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Plain Chest X-ray Diagnosis of Respiratory Disease

Sang Jin Kim, M.D.

Department of Diagnostic Radiology, College of Medicine, Yonsei University, Seoul, Korea

Advent of new imaging modalities such as computed tomography, magnetic resonance imaging and
ultrasound contributed greately to the specific imaging diagnosis.

However plain chest X-ray is still most prequently used for imaging diagnosis of respiratory disease
in clinical pratic and it is important to make a good quality of X-ray film and good interpretation.
The optimal chest X-ray should be taken with full inspiration without rotation and motion and the
exposure is at the level of barely demonstrable thoracic vertebral disc space.

It is recommended that higk KVP technique for detection of lesions which is overlaped by
mediastinum, heart and rib cage. It is better to examine chest X-ray film start at some distance(6-8
feet) and closer to the film later on and the reader should not read a film in fatigue condition. The
reading room should be quiet and relately dark illumination. It is important, to make a good X-ray
film and good interpretation to reduce the observer error.
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Table 1. X-ray Study

Number Percent {%)
Chest 77,493 45.2
Head and Neck 9,471 5.8
Bone 45,330 27.0
Abdomen, Pelvis 17,633 10.5
Breast 3,887 2.5
Special Study, etc 15,451 9.0
Total 171,265 100.0

Yongdong Severance Hospital (1992. 3 — 1993, 2)
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Table 2. Comparisor Upright and AP Supine Chest Roentgenograms

Feature PA Upright Roentagenograms AP Supine Roentgenograms
Film marker Indicates cassette was vertical Indicates cassette not vertical
Clavicles Do not overlap apices Overlap apices

Diagonak orientation Horizontal orientation
Ribs Diagonat, posterior portions Horizontal

higher
Heart True size Size magnified
Diaphragms Normal position Elevated

Diastribution

of pulmonary flow
Pleurai fluid

(if present)
Cavities with

air and fluid

Basilar vessels than upper lung
vessels '

Basilar, concave up wards

interface, visible

Cephalization of flow

Diffuse opacity, upper border
vague

Air-fluid interface not visible
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Fig. 1. A suggested routine to be followed in examining radiographs of the chest.
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1. DIAPHRAGM 8. UNDER DIAPHRAGM
2. COSTOPHRENIC SINUSES 9. HILI ON LATERAL VIEW
3. ZONES OF LUNG FIELDS 10. ANT. MEDIASTINUM
4. TRACHEA IN THORAX AND HILI 11. TRACHEA IN NECK
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