Pleural effusions

Basic Interpretations of CXR (2)
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Pneumothorax Sudden onset

of chest pain
Spontaneous pneumothorax
Post-traumatic pneumothorax ' #, Spontaneous
Tension pneumothorax ‘ : pneumothorax
Hemopneumothorax




M/88
Dyspnea

Supine CXR:
Pneumonia and
pneumothorax

- Deep sulcus sign

Supine CXR: Pneumonia and pneumothorax
- Deep sulcus sign & double diaphragm sign

Spontaneous B Post chest
pneumothorax == intubation for
in a young g 3 spontaneous
male & pneumothorax

in a young
male

M/88 CC: Chest pain

Dyspnea

Rib bone fracture(s)

Pneumomediastinum and soft tissue emphysema in the anterior neck,
1




M/73 Perforation of abdominal hollow organ
Acute abdomen (subphrenic free air)

Subphrenic free air
- Perforation of
hollow organ

Acute Alveolar infiltrate
Bronchi : ¢
>R irat brofiEIEIE. S ux
(Bronchioles) . I8 : « 1. Pulmonary edema
- Alveolar ducts :

> Alveolar sacs [ 7 | * 2. Pneumonia
» 3. Aspiration
* 4. Hemorrhage

Lobar pneumonia in RUL in a 2 year-old male

(with mild collapse due to mucus impaction) Pneu monia in LUL/LLL




Acute pulmonary ) .l
edema in a 53 = : Pathology: Interstitial pattern
year-old male = g
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- Confluence
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appearance

Pathology:
Nodular pattern

(mass,
consolidations)

2011-08-12 2011-09-12

Progression of disseminated interstitial infiltrates or pneumonia in both lungs
21

A lung nodule in a case of RUL lung cancer (adenocarcinoma)
- . - iy

& Alung nodulein a
case of RLL lung
cancer
(adenocarcinoma)




CXR of a case of miliary tuberculosis (TB)

Focal pneumonia

M/21 CC: Chest pain

[ ' F | infection: Il'in hol
Pulmonary cavitary lesion ungal infection: a ball in hole

* The development of an air space
within solid tissue whether a mass or
consolidated /infarcted lung

» Tends to have a thicker wall than found in
cysts or bullae

* 95% of cavitary nodules with a wall
thickness greater than 16 mm are

malignant and 92% with a wall thickness
less than 4 mm are benign

Post-primary pulmonary TB with a

cavitary consolidation in LUL Tubes, Lines & Drains

» Using chest radiography to assess the
support device




Endotracheal tube

Tracheo

Central venous satheter
Pulmo

Intra-aortic by 1 pump

woreal hife rt cannulas

Pleural

Too many wires and devices on chest.

S/P Endotracheal Intubation

Typical apparatus seen on post— cardiac surgery radiographs.

Note the normal position of the endotracheal tube (ET), Swan-Ganz

catheter (SG), mediastinal drains (M), and esophageal tube entering the The normal position of an endotracheal tube = the tip 2 to 6 cm above the carina
stomach (T). <& =

FI77
CXR (2011-09-15)

A cardiac disease
with a double-
lumen CVP
catheter &
suspected post-
primary pulmonary
TB

Endotracheal tube (arrow) with tip in the right main bronchus.
Note secondary hyperinflation of the right lung with mediastinal
shift to the left.




Post
insertions of
bilateral trans-
subclavian CV
catheters

M/39:
Progresssion
of lung
infection &
malposition
of the CVP
catheter

A case of known pneumonia and ready for chest CT
- Malposition of the CVP catheter

40

Port-A catheter for C/T

Fracture &
dislocation of
the Port-A
catheter




S/P tracheostomy
S/P sternotomy (sternal wires)

Suspicious b
retained Rt \;’
subclavian

central

venous
catheter

M/81: Post implantation of a pace-maker

VP shunt passing the chest

Dehiscence of
SEOQERVIES

Post placement of VP shunt & Lt neck infection




Post
replacement
with mechanical

aortic valve




