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PULMONARY COLLAPSE:

A cause of opacity on chest X-ray but there are several features to distinguish it from alveolar shadowing or interstitial lung disease.  The loss of lung volume may affect the position of adjacent structures such as the diaphragm, hilum, mediastinum and fissures.  There may be a silhouette sign but there is no air bronchogram unless there is also consolidation present in the collapsed lobe.

There are 3 main causes of collapse:

1. Obstruction  of a bronchus by a foreign body, tumour, mucus plug, aspiration, or a stricture

2. Compressive collapse due to air or fluid in the pleural cavity. 

3. Cicatrization collapse due to scarring.  This is commonly seen following pulmonary tuberculosis

Collapse may involve the whole lung, a lobe of the lung (lobar collapse) or it may involve just part of a lobe such as a segment or subsegment.  Subsegmental collapse is often called “plate atelectasis” because of its appearance.

SIGNS OF COLLAPSE:

Whole lung collapse:

· complete opacity of the hemithorax

· displacement of the mediastinum to the side of the opacity
· silhouette sign with loss of diaphragm and mediastinal outlines.

· herniation of the unaffected lung across the midline
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Lobar collapse

The lobes collapse in characteristic fashion:
1. The upper lobes collapse upwards, medially and anteriorly

2. The middle lobe goes downwards and medially

3. The lower lobes collapse posteriorly, medially and downwards.
Some or all of the following signs may be present

· increased density due to loss of aeration

· crowding of the blood vessels

· displacement of the hilum – upwards or downwards

· displacement of a fissure which may be bowed

· shift of the mediastinum, trachea towards the collapsed part of the lung

· elevation of the diaphragm

· silhouette sign

· the remainder of the lung may be overexpanded & hypertranslucent with fewer vessels showing

· rib crowding may occur in children or with long standing collapse

The increased density of a collapsed lobe is not always visible in both PA and lateral projections, unlike pneumonia or fluid which is always visible in both projections.

Collapse of the R upper lobe

The R upper lobe collapses with movement of the horizontal fissure upwards, pivoting at the hilum in both PA and lateral projections. The collapsed lung assumes an increased density at the R apex, it’s lower border being sharply defined by the horizontal fissure, which may be bowed.  The hilum is usually distorted & pulled up.
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Collapse middle lobe

As this is a relatively small lobe collapse produces only minor changes on the PA film.  There is increased density lateral to the R heart border & blurring of the outline. On the lateral view it shows as a triangular opacity anteriorly.
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Collapse lower lobes

The oblique fissure moves backwards maintaining the same slope.  On the PA view collapse of the L lower lobe shows as a triangular opacity projected through the heart shadow.  Collapse of the R lower lobe may be accompanied by collapse of the middle lobe also. In this case the opacity is larger & the collapse more obvious.  Complete collapse of the lower lobes is often difficult to detect as the lobe comes to lie against the mediastinum on the PA view & may be invisible.
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Collapse L upper lobe

This behaves differently than collapse of the R upper lobe because the lingular segment, 

which is the equivalent of the middle lobe on the R, is part of the L upper lobe.  The 

oblique fissure moves forwards & the collapsed lobe lies anteriorly against the chest wall. 

This produces hazy ill -defined opacity in the L upper & mid zones on the PA film with a 

silhouette sign affecting the L mediastinum.
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Segmental & subsegmental collapse

Only a segment or subsegment of a lobe may collapse. Small linear subsegmental atelectatic shadows at the lung bases are called “plate atelectasis” and are due to poor aeration or perfusion.  Causes of segmental & subsegmental collapse are:

· post abdominal surgery

· abdominal distension due to tumour or ascites

· post MI

· mucous plugs (asthma)

· pulmonary infarct

· segmental collapse may occur secondary to infection or distal to a small tumour.

· common in children with bronchiolitis

 PLEURAL OPACITY
Shadowing on a chest X-ray may be due disease lying outside the lungs involving the pleura. Pleural opacity may also be associated with pulmonary shadowing.  Pleural shadowing may be due to fluid (effusion), thickening or tumour.

PLEURAL FLUID:

This is a sign and not a disease.  It may be associated with underlying lung shadowing.  Fluid collects first in the most dependent part of the pleural cavity, which on an erect film, is the costophrenic recess posteriorly. Hence an effusion is seen first on a lateral chest X-ray.  100-200 cc of fluid must be present before it becomes visible on a PA film.

Appearances: erect chest X-ray –PA

· First sign is blunting of the costophrenic angle.  The normally acute angle fills in with fluid.

· Larger collection shows as homogenous opacity devoid of lung markings of similar density to the heart

· Concave upper border higher laterally than medially

· Loss of the diaphragm (silhouette sign)

· Large effusions displace the mediastinum to the opposite side.
As the effusion increases in size the underlying lung retracts to the hilum. A massive effusion causes complete opacity of the hemithorax and if there is no mediastinal shift it suggests complete collapse of the underlying lung.
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In a supine patient, an effusion appears as a homogenous haze covering the entire hemithorax resulting in a whiter lung on that side.
· A small amount of fluid is difficult to detect & shows first on a lateral film
· All types of fluid show the same appearances & it is not possible to differentiate between them
· Sometimes pleural fluid & thickening appear the same.  It is possible to differentiate the two by taking a decubitus film.  That is a film taken with the patient lying on the affected side using a horizontal beam.
· Fluid may not lie freely within the pleural cavity producing confusing appearances
An effusion may not follow the usual pattern as described above and the following variations may occur:

· Encysted / Loculated– fluid may be localised  & accumulate in one place only.  One such site may be between the diaphragm & inferior part of the lung resulting in a subpulmonary collection.  The upper margin is parallel to the diaphragm & it may be mistaken for an elevated diaphragm. A commoner site is in the fissures where it may simulate a mass lesion.  This kind of effusion is common in heart failure 
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The fluid may loculate, especially if adhesions develop due to inflammatory disease. It is common in empyema
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· Lamellar – Fluid may track up the lateral chest wall, parallel to it, rather than collecting in the most dependant part of the pleural cavity.
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· Organising –  this is a healing process leading to pleural thickening.  It is difficult to tell the difference between thickening and fluid on chest X-ray.  A decubitus film will help as will ultrasound.

TYPES OF FLUID AND AETIOLOGY:

1. TRANSUDATE : - protein content less than 3gm/100 ml.

· heart failure

· hypoproteinaemia

· nephrotic syndrome

· cirrhosis

2. EXUDATE:  - protein content more than 3gm/100ml

· pneumonia

· TB

· carcinoma

· pulmonary embolus

· rheumatoid

· reactive e.g. subphrenic abscess, pancreatitis
3. BLOOD:

· usually due to trauma

4. CHYLE:

· damage or obstruction of the thoracic duct by

· filariasis

· carcinoma

· lymphoma

· surgery

5. PUS:  

· suspect if a fluid level appears spontaneously

· common in staphylococcal infections

· pneumococcus

· tuberculosis
If the fluid does not follow the usual pattern, suspect underlying lung disease

All types of fluid appear the same on chest X-ray and the appearances are not related to the nature of the fluid.

Ultrasound examination is useful in detecting the presence and location of an effusion.

PLEURAL THICKENING;

This can occur anywhere but is usually seen peripherally against the chest wall, in the costophrenic angle or over the lung apex

· commonly follows previous infection

· secondary to trauma – associated with healed rib fractures, a dense layer of soft tissue, often calcified due to previous haemothorax

· following empyema-  especially if due to tuberculosis. More common over the lung bases, often calcified 

· asbestos exposure – irregular pleural thickening and plaques. Common in the axillary region. Calcification is common.

PLEURAL MASSES OR TUMOURS:

These present as low density masses which are pleurally based, their widest diameter lying against the pleura.  They may show a lobulated outline. If lying anteriorly or posteriorly they are more difficult to detect on a PA chest X-ray, appearing as a vague low density shadow with normal pulmonary vessels overlying.  A lateral film will be helpful in showing pleural masses lying  anteriorly or posteriorly but laterally based pleural masses are often not seen on a lateral projection.  This helps to distinguish them from intrapulmonary masses, which would be visible on both projections.

The commonest causes are:

· Mesothelioma; diffuse or localised pleural mass.  Large pleural effusions are common.  May have associated pleural plaques

· Pancoast tumour – a primary apical neoplasm causing rib destruction & apical pleural thickening

· Pleural metastases -  often obscured by the accompanying effusion
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CAUSES OF A TOTALLY OPAQUE HEMITHORAX:

Occasionally a completely hemithorax is encountered.  The position of the mediastinum needs to be identified by assessing the position of the trachea and heart.

There are three main causes, a fourth is rare and not considered initially.

1 MASSIVE PLEURAL EFFUSION

2 MASSIVE CONSOLIDATION WHOLE OF THE LUNG

3 TOTAL LUNG COLLAPSE

4 MASSIVE TUMOUR OCCUPYING ALL THE HEMITHORAX.- rare
These can usually be distinguished on basic principles:
· Collapse will cause displacement of the mediastinum to the affected side

· Consolidation will not cause displacement and there may be an air bronchogram or small parts of aerated lung visible

· Massive effusion will cause displacement of the mediastinum to the opposite side

· Tumour may or may not displace the mediastinum like a massive effusion

· Tumour and effusion are readily diagnosed by ultrasound examination
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:

Sometimes it is not so straightforward and the opacity may be a mixture of several different things. For instance, there may be collapse along with consolidation and it is common to have an effusion with consolidation.  In fact, it is unusual to have a completely opaque hemi-thorax due to consolidation alone.
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THE MEDIASTINUM

The mediastinum is that part of the chest bounded by the sternum anteriorly, the spine posteriorly and laterally by the medial surfaces of the visceral pleura (the mediastinal pleural reflection).

It can be divided into 

· Anterior mediastinum – anterior to the pericardium

· Middle mediastinum -  the heart, aortic root & pulmonary vessels

· Posterior mediastinum – behind the posterior pericardial surface

Although the mediastinum is divided into compartments for descriptive & diagnostic purposes, masses may freely cross from one part to another.

MEDIASTINAL MASSES:

Classification and differential diagnosis of mediastinal masses is based on localisation to the anterior, middle, or posterior mediastinum.  In this regard, the silhouette sign and the lateral film are of most use.  The mediastinum is best assessed by computed tomography when available.

Anterior mediastinal masses:

· merge with cardiac border

· hilum can be seen through the mass

· masses passing upwards into the neck merge with the soft tissue shadows of the neck and so are not seen above the clavicles (cervico-thoracic sign); a lesion seen above the clavicles must lie adjacent to aerated lung apices, i.e. posterior and within the thorax.
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Differential diagnosis:

The 3 Ts are the commonest anterior mediastinal masses. 

 Thyroid, Thymus, Terato-dermoid.

Mass in position 1.

· Retrosternal thyroid (displaces trachea on PA film.  Not seen above clavicles. Appears as an inverted truncated cone on PA film. Calcification is common)

· Thymic tumour (much less common. May be hidden by sternum on PA film. Low density.  Round, oval or lobulated.  Normal thymus in child may show as a “sail sign”.
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Lymph nodes (due to lymphoma, metastases)
· Aneurysm ascending aorta 

Mass position 2

· Thymic tumours
· Teratoma, dermoid (usually project to one side of mediastinum on PA view. Calcification may occur. Fragments of bone or teeth may be visible.  The latter is diagnostic)

· Masses arising from the sternum, metastases are the commonest
Mass position 3

· Pericardiac fat pad  (especially in obese patients. Presents as a triangular opacity in the cardio-phrenic angle on the PA view. Low density.

· Morgagni hernia ( smooth round dense mass to the R of the cardiac shadow)

· Pericardial cyst  (usually in the R cardio-phrenic angle, oval or spherical)
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Middle mediastinal masses:

· merge with hilae and cardiac borders

Differential diagnosis:

· Lymphadenopathy 

· Bronchogenic cyst

· Aortic aneurysm
Most middle mediastinal masses are due to enlarged nodes. 

Lymph nodes are found normally in the paratracheal region

and the region of tracheal and bronchial bifurcations.
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Not all mediastinal masses are so apparent on the PA films.  They may be hidden by the heart, spine, and sternum especially if the film is too pale and underpenetrated.
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Posterior mediastinal masses:

· cardiac borders and hilae clearly seen

· posterior descending aorta obscured

· may be underlying vertebral changes
The position of the paraspinal line is helpful in the assessment of paraspinal masses.  It represents the mediastinal pleural reflection and is displaced laterally by paraspinal masses such as enlarged lymph nodes or paraspinal abscess
Differential diagnosis of posterior mediastinal masses

· Neurogenic tumour – well defined mass in the paravertebral region; may cause              

                   erosion of the posterior ribs or vertebral bodies.  e.g. neurofibroma

· Extramedullary haemopoeisis:  may occur in haemolytic anaemia

· Reticulosis, myeloma

· Paravertebral abscess as in tuberculosis affecting a vertebral body (Potts disease)

· Enlarged paravertebral lymph nodes as in lymphoma

· Haematoma following injury to the spine and a fracture of a vertebral body

· Aortic aneurysm may present as a posterior mediastinal mass and occasionally causes erosion or “scalloping” of the anterior aspects of the adjacent vertebral bodies.

· Hiatus hernia is seen posterior to the cardiac shadow.  It may contain a fluid level.  It may be very large and occupy much of the lower thorax.

· Dilated oesophagus in achalasia may also lie in the posterior mediastinum
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HILAR  ABNORMALITIES
Each hilar complex comprises the pulmonary artery, main bronchus & its division, and lymph nodes not seen unless enlarged.  The L hilum lies higher than the R.  The main pulmonary artery passes to the L before dividing into R and L main pulmonary arteries.  The main pulmonary artery shows as a bulge on the L mediastinal border below the aortic knuckle and is called the pulmonary conus.

In assessing hilar enlargement, one must decide whether it is due to enlargement of the pulmonary arteries, lymphadenopathy or a mass.  If the branching pulmonary arteries are seen to converge towards an apparent mass, this is a good sign of enlarged main pulmonary artery (hilum convergence sign).

CAUSES OF UNILATERAL HILAR ENLARGEMENT:
· Bronchial carcinoma -  (mass)

· Infections- tuberculosis  - (enlarged nodes)

· Perihilar pneumonia: an area of pneumonia lying anterior or posterior to the hilum, causing apparent enlargement on the PA film. 

· Lymphoma, sarcoidosis can occasionally be unilateral – (nodes)

· Massive pulmonary embolus – with distension of pulmonary artery (enlargement of artery)

· Mediastinal mass superimposed on a hilum
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CAUSES OF BILATERAL ENLARGEMENT:

· Lymphoma  - often asymmetrical (glands)

· Metastatic malignancy – testes, breast.(glands), although may be unilateral

· Sarcoidosis (glands)

· Pulmonary arterial hypertension (large arteries)

· Viral infection- glandular fever (glands)
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Calcified hilar nodes:

These are most commonly seen in tuberculosis and are usually unilateral. They are seen occasionally in sarcoidosis, pneumoconiosis, and following radiotherapy treatment for lymphoma.




Continued in part 3
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There is complete opacity of the L hemi-thorax. 


The mediastinum is invisible and displaced into the L hemi-thorax due to complete collapse of  the L lung.  
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The lesser fissure moves upwards but remains pivoted at the R hilum medially





Collapse of the R upper lobe.  Opacity in the upper lobe, silhouette sign upper mediastinum & upward displacement of the lesser fissure.  The R hilum  looks big & there is a mass, which is causing the upper lobe collapse





Lateral view. The upper lobe collapses  upwards, anteriorly, and towards the mediastinum.  It is usually invisible on the lateral view, as the shadowing becomes indistinguishable from the mediastinal shadow.





Lesser fissure
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Rt. middle lobe collapse.  There is a density next to the heart, below the R hilum, which is roughly triangular in shape





Lateral view shows the middle lobe collapse more clearly. The triangular opacity anteriorly is the collapsed lobe
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Collapse L lower lobe showing as a triangular opacity behind the heart (arrow)





In addition to the triangular opacity behind the heart the L hilum is pulled downwards & hidden by the cardiac shadow. It should lie above the R hilum. The mediastinum is displaced to the L & the L heart border straightened.  The L diaphragm is also lying higher than the R. Normally the R lies a little higher than the L.





Lateral view showing the  oblique fissure moving backwards & downwards in lower lobe collapse





As the collapse increases the collapsed lobe overlies the spine on the lateral view and is no longer visible in this projection.  The only clue is that the spine appears of  even density throughout whereas normally it looks darker in the lower part of the chest
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R lower lobe collapse produces shadowing adjacent to the R heart border. There is usually a well -defined lateral boundary. The R hilum disappears as it is pulled downwards towards the heart.





In collapse of the R middle & lower lobe the shadowing  is greater and more obvious





Collapse R middle & lower lobes. There is an opacity lying within the bronchus intermedius causing a degree of collapse of both middle & lower lobes.  Consolidation commonly occurs beyond an obstructing lesion & is causing much of the shadowing. The upper border is bounded by the lesser fissure indicating that the middle lobe is involved.  There is a silhouette sign of the entire diaphragm indicating involvement of the lower lobe.  The heart is displaced a little to the R.





Homogenous shadowing in the R lower zone. The lesser fissure is bowed inferiorly.  There is a silhouette sign of the R heart border & diaphragm.  This was a 12 year old girl admitted with a weeks history of dyspnoea of sudden onset.  There was a history of possible inhalation of a rubber pencil top.  The arrow is pointing to a low density opacity lying within the bronchus intermedius due to the inhaled rubber off the top of a pencil which is causing a degree of collapse of both the middle & lower lobe
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Posterior





Ant





Collapse L upper lobe producing hazy ill defined shadowing adjacent to the L mid & upper mediastinum.  The L diaphragm is elevated & there is a silhouette sign of the L mediastinum





Lateral film showing collapsed lobe anteriorly with bowing forwards of the oblique fissure (arrow). The anterior boundary of the collapsed lobe is difficult to identify because the lobe lies against the mediastinum.  The posterior edge is visible because it is bounded by the oblique fissure.








Shadowing adjacent to the mediastinum.














Elevated diaphragm
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Linear shadows at both bases a result of subsegmental collapse (plate atelectases). In this case due to pulmonary infarcts.
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A subpulmonary collection of pleural fluid interposed between the lower lobe and the diaphragm





Fluid encysted in the lesser fissure on the PA view. 





Fluid encysted in the  R oblique fissure on the lateral view





Appearance of  encysted fluid in the oblique fissure on the PA film.  It simulates a mass lesion
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Lateral  view showing collection of fluid in the costo-phrenic recess posteriorly.  A substantial amount can collect here before it shows on the PA view





A larger amount of fluid in the pleural cavity showing a concave upper margin higher laterally





R  pleural  effusion. There is also underlying hazy lung shadowing due to pneumonia. There is a silhouette sign with loss of the R  diaphragm due to the effusion. There is loss of the R heart border due to the adjacent lung shadowing
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Small loculated effusion peripherally





Larger loculated effusion.  Note convex inner border rather than concave as in a free effusion





Large L pleural collection with a convex inner border indicating loculation.  This patient presented with a fever of one weeks duration.  On aspiration 1 litre of pus was obtained
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A large homogenous pleural opacity on the R.  The inner border is convex (arrows) and crosses the midline. Aspiration revealed pus.  This was a large loculated pleural collection due to empyema.  The heart & mediastinum are displaced to the L 
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The opacity arrowed is due to a loculated collection in the lesser fissure.  An encysted effusion in the fissures may look like a low density pulmonary mass on the PA view.











This patient presented with clinical features of pneumonia.  Klebsiella was isolated.  This X-ray was taken during treatment for Klebsiella infection.  It shows bilateral pleural opacities in the lower zones.  Aspiration revealed pus.





Diagrammatic representation of the chest X-ray.  There are 4 loculated pleural collections.  The small one arrowed is a collection on the L side loculated between the mediastinal pleural surfaces








The appearance of a loculated effusion in the lesser fissure on the lateral view. This shows on the PA view as a rounded opacity in the mid zone.
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Lamellar effusion on the R (arrows).  The inner border is  arrowed and lies parallel to the lateral chest wall.  In this patient there is pneumonia in the R middle lobe and the effusion was due to empyema





Shadowing R middle lobe with silhouette sign R heart border
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PA film of a patient with mesothelioma.  There are lobulated masses peripherally on the R side. They are of  low density and often difficult to define.





Pleural opacities as seen on PA film





Pleural opacities as seen on lateral film





The anterior pleural masses are seen better on this lateral view, behind the sternum (arrows)
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Low density lobulated masses laterally on the R side due to pleural metastases. This was a patient with previous mastectomy for carcinoma of the breast. The arrows point to a soft tissue fold in the R axillary region often seen following  radical mastectomy.





Line drawing of pleural opacities





�





�





Completely opaque L hemithorax.  The trachea & mediastinum are displaced markedly to the L indicating collapse of the L lung.





Completely opaque L lung. The mediastinum is central suggesting that the opacity is due to consolidation.
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Completely opaque L hemithorax with displacement of the trachea & mediastinum to the R side.  This was a patient with a massive pleural effusion.





Completely opaque L hemithorax. Again there is displacement of the trachea & mediastinum to the R side.  The appearances look like a massive pleural effusion.  Aspiration of the L hemithorax revealed only a small amount of blood.  Ultrasound showed the L side of the chest to be filled with tumour tissue.
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This is the chest X-ray of a child with sickle cell disease who presented with acute chest symptoms, dyspnoea with fever. There is complete opacity of the R hemi-thorax.  The trachea appears central indicating that there is no significant mediastinal shift, suggesting that the shadowing is due to consolidation.  The opacity is featureless and it is not possible to exclude an associated pleural collection.   A completely opaque hemithorax due to consolidation alone is unusual.  Ultrasound examination was performed which showed a mixture of  lung consolidation and pleural effusion.  
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Anterior

















Middle














Posterior
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Appearance of  anterior mediastinum masses (position 2) on PA film
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Upper anterior mediastinal mass displacing the trachea to the R (arrow).  This was a retrosternal goitre.
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Normal thymus in a child showing as an anterior mediastinal mass projecting to the R.  There is a silhouette sign with loss of the upper mediastinal border.  This particular thymic shadow  shows the “sail sign” , the thymus appearing triangular in shape with a straight lower border resembling the sail of a ship.





Thyroid mass showing on both sides of the upper mediastinum & displacing the trachea to the R.  Tracheal compression may occur and a lateral view of the thoracic inlet is also necessary to assess thyroid masses adequately.





In this case, the cause of the mass is obvious because of the characteristic appearance.  A persistent thymus in children causes widening of the upper mediastinum & often blends with the cardiac shadow.  The sail appearance is seen best on an oblique film. The patient is turned a little on this film making the straight lower border more apparent.  A sail sign is seen to the R of the mediastinum
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There is considerable enlargement of the mediastinum projecting mainly to the R side.  There is loss of the R mediastinal & cardiac borders (silhouette sign).  The R diaphragm is elevated indicating probable involvement of the phrenic nerve. The loss of the R heart border indicates that the mass is lying within the anterior mediastinum
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The mass is difficult to define on the lateral view but has a lobulated posterior border.  Normally the space between the sternum & the anterior border of the heart & ascending aorta is dark due to aerated lung. In this case, it is lighter than the space behind the heart. It should be of similar density.
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Normal position of lymph nodes





Enlargement of hilar and mediastinal nodes bilaterally.  The R paratracheal nodes are larger than the L
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PA chest





Lateral film





Mediastinal mass protruding out, either side of the midline.  The arch of the aorta is not visible indicating that the mass is lying in close relationship to it.  It is not possible to say from this PA film what the cause of the mass is.  It could be adenopathy or it could be an aortic aneurysm. A  lateral film may help but a CT scan is the investigation of choice if available





A lateral film taken with barium outlining the oesophagus.  The oesophagus is displaced anteriorly by the mass lying just behind it in the position of the aorta. This was an aortic aneurysm
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A large upper mediastinal mass projecting to the R  is causing marked compression of the tracheal lumen in this projection. Urgent treatment is indicated to prevent tracheal occlusion.  This was a large mass of enlarged nodes. The 2 arrows point to the marked tracheal narrowing.





�





�





�





A fairly normal looking chest X-ray but the R hilar region looks a little denser (whiter) than the L.  The film is of inferior quality because  the spinous processes cannot be seen through the cardiac shadow. It is not possible to assess the mediastinum on such a film.





A lateral film of the same patient taken as a tomogram.  It shows a large mass in relation to the lower lobe bronchi.  Large masses can be hidden on the PA view especially if the film is suboptimal





Tracheobronchial nodes





Subcarinal nodes





Hilar nodes
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The paraspinal line is seen more distinctly on the L side where it normally lies a little further away from the lateral border of the vertebral bodies. The distance x should not be greater than 1 cm unless there is unfolding of the aorta.  A localised lateral bulge of the line is of significance
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R paravertebral


masses due to adenopathy. They can also be seen below the diaphragm





The paravertebral stripes.  They are both displaced laterally especially so on the R.  In this case due to adenopathy





Paravertebral mass extending beyond the paraspinal line.





Posterior mediastinal masses bilaterally.  Unfortunately, the patient’s name has been written on a relevant area of the film.
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A R sided mediastinal mass extending the full length of the thorax.  The cardiac outline can be seen separate to it indicating that it is not lying adjacent to the heart and therefore not in the anterior mediastinum





A lateral view with barium outlining the oesophagus.  The oesophagus is clearly dilated and tortuous.  This was a case of achalasia.
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R hilar adenopathy. The hilum is convex rather than concave & larger than the L
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The R hilum is larger than the L and is convex in shape. There is a small patch of shadowing lying adjacent to the upper hilum.  This was a case of  primary tuberculosis with enlarged hilar glands.
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A mass in the region of the R hilum.  This however was not due to a hilar abnormality but to consolidation in the apical segment of the lower lobe, a common site for pulmonary tuberculosis. Lesions in the apical segment of a lower lobe can mimic hilar abnormality.
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There is enlargement of both hilae, which are convex in shape. This patient has erythema nodosum and the hilar enlargement is due to adenopathy.
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Both hilae are enlarged and there are denser areas within the hilar shadows due to calcification of the hilar nodes.  This patient had sarcoidosis, a disease uncommon in Africa.
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Appearance on lateral view
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