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CXR interpretation
Identification

Correct patient

Correct date & time
Technique: RIPE( rotation. inspiration. 
Projection, exposure)

Abnormal finding

1
*

*

2

3



Rotation and inspiration
↑>
the alignmentof the clavicle to the spinal processes

Rotated or not?-notthe same as trachea shilled to the rightor to the left-

⑧

--.
- L

~

--
-

*the apexes of both lungs
&

costophrenic angles are visalized

553,55

anterior 5-7 ribs

Posterior & ribs

↑ hyperinflation

!..... -
↓ Cow lung volume

notrotated, centralized film



Projection
anterior ribs -> obleique-*if >6 -hyperinflation *if <6 (58,5,5,
posterior ribs -> a ->

or > 2
<

->

95831

5599. expiration

& Indication of good inspiration
⑥ technical
error

during the film taking # true volume

losS

cardiomegaly iss

Scapula is outside
or affusion

scapula is or wide mediastinum
the feil&

inside the or increase in filtrate in

kild the base of the lung

normal size lung5's
578510

small lung
large heart

-

6Y,5

Interpretin the clinical scenario



Exposure=Penetration
↳ Jose of radiation administered to the pr

black long as in &

emphysema

you see the spine even you can'tsee the spine

below the heart

- Spine appearance behind the heart-



Normal anatomy

The hilum

where the trachea

devide & major
pulmonary artery
appears



ABCDE:A.airways trachea
3:breathings lung
C:cardio, heart, hilums mediastinum (wide or not)

S:diaphragm (sharp angels)
E:every
thing else:pair under diaphragm I

no subcutaneous air central
② soft tissueAP:
③ shoulder bones, clavicle, ribs

isulainedforhonofshoulder
isone

slightdeviation to the rightis acceptable

you can'tidentifylobes
· -"Leftis notacceptable

justguessing
plesion here
could bein lower lobe

*focal lung lesion,
upper zone

itis either:
....

-

1. mass rounded lesion with

&wall defined borders2. nodthe mass esca middle zonenodule<3cm refers]
29mm

3. Cavity (empty bollns 1/ fluid level - abcess)

7. patch (parchy opasity) -...
-

↳ area of increased whiteness
-=>
/ &

brass
- needs immediate action

bnodule-Heischner guidlines
interior zone / &

↓ &

L ↑
--
m

*norlobes

b
phamonia in this area will notbe

detected on this A

if a lesion is silhouetting the rightborder
of the heartitis

*silhouette sign - .5(51150090315) mostlikelyto be originated from the lower
lobe



Zones or lobes?
Zones

m



Lateral CXR
lobes

benefit: see pneumonia on the lower lobe
thatyou missed on the frontal film

increased whiteness of the spine as you go down indication
of lower lobe lesion

*it wide,more black

retrosternal space

this is sign of hyper
inflation

TU
·

.

.

...
.

1
↑

hilum ...- >155.658.

18.ahilametary artery : hilum horizontally
17

heartshadow

posteriorely
how to detectright
fromleftdiaphragm?
② higher rightdiaphragm

opliqueplanta
*leftdiaphragm below itis the liver

=

===
===

x

x1Righthemidiaphragm-
2

5.;9!.g)
astric · anterior half

8; heartI dis
/ ④ I

~ pubble of the anterior
8.1s, w1j

↑ halfof the

dense structureof ③ diaphragm
(28+ diaphragm

Gastric pubble
left & 513!

behis is how you the upper lobe is infrontof the *Middle lobe pneumonian your findings will be on thedetectelevated

lefthemidiaphragm lower tobe anterior chest







A silhouette sign
↑atch silhouatting:

Rightheartborder
↳ Middle lobe

Left

↳ linguola

lefthemidiaphragm
b lower lobe



ABCDE

• Airway.
• Breathing.
• Cardiac, hila and mediastinum.
• Diaphragm.
• Everything else .



Focal lung lesions 
b Nodule 4Mass Lecaviry bparchy opasing

radio-opaque

nodule Mass

rounded structure
with no long inside
it patchy opasity
↳empry:bollus

caviry ↳ skid inside.

=b;abcess

35s:a 2
bhydatidcyst:

Waterlily sign

Smyseroma/aspargillouma cavity with
softtissue inside:staph.



Focal lung lesions. Cont’d 
cavity with softtissue

fungal ball patch/no air bronchogram collapse in right

arelactesis

boll us

lefthilar enlargement



Regarding the interpretation of abnormality, I'll use the there is a lable here
comment:

ABCAEterms: indicating this is the

A:regarding the airway, the trachea is centralized
leftside of the p7. This is a frontal X-ray

3.regarding the breathing, I'll commenton the lung, on the & unlabeled, no ptname or date
rightside,lcanseepatchyopacityintheunceramiczonesin or time when the X-ray was

7
The parchy opasity has air bronchogram performed.
The righthilam is notvisalized because it's sellouting this lesion 6
so I can'tcommenton the righthilum. Regarding the technique, the film seems not

=

The lefthilum seems to be OK. 5 to be rotated because the spinus process in the
C: The cardiothoracic shadow is fine.

center is equally distantfrom the medial end of
3.The righthemidiaphragm is slightly elevated compared to 4

air bronchogram:air in the
the lefthemidiaphragm which is normal. bronchi you can see on X-ray

both clavicels.
⑦

Rightcostophrenic angle is sharp, leftcostophrenic 3 regarding inspiration, I'll countthe posteriou
angle is hard to be visualized maybe it's blunted ribs, so I'll startfrom here. A so I have a ribs

E: Everything else.There is no subcutaneous air, no 2 posteriorly. I can visualize the apexon the rightside
jointdestruction, no air under diaphragm and the apex on the leftas well as the area of

Diagnosis:patchy opasity airbronchogram consolidation 1 *
costophrenic angles which indicates there is good

so this parchy opasity with air bronchogram - likely consolidation inspiration.
and consolidation is equal to pneumonia. Regarding projection, the film seems to be done in
↑naumonia respects the lung anatomy:no tracheal deviation, ↑Aprojection because the heartsize is notenlarged.
no loss oflung volume

Regarding exposure, I can visualize the spine to here -
X-rays) *1.89.s 8..c antibiotic 15.583,8- then I think the spine disappear, so I think the film is

2T55168]
↳ Ifthere is no air bronchogram:closed bronchi (mass adequarly penetrated
forexample) => thisis called collapse (with:shifting in the trachea,
Loss ofvolume (

↳ When commenting on the diaphragm - you have to commenton the angles [blanted or sharp]
b blunted closed costophrenic angle is fluid,15

↳bar the parietal & visceralpleura (meniscal sign)



Diffuse lung lesions
> 5

reticular, nodular, reticulonodular

Lung librosis
diffuse nodular nodular opasities

vericular
oposities ↳ Miliary TB



Mediastinum

Whatwe look

= Lymphadenopathy: Pulmonary HTN
G enlarged mediastinum

for



Hilum
↳ lefthilum 56

↳ mass does collapse
↳ hilar enlargement:unilateral or bilateral

pulmonary HTN 1 800x 1555structurs SI

IN enlargementlymphadenopathy infectious causes.B
malignantcauses:lymphoma
granulomatous diseases:sarcoidosis

*lefthilum is higher
than the rightone

size

shape

:
Position

*causes ofbilateral hilar enlargement:1. generalized lymphadenopathy:
sarcoid, TB, Lymphoma 2. due to vascular structure -> pulmonary

hilar:the area where you can see projection
related

hypertension 3. airways - massunilateral hilar enlargementis malignancy to the anterior third of the heartshadow

until proven otherwise ① 2 pulmonary arteries & rein 94i
② Right & leftmain bronchus

③ lymph nodes



unilateral Bilateral

hilar hilar

enlargement enlargement

Joustsign

Lymph nodes
around the

airway



cardiothoracic shadow

Leftatrium
border of ratio of cardiac shadow to the innerchest - should be

rightatrium <50% more than this indicates cardiomegaly
Left
venitrical 7 ↓

rightventricle is 1 ↓

*
anterior, we can'tdetermine iix

where upper medial end of the
lobe clavicle

sharp angles S..535.05.' diversion

I make sure it's in PAprojection

typical picture ofheartfailure, where you can see cardiomegaly and <-
increased markings bloodvessels & Lymphatics&50.81 sai pulmonary vascular congestionAlso, there is bilateral planual effusion.
the film is rotated to the right. There is technical issue the whole apexis notvisualized



comment:

This isa frontal x-ray, unlabeled,
no pt name or date or time when

the X-ray was performed.

Regarding the technique, the film seems not
O

to be rotated because the spinus process in the Leftside
center is equally distantfrom the medial end of mark
both clavicels.

↑

regardinginspirationscounttherosterior toseenin
posteriorly. I can visualize the apexon the rightside

nitheatectorthe letentawhiesrelliszheulthseaenthellicothrenone
issue

Regarding projection, the film seems to be done in

↑Aprojection because the heartsize is notenlarged. ·

·signciIlung
moni

RRRRRRhtside

The righthilmisnotvisulizesbecause it'sselloutingthis lesiononecommenteen on increased opacification
same for the mediastinum.&fhilum seems to be OK.

in leftlower zone
C:0.'ntcacroomomentaciatheacauoisolhinoeracicshadowbecause the pachyopasitisallowingandof the heart.

the lefthemidiaphragm which is normal.

rightcostophrenicanglessshard,leftcostoneseen
E: Everything else.There is no subcutaneous air, no

jointdestruction, no air under diaphragm, no air bronchograms



cressent sign
air under diaphragm
↳ perforated viscous

↳ stomach

↳intestine



healed ribs fractures

2795



Exercise  
leftsided pneumothorax
Leftside ofthe lung is bigger than the right
-51.1.1155.854319-0is

-

-



Exercise  



Exercise  
i

↓

diffusely " hyperinflated

hazely

This is leftupper tobe collapse
* large lefthilum indication for leftlung mass



comment:

This isa frontal x-ray, unlabeled,
no pt name or date or time when

the X-ray was performed.

Regarding the technique, the film seems not

to be rotated because the spinus process in the

center is equally distantfrom the medial end of

both clavicels.

regarding inspiration, I'll countthe posteriou
6 ribs

ribs, so I'll startfrom here. A so I have a ribs [ Ianteriorly

posteriorly. I can visualize the apexon the rightside
and the apex on the left. I can'tvisualize the

costophrenic angles which indicates there is techniqual
issue

Regarding projection, the film seems to be done in
#

↑Aprojection because the heartsize is notenlarged.
Regarding exposure, I can visualize the spine to here -
then I think the spine disappear, so I think the film is

adequarly penetrated

Regarding the interpretation of abnormality, I'll use the ⑨
ABCDETerms:

A regarding the airway, the trachea is centralized slightly deviated to the right)
3.regarding the breathing, I'll commenton the lung, on the
rightside, I can see parchy opacity in the upper & mid zones
ofthe rightlung. There is no abnormal lesion on the left lung. (With prominantlung markings
The parchy opasity has air bronchogram (the opacity is notpulling the trachea, notreducing
The righthilam is notvisalized because it's sellouting this lesion

the lung volume so this
so I can'tcommenton the righthilum. suggestive ofpneumonial

The lefthilum seems to be OK.
consolidation)

9:The cardiothoracic shadow is fine. (notenlarged

C:The righthemidiaphragm is slightly elevated compared to
the lefthemidiaphragm which is normal.I am

E.Everything else.There is no subcutaneous air, no *
jointdestruction, no destructive lesions, no fractures
I can'tcommentwhether there is air under diaphragm or not
bes it'snotvisualized on the left side, buton the right
side there is no air under diaphragm

Diagnosis:rightlobar pneumonia



-> pnzumothorax

large intercostal spaces



Nasogastric tube

Loss of lung markings
*heartlooks like boots

on the leftside
shaped, so this ptmostly
have congeneral heart
disease

central line inserted
in the rightatrium
->parchy opasity

With no air broncho-
ECG leads

·gram thatis kidney
The whole spine is visualized shaped, in the left
=over exposed

02 line upper & mid zones
&Lung5100 "ssG

Mostly there is fluid *collapsed leftlung with
pneumothorax



Indicative for perforated- -> there is air under diaphragm
visions or post-operative bilaterally



...... *There is parchy opasity in the left
lower zonesellouting the leftheart

border & it'shomogeneous in density with
no air bronchogram, and having this·
concave upperborder meniscal sign
b leftside pleural effusion
meniscalsign free floating fluid

79.055.



-> pregnantlady sign
↳ there is fluid blow the parietal visceral
pleura 5959; 05959

Fibrin deposition x1 /

Empyema << pocketgas
binfected pleural space which needs

urgentdraining with chesttube
insertion.



* Parchy opasity in the right " endotracheal tube
upper zone with no air

bronchogram
*loss of lung volume on the
rightside

*rightupper lobe collapse
Lungzitube10



Typicalpicture for pr
With lung fibrosis where
you see diffuse reticular

lines

Lung volume 5985

heartshadow &s



Chest CT interpretation



Terms…
axial, coronal, sagittal 



Terms …
Mediastinal and lung window 



Ct chest with contrast 









IASLC lymph node map.







EBUS









8t66







HRCT chest 



Secondary pulmonary lobule 

51







HRCT-Patterns

• Nodular pattern.
• Reticular pattern .
• Increased density (Consolidation, GGO).
• Decreased density ( cystic pattern )



Reticular pattern 



Nodular pattern 



Ground glass opacity, Consolidation 
/Increased density 



Cystic pattern /decreased density 



Mosaic attenuation

• is a descriptive term used in describing a 
patchwork of regions of differing pulmonary 
attenuation on CT imaging.

• Causes:
Obstructive small airways disease: air-trapping in 
lung areas with obstructive small airways disease, and  reduced 
perfusion in these pathological areas secondary to 
vasoconstriction

Occlusive vascular disease: low attenuation regions 
are abnormal and reflect relative oligemia



Mosaic attenuation
Inspiration                Expiration 



Mosaic attenuation









2 tree in bud



Lymphangitis carcinomatosis 

66



Asbestosis 

67



Hypersensitivity pneumonitis 

68



Congestive heart failure 

69



Honeycombing 
IPF

70



NSIP(nonspecific interstitial 
pneumonia)

GGO

71



Diagnosis ?

72



Drug induced 
Radiation induced

73



hrct of ipf
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