prevent the frequent complications caused by this virus.

In this scenario, the combination of imaging diagnostic data and pathological features of
SARS-CoV-2-related disease can lay the foundation for developing new diagnostic and therapeutic
approaches for the management of SARS-CoV-2 patients.

2. From Pathology to Imaging Diagnostic

Currently, the diagnosis of SARS-CoV-2 related diseases is performed by real-time polymerase
chain reaction (RT-PCR) analysis on virus RNA and by imaging diagnostic, mainly by chest CT [6,7].
However, other diagnostic procedures can be useful especially for identifying non-lung lesions such as
vascular, liver, and kidney alterations. It is of great interest the possibility to identify and understand
the ability of SARS-CoV-2 to induce systemic alteration following its infection. Indeed, it is now
clear that patients with SARS-CoV-2 frequently died from multi-organ failure and the impairment of
the cardiovascular system [8]. In this scenario, the retrospective re-evaluation of imaging diagnostic
procedures in asymptomatic patients can provide essential knowledge for a better understanding of
the biology of SARS-CoV-2 and its pathogenesis. In fact, the identification of the tissues and organs
affected by SARS-CoV-2, as well the study of the molecular characteristics of lesions by molecular
imaging analyses, could clarify some aspects of SARS-CoV-2 infection.

On the other hand, the scientific community is exerting an extraordinary effort to elucidate all
aspects related to SARS-CoV-2, such as the structure, ultrastructure, invasion mechanisms, replication
mechanisms, or drugs, mainly through in vitro studies. Thus, the clinical in vivo data can provide a
test bench for new discoveries in the field of SARS-CoV-2, finding new solutions to fight the current
pandemic. During this dramatic situation, the normal scientific protocols for the development of
new diagnostic procedures or drugs are frequently not completely applied in order to speed up
these processes.

In this context, interdisciplinarity is fundamental. Specifically, a great contribution can be provided
by the association and interpretation of data derived from medical disciplines based on the study of
images, such as radiology, nuclear medicine, and pathology [9,10]. Additionally, the histopathological
characterization of tissues of SARS-CoV-2 patients, by both biopsy and autopsy, has made it possible to
elucidate some mechanisms related to the SARS-CoV-2 infection. The first image of the SARS-CoV-2 that
showed the structure of the virus in the world was caught using a transmission electron microscope [1].
Both the histological and ultrastructural analysis of lung, kidney, heart, and vascular compartments are
elucidating the tissue alteration induced by SARS-CoV-2 infection. Furthermore, the use of ancillary
techniques, such as immunohistochemical or in situ hybridization analyses, can provide molecular
information related not only to the presence of the virus, but also to the virus-related cellular adaptations
or, even more importantly, the inflammatory infiltrate associated to SARS-CoV-2 infection. These
cellular and molecular biomarkers may also constitute a substrate for developing: (a) new diagnostic
protocols based on radiotracers for PET or SPECT investigations, (b) predictive and prognostic assays,
(c) new drugs, and/or (d) re-evaluation of already approved drugs for others diseases or viral infections.

Therefore, here, we highlighted the most recent histopathological and imaging data concerning
the SARS-CoV-2 infection in lungs and others human organs such as the kidney, heart, and vascular
system. In addition, we evaluated the possible match among data of radiology, nuclear medicine,
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and pathology departments in order to support the intense scientific work against the SARS-CoV-2
pandemic. In this regard, the development of artificial intelligence algorithms that are capable of
correlating these clinical data with the new scientific discoveries concerning the SARS-CoV-2 might be
the keystone to get out of the pandemic.

3. Histological Characteristics of SARS-CoV-2 Infection

The autopsy remains the gold standard to determine the histological lesions associated to
SARS-CoV-2 death. Recently, several papers have been published on histological changes observed in
subjects who died from SARS-CoV-2, although the number of analyzed cases is very small, and sometimes,
they are just case reports.

Overall, the autopsy findings support the concept that the pathogenesis of severe SARS-CoV-2
disease involves the direct viral-induced injury of multiple organs, in particular lungs and heart, and it
is often associated to a diffuse coagulopathy [11–14]. In addition to acute pathologic changes attributed
to SARS-CoV-2 virus, chronic changes need to be considered as well, which predispose to a fatal course
virus-related disease and through a nonspecific secondary change related to hypossiemia or sepsis.

4. Lung Pathology

Lung pathology has been studied in almost all autoptic cases of patients who died from SARS-CoV-2,
as reported in the Table 1. In all cases, lungs were macroscopically heavy and blueish-red in color with a
diffuse consolidation of the parenchyma. At the histological examination, the hallmark of SARS-CoV-2
involvement was the presence of a DAD characterized by the following: patchy, mild interstitial
thickening by edema, extensive intra-alveolar fibrin deposits with the formation of hyaline membranes,
marked hyperplasia and desquamation of alveolar epithelium, and the accumulation of macrophages
with frequent multinuclear giant cells in association with a severe capillary congestion and a variable
inflammatory infiltrate. Moreover, in the late stage, the proliferation of fibroblasts and early collagen
fiber deposits within the intra-alveolar exudate was found.

Table 1. Histopathological characteristics of lungs infected by SARS-CoV-2.

Characteristics SARS-CoV-2 Infection

Gross Pathology

(a) multiple areas of congestion
(b) edematous lungs
(c) >gross weights
(d) pulmonary embolism

Microscopic examination

(a) diffuse alveolar damage
(b) severe capillary congestion
(c) interstitial mononuclear cell infiltrates
(d) multinucleated syncytial cells with atypical

enlarged pneumocytes
(e) microthrombosisa

Pathogenesis
Combination of direct virus-induced cytopathic
effects, immunologic injury, and microvascular
damage induced by cytokines

In some cases, a superimposed bronchopneumonia was observed as result of bacterial
superinfection and not as a direct result of SARS-CoV-2-induced lung tissue damage.

A focal vasculitis and capillaritis associated to microthrombi were frequently detected in alveolar
capillaries, which are associated to DAD. Some authors believe that a neutrophilic, exudative capillaritis
of small interstitial vessels with microthrombosis and a relatively small parenchymal inflammation
represent the early pulmonary damages before the appearance of an evident DAD [15].
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Ackermann et al. [16] analyzed pulmonary autopsy specimens from seven patients who died
from SARS-CoV-2 infection and those of seven patients who died from pneumonia caused by influenza
A—virus subtype H1N1. In addition to the DAD with necrosis of alveolar lining cells, in lungs from both
groups of patients, pneumocyte type 2 hyperplasia, intra-alveolar fibrin deposition, and fibrin thrombi
in the alveolar capillaries have been observed, even though the number of capillary microthrombi were
nine times more prevalent in SARS-CoV-2 positive patients, as compared to patients with influenza A.
Electron microscopy investigations showed endothelial cells with a disruption of intercellular junctions,
cell swelling, and a loss of contact with the basal membrane; in this scenario, is possible to hypothesize
a fundamental role of endothelial lesions in the pathogenesis of endothelialitis and thrombosis in the
lungs of patients with SARS-CoV-2 infection. The presence of SARS-CoV-2 virus within the endothelial
cells suggests that direct viral effects may contribute to the endothelial injury [16,17]. The endothelial
damage is probably mediated by the angiotensin-converting enzyme 2 (ACE2), which is an integral
membrane protein that appears to be the host-cell receptor for SARSCoV-2 [18], with broad mRNA
expression in human tissues and high levels of protein detectable on alveolar epithelial cells, intestinal
epithelium, and endothelial cells. To support the hypothesis of ACE2 involvement, a greater number
of ACE2-positive cells in lungs of patients with SARS-CoV-2 infection were found, as compared to
control subjects without SARS-CoV-2 infection.

An interstitial thrombotic necrotizing capillary injury syndrome characterized by the endothelial
cell necrosis of capillaries and intraluminal fibrin deposition were described by Magro et al. [19],
who examined the lungs and cutaneous tissues of two patients with SARS-CoV-2 infection and
severe respiratory failure through autopsy analysis. In contrast to other reports of SARS-COV-2
lung pathology, the authors did not observe the diffuse alveolar damage, hyaline membranes, and
pneumocyte involvement that are hallmarks of typical ARDS. The lung injury was restricted only to
septal capillaries. Contemporary immunohistochemical investigations demonstrated a deposition of
C5b-9, as well as C4d and MASP2, within the microvasculature of the interalveolar septa, which is
consistent with activation of the alternative pathway (AP) and lectin pathway (LP) of complement and
suggesting that at least in a subset of patients with SARS-COV-2 infection, a complement-mediated
thrombotic microvascular injury syndrome occurs.

In addition to microthrombosis of the alveolar vessel, a thrombosis of large and medium-size
pulmonary arteries was frequently found. Lax et al. [20] observed a pulmonary arterial thrombosis in
11 SARS-COV-2 positive patients with fatal outcome, despite them receiving prophylactic anticoagulant
therapy, while eight cases reported an association with a pulmonary infarction. A central pulmonary
thrombosis and embolism deriving from the deep veins of the lower extremities has been reported also
in four of the 12 cases studied by Wichmann et al. [21]. In addition, Ackermann et al. [16] showed the
presence of thrombi in pulmonary arteries with a diameter of 1 to 2 mm, without complete luminal
obstruction, in four of the seven lungs examined from patients with SARS-CoV-2 infection. From the
literature, it is not always possible to distinguish a thrombosis of the large pulmonary arteries from a
consequence of pulmonary embolism associated to a deep venous thrombosis, since this one has not
been sufficiently investigated. Pathogenetic mechanisms of large pulmonary arterial thrombosis in
patients who died from SARS-COV-2 are not yet completely understood. It is possible that, similarly to
what was hypothesized in the microthrombosis of small vessels, the thrombi of large vessels are most
likely secondary to an endothelial damage related to direct viral infection of the endothelial cells, as an
extension of endothelial damage of smaller pulmonary vessels to larger vessels. Moreover, thrombosis
of pulmonary large vessels could be also related to SARS-COV-2-associated coagulopathy; indeed,
from a clinical point of view, many patients reported elevated D-dimer levels with features of both
disseminated intravascular coagulation and thrombotic microangiopathy [22], resulting in widespread
microvascular thrombosis that may involve other organs, such as the heart, liver, and skin.

In general, vascular changes are nonspecific and have also been described in other viral infections,
such as respiratory syncytial virus, human parainfluenza virus 1, and influenza [23]. Moreover,
as reported by Konopka et al. [24], it is unknown how or if hyperoxemic mechanical ventilation and
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other medical interventions may account for some of the histologic findings. However, the contributions
of pulmonary thrombosis, embolism, or their combination, which lead to deaths of SARS-COV-2
patients, is yet not well understood because of the limited number of available autopsy studies.

5. Heart Pathology

To date, it is known that advanced age, male sex, and the presence of heart diseases are predictors of
higher mortality in SARS-COV-2 infection. An observational study of 416 patients with new coronavirus
infection in Wuhan, China seems to suggest that cardiac injury is a recurrent condition in hospitalized
patients, and that they are associated with a higher risk of mortality [25]. Among causes of death in a
Wuhan cohort, myocardial damage and heart failure contributed to 40% of deaths, either exclusively
or in conjunction with respiratory failure [25]. Myocardial injury and mortality have been associated
with an increase in troponin levels, which is a specific marker of myocardial damage. In positive
COVID subjects without cardiovascular disease and without an increase in troponin values in the
blood, the risk of death is less than 5–10%; conversely, the risk of death increases several times in
people with cardiovascular disease and increased troponin levels in the blood: 37.5% in those with the
presence of elevated troponin levels only and 69.4% in those with both elevated troponin levels and a
history of cardiovascular disease. Heart disease can affect one patient out of five, at least according
to troponin values. Notably, elevated troponin levels carried a strong prognostic value even in the
absence of cardiovascular disease history [25,26]. Heart problems often begin first and independently
of the extent of respiratory impairment (pneumonia and respiratory failure). There is probably a
“two-way relationship” between the presence of heart disease and the risk of an unfavorable outcome
from SARS-COV-2 infection. Previous heart disease has been shown to affect the prognosis of positive
SARS-COV-2 subjects, but this could only be one side of the coin. Indeed, in the literature, there are
continuous reports of acute cardiac lesions, arrhythmias, and hypotension in infected individuals,
especially in those requiring intensive care. Cardiovascular complications are more frequent in patients
with more severe forms of infection, which is probably due to a more intense inflammatory response.
The pathogenesis of cardiac injury is not well established and probably involves different mechanisms:
(a) direct myocardial infection by SARS-CoV-2, mediated by ACE2 receptors that are expressed in
the cardiomyocytes and in the vessel endothelium, (b) hypoxemia due to respiratory failure, and
(c) inflammatory response correlated to the severe systemic inflammation status. It is possible to
hypothesize that the acute vasculitis of the intramyocardial vessels may occur because, in some of the
autopsies performed on positive SARS-COV-2 subjects, the presence of microvascular lesions, such as
vasculitis, were detected.

The diagnosis of acute cardiac injury and myocarditis was frequently based only on troponin
evaluation, without additional clinical evidence. Some autopsy reports have described fulminant
myocarditis associated to inflammatory mononuclear infiltrate in myocardial tissue, even though there
were no evidence of SARS-COV-2 virus in the myocardium [26,27].

In a recent case report, Yan et al. [28] reported an incongruence between the clinical cardiac
abnormalities, which are compatible with a fulminant viral myocarditis, and the cardiovascular
pathology findings at autopsy, in which no histological changes of viral myocarditis were detected on
histopathologic evaluation.

The heart and the vessels are potential targets for SARS-COV-2; however, at present, there are
no findings providing evidence of the direct infection and replication of SARS-CoV2 in the heart
cells. In a single case report of a 69-year-old patient with influenza-like symptoms quickly worsening
to respiratory distress and cardiogenic shock, the endomyocardial biopsy at electron microscopy
showed viral particles in macrophages, but not in cardiomyocytes or other specific cardiac cell
types [29]. In addition, Craver et al. [30] reported a case of fatal eosinophilic myocarditis in a healthy
17-year-old male, with no interstitial pneumonia and diffuse alveolar damage, in which post-mortem
nasopharyngeal swabs detected SARS-COV-2 virus. No other cause for eosinophilic myocarditis
was elucidated.



Int. J. Mol. Sci. 2020, 21, 6960 7 of 22

Further pathological studies and autopsy series will be very helpful to clarify the potential of
SARS-CoV-2 to directly infect the myocardium and cause myocarditis

6. Renal Pathology

Renal dysfunction is common in SARS-COV-2 infections, even though only from 3 to 7% of
hospitalized positive SARS-COV-2 patients in Wuhan proceeded to more severe renal disease [10,31].

The most frequent histological changes were similar to those observed in acute tubular injury and
involved mainly the proximal tubules; in particular, swelling of the tubular epithelium to necrosis
and regenerating changes with flattened tubular epithelium occurred. Focally, the tubules were filled
with proteinaceous masses [30]. The cause of kidney injury in SARS-COV-2 is unclear. In an autopsy
study of a single patient with SARS-COV-2 infection and acute oliguric renal failure, through electron
microscopy analysis, Farkash et al. [32] identified intracellular viral arrays within proximal tubular
epithelial cells, which is consistent with direct infection of the kidney by SARS-CoV-2. The receptor for
SARSCoV-2 cellular entry is ACE2, which is present at high concentrations in the brush borders of
renal tubular epithelial cells.

7. Skin Pathology

Among different targets of the SARS-COV-2 virus, skin can be another candidate tissue for this
infection, causing both urticarial rashes and papulovesicular exanthems [33–35]. Only few reports have
described histological findings of these lesions. Gianotti et al. [33,34] reported the histological analysis
of eight cases of skin dermatoses in patients affected by SARS-COV-2 infection in the northern part of
Italy. The histology showed a wide spectrum of histopathological lesions. In the exanthematic phase,
only a mild spongiosis associated to the presence of dilated blood vessels with a few extravasated red
blood cells was observed. In the papular phase, the papillary dermis appears markedly edematous,
with abnormally swollen, dilatated capillaries and prominent blood extravasation. The presence of
perivascular infiltrates was constant, consisting mainly of cytotoxic CD8 lymphocytes and eosinophils.
In two of these patients, nests of intraepidermal Langerhans cells associated with vasculitis and a
diffuse coagulopathy in the cutaneous vascular plexus were observed.

A similar histological finding was described in a case report by Zengarini et al. [35]. In addition,
in this case, the histological examination did not show any specific changes different from other rashes
of viral etiology, except for the presence of extremely dilated vessels in the dermis, which could
represent a histological diagnostic finding.

Furthermore, Llamas-Velasco et al. [36] reported livedoid purple lesions along with acrocyanosis
in a positive SARS-CoV-2 patient: at the biopsy, an obstructive cutaneous vasculopathy and sweat
gland necrosis characterized by the presence of dilated blood vessels filled with hyaline thrombi and a
mild neutrophilic component in the papillary dermis were detected; nonetheless, the microbiological
cultures and PCR for SARS-CoV-2 infection for the skin biopsy were negative.

Differently, in children, a possible association between SARS-COV-2 infection and Kawasaki
disease has been hypothesized [37,38]; similarly to what was observed by Gianotti et al. [23], Kawasaki
disease exhibits a characteristic perivascular infiltrate that is mainly composed of cytotoxic CD8
lymphocytes associated to hypereosinophilia [39]. Hypereosinophilia could play an important role in
vascular thrombosis, as it has shown this role on the activation of the coagulation cascade [40].

8. Central Nervous System

Despite SARS-CoV-2 infection having been associated with many neurological symptoms,
few studies have been published. Solomon et al. [41] reported neuropathological findings obtained
from autopsies of 18 patients with SARS-CoV-2 infection. The principal neurological symptoms
reported by patients were myalgia, headache, and loss of taste. The microscopic examinations showed
acute hypoxic damage in the brain and cerebellum of all patients, with loss of neurons in the cerebral
cortex, hippocampus, and Purkinje cell layer, but thrombi or vasculitis were not detected. Rare foci of
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perivascular lymphocytes were found in two specimens, and leptomeningeal inflammation was found
in one case. No microscopic abnormalities in the bulbs or olfactory tracts were identified. Although
sections of brain tissue were positive for the virus in the molecular test, immunohistochemical analysis
did not reveal the presence of the virus in the tissue. The authors of the study hypothesize that the
positivity to the molecular test of some brain samples may be attributable to virions present in situ;
however, a contamination from viral RNA present in the blood cannot be excluded.

9. Other Organs

During autopsy examinations of patients who died from COVID19 infection, some authors
detected lesions in the liver, adrenals, and testis, reporting nonspecific histological alterations.

Lazx et al. [20] reported changes observed in the liver during the autopsy of 11 patients. A mild
increase in sinusoidal lymphocytic infiltration, sinusoidal dilatation, and steatosis are the pathologic
changes frequently reported. In particular, a macrovesicular steatosis was found in all patients,
involving 5% to 60% of the hepatocytes. A massive confluent and panlobular hepatocyte necrosis was
only observed in one case, while it was focal in another two cases. Causes and mechanisms have not
been elucidated but are likely multifactorial, including direct viral attack, hepatotoxicity of therapeutic
drugs, hyperinflammatory reactions, pre-existing chronic liver disease, and hypoxemic status.

Iuga et al. [42] recently described in five post-mortem examinations of patients with SARS-COV-2
infection an acute fibrinoid necrosis of arterioles in adrenal parenchyma, adrenal capsule, and in
the immediately adjacent periadrenal adipose tissue, without significant inflammation, adrenal
parenchymal infarcts, or thrombi. However, the same authors affirm that it was not possible to establish
if the adrenal vasculopathy was due to the direct viral cytopathic effect, an immune-mediated injury,
or to the hypertensive status of patients.

Yang et al. [43] performed a post-mortem examination of the testes from 12 COVID19 patients using
light and electron microscopy. Testes from SARS-COV-2 patients exhibited significant seminiferous
tubular injury, reduced Leydig cells, and mild lymphocytic inflammation. Spermatogenesis was
not altered.

Table 2 summarizes the main important histological lesions observed during the autopsy of
patients who died from SARS-CoV-2 infection.

Interpretation of histological data collected from autoptic investigations, although limited
still, could provide the scientific rationale for a better understanding of the clinical features of
the SARS-COV-2 infection as well as the identification of biomarkers suitable for in vivo imaging
analysis, especially computed tomography (CT) and molecular imaging.

Table 2. Most important histological lesions observed during autopsy of patients who died from
SARS-CoV-2 infection.

Lung References
Diffuse alveolar damage (histological hallmark of SARS-CoV-2 infection) [15–24]
Focal vasculitis and capillaritis associated to microthrombosis as direct viral effect
Thrombosis of large and medium-size pulmonary, related to SARS-COV-2-associated
coagulopathy (likely secondary to an endothelial damage related to direct viral
infection of the endothelial cells) or deriving from the deep veins of the lower
extremities. Superimposed bronchopneumonia as result of bacterial superinfection

Heart
Myocardial damage and myocarditis associated with increase in troponin levels,
related to (a) direct myocardial infection by SARS-CoV-2 (b) hypoxemia due to
respiratory failure and (c) inflammatory response correlated to the severe systemic
inflammation status. Acute vasculitis of the intramyocardial vessels

[25–30]

Kidney
Acute tubular injury involving mainly the proximal tubules, probably related to
direct infection of kidney by SARS-CoV-2 [30,32]
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Table 2. Cont.

Skin
Urticarial rashes and papulovesicular exanthems (cause not yet known) [33–40]
Livedoid purple lesions and acrocyanosis
Kawasaki disease

Central Nervous System
Aspecific acute hypoxic damage in the brain and cerebellum (molecular test in
sections of brain tissue were positive for the virus, but not immunohistochemistry) [41]

Liver
Sinusoidal dilatation with lymphocytic infiltration and steatosis (cause not yet
known) [20]

Adrenal
Acute fibrinoid necrosis of arterioles (cause not yet known) [42]

Testis
Seminiferous tubular injury, mild lymphocytic inflammation (cause not yet known) [43]

10. Radiological Aspects of SARS-CoV-2-Related Diseases

Imaging diagnostics, especially radiology, plays a crucial role in the management of patients
affected by SARS-CoV-2 infection. Indeed, CT imaging is currently considered the most appropriate
in vivo investigation for the detection of lung abnormalities related to the early stage of SARS-CoV-2
pulmonary infection [44–51]. In addition, several studies showed that serial chest CT imaging at
different time intervals can be a powerful toll for effectively assessing the disease progression: from the
first diagnosis of SARS-CoV-2 infection until patient discharge [52].

Recent investigations demonstrated familial clusters of pneumonia linked to SARS-CoV-2, which
indicated the human transmission of the disease [1,3]. In these clusters, some subjects showed ground
glass lung opacification by CT, but no clinical symptoms. Following the RT-PCR analysis, patients
were confirmed to be affected by SARS-CoV-2. These discoveries indicate, for the first time, that in
some subjects, the SARS-CoV-2 infection shows no clinical signs, demonstrating the existence of
asymptomatic patients [53]. Thus, in order to contain the spread of the virus, it is very important that
all subjects with a clear history of exposure to the virus, regardless of clinical symptoms, or with some
peculiar clinical symptoms, should undergo chest CT or SARS-CoV-2 RT-PCR analysis. In a study of Xu
et al., the authors demonstrated the fundamental role of chest CT examination in the initial diagnosis
of SARS-CoV2 pneumonia [7]. In fact, they showed that some peculiar CT imaging features, such as
clusters of patchy ground glass opacities in bilateral multiple lobular with periphery distribution,
can be considered distinctive signs of the SARS-CoV-2 pneumonia in asymptomatic patients also [7].

However, currently, the identification of patients affected by SARS-COV-2 is passive and is
prevalently based on symptoms. Unfortunately, this approach is not useful neither for the early
identification of symptomatic patients nor for the recognition of asymptomatic ones; in this condition,
prevention and control of the epidemic become even more difficult. Despite the overcrowding of
COVID hospitals, it would be advisable for asymptomatic patients with a history of SARS-CoV-2
exposure to have access to CT investigation to verify the presence of lung lesions. In particular,
high-resolution technique (HRCT) can provide a great support in the early diagnosis of patients with a
suspicion of SARS-CoV-2 pneumonia [54]. Indeed, HRCT is considered the most accurate imaging
analysis for identifying pathognomic characteristics of interstitial pneumonia, such as ground glass
areas, crazy paving, nodules and consolidations, mono- or bilateral, patchy or multifocal, central
and/or peripheral distribution, declivous or non-declivous [54]. Other imaging/pathological features,
such as pleural or pericardial effusion and mediastinal lymphadenopathy, are also possible.

Nevertheless, analyzing the most recent radiological data about SARS-CoV-2 pneumonia, it is
clear that imaging features may be variable and patient-specific. Specifically, about 75% of subjects with
bilateral lung [11,12,31–55] and multilobe involvement were also common [56]. In a case series of 21
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patients affected by SARS-CoV-2, ground-glass opacity was the main imaging feature detected by chest
CT [57], and 29% of these displayed consolidation [56]. About one out of three of SARS-CoV-2 patients
reported a peripheral distribution of ground-glass opacity. Conversely, CT images of the chest showed
no valuable pleural effusion, nodules, cavitation, and/or lymphadenopathy [57]. Another investigation
reporting 51 SARS-CoV-2 patients showed similar findings [58]: most CT images showed pure
ground-glass opacity (77%), followed by ground-glass opacity with reticular and/or interlobular septal
thickening (75%), and ground-glass opacity with consolidation (59%) and pure consolidation (55%).
Of the 51 cases, 86% showed bilateral lung involvement, and the above findings were peripherally
distributed in 86% of cases [58].

A clinical study by Tao Ai and colleagues reported that the sensitivity of chest CT imaging for
SARS-CoV-2 was 97% in 1014 cases in which infection was confirmed by RT-PCR [56]. According
to this evidence, in a solid case series of 59 SARS-CoV-2 patients from China, the positive rate of
initial CT examination was 85.7% [53]. In this study published on The Lancet, Huang et al. reported
that the sensitivity of chest CT was higher than leukopenia, lymphocytopenia, and C-reactive protein
at the initial stage of onset. Interestingly, the authors observed that in young children and infants,
the symptoms were frequently mild and atypical, as compared to adults, but they were detectable by
chest CT anyway.

Several clinical data indicate that X-ray can be used in the management of SARS-CoV-2 patients [56].
Despite the sensitivity of chest X-ray being considered too low for the detection of pulmonary
involvement in early-stage disease SARS-CoV-2 infection [44,59–61], it is evident that, in the health
emergency setting, this imaging methodology can be a useful diagnostic tool for “day after day”
monitoring of lung abnormalities related to SARS-CoV-2 infection, at least in patients already admitted
to intensive care units.

Table 3 summarizes the main characteristics of studies that reported CT data of patients affected
by SARS-CoV-2 infection.

Table 3. Table reported the main studies with the computerized tomography (CT) characterization of
SARS-CoV-2 patients.

Patients Sex Age (mean) Type of Study References

Bernheim A et al. 121 61 M; 60 W 45 ± 16 R [45]
Pan F et al. 21 6 M; 15 W 40 ± 9 R [46]
Shi H et al. 81 42 M; 39 W 49.5 ± 11 R [47]
Fang Y et al. 51 29 M; 22 W 45 R [48]
Yoon SH et al. 9 4 M; 5 W 54 R [50]
Li Y et al. 53 29 M; 24 W 58 ± 17 R [51]
Wei J et al. 1 1 W 40 CR [52]
Hu Z et al. 24 / / R [53]
Chen Z et al. 98 M 52; W 46 43 ± 17.2 R [54]
Chen N et al. 99 M 67; W 32 55.5 ± 13.1 R [31]
Huang C et al. 41 M 30; W 11 49 R [11]
Wang D et al. 138 M 75; 63 W / R [12]
Chung M et al. 21 M 13: W 8 51 ± 14 R [56]
Song F et al. 51 M 25; W 26 49 ± 16 R [58]
Ai T et al. 1014 M 467; W 547 51 ± 15 R [59]
Ng MY et al. 18 M 13; W 8 56 R [61]

R: retrospective CR: case report.

Evaluation of the severity of SARS-CoV-2 lung infections by imaging, both CT and X-ray analyses,
is very important in order to quickly choose the most appropriate clinical approach, as well as respiratory
support for infected patients. Currently, several CT scoring systems and only one X-ray scoring system
have been developed to quantify the presence/progression of pulmonary lesions in SARS-CoV-2
patients [45,62]. The X-ray scoring system consists of a simple five-point grading tool that was designed
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for non-radiologist clinicians [63]. In a paper of Borghesi and Maroldi, the X-ray scoring system was
used to quantify the “day after day” lung lesions on patients affected by SARS-CoV-2, demonstrating
that it may be useful also in the staging of SARS-CoV-2 infection [60]. Specifically, the authors showed
that the proposed X-ray scoring system is able to provide relevant information for clinicians as well as
highlighting the role of radiologists in this long battle against the SARS-CoV-2 pandemic.

Recently, lung ultrasound (US), besides CT and X-ray, has emerged as diagnostic tool that
is suitable for the detection of lung lesions by SARS-CoV-2 [63]. Surprisingly, a study suggested
that US analysis is superior to standard CT for the evaluation of pneumonia or respiratory distress
syndrome [64]. In particular, Peng et al. [64] summarized five main clinical findings, including
thickening of the irregular pleural line, based on data of lung US on 20 patients with pulmonary
infection. In addition, the authors reported a strong association between US imaging features and the
disease stages, suggesting its possible use in the monitoring of SARS-CoV-2 infection and progression.
In line with this, the Chinese Critical Ultrasound Study Group published critical ultrasound-based
recommendations on severe SARS-CoV-2, in which US of the lung features was described in detail [64].

However, currently, CT findings are the main factors for both the diagnosis and prognosis of
SARS-CoV-2 infection (Table 4).

Table 4. CT imaging features of patients affected by SARS-CoV-2.

CT Findings Number of Studies Number of Patients (%)

Patterns of the lesion
Ground-glass opacity with
consolidation 60 768 (18%)

Ground-glass opacity 60 2482 (65%)
Consolidation 60 1259 (22%)
Crazy paving pattern 24 575 (12%)
Reversed halo sign 24 146 (1%)

Other signs in the lesion
Interlobular septal
thickening 23 691 (27%)

Air bronchogram sign 23 531 (18%)

Distribution
Bilateral 48 3952 (80%)
Unilateral 48 641 (20%)
Right lung 8 48 (62%)
Left lung 8 29 (38%)

Number of lobes involved
One lobe 13 278 (14%)
Two lobes 13 299 (11%)
Three lobes 13 250 (13%)
Four lobes 13 212 (15%)
Five lobes 14 384 (34%)
More than one lobe 14 1145 (76%)

Lobe of lesion distribution
Left upper lobe 14 731 (74%)
Left lower lobe 20 504 (46%)
Right upper lobe 19 455 (40%)
Right middle lobe 15 326 (38%)
Right lower lobe 17 784 (74%)
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Table 4. Cont.

CT Findings Number of Studies Number of Patients (%)

Other findings
Pleural effusion 60 94 (1.6%)
Lymphadenopathy 60 21 (0.7%)
Pulmonary nodules 22 262 (9%)

Note—data are from reference [44].

Artificial Intelligence (AI) software has been recently developed to facilitate imaging diagnosis,
especially for CT and/or X-ray analyses [65–68]. Advantages in the use of AI software for the evaluation
of lung infections are automated measurements of wall thickness for intuitive airway analysis,
lobe segmentation, and visualization. In addition to clinical procedures and treatments, AI software,
currently considered as a new paradigm for health care, may provide different tools that are built upon
machine learning algorithms for supporting the decision-making processes. Thus, AI software is used
to classify the diseases according to clinical/imaging characteristics and/or to predict its evolution [69].
In this pandemic, several groups investigated the possibility to use AI for the early diagnosis of
SARS-CoV-2 infection. Unfortunately, SARS-CoV-2 patients show very similar imaging features to
patients with other pulmonary infections. Thus, it is very difficult to develop AI software that is able
to differentiate SARS-CoV-2 from other viral pneumonias, mainly as regards influenza viruses.

Starting from these considerations and given the increasing role of radiologists in the diagnosis
and management of SARS-CoV-2 patients, further considerations must be performed about the use
of AI and, in particular, deep learning, in the fight against this virus. In this context, researchers
have developed deep learning algorithms that are able to quickly identify patterns associated with
SARS-CoV-2 infection [70]. Moreover, an ACR Data Science Institute use case for AI algorithms that
addresses the pertinent characteristics of SARS-CoV-2 is available. These use cases are created by
radiologists and are meant to be used as open-source guidelines for data scientists who wish to design
neural network architecture to identify features or patterns of radiographic pathology [71].

Currently, the most promising study about the use of AI in the early diagnosis of
SARS-CoV-2-related diseases was published by Xueyan Mei et al. in Nature Communication [72].
In this paper, the authors used AI algorithms to integrate chest CT findings with clinical symptoms,
exposure history, and laboratory testing to perform a very early diagnosis of SARS-CoV-2 infection
in positive patients [72]. In a test set of 279 patients, the AI system proposed by Mei and colleagues
showed equal sensitivity as compared to a senior thoracic radiologist [72]. The use of the AI system
also improved the finding of SARS-CoV-2 positive patients who presented with normal CT scans,
correctly identifying 17 of 25 (68%) patients. Surprisingly, a team of expert radiologists diagnosed all
these patients as SARS-CoV-2 negative. Lastly, in patients with CT scans and associated clinical history,
the AI system was useful in the early detection of SARS-CoV-2 infection [72].

As regards non-pulmonary pathologies, myocarditis is the main pathology related to SARS-CoV-2
and also represents the most frequent cause of death in patients with SARS-CoV-2.

Myocarditis is defined as an inflammatory disease of the heart that causes myocardial injury
without an ischemic cause [73]. Despite only a few cases of all viral myocarditis being related to
human virus infections, some coronavirus has been associated to myocarditis in patients of all age
groups [74,75]. Interestingly, viral RNAs of both MERS-CoV and SARS-CoV, which are close relatives of
SARS-CoV-2, have been identified in the heart animal models, suggesting that frequently, coronaviruses
possess cardiotropism [76,77].

Despite several studies highlighted hearth impairment, the incidence of hearth involvement in
SARS-CoV-2 patients is unclear. However, up to 7% of the SARS-CoV-2-related deaths are attributable
to myocarditis [78].
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In this regard, the American Heart Association (AHA) recently recommended more extensive tests
for patients with early signs of myocarditis, mainly cardiac imaging analysis such as echocardiogram
or Cardiovascular Magnetic Resonance (CMR) [79]. Although CMR is considered more accurate and
sensitive than echocardiography, its use in this pandemic can be limited due to its restricted out-of-hours
availability [78]. Myocardial edema and/or scarring were the most frequent CMR signs observed in
SARS-CoV-2 patients affected by myocarditis [31,80,81]. If CMR analysis cannot be performed, both
cardiac CT scan with contrast enhancement and ECG gating may represent an effective alternative.
In addition, it is reported that CT or MRI of the head can be useful to detect strokes in SARS-CoV-2
patients that show acute neurological symptoms [82,83]. However, the management of SARS-CoV-2
patients showing brain involvement is even more challenging. In fact, neuroimaging by CT cannot
always provide a diagnostic certainty [84]. Conversely, lumbar punctures could provide important
data, but this diagnostic test is rarely positive [84]. Clinical imaging of the brain in patients affected by
SARS-CoV-2 commonly occurs in the last phase of the infection with very different phenotypes (MRI,
CTh, demyelinating lesions and encephalopathy) [85]. Nevertheless, the presence of SARS-CoV-2
in the cerebrospinal fluid or its load can be significantly reduced in the late phases of the infection,
thus resulting in it not being detectable with conventional analyses. Since brain involvement in
these patients can be severe and fatal, prompt treatment could be required. Recently, demyelinating
lesions detected by MRI head scan were described by Zanin et al. [86] in four SARS-CoV-2 patients,
demonstrating the possible role of neuroimaging in the management of positive SARS-CoV-2 patients
both symptomatic or not.

11. The Role of Nuclear Medicine in SARS-CoV-2-Related Diseases

18Fluorine fluorodeoxyglucose positron emission tomography/CT (18F-FDG PET/CT) has been
proposed as a non-invasive imaging method for detecting infectious or inflammatory diseases [87,88].
The ability of 18F-FDG PET/CT to identify sites of inflammation and infection is mainly related to the
glycolytic activity of cells involved in the inflammatory response [89]. It has been demonstrated that
cells involved in infection and inflammation, especially neutrophils and the monocyte/macrophage
family, are able to express high levels of glucose transporters and hexokinase activity. Notably, 18F-FDG
PET/CT may detect early pathophysiological changes in affected tissues in patients with infectious or
inflammatory diseases, and these functional changes may occur before anatomical changes are detected
by conventional imaging techniques [89]. In the literature, sufficient evidence-based data on the utility
of 18F-FDG PET/CT in the diagnosis and management of several infectious and inflammatory diseases
already exist [90].

Therefore, 18F-FDG-PET/CT plays an important role in assessing infectious and inflammatory lung
diseases, detecting involved lung segments, estimating the extent of lung involvement, monitoring
progression and treatment responses, and following up [91].

Recently, some case reports and small case series have shown 18F-FDG PET/CT findings in
patients with acute respiratory disease caused by SARS-CoV-2 infection (see Table 5). In the largest
series described by Qin et al. [92], 18F-FDG PET/CT results from four patients with suspected severe
acute respiratory syndrome coronavirus-2 (SARS-CoV-2) infection were described. The patients were
admitted to hospital with respiratory symptoms and fever when the SARS-CoV-2 outbreak was still
unrecognized and the virus infectivity was unknown. All the patients had typical chest CT imaging
features of SARS-CoV-2 pneumonia. In the 18F-FDG PET/CT scan, lung lesions were characterized
by increased 18F-FDG uptake, and there was evidence of lymph node involvement [92]. Conversely,
disseminated disease was absent, suggesting that SARS-CoV-2 has pulmonary tropism. In their
conclusion, the authors suggested a potential clinical usefulness for 18F-FDG PET/CT in patients with
suspected SARS-CoV-2 infection, especially at the early stages, when clinical symptoms are not specific
and differential diagnosis is challenging.
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Table 5. Table reported the main nuclear medicine studies about SARS-CoV-2 pandemic.

SARS-CoV-2 Positive Imaging Analysis Type of Study Reference

Qin et al. 4 18F-FDG PET/CT R [92]
Setti et al. 13 18F-FDG PET/CT P [93]

Polverari et al. 1 18F-FDG PET/CT CR [94]
Colandrea et al. 5 18F-FDG PET/CT CS [95]
Habouzit et al. 1 18F-FDG PET/CT CR [96]

Zou et al. 1 18F-FDG PET/CT CR [97]

R: retrospective P: prospective CR: case report CS: case series.

In a paper by Setti et al. [93], the authors retrospectively reviewed the cases of patients who
showed pulmonary involvement unrelated to cancer metastases. Among the 13 scans, five cases with
imaging findings suspicious for viral infection were detected. Peripheral lung consolidations and/or
ground-glass opacities in two or more lobes were found. Lung abnormalities displayed increased
18F-FDG uptake (maximum standardized uptake value [SUVmax] 4.3–11.3) [93]. All the patients on
the day of PET/CT acquisition were asymptomatic, and they did not have fever or cough. In view
of the PET/CT findings, home isolation, symptom surveillance, and treatment (in 3/5 patients) were
indicated. At 1-week follow-up, two out of five patients experienced the onset of mild respiratory
symptoms. The 18F-FDG PET/CT result revealed the presence of bilateral, diffuse, and intense FDG
uptake in the lower lobes (right lower lobe SUVmax = 5.9; left lower lobe SUVmax = 7.9; SUVmean of
the liver = 2.0) and less intense uptake in the remaining lobes. The FDG uptake corresponded to the
peripherally predominant ground-glass opacities observed in low-dose computed tomography (CT)
without contrast media administration. The 18FDG-PET/CT scan can identify probable SARS-CoV-2
disease in the absence or before symptom onset and can guide patient management [93].

Moreover, in a case report by Polverari and colleagues [70], the authors declared that during a
routine CT scan performed in February 2020, a centimetric nodule in the left superior lobe that was
suspected of being malignant was found in a 73-year-old male patient who underwent medium lobe
resection for pT2aN0 non-small cell lung cancer in April 2016, without administration of adjuvant
therapies [94]. Functional imaging with 18F-FDG PET/CT was requested by the tumor board to evaluate
the nodule metabolism. 18F-FDG PET/CT was scheduled on 18 March 2020, 27 days after the outbreak
of SARS-CoV-2 in Italy. During the triage procedures required for the prevention of SARS-CoV-2
infection, the patient’s body temperature was less than 37.5 ◦C, and he presented neither cough nor
wheezing nor shortness of breath. The patient declared no exposure to suspected infected people,
and he was a non-smoker with no cardiovascular comorbidities. However, the 18F-FDG PET/CT result
revealed the presence of bilateral, diffuse, and intense FDG uptake in the lower lobes (right lower
lobe SUVmax = 5.9; left lower lobe SUVmax = 7.9; SUVmean of the liver = 2.0) and less intense
uptake in the remaining lobes [94]. The FDG uptake corresponded to peripherally predominant
ground-glass opacities observed in low-dose CT without contrast media administration. An increased
uptake of 18F-FDG in the mediastinal lymph nodes was also observed (SUVmax = 5.6 in the right lower
paratracheal node). No pleural effusion was noted. The solitary nodule in the left superior lobe did not
reveal relevant 18F-FDG uptake. The authors interpreted the PET scan results as active inflammatory
processes, with a CT pattern highly suggestive of ongoing SARS-CoV-2 pneumonia. The patient
was tested with a RT-PCR reaction that revealed a positive result, and he was subsequently isolated.
Similarly, the studies of both Colandrea et al. and Habouzit and colleagues identified asymptomatic
SARS-CoV-2 patients before an RT-PCR test by 18F-FDG PET/CT analysis [95,96].

Zou et al. recently reported an 18F-FDG-PET/CT case of a PCR-confirmed SARS-CoV-2 patient [97].
FDG uptake was observed in ground-glass opacities with areas of focal consolidation in the right
lung (SUVmax = 4.9), in the right paratracheal, and right hilar lymph nodes. Notably, indications for
bone marrow involvement were seen. Czernin et al. recently published a 18F-FDG-PET/CT scan of a
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53-year-old patient with a neuroendocrine tumor of the pancreas, who was referred for restaging [98].
At the time the PET scan was performed, the patient was completely asymptomatic. On the PET scan,
a new hypermetabolic region in the right upper and lower lobe (SUVmax = 5.5) was observed, which
was in topographic correlation to predominantly peripheral and subpleurally located ground-glass
opacities with incipient, partly round-shaped consolidations. The findings were attributed to an
atypical inflammation; later, SARS-CoV-2 infection was confirmed [98].

Another potential application of 18F-FDG-PET/CT in SARS-CoV-2 could be to monitor treatment
response and help predict recovery time. The data provided by Qin et al. suggest a trend that higher
FDG uptake in SARS-CoV-2-induced pulmonary lesions may be correlated with longer healing times,
as one patient with an SUVmax of 4.6 recovered approximately 17 days after the onset of symptoms,
while another patient with a SUVmax of 12.2 recovered more than 26 days after the appearance of
the first symptoms [92]. The patient described by Zou et al. had a SUVmax of 4.9 in a pulmonary
lesion and recovered 15 days after the first symptoms occurred [97]. Certainly, these are just case
observations, which need to be properly characterized in larger patient cohorts before conclusions can
be drawn. To evaluate the potential predictive capability of PET for outcome, quantitative parameters
could be correlated with time on ventilation or death.

Although diagnostic reports of nuclear medicine performed in SARS-CoV-2 patients are sparse,
the first available case report indicate the usefulness of 18F-FDG-PET/CT to visualize inflamed or
infected lung areas in SARS-CoV-2. Das and colleagues reported on a patient with MERS-CoV
infection, who developed pneumonia with a severe radiographic deterioration pattern, multiple
FDG-avid areas on 18F-FDG-PET/CT, corresponding with nodules and cavities [98,99]. Chefer et al.
visualized the immune response to MERS-CoV 5 days after viral challenge with 18F-FDG-PET/CT
in a non-human primate model, showing FDG-avid mediastinal and axillary lymph nodes [100].
Interestingly, no changes in the CT image, body temperature, body weight, and blood glucose
concentrations were observed after viral exposure. However, FDG uptake in lymph nodes at Day 5
after viral exposure was accompanied by a slight increase (within the normal range) in circulating
monocytes. As monocytes play an important role in the immune response to viral infections, the reported
correlation between FDG uptake in lung-draining lymph nodes and monocyte count is not surprising.
In that respect, it would be interesting to assess the composition of the pulmonary manifestations of
SARS-CoV-2 with immune PET imaging, in order to characterize the involved immune cell subsets [101].
Muehe et al. recently performed PET imaging using 89Zr-labebed Feraheme, an FDA-approved
iron oxide nanoparticle, in non-human primates to visualize resident macrophages and monocyte
trafficking [102]. They reported that areas of acute inflammation and their draining lymph nodes could
be visualized clearly up to 14 days post injection.

In line with the findings presented by Chefer et al. [103], Wallace and colleagues performed
18F-FDG-PET/CT imaging of activated lymphoid tissues during simian-human immunodeficiency
virus infection in rhesus macaques, and they reported that FDG uptake in lymph nodes can precede
fulminant viral replication. The authors also concluded that 18F-FDG-PET can detect even subtle
changes in host immune response to contain a subclinical MERS-CoV infection [103]. For SARS-CoV-2
management, these observations suggest that 18F-FDG-PET/CT imaging might play a role in the early
stages of the disease, when clinical symptoms are unspecific and differential diagnosis is challenging.
With an increasing number of infected people, nuclear medicine physicians may also be confronted with
PET and CT signs of SARS-CoV-2 as incidental findings in patients referred for other clinical questions,
especially when patients are completely asymptomatic or in cases reported by Czernin et al. [98].
Therefore, it is important to be alert and report these signs to the referring physicians.

Although there is no definitive evidence, asymptomatic patients who present typical radiologic
CT patterns and positive FDG uptake should be promptly tested and strictly monitored, because a
sudden worsening of clinical conditions is possible.

Remarkably, 18F-FDG-PET/CT imaging of SARS-CoV-2 patients can be used for evaluating
FDG-uptake pattern in non-lung sites elsewhere in the body. Indeed, it is known that the infection by
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SARS-CoV-2 can provide damages to other organs such as heart, the gastrointestinal tract, kidneys,
and/or bone marrow [104–106]. Due to the absence of solid data about the non-lung localization
of SARS-CoV-2, some hypotheses have been derived by previously studies on other coronaviruses,
such as MERS-CoV and SARS-CoV infection. Chefer and colleagues described an increase of the uptake
of FDG in the bone marrow in MERS-CoV positive patients [102]. Similarly, Zou et al. reported bone
marrow involvement and FDG uptake in a SARS-CoV-2 patient [97]. In addition, Galougahi et al. [107],
for the first time, showed hypometabolism of the left orbito-frontal cortex by FDG-PET/CT scan in
a SARS-CoV-2 patient affected by anosmia. Specifically, the authors observed a reduction of the
Standardized Uptake Value (SUV) of the left side (9.5) with respect to the SUV of the right side (10.0).
In this context, it is important to remember that anosmia is one of the most frequent non-pulmonary
symptoms in SARS-CoV-2 positive patients [108]. Starting from these preliminary results, is it possible
to hypothesize the use of PET/CT scan as a whole-body non-invasive readout to assess chronic and
concomitant organ damage in SARS-CoV-2 positive patients. For what concerns heart and brain
SARS-CoV-2 related damage, 18F-GE180 PET analysis can be used for the concomitant detection of
heart–brain inflammation by targeting the mitochondrial translocator protein [109].

In addition, nuclear medicine showed the potential to provide new molecular data about the
use of nonsteroidal anti-inflammatory drugs in SARS-CoV-2 patients [110] by directly depicting
cyclooxygenase-2 (COX2)-involvement, using established COX2 inhibitory radiopharmaceuticals [111].
The use of radiolabeled drugs, to investigate molecular mechanisms involved in the SARS-CoV-2
infection, could target the cytokine signaling pathway involved in the cellular internalization of
SARS-CoV-2, such as chemokine receptor CXCR4, interleukin IL-6, and fibroblast activation protein
inhibitors, to address post-inflammatory fibrosis, or inhibitors of the type 1 angiotensin-II receptor
ATR1 [112]. It is noteworthy that the development of novel radiopharmaceuticals may also be directed
against the angiotensin-converting-enzyme-2 (ACE2), which is the entry receptor for SARS-CoV-2.
Radiolabeled ACE2-receptor antagonist has already been developed for autoradiography analysis [113],
laying the foundation for PET tracer development that can provide essential information in the study
of SARS-CoV-2 infection.

However, the identification of new biomarkers for the development of new radiolabeled drugs for
both the diagnosis and therapy of SARS-CoV-2 requires an intense collaboration with the pathology
departments. Indeed, it is important to identify the in situ expression (on bioptic specimens) of
biomarkers related to the SARS-CoV-2 activities, inflammatory response, and/or tissue damage, before
developing potential radiolabeled drugs that are useful in the fight against the SARS-CoV-2 pandemic.

12. Conclusions

Currently, the SARS-CoV-2 pandemic represents the focus of the biomedical research worldwide.
The identification of the molecular events related to the SARS-CoV-2 infection, as well as the
characterization of its clinical features, could put an end to this dramatic health emergency. In this
scenario, the interpretation of histopathological data in light of the clinical imaging characteristics
of SARS-CoV-2 infection can provide the scientific rationale to develop diagnostic and therapeutic
protocols that are capable of improving the management of infected patients. Specifically, morphological
and molecular analysis of SARS-CoV-2 infected tissues could highlight new useful prognostic and
predictive biomarkers for in vivo investigations.

Author Contributions: Conceptualization: M.S., O.S., and A.M.; Methodology: R.B., E.B., M.M., and N.U.; Formal
Analysis: N.U., R.B., M.M. and E.B.; Writing: Original Draft Preparation: M.S., A.M., and O.S.; Writing: Review
and Editing: N.U., E.B., M.M., and R.B; Supervision, O.S., All authors have read and agreed to the published
version of the manuscript.

Funding: This research received no external funding.

Acknowledgments: The authors wish to thank Martina Gioia Scimeca (5-year-old) for drawing both Figure 1
and the Graphical Abstract. Rita Bonfiglio is the recipient of a fellowship from the “Fondazione Umberto
Veronesi” (FUV).



Int. J. Mol. Sci. 2020, 21, 6960 17 of 22

Conflicts of Interest: The authors declare no conflict of interest. The study is original and the manuscript has not
been published yet and is not being considered for publication. All authors have agreed with the submission in its
present (and subsequent) forms.

References

1. Zhu, N.; Zhang, D.; Wang, W.; Li, X.; Yang, B.; Song, J.; Zhao, X.; Huang, B.; Shi, W.; Lu, R.; et al. China Novel
Coronavirus Investigating and Research Team. A novel coronavirus from patients with pneumonia in China.
N. Engl. J. Med. 2020, 382, 727–733. [CrossRef] [PubMed]

2. Yan, F.; Gao, Y.; Pang, X.; Xu, X.; Zhu, N.; Chan, H.; Hu, G.; Wu, M.; Yuan, Y.; Li, H.; et al. Evolution of the
novel coronavirus from the ongoing Wuhan outbreak and modeling of its spike protein for risk of human
transmission. J. Exp. Bot. 2020, 63, 457–460. [CrossRef]

3. Park, S.E. Epidemiology, virology, and clinical features of severe acute respiratory syndrome -coronavirus-2
(SARS-CoV-2; Coronavirus Disease-19). Clin. Exp. Pediatr. 2020, 63, 119–124. [CrossRef] [PubMed]

4. Li, M.Y.; Li, L.; Zhang, Y.; Wang, X.S. Expression of the SARS-CoV-2 cell receptor gene ACE2 in a wide variety
of human tissues. Infect. Dis Poverty 2020, 9, 45. [CrossRef] [PubMed]

5. Zhao, X.Y.; Xu, X.X.; Yin, H.S.; Hu, Q.M.; Xiong, T.; Tang, Y.Y.; Yang, A.Y.; Yu, B.P.; Huang, Z.P. Clinical
characteristics of patients with 2019 coronavirus disease in a non-Wuhan area of Hubei Province, China:
A retrospective study. BMC Infect. Dis. 2020, 20, 311. [CrossRef] [PubMed]

6. Bustin, S.A.; Nolan, T. RT-qPCR Testing of SARS-CoV-2: A Primer. Int. J. Mol. Sci. 2020, 21, 3004. [CrossRef]
7. Xu, X.; Yu, C.; Qu, J.; Zhang, L.; Jiang, S.; Huang, D.; Chen, B.; Zhang, Z.; Guan, W.; Ling, Z.; et al. Imaging

and clinical features of patients with 2019 novel coronavirus SARS-CoV-2. Eur. J. Nucl. Med. Mol. Imaging
2020, 47, 1275–1280. [CrossRef]

8. Ciotti, M.; Angeletti, S.; Minieri, M.; Giovannetti, M.; Benvenuto, D.; Pascarella, S.; Sagnelli, C.; Bianchi, M.;
Bernardini, S.; Ciccozzi, M. SARS-COV-2 Outbreak: An Overview. Chemotherapy 2019, 64, 215–223. [CrossRef]

9. Urbano, N.; Scimeca, M.; Bonanno, E.; Schillaci, O. Nuclear medicine and anatomic pathology in personalized
medicine: A challenging alliance. Pers. Med. 2018, 15, 457–459. [CrossRef]

10. Scimeca, M.; Urbano, N.; Bonfiglio, R.; Schillaci, O.; Bonanno, E. Management of oncological patients in
the digital era: Anatomic pathology and nuclear medicine teamwork. Future Oncol. 2018, 14, 1013–1015.
[CrossRef]

11. Huang, C.; Wang, Y.; Li, X.; Ren, L.; Zhao, J.; Hu, Y.; Zhang, L.; Fan, G.; Xu, J.; Gu, X.; et al. Clinical features
of patients infected with 2019 novel coronavirus in Wuhan, China. Lancet 2020, 395, 497–506. [CrossRef]

12. Wang, D.; Hu, B.; Hu, C.; Zhu, F.; Liu, X.; Zhang, J.; Wang, B.; Xiang, H.; Cheng, Z.; Xiong, Y.; et al. Clinical
Characteristics of 138 Hospitalized Patients With 2019 Novel Coronavirus-Infected Pneumonia in Wuhan,
China. JAMA 2020, 323, 1061. [CrossRef] [PubMed]

13. Zhou, F.; Yu, T.; Du, R.; Fan, G.; Liu, Y.; Liu, Z.; Xiang, J.; Wang, Y.; Song, B.; Gu, X.; et al. Clinical course and
risk factors for mortality of adult inpatients with SARS-COV-2 in Wuhan, China: A retrospective cohort
study. Lancet 2020, 395, 1054–1062. [CrossRef]

14. Shi, Y.; Wang, Y.; Shao, C.; Huang, J.; Gan, J.; Huang, X.; Bucci, E.; Piacentini, M.; Ippolito, G.; Melino, G.
SARS-COV-2 infection: The perspectives on immune responses. Cell Death Differ. 2020, 27, 1451–1454.
[CrossRef]

15. Bosmuller, H.; Traxler, S.; Bitzer, M.; Häberle, H.; Raiser, W.; Nann, D.; Frauenfeld, L.; Vogelsberg, A.;
Klingel, K.; Fend, F. The evolution of pulmonary pathology in fatal SARS-COV-2 disease: An autopsy study
with clinical correlation. Virchows Arch. 2020, 477, 349–357. [CrossRef] [PubMed]

16. Ackermann, M.; Verleden, S.E.; Kuehnel, M.; Haverich, A.; Welte, T.; Laenger, F.; Vanstapel, A.; Werlein, C.;
Stark, H.; Tzankov, A.; et al. Pulmonary Vascular Endothelialitis, Thrombosis, and Angiogenesis in
SARS-CoV-2. N. Engl. J. Med. 2020, 383, 120–128. [CrossRef]

17. Varga, Z.; Flammer, A.J.; Steiger, P.; Haberecker, M.; Andermatt, R.; Zinkernagel, A.S.; Mehra, M.R.;
Schuepbach, R.A.; Ruschitzka, F.; Moch, H. Endothelial cell infection and endotheliitis in SARS-COV-2.
Lancet 2020, 395, 1417–1418. [CrossRef]

18. Yan, R.; Zhang, Y.; Li, Y.; Xia, L.; Guo, Y.; Zhou, Q. Structural basis for the recognition of SARS-CoV-2 by
full-length human ACE2. Science 2020, 367, 1444–1448. [CrossRef]

http://dx.doi.org/10.1056/NEJMoa2001017
http://www.ncbi.nlm.nih.gov/pubmed/31978945
http://dx.doi.org/10.1007/s11427-020-1637-5
http://dx.doi.org/10.3345/cep.2020.00493
http://www.ncbi.nlm.nih.gov/pubmed/32252141
http://dx.doi.org/10.1186/s40249-020-00662-x
http://www.ncbi.nlm.nih.gov/pubmed/32345362
http://dx.doi.org/10.1186/s12879-020-05010-w
http://www.ncbi.nlm.nih.gov/pubmed/32345226
http://dx.doi.org/10.3390/ijms21083004
http://dx.doi.org/10.1007/s00259-020-04735-9
http://dx.doi.org/10.1159/000507423
http://dx.doi.org/10.2217/pme-2018-0050
http://dx.doi.org/10.2217/fon-2017-0698
http://dx.doi.org/10.1016/S0140-6736(20)30183-5
http://dx.doi.org/10.1001/jama.2020.1585
http://www.ncbi.nlm.nih.gov/pubmed/32031570
http://dx.doi.org/10.1016/S0140-6736(20)30566-3
http://dx.doi.org/10.1038/s41418-020-0530-3
http://dx.doi.org/10.1007/s00428-020-02881-x
http://www.ncbi.nlm.nih.gov/pubmed/32607684
http://dx.doi.org/10.1056/NEJMoa2015432
http://dx.doi.org/10.1016/S0140-6736(20)30937-5
http://dx.doi.org/10.1126/science.abb2762


Int. J. Mol. Sci. 2020, 21, 6960 18 of 22

19. Magro, C.; Mulvey, J.J.; Berlin, D.; Nuovo, G.; Salvatore, S.; Harp, J.; Baxter-Stoltzfus, A.; Laurence, J.
Complement associated microvascular injury and thrombosis in the pathogenesis of severe SARS-COV-2
infection: A report of five cases. Transl. Res. 2020, 220, 1–13. [CrossRef]

20. Lax, S.F.; Skok, K.; Zechner, P.; Kessler, H.H.; Kaufmann, N.; Koelblinger, C.; Vander, K.; Bargfrieder, U.;
Trauner, M. Pulmonary Arterial Thrombosis in SARS-COV-2 with Fatal Outcome: Results from a Prospective,
Single-Center, Clinicopathologic Case Series. Ann. Intern. Med. 2020, 173, 350–361. [CrossRef]

21. Wichmann, D.; Sperhake, J.-P.; Lütgehetmann, M.; Steurer, S.; Edler, C.; Heinemann, A.; Heinrich, F.;
Mushumba, H.; Kniep, I.; Schröder, A.S.; et al. Autopsy Findings and Venous Thromboembolism in Patients
With SARS-COV-2. Ann. Intern. Med. 2020, 173, 350–361. [CrossRef]

22. Giannis, D.; Ziogas, I.A.; Gianni, P. Coagulation disorders in coronavirus infected patients: SARS-COV-2,
SARS-CoV-1, MERS-CoV and lessons from the past. J. Clin. Virol. 2020, 127, 104362. [CrossRef]

23. Ishiguro, T.; Kobayashi, Y.; Uozumi, R.; Takata, N.; Takaku, Y.; Kagiyama, N.; Kanauchi, T.; Shimizu, Y.;
Takayanagi, N. Viral Pneumonia Requiring Differentiation from Acute and Progressive Diffuse Interstitial
Lung Diseases. Intern. Med. 2019, 58, 3509–3519. [CrossRef] [PubMed]

24. Konopka, K.E.; Nguyen, T.; Jentzen, J.M.; Rayes, O.; Schmidt, C.J.; Wilson, A.M.; Farver, C.F.; Myers, J.L. Diffuse
Alveolar Damage (DAD) from Coronavirus Disease 2019 Infection is Morphologically Indistinguishable
from Other Causes of DAD. Histopathology 2020, 77, 570–578. [CrossRef] [PubMed]

25. Shi, S.; Qin, M.; Shen, B.; Cai, Y.; Liu, T.; Yang, F.; Gong, W.; Liu, X.; Liang, J.; Zhao, Q.; et al. Association of
Cardiac Injury with Mortality in Hospitalized Patients with SARS-COV-2 in Wuhan, China. JAMA Cardiol.
2020, 5, 802–810. [CrossRef]

26. Sala, S.; Peretto, G.; Gramegna, M.; Palmisano, A.; Villatore, A.; Vignale, D.; De Cobelli, F.; Tresoldi, M.;
Cappelletti, A.M.; Basso, C.; et al. Acute myocarditis presenting as a reverse Tako-Tsubo syndrome in a
patient with SARS-CoV-2 respiratory infection. Eur. Heart J. 2020, 41, 1861–1862. [CrossRef] [PubMed]

27. Chen, C.; Zhou, Y.; Wang, D.W. SARS-CoV-2: A potential novel etiology of fulminant myocarditis. Herz 2020,
45, 230–232. [CrossRef] [PubMed]

28. Yan, L.; Mir, M.; Sanchez, P.; Beg, M.; Peters, J.; Enriquez, O.; Gilbert, A. Autopsy Report with Clinical
Pathological Correlation. Arch. Pathol. Lab. Med. 2020. [CrossRef]

29. Tavazzi, G.; Pellegrini, C.; Maurelli, M.; Belliato, M.; Sciutti, F.; Bottazzi, A.; Sepe, P.A.; Resasco, T.;
Camporotondo, R.; Bruno, R.; et al. Myocardial localization of coronavirus in SARS-COV-2 cardiogenic
shock. Eur. J. Heart Fail 2020, 22, 911–915. [CrossRef]

30. Craver, R.; Huber, S.; Sandomirsky, M.; McKenna, D.; Schieffelin, J.; Finger, L. Fatal Eosinophilic Myocarditis
in a Healthy 17-Year-Old Male with Severe Acute Respiratory Syndrome Coronavirus 2 (SARS-CoV-2c). Fetal
Pediatr. Pathol. 2020, 39, 263–268. [CrossRef]

31. Chen, N.; Zhou, M.; Dong, X.; Qu, J.; Gong, F.; Han, Y.; Qiu, Y.; Wang, J.; Liu, Y.; Wei, Y.; et al. Epidemiological
and clinical characteristics of 99 cases of 2019 novel coronavirus pneumonia in Wuhan, China: A descriptive
study. Lancet 2020, 395, 507–513. [CrossRef]

32. Farkash, E.A.; Wilson, A.M.; Jentzen, J.M. Ultrastructural Evidence for Direct Renal Infection with SARS-CoV-2.
J. Am. Soc. Nephrol. 2020, 31, 1683–1687. [CrossRef] [PubMed]

33. Gianotti, R.; Recalcati, S.; Fantini, F.; Riva, C.; Milani, M.; Dainese, E.; Boggio, F. Histopathological Study of a
Broad Spectrum of Skin Dermatoses in Patients Affected or Highly Suspected of Infection by SARS-COV-2 in
the Northern Part of Italy: Analysis of the Many Faces of the Viral-Induced Skin Diseases in Previous and
New Reported Cases. Am. J. Dermatopathol. 2020, 42, 564–570.

34. Gianotti, R.; Zerbi, P.; Dodiuk-Gad, R.P. Clinical and histopathological study of skin dermatoses in patients
affected by SARS-COV-2 infection in the Northern part of Italy. J. Dermatol. Sci. 2020, 98, 141–143. [CrossRef]
[PubMed]

35. Zengarini, C.; Orioni, G.; Cascavilla, A.; Horna Solera, C.; Fulgaro, C.; Misciali, C.; Patrizi, A.; Gaspari, V.
Histological pattern in SARS-COV-2-induced viral rash. J Eur Acad Dermatol Venereol. 2020, 2. [CrossRef]

36. Llamas-Velasco, M.; Munoz-Hernandez, P.; Lazaro-Gonzalez, J.; Reolid-Pérez, A.; Abad-Santamaría, B.;
Fraga, J.; Daudén-Tello, E. Thrombotic occlusive vasculopathy in a skin biopsy from a livedoid lesion of a
patient with SARS-COV-2. Br. J. Dermatol. 2020, 183, 591–593.

37. Verdoni, L.; Mazza, A.; Gervasoni, A.; Martelli, L.; Ruggeri, M.; Ciuffreda, M.; Bonanomi, E.; D’Antiga, L.
An outbreak of severe Kawasaki-like disease at the Italian epicentre of the SARS-CoV-2 epidemic:
An observational cohort study. Lancet 2020, 395, 1771–1778. [CrossRef]

http://dx.doi.org/10.1016/j.trsl.2020.04.007
http://dx.doi.org/10.7326/M20-2566
http://dx.doi.org/10.7326/M20-2003
http://dx.doi.org/10.1016/j.jcv.2020.104362
http://dx.doi.org/10.2169/internalmedicine.2696-19
http://www.ncbi.nlm.nih.gov/pubmed/31839671
http://dx.doi.org/10.1111/his.14180
http://www.ncbi.nlm.nih.gov/pubmed/32542743
http://dx.doi.org/10.1001/jamacardio.2020.0950
http://dx.doi.org/10.1093/eurheartj/ehaa286
http://www.ncbi.nlm.nih.gov/pubmed/32267502
http://dx.doi.org/10.1007/s00059-020-04909-z
http://www.ncbi.nlm.nih.gov/pubmed/32140732
http://dx.doi.org/10.5858/arpa.2020-0217-SA
http://dx.doi.org/10.1002/ejhf.1828
http://dx.doi.org/10.1080/15513815.2020.1761491
http://dx.doi.org/10.1016/S0140-6736(20)30211-7
http://dx.doi.org/10.1681/ASN.2020040432
http://www.ncbi.nlm.nih.gov/pubmed/32371536
http://dx.doi.org/10.1016/j.jdermsci.2020.04.007
http://www.ncbi.nlm.nih.gov/pubmed/32381428
http://dx.doi.org/10.1111/jdv.16569
http://dx.doi.org/10.1016/S0140-6736(20)31103-X


Int. J. Mol. Sci. 2020, 21, 6960 19 of 22

38. Viner, R.M.; Whittaker, E. Kawasaki-like disease: Emerging complication during the SARS-COV-2 pandemic.
Lancet 2020, 395, 1741–1743. [CrossRef]

39. Kobayashi, M.; Matsumoto, Y.; Ohya, M.; Harada, K.; Kanno, H. Histologic and Immunohistochemical
Evaluation of Infiltrating Inflammatory Cells in Kawasaki Disease Arteritis Lesions. Appl. Immunohistochem.
Mol. Morphol. 2020. [CrossRef]

40. Maino, A.; Rossio, R.; Cugno, M.; Marzano, A.V.; Tedeschi, A. Hypereosinophilic syndrome, Churg-Strauss
syndrome and parasitic diseases: Possible links between eosinophilia and thrombosis. Curr. Vasc. Pharmacol.
2012, 10, 670–675. [CrossRef]

41. Solomon, I.H.; Normandin, E.; Bhattacharyya, S.; Mukerji, S.S.; Keller, K.; Ali, A.S.; Adams, G.; Hornick, J.L.;
Padera, R.F., Jr.; Sabeti, P. Neuropathological Features of SARS-CoV-2. N. Engl. J. Med. 2020, 383, 989–992.
[CrossRef] [PubMed]

42. Iuga, A.C.; Marboe, C.C.; Yilmaz, M.M.; Lefkowitch, J.H.; Gauran, C.; Lagana, S.M. Adrenal Vascular Changes
in SARS-COV-2 Autopsies. Arch. Pathol. Lab. Med. 2020. Available online: https://www.unboundmedicine.
com/medline/citation/32579380/Adrenal_Vascular_Changes_in_COVID-19_Autopsies (accessed on
21 September 2020).

43. Yang, M.; Chen, S.; Huang, B.; Zhong, J.M.; Su, H.; Chen, Y.J.; Cao, Q.; Ma, L.; He, J.; Li, X.F.; et al. Pathological
Findings in the Testes of SARS-COV-2 Patients: Clinical Implications. Eur. Urol. Focus. 2020, 6, 1124–1129.
[CrossRef] [PubMed]

44. Awulachew, E.; Diriba, K.; Anja, A.; Getu, E.; Belayneh, F. Computed Tomography (CT) Imaging Features of
Patients with COVID-19: Systematic Review and Meta-Analysis. Radiol. Res. Pr. 2020, 2020, 1023506.

45. Bernheim, A.; Mei, X.; Huang, M.; Yang, Y.; Fayad, Z.A.; Zhang, N.; Diao, K.; Lin, B.; Zhu, X.; Li, K.; et al.
Chest CT findings in coronavirus disease-19 (SARS-COV-2): Relationship to duration of infection. Radiology
2020, 295, 200463. [CrossRef]

46. Pan, F.; Ye, T.; Sun, P.; Gui, S.; Liang, B.; Li, L.; Zheng, D.; Wang, J.; Hesketh, R.L.; Yang, L.; et al. Time course
of lung changes on chest CT during recovery from 2019 novel coronavirus (SARS-COV-2) pneumonia.
Radiology 2020, 295, 715–721. [CrossRef]

47. Shi, H.; Han, X.; Jiang, N.; Cao, Y.; Alwalid, O.; Gu, J.; Fan, Y.; Zheng, C. Radiological findings from 81
patients with SARS-COV-2 pneumonia in Wuhan, China: A descriptive study. Lancet Infect. Dis. 2020, 20,
425–434. [CrossRef]

48. Fang, Y.; Zhang, H.; Xie, J.; Lin, M.; Ying, L.; Pang, P.; Ji, W. Sensitivity of chest CT for SARS-COV-2:
Comparison to RT-PCR. Radiology 2020, 19, 200432.

49. Kim, H. Outbreak of novel coronavirus (SARS-COV-2): What is the role of radiologist? Eur. Radiol. 2020, 30,
3266–3267. [CrossRef]

50. Yoon, S.H.; Lee, K.H.; Kim, J.Y.; Lee, Y.K.; Ko, H.; Kim, K.H.; Park, C.M.; Kim, Y.H. Chest radiographic and
CT findings of the 2019 novel coronavirus disease (SARS-COV-2): Analysis of nine patients treated in Korea.
Korean J. Radiol. 2020, 21, 494–500. [CrossRef]

51. Li, Y.; Xia, L. Coronavirus disease 2019 (SARS-COV-2): Role of chest CT in diagnosis and management.
AJR Am. J. Roentgenol. 2020, 215, 1–7. [CrossRef]

52. Wei, J.; Xu, H.; Xiong, J.; Shen, Q.; Fan, B.; Ye, C.; Dong, W.; Hu, F. 2019 novel coronavirus (SARS-COV-2)
pneumonia: Serial computed tomography findings. Korean J. Radiol. 2020, 21, 501–504. [CrossRef]

53. Hu, Z.; Song, C.; Xu, C.; Jin, G.; Chen, Y.; Xu, X.; Ma, H.; Chen, W.; Lin, Y.; Zheng, Y.; et al. Clinical
characteristics of 24 asymptomatic infections with SARS-COV-2 screened among close contacts in Nanjing,
China. Sci. China Life Sci. 2020, 63, 706–711. [CrossRef] [PubMed]

54. Chen, Z.; Fan, H.; Cai, J.; Li, Y.; Wu, B.; Hou, Y.; Xu, S.; Zhou, F.; Liu, Y.; Xuan, W.; et al. High-resolution
computed tomography manifestations of SARS-COV-2 infections in patients of different ages. Eur. J. Radiol.
2020, 126, 108972. [CrossRef] [PubMed]

55. Ryu, S.; Chun, B.C. Epidemiological characteristics of 2019 novel coronavirus: An interim review. Epidemiol.
Health 2020, 42, e2020006. [CrossRef]

56. Chung, M.; Bernheim, A.; Mei, X.; Zhang, N.; Huang, M.; Zeng, X.; Cui, J.; Xu, W.; Yang, Y.; Fayad, Z.A.;
et al. CT imaging features of 2019 novel coronavirus (2019-nCoV). Radiology 2020, 295, 202–207. [CrossRef]
[PubMed]

57. Kanne, J.P. Chest CT findings in 2019 novel coronavirus (2019-nCoV) infections from Wuhan, China:
Key points for the radiologist. Radiology 2020, 295, 16–17. [CrossRef] [PubMed]

http://dx.doi.org/10.1016/S0140-6736(20)31129-6
http://dx.doi.org/10.1097/PAI.0000000000000860
http://dx.doi.org/10.2174/157016112801784594
http://dx.doi.org/10.1056/NEJMc2019373
http://www.ncbi.nlm.nih.gov/pubmed/32530583
https://www.unboundmedicine.com/medline/citation/32579380/Adrenal_Vascular_Changes_in_COVID-19_Autopsies
https://www.unboundmedicine.com/medline/citation/32579380/Adrenal_Vascular_Changes_in_COVID-19_Autopsies
http://dx.doi.org/10.1016/j.euf.2020.05.009
http://www.ncbi.nlm.nih.gov/pubmed/32563676
http://dx.doi.org/10.1148/radiol.2020200463
http://dx.doi.org/10.1148/radiol.2020200370
http://dx.doi.org/10.1016/S1473-3099(20)30086-4
http://dx.doi.org/10.1007/s00330-020-06748-2
http://dx.doi.org/10.3348/kjr.2020.0132
http://dx.doi.org/10.2214/AJR.19.22372
http://dx.doi.org/10.3348/kjr.2020.0112
http://dx.doi.org/10.1007/s11427-020-1661-4
http://www.ncbi.nlm.nih.gov/pubmed/32146694
http://dx.doi.org/10.1016/j.ejrad.2020.108972
http://www.ncbi.nlm.nih.gov/pubmed/32240913
http://dx.doi.org/10.4178/epih.e2020006
http://dx.doi.org/10.1148/radiol.2020200230
http://www.ncbi.nlm.nih.gov/pubmed/32017661
http://dx.doi.org/10.1148/radiol.2020200241
http://www.ncbi.nlm.nih.gov/pubmed/32017662


Int. J. Mol. Sci. 2020, 21, 6960 20 of 22

58. Song, F.; Shi, N.; Shan, F.; Zhang, Z.; Shen, J.; Lu, H.; Ling, Y.; Jiang, Y.; Shi, Y. Emerging coronavirus
2019—nCoV pneumonia. Radiology 2020, 295, 210–217. [CrossRef]

59. Ai, T.; Yang, Z.; Hou, H.; Zhan, C.; Chen, C.; Lv, W.; Tao, Q.; Sun, Z.; Xia, L. Correlation of Chest CT and
RT-PCR Testing in Coronavirus Disease 2019 (SARS-COV-2) in China: A Report of 1014 Cases. Radiology
2020, 26, 200642.

60. Borghesi, A.; Maroldi, R. SARS-COV-2 outbreak in Italy: Experimental chest X-ray scoring system for
quantifying and monitoring disease progression. Radiol. Med. 2020, 125, 509–513. [CrossRef]

61. Ng, M.-Y.; Lee, E.Y.; Yang, J.; Yang, F.; Li, X.; Wang, H.; Lui, M.M.-S.; Lo, C.S.-Y.; Leung, B.; Khong, P.L.; et al.
Imaging profile of the SARS-COV-2 infection: Radiologic findings and literature review. Radiol. Cardiothorac.
Imaging 2020, 2, e200034. [CrossRef]

62. Bai, H.X.; Wang, R.; Xiong, Z.; Hsieh, B.; Chang, K.; Halsey, K.; Tran, T.M.L.; Choi, J.W.; Wang, D.C.; Shi, L.B.;
et al. AI Augmentation of Radiologist Performance in Distinguishing SARS-COV-2 from Pneumonia of
Other Etiology on Chest CT. Radiology 2020, 27, 201491.

63. Romann, M.; Fuchslocher, J. Validation of digit-length ratio (2D:4D) assessments on the basis of DXA-derived
hand scans. BMC Med. Imaging 2015, 15, 1. [CrossRef] [PubMed]

64. Peng, Q.Y.; Wang, X.T.; Zhang, L.N.; Chinese Critical Care Ultrasound Study Group (CCUSG). Findings of
lung ultrasonography of novel corona virus pneumonia during the 2019–2020 epidemic. Intensive Care Med.
2020, 46, 849–850. [CrossRef] [PubMed]

65. Pang, T.; Guo, S.; Zhang, X.; Zhao, L. Automatic Lung Segmentation Based on Texture and Deep Features of
HRCT Images with Interstitial Lung Disease. BioMed Res. Int. 2019, 2019, 2045432. [CrossRef]

66. Onishi, Y.; Teramoto, A.; Tsujimoto, M.; Tsukamoto, T.; Saito, K.; Toyama, H.; Imaizumi, K.; Fujita, H.
Multiplanar analysis for pulmonary nodule classification in CT images using deep convolutional neural
network and generative adversarial networks. Int. J. Comput. Assist. Radiol. Surg. 2020, 15, 173–178.
[CrossRef]

67. Christe, A.; Peters, A.A.; Drakopoulos, D.; Heverhagen, J.T.; Geiser, T.; Stathopoulou, T.; Christodoulidis, S.;
Anthimopoulos, M.; Mougiakakou, S.G.; Ebner, L. Computer-Aided Diagnosis of Pulmonary Fibrosis Using
Deep Learning and CT Images. Investig. Radiol. 2019, 54, 627–632. [CrossRef]

68. Fischer, A.M.; Varga-Szemes, A.; Martin, S.S.; Sperl, J.I.; Sahbaee, P.; Neumann, D.; Gawlitza, J.; Henzler, T.;
Johnson, C.M.; Nance, J.W.; et al. Artificial Intelligence-based Fully Automated Per Lobe Segmentation and
Emphysema-quantification Based on Chest Computed Tomography Compared With Global Initiative for
Chronic Obstructive Lung Disease Severity of Smokers. J. Thorac. Imaging 2020, 35 (Suppl. 1), S28–S34.
[CrossRef]

69. Neri, E.; Coppola, F.; Miele, V.; Bibbolino, C.; Grassi, R. Artificial intelligence: Who is responsible for the
diagnosis? Radiol. Med. 2020, 125, 517–521. [CrossRef]

70. Li, L.; Qin, L.; Xu, Z.; Yin, Y.; Wang, X.; Kong, B.; Bai, J.; Lu, Y.; Fang, Z.; Song, Q.; et al. Artificial Intelligence
Distinguishes SARS-COV-2 from Community Acquired Pneumonia on Chest CT. Radiology 2020, 19, 200905.

71. Stern, E.J.; Bernheim, A.; Chung, M. SARS-COV-2 compatible chest CT pattern. Am. Coll. Radiol. 2020.
Available online: www.acrdsi.org/DSI-Services/Define-AI/Use-Cases/SARS-COV-2-Compatible-Chest-CT-
Pattern (accessed on 21 September 2020).

72. Mei, X.; Lee, H.C.; Diao, K.Y.; Huang, M.; Lin, B.; Liu, C.; Xie, Z.; Ma, Y.; Robson, P.M.; Chung, M.; et al.
Artificial intelligence-enabled rapid diagnosis of patients with SARS-COV-2. Nat. Med. 2020. [CrossRef]

73. Esfandiarei, M.; McManus, B.M. Molecular biology and pathogenesis of viral myocarditis. Annu. Rev. Pathol.
2008, 3, 127–155. [CrossRef] [PubMed]

74. Riski, H.; Hovi, T.; Frick, M.H. Carditis associated with coronavirus infection. Lancet 1980, 2, 100–101.
[CrossRef]

75. Alhogbani, T. Acute myocarditis associated with novel Middle east respiratory syndrome coronavirus.
Ann. Saudi Med. 2016, 36, 78–80. [CrossRef] [PubMed]

76. Agrawal, A.S.; Garron, T.; Tao, X.; Peng, B.H.; Wakamiya, M.; Chan, T.S.; Couch, R.B.; Tseng, C.T. Generation
of a transgenic mouse model of Middle East respiratory syndrome coronavirus infection and disease. J. Virol.
2015, 89, 3659–3670. [CrossRef]

77. Schaecher, S.R.; Stabenow, J.; Oberle, C.; Schriewer, J.; Buller, R.M.; Sagartz, J.E.; Pekosz, A.
An immunosuppressed Syrian golden hamster model for SARS-CoV infection. Version 2. Virology 2008, 380,
312–321. [CrossRef]

http://dx.doi.org/10.1148/radiol.2020200274
http://dx.doi.org/10.1007/s11547-020-01200-3
http://dx.doi.org/10.1148/ryct.2020200034
http://dx.doi.org/10.1186/s12880-015-0042-7
http://www.ncbi.nlm.nih.gov/pubmed/25645550
http://dx.doi.org/10.1007/s00134-020-05996-6
http://www.ncbi.nlm.nih.gov/pubmed/32166346
http://dx.doi.org/10.1155/2019/2045432
http://dx.doi.org/10.1007/s11548-019-02092-z
http://dx.doi.org/10.1097/RLI.0000000000000574
http://dx.doi.org/10.1097/RTI.0000000000000500
http://dx.doi.org/10.1007/s11547-020-01135-9
www.acrdsi.org/DSI-Services/Define-AI/Use-Cases/SARS-COV-2-Compatible-Chest-CT-Pattern
www.acrdsi.org/DSI-Services/Define-AI/Use-Cases/SARS-COV-2-Compatible-Chest-CT-Pattern
http://dx.doi.org/10.1038/s41591-020-0931-3
http://dx.doi.org/10.1146/annurev.pathmechdis.3.121806.151534
http://www.ncbi.nlm.nih.gov/pubmed/18039131
http://dx.doi.org/10.1016/S0140-6736(80)92989-X
http://dx.doi.org/10.5144/0256-4947.2016.78
http://www.ncbi.nlm.nih.gov/pubmed/26922692
http://dx.doi.org/10.1128/JVI.03427-14
http://dx.doi.org/10.1016/j.virol.2008.07.026


Int. J. Mol. Sci. 2020, 21, 6960 21 of 22

78. Siripanthong, B.; Nazarian, S.; Muser, D.; Deo, R.; Santangeli, P.; Khanji, M.Y.; Cooper, L.T.J.; Chahal, C.A.A.
Recognizing SARS-COV-2-related myocarditis: The possible pathophysiology and proposed guideline for
diagnosis and management. Heart Rhythm. 2020. [CrossRef]

79. Kociol, R.D.; Cooper, L.T.; Fang, J.C.; Moslehi, J.J.; Pang, P.S.; Sabe, M.A.; Shah, R.V.; Sims, D.B.; Thiene, G.;
Vardeny, O.; et al. Recognition and Initial Management of Fulminant Myocarditis: A Scientific Statement
from the American Heart Association. Circulation 2020, 141, e69–e92. [CrossRef]

80. Inciardi, R.M.; Lupi, L.; Zaccone, G.; Italia, L.; Raffo, M.; Tomasoni, D.; Cani, D.S.; Cerini, M.; Farina, D.;
Gavazzi, E.; et al. Cardiac Involvement in a Patient With Coronavirus Disease 2019 (SARS-COV-2).
JAMA Cardiol. 2020. [CrossRef]

81. Kim, I.C.; Kim, J.Y.; Kim, H.A.; Han, S. SARS-COV-2-related myocarditis in a 21-year-old female patient.
Eur. Heart J. 2020, 41, 1859. [CrossRef]

82. Avula, A.; Nalleballe, K.; Narula, N.; Sapozhnikov, S.; Dandu, V.; Toom, S.; Glaser, A.; Elsayegh, D.
SARS-COV-2 presenting as stroke. Brain Behav. Immun. 2020, 87, 115–119. [CrossRef]

83. Valderrama, E.V.; Humbert, K.; Lord, A.; Frontera, J.; Yaghi, S. Severe Acute Respiratory Syndrome
Coronavirus 2 Infection and Ischemic Stroke. Stroke 2020, 51, 120030153. [CrossRef] [PubMed]

84. Ye, M.; Ren, Y.; Lv, T. Encephalitis as a clinical manifestation of SARS-COV-2. Brain Behav. Immun. 2020, 88,
945–946. [CrossRef] [PubMed]

85. Panciani, P.P.; Saraceno, G.; Zanin, L.; Renisi, G.; Signorini, L.; Battaglia, L.; Fontanella, M.M. SARS-CoV-2:
“Three-steps” infection model and CSF diagnostic implication. Brain Behav. Immun. 2020, 87, 128–129.
[CrossRef] [PubMed]

86. Zanin, L.; Saraceno, G.; Panciani, P.P.; Renisi, G.; Signorini, L.; Migliorati, K.; Fontanella, M.M. SARS-CoV-2
can induce brain and spine demyelinating lesions. Acta Neurochir. 2020, 162, 1491–1494. [CrossRef]

87. Filippi, L.; Schillaci, O. SPECT/CT with a hybrid camera: A new imaging modality for the functional
anatomical mapping of infections. Expert Rev. Med. Devices. 2006, 3, 699–703. [CrossRef]

88. Vaidyanathan, S.; Patel, C.; Scarsbrook, A.; Chowdhury, F.U. FDG PET/CT in infection and
inflammation–current and emerging clinical applications. Clin. Radiol. 2015, 70, 787–800. [CrossRef]

89. Schillaci, O. Use of dual-point fluorodeoxyglucose imaging to enhance sensitivity and specificity. Semin. Nucl.
Med. 2012, 42, 267–280. [CrossRef]

90. Schillaci, O.; Urbano, N. Digital PET/CT: A new intriguing chance for clinical nuclear medicine and
personalized molecular imaging. Eur. J. Nucl. Med. Mol. Imaging 2019, 46, 1222–1225. [CrossRef]

91. Capitanio, S.; Nordin, A.J.; Noraini, A.R.; Rossetti, C. PET/CT in nononcological lung diseases: Current
applications and future perspectives. Eur. Respir. Rev. 2016, 25, 247–258. [CrossRef]

92. Qin, C.; Liu, F.; Yen, T.C.; Lan, X. 18F-FDG PET/CT findings of SARS-COV-2: A series of four highly suspected
cases. Eur. J. Nucl. Med. Mol. Imaging 2020, 47, 1281–1286. [CrossRef]

93. Setti, L.; Kirienko, M.; Dalto, S.C.; Bonacina, M.; Bombardieri, E. FDG-PET/CT findings highly suspicious for
SARS-COV-2 in an Italian case series of asymptomatic patients. Eur. J. Nucl. Med. Mol. Imaging 2020, 47,
1649–1656. [CrossRef]

94. Polverari, G.; Arena, V.; Ceci, F.; Pelosi, E.; Ianniello, A.; Poli, E.; Sandri, A.; Penna, D. 18F-Fluorodeoxyglucose
Uptake in Patient With Asymptomatic Severe Acute Respiratory Syndrome Coronavirus 2 (Coronavirus
Disease 2019) Referred to Positron Emission Tomography/Computed Tomography for NSCLC Restaging.
J. Thorac. Oncol. 2020, 15, 1078–1080. [CrossRef] [PubMed]

95. Colandrea, M.; Gilardi, L.; Travaini, L.L.; Fracassi, S.L.V.; Funicelli, L.; Grana, C.M. (18)F-FDG PET/CT in
asymptomatic patients with SARS-COV-2: The submerged iceberg surfaces. Jpn. J. Radiol. 2020. [CrossRef]
[PubMed]

96. Habouzit, V.; Sanchez, A.; Dehbi, S.; Prevot, N.; Bonnefoy, P.B. Incidental Finding of SARS-COV-2 Lung
Infection in 18F-FDG PET/CT: What Should We Do? Clin. Nucl. Med. 2020. [CrossRef]

97. Zou, S.; Zhu, X. FDG PET/CT of SARS-COV-2. Radiology 2020, 296, E118. [CrossRef] [PubMed]
98. Czernin, J.; Fanti, S.; Meyer, P.T.; Allen-Auerbach, M.; Hacker, M.; Sathekge, M.; Hicks, R.; Scott, A.M.;

Hatazawa, J.; Yun, M.; et al. Imaging clinic operations in the times of SARS-COV-2: Strategies, Precautions
and Experiences. J. Nucl. Med. 2020, 61, 626–629. [CrossRef]

99. Das, K.M.; Lee, E.Y.; Singh, R.; Enani, M.A.; Al Dossari, K.; Van Gorkom, K.; Larsson, S.G.; Langer, R.D.
Follow-up chest radiographic findings in patients with MERS-CoV after recovery. Indian J. Radiol. Imaging
2017, 27, 342–349. [CrossRef]

http://dx.doi.org/10.1016/j.hrthm.2020.05.001
http://dx.doi.org/10.1161/CIR.0000000000000745
http://dx.doi.org/10.1001/jamacardio.2020.1096
http://dx.doi.org/10.1093/eurheartj/ehaa288
http://dx.doi.org/10.1016/j.bbi.2020.04.077
http://dx.doi.org/10.1161/STROKEAHA.120.030153
http://www.ncbi.nlm.nih.gov/pubmed/32396456
http://dx.doi.org/10.1016/j.bbi.2020.04.017
http://www.ncbi.nlm.nih.gov/pubmed/32283294
http://dx.doi.org/10.1016/j.bbi.2020.05.002
http://www.ncbi.nlm.nih.gov/pubmed/32387343
http://dx.doi.org/10.1007/s00701-020-04374-x
http://dx.doi.org/10.1586/17434440.3.6.699
http://dx.doi.org/10.1016/j.crad.2015.03.010
http://dx.doi.org/10.1053/j.semnuclmed.2012.02.003
http://dx.doi.org/10.1007/s00259-019-04300-z
http://dx.doi.org/10.1183/16000617.0051-2016
http://dx.doi.org/10.1007/s00259-020-04734-w
http://dx.doi.org/10.1007/s00259-020-04819-6
http://dx.doi.org/10.1016/j.jtho.2020.03.022
http://www.ncbi.nlm.nih.gov/pubmed/32243920
http://dx.doi.org/10.1007/s11604-020-01006-3
http://www.ncbi.nlm.nih.gov/pubmed/32577869
http://dx.doi.org/10.1097/RLU.0000000000003135
http://dx.doi.org/10.1148/radiol.2020200770
http://www.ncbi.nlm.nih.gov/pubmed/32142399
http://dx.doi.org/10.2967/jnumed.120.245738
http://dx.doi.org/10.4103/ijri.IJRI_469_16


Int. J. Mol. Sci. 2020, 21, 6960 22 of 22

100. Chefer, S.; Thomasson, D.; Seidel, J.; Reba, R.C.; Bohannon, J.K.; Lackemeyer, M.G.; Bartos, C.; Sayre, P.J.;
Bollinger, L.; Hensley, L.E.; et al. Modeling [18F]-FDG lymphoid tissue kinetics to characterize nonhuman
primate immune response to Middle East respiratory syndrome-coronavirus aerosol challenge. EJNMMI Res.
2015, 5, 65. [CrossRef]

101. Yuan, H.; Wilks, M.Q.; Normandin, M.D.; El Fakhri, G.; Kaittanis, C.; Josephson, L. Heat-induced radiolabeling
and fluorescence labeling of Feraheme nanoparticles for PET/SPECT imaging and flow cytometry. Nat. Protoc.
2018, 13, 392–412. [CrossRef]

102. Muehe, A.M.; Siedek, F.; Theruvath, A.J.; Seekins, J.; Spunt, S.L.; Pribnow, A.; Hazard, F.K.; Liang, T.;
Daldrup-Link, H. Differentiation of benign and malignant lymph nodes in pediatric patients on
ferumoxytol-enhanced PET/MRI. Theranostics 2020, 10, 3612–3621. [CrossRef]

103. Wallace, M.; Pyzalski, R.; Horejsh, D.; Brown, C.; Djavani, M.; Lu, Y.; Hanson, J.M.; Mitchen, J.L.; Perlman, S.B.;
Pauza, C.D. Whole body positron emission tomography imaging of activated lymphoid tissues during acute
simian-human immunodeficiency virus 89.6PD infection in rhesus macaques. Virology 2000, 274, 255–261.
[CrossRef] [PubMed]

104. Gao, Q.Y.; Chen, Y.X.; Fang, J.Y. 2019 Novel coronavirus infection and gastrointestinal tract. J. Dig. Dis. 2020,
21, 125–126. [CrossRef]

105. Akhmerov, A.; Marbán, E. SARS-COV-2 and the Heart. Circ. Res. 2020, 126, 1443–1455. [CrossRef] [PubMed]
106. Shahid, Z.; Kalayanamitra, R.; McClafferty, B.; Kepko, D.; Ramgobin, D.; Patel, R.; Aggarwal, C.S.; Vunnam, R.;

Sahu, N.; Bhatt, D.; et al. SARS-COV-2 and Older Adults: What We Know. J. Am. Geriatr. Soc. 2020, 68,
926–929. [CrossRef] [PubMed]

107. Karimi-Galougahi, M.; Yousefi-Koma, A.; Bakhshayeshkaram, M.; Raad, N.; Haseli, S. 18FDG PET/CT Scan
Reveals Hypoactive Orbitofrontal Cortex in Anosmia of SARS-COV-2. Acad. Radiol. 2020, 27, 1042–1043.
[CrossRef]

108. Vaira, L.A.; Salzano, G.; Deiana, G.; De Riu, G. Anosmia and ageusia: Common findings in SARS-COV-2
patients. Laryngoscope 2020, 130, 1787. [CrossRef]

109. Bellani, G.; Messa, C.; Guerra, L.; Spagnolli, E.; Foti, G.; Patroniti, N.; Fumagalli, R.; Musch, G.; Fazio, F.;
Pesenti, A. Lungs of patients with acute respiratory distress syndrome show diffuse inflammation in normally
aerated regions: A [18F]-fluoro-2-deoxy-d-glucose PET/CT study. Crit. Care Med. 2009, 37, 2216–2222.
[CrossRef]

110. Juengling, F.D.; Maldonado, A.; Wuest, F.; Schindler, T.H. The role of Nuclear Medicine for SARS-COV-2—Time
to act now. J. Nucl. Med. 2020, 61, 781–782. [CrossRef]

111. Bhardwaj, A.; Kaur, J.; Wuest, M.; Wuest, F. In situ click chemistry generation of cyclooxygenase-2 inhibitors.
Nat. Commun. 2017, 8, 1. [CrossRef]

112. Tian, X.; Xie, G.; Xiao, H.; Ding, F.; Bao, W.; Zhang, M. CXCR4 knockdown prevents inflammatory cytokine
expression in macrophages by suppressing activation of MAPK and NF-κB signaling pathways. Cell Biosci.
2019, 9, 55. [CrossRef]

113. Linares, A.; Couling, L.E.; Carrera, E.J.; Speth, R.C. Receptor Autoradiography Protocol for the Localized
Visualization of Angiotensin II Receptors. J. Vis. Exp. 2016, 112, 1–15. [CrossRef] [PubMed]

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1186/s13550-015-0143-x
http://dx.doi.org/10.1038/nprot.2017.133
http://dx.doi.org/10.7150/thno.40606
http://dx.doi.org/10.1006/viro.2000.0479
http://www.ncbi.nlm.nih.gov/pubmed/10964769
http://dx.doi.org/10.1111/1751-2980.12851
http://dx.doi.org/10.1161/CIRCRESAHA.120.317055
http://www.ncbi.nlm.nih.gov/pubmed/32252591
http://dx.doi.org/10.1111/jgs.16472
http://www.ncbi.nlm.nih.gov/pubmed/32255507
http://dx.doi.org/10.1016/j.acra.2020.04.030
http://dx.doi.org/10.1002/lary.28692
http://dx.doi.org/10.1097/CCM.0b013e3181aab31f
http://dx.doi.org/10.2967/jnumed.120.246611
http://dx.doi.org/10.1038/s41467-016-0009-6
http://dx.doi.org/10.1186/s13578-019-0315-x
http://dx.doi.org/10.3791/53866
http://www.ncbi.nlm.nih.gov/pubmed/27341008
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	SARS-CoV-2 Pandemic 
	From Pathology to Imaging Diagnostic 
	Histological Characteristics of SARS-CoV-2 Infection 
	Lung Pathology 
	Heart Pathology 
	Renal Pathology 
	Skin Pathology 
	Central Nervous System 
	Other Organs 
	Radiological Aspects of SARS-CoV-2-Related Diseases 
	The Role of Nuclear Medicine in SARS-CoV-2-Related Diseases 
	Conclusions 
	References

