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CXR interpretation

1 Identification
X Correct patient

¥ Correct date & time

2 Technique: RIPE( rotation. inspiration.
Projection, exposure)

> Abnormal finding
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Zones

Zones or lobes?




Lobes

Lateral CXR
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ABCDE

Airway.

Breathing.

Cardiac, hila and mediastinum.
Diaphragm.

Everything else .
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kejqréivﬂ the interpretation of abnormality, |1 use the
ABCEE rerms :

A: regarding the aivaay , the wachea is cenrralized

B: qunJirS the Lrem-h«-s 2VIl comment on the \ungy, on the
right side, | can see Parchy opaciky in the upper & mid zoned
ot the right lung. “There is no abnormal lesion on vhe left lury
“The parchy opasity has air bronchogram
The right hilum is vot visulized becuse iv's sellouring vhis @ lesion

so | cant comment on the right hilum.

there is a lable here
\‘néicnﬁnj this is rhe

“We \ebr hikim seems vo be oK. m
C: e cardisthoracic s‘\aéem is Bine .
D: e righe \nemiJ(qphnﬂm is s\-’j\n-:lr elevared com?qru’ vo |

the \ebt hemidiaphragm whichis norma).
Right cosrophrentc angle is sharp , Lebr cosrophrenic
andle is vard to be visulized magbe i’s blmred-

Evel",r\\i'ﬁ else: Trere is o subcuanecus aiv. no

3
Joint desirucrion , no aiv under Jiaphragm

Diagnosis : parchy opy ity + air bronchegram = Consolidati

so s f'“ﬁy OPQSIW wirh air 'bmncharnm - liK\nI eonsolidar
and consolidation is eq_ual ro Pneumonia.

Right upper lobe consolidation
Lobar density

Air bronchogram

No significant loss of lung volume

Freumonia respecys vhe Ling anaremy 2 no vracheal deviavion,
re loss of I‘".‘j volume
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leb sik of the Pt

Commeént:

This (s o Fronal X—1=

unlabeled, no P+ name or dare
or time when the x-my was
FerFormeJ-

RegarJiﬂj the \'CC"\"i‘ij‘C, the Rilm sesms nor

to be rotared bemuse the spinus process in rhe
Cenrer is c.q’m”;v disrant brom vhe medial end of
Loth clavicels .

R.ejquinj inspiration , |1l counr the posrevior
ribs, s6 "Il skare fom Mere & so | have B wbs
Pesteriotly. | can visulize the apex on the rghr side
and the apex on the \eb as well as Hhe area of
cpsmr:hrenf.; un\pjk,s - which indicrtes +here is Sueé
inspiration .

R_e:)qufg prejeckion , the Rilm seems ro be done

PA fmJecHon because the hearr sfze is not en\aBQJ.
Rejardl'f_\_‘j exposure , | can visulize the spine ro here

rhen | vhink the spine disappenr, so | think the Bilm is
.Jal/uet—|7 rem—rabcu’

L when commenting on Fhe Jiqplnragm —~9ou have ro commenr on rhe emdles [ blunwed or shan-p]

b blunted = closed costophrenic. angle e 5t Puid P wafus

bo the parieral ¥ visceral pleure (meniscal sign)
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wHl proven otherwise ) ® 2 rulmcmw, arteries & vein S oo phe oS
@ Right ¥ Lel main bronchus

@ Lymph noc‘es



anilarera\
hilar S
ilaretal
e * hilar
oemen | eV\\oa’aexY\e“\‘

Donut 81'3\0

Lymph nodes arcund rhe

qiruhy



Cardietharacic s\r\quw
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Comment :
This is atronral x-vayq, unlabeled |
no pt. niame or dare or Hme when

the X-rayY pas Per?orma’-

RegarJinj the rechnique, the Riim seems net
to be rorared bemuse the spius process in Hhe
Ceer is equally distanr  trom vhe medial end of

Lok clavicels .

Rejar)lvj inspiration , | N counr the posterior
7 vibs
vibs,s6 "I starr Piom Mere 5o | have B wbs [mw\-,:’

\’esm’l'oﬂy-l can visulize the apex on the right side

and the apex on vhe \ebr. The amm where | should se the lfr Costophrenic
u\j\: is visulalized (lookg bluntted ) . The n'j\w strhrem't anj\e is 5\,@\’?}

visualiza)-

R.ejarJ{g projection , the Film seems to be done in
PA projection because the hearr size is nor en\ageJ.

Regarding exposute , | can visulize rhe spine,so | thinK iv's
adepary penerared

ABCEE terms :
A: regarding the airway , the Hrachea is deviared vo the leb (which is now aceprable )

B: rchanvj the LMI-M-S >\ comment on the \ung, on the

right sde, | can tee Parchy opacity in the middie & lower zones .

o the right lung locared medialy % on the top of costophrenic anfle ,it’s sellouring Hhe

righ heart border ( guessing i¥s ‘on the. middle tsbe)

“There is visualized Vascalar markings on rhe lebt side bur they are absent on the right side
The vight Wilum is nor visulieed because s sellouring vhis o lesion
so | can't comment on the righr hilum. Alss the I hilum cart be commented on.
Sane for the mediastinam.

C: | cant commenr on e aardiothoracic shadow begruse the rarchr opasiry is sellouri
vhe right borde:
D: e nght hemidiaphmgm i t“j\“"r clevared compared v of ueﬂ heart . i

vhe \eft hemidiaphragm whichis norma).

Rijkr eostephrenic angle is sharp , Lefr cosrophrenic
angle is vard to be Visulized maybe i’s blunired-

E: Eve"',rhinj else: Tiere is no subcutanecus <ir, no
Joint dessrucrion , no aiv under Jiaphvegm , ne air bronchos‘rqms

D':i\jnosis:?ncumorho\’oﬂa there is air in vhe righr pleural space.
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Comment :
This is atronral x-vaq un\Qbe\ecJ,
no pr. name or dare or Hme when

the X-Yay pgs PerPorch-

Regarding the rechnique, the Rim seems nor
to be rorared bemuse the spinus process in vhe
Cenver is c%mfli distant Brom vhe medial end of

both clavicels .

R-ejar)inj inspiration , | I counr the posterior
ribs, s0 \'Wl skare Prom Mnere so | have 8 wbs ;.;:.T.,]
Posteriorly. | can visulize the apex on the rght side
and vhe apex on the \efr, | cont visulize the

msroph renic cmsk.s = which indicares there s ygc_hm'q}uql
issue

R.egquhg projeckion, the Pilm seems ro be done in
PA projection because the heart size is not en\ﬂseJ-

RejArJ""_‘j exposure , | can visulize the spine to here

rhen | vhink the spine disappenr, so | think the Bim is

sdeguetly pererrared

Rejqréfgj the interpreration of abrormalivg, | T ase the

ABCEE rerms :

A: regarding the airaag , the trachea is cenmralized (slightly deviated to the rig

B: “‘:j‘"d‘“ﬂ the ‘oml—h(vj 311\ comment on the \‘"‘J’ on the
vighr side , | can se Parchy opaciry in the upper & mid zanes
oF the righr lung . “There ia no abuormal lesion on the lefr lur)- (wish pre
“The Parchy opasity bas air bronchegram (the opasity is nor palling rhe brac

The right Wilum is not visulized becuse s sellouring vhis @ leion the lung
5o | can’t comment on the right hilum. SugJest

“We \efs hilum seems vo be oX.
C: The cordiothoracic shadow is fine. Cror enlarged )
D The right hemidiaphragm is sligh ly elew ) compared ro
the \elr hemidiaphragm whichis norma) =~ 2 em

E: Evcr',r\\inj else: TThere is no subcuranecus air, no

Joimv desiruction , no Jesvmcﬁvg lesions , no rl‘ncrur:s
| qn’r comment wherher theve is air u,nJel‘ JiqP‘\\'gm or hor

bes it not visuah'ZaJ on the lef, s.‘Je, Luk on the righr
side there is vo air under diaphragm

Diagnosis : r;jhb lobor preumoniq
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inserHon.



Portable

*fq\ckY opasity in rhe right
Ufper zone wirhwe air
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ﬁj}\r side
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L‘*ﬂ B vube N wauiy

Figure A %




Tpical picture for pr-
Wivh lu:? Pibmsis where
You see diffuse reHaar
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Chest CT interpretation



Terms...
axial, coronal, sagittal

Axial view Coronal view Sagittal view
Top to bottom Front to back Side to side



Terms ...
Mediastinal and lung window




Ct chest with contrast
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Atria Region

Located within this region are the
* Atria
* Coronary Arteries
* The superficial aspects of the Ventricles

Right Atrium Left Main Coronary
Artery

Right Ventricle

- e~

4 N
{

o
\ d' /.

Left Atrium

Left Atrium

Ventricular Region
Intraventricular Left Ventricular Pericardial
septum chamber fat

opve e

7

Dome of
Diaphragm

Inferior
Left Ventricular wall Vena Cava

Located within this region are the
* Ventricles
* Interventricular Septum
* Pericardium
* Pericardial Sac
* Dome of Diaphragm

Ventricle

S m—

Left Ventricular wall

Thoracic Vertebral Bod



Aortic Arch Region

Superior Vena
Cava

Aortic Arch

Located within this
region are:
® Superior Vena Cava

* Aortic Arch
Carina and Pulmonary Vessel Region
Ascending _
Bifurcation of the = » e
Aokta frathea Located within this
region are the:
—_— e * Ascending and Descending

Aorta

—

( . ;’¥ \ * Bifurcation of the trachea
: * Aortic Arch

\\ ‘ 4) * Pulmonary Arteries

N Y e Pulmonary Trunk

Descending Aorta

Left Pulmonary - Right Pulmonary Artery
Artery

Pulmonary
Trunk




Great Vessels Region

Trachea Left Subclavian Artery Located Within this
region are the:
-trachea
== ﬁ‘ " -oesophagus
= < &-* . -subclavian vessels

? 40 = -carotid vessels
-lung apices

-Boney structures

Right Subclavian Artery

Right Lung

Oesophagus
Apex

Left Subclavian Artery i Sternum

Left Common Carotid Artery Scapulae




HRCT chest



Secondary pulmonary lobule

51



Pulmonary veins

{ I Bronchiole

—— Visceral pleura

Interlobular septum

Pulmonary artery

Lymphatics

Fig. 1. —Line drawing of a secondary pulmonary lobule. Borders of lobule are interlobular septa. At center of each lobule is a bronchiole and
a pulmonary artery (blue). Pulmonary vein (red) run in interlobular septa. Lymphatics (green) are found in interlobular septa and in central or
axial interstitium that surrounds bronchovascular bundles.



Normal HRCT

Normal upper (left) and lower (right) HRCT scans obtained in the prone
position. The center of a pulmonary lobule is defined by the presence of
a distal pulmonary artery (A). The faint outline of a distal interlobular
septum is noted in the lower lobes (B). A subpleural clear space is
normally present in the nondependent lung.




HRCT-Patterns

Nodular pattern.
Reticular pattern .
ncreased density (Consolidation, GGO).

Decreased density ( cystic pattern )



Reticular pattern




Nodular pattern




Ground glass opacity, Consolidation
/Increased density

A v‘w.\"‘:

L8y




Cystic pattern /decreased density




Mosaic attenuation

* jsadescriptive term used in describing a
patchwork of regions of differing pulmonary
attenuation on CT imaging.

e 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
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Lymphangitis carcinomatosis
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IS

Asbestos
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Hypersensitivity pneumonitis
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Congestive heart failure
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Honeycombing
IPF
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NSIP(nonspecific interstitial

pneumonia)
GGO

71



Diagnosis ?




Drug induced
Radiation induced




HRCT OF IPF
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High resolution computed tomography patterns and UIP diagnosis

Indeterminate - = =
uIp Probable UIP Alternative diagnosis
for UIP
= Subpleural and = Subpleural and = Subpleural and = Findings suggestive of
basal basal basal another diagnosis,
predominant; predominant; predominant including:
distribution is distribution is = Subtle e CT features:
often often reticulation; may o Cysts
heterogeneous™ heterogeneous have mild GGO or o Marked mosaic
= Honeycombing = Reticular pattern distortion ("early attenuation
WIth or without with _perlpheral UIP pattern™) o Predominant GGO
perlpheral tractlor? ) = CT features o Profuse
traction bronchiectasis or and/or .
A ) . A micronodules
bronchiectasis or bronchiolectasis distribution of .
. . . A o Centrilobular
bronchiolectasis = May have mild lung fibrosis that nodules
GGO do not suggest

. o Nodules
any specific

etiology ("truly

indeterminate for e Predominant
UIP™) distribution:

o Peribronchovascular

o Perilymphatic

o Upper or mid-lung

e Other:

o Pleural plaques
(consider
asbestosis)

o Dilated esophagus
(consider CTD)

o Distal clavicular
erosions (consider
RA)

o Extensive lymph
node enlargement
(consider other
etiologies)

o Pleural effusions,
pleural thickening
(consider
CTD/drugs)

o Consolidation

UIP: usual interstitial pneumonia; GGO: ground-glass opacities; CT: computed tomography; CTD:
connective tissue disease; RA: rheumatoid arthritis.

= Variants of distribution: occasionally diffuse, may be asymmetrical.

€] Superimposed CT features: mild GGO, reticular pattern, pulmonary ossification.

Reprinted with permission of the American Thoracic Society. Copyright © 2019 American Thoracic
Society. Raghu G, Remy-Jardin M, Myers JL, et al. Diagnosis of Idiopathic Pulmonary Fibrosis. An Official
ATS/ERS/IRS/ALAT Clinical Practice Guideline. Am J Respir Crit Care Med 2018; 198:e44-e68. The
American Journal of Respiratory and Critical Care Medicine is an official journal of the American Thoracic
Society.
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