
Back to Basics 1  

 

- The Chest 



Chest radiography 

• Most common radiograph worldwide 

• One at greatest risk for poor performance 

• Poor diagnostic value when: 

– Non-standard position 

– Poorly executed 

– Misunderstood 

• Does the doctor understand the technique? 
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Aim of the session 

• Revisit anatomy 

– Child 

– Adult 

 

• Understand the implications of technique 

on image appearance and diagnosis 
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Baby    to     Adult 
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So what? 

• If we acknowledge anatomy is different: 

 

• What about technique? 

 

• What is the evidence base? 
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Knowledge base 

• Needs input from radiographers 

 

• Must be reviewed 

 

• Provides an opportunity for further 

research 
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So what about adults? 

• How many CXR are performed in your 

centre? 

 

• Have you ever undertaken a quality 

assessment? 

 

• We have – not pretty!  
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Let’s understand the anatomy 
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R 
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Anatomy of the Lungs 
1. Apical 

2. Posterior 

3. Anterior 

4. Superior lingular (LUL)  

Lateral (RML) 

5. Inferior lingular (LUL)   

Medial (RML) 

6. Apical 

7. Medial basal (not in LLL) 

8. Anterior basal 

9. Lateral basal 

10. Posterior basal 
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+ 
Apex 

First Rib 

Parietal Pleura 

Visceral Pleura 

Pulmonary Ligament 

The PA Chest 
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R 
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The Heart 
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R 
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Carotid Artery 

Subclavian Artery 

Jugular Vein 

Aortic Arch 

Lt Atrial Appendage 

Left Ventricle 

Rt Brachiocephalic Vein 

Superior Vena Cava 

Right Atrium 

The Mediastinal Contour 
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R 

25 



R 
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R 
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R 
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R 

29 
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The image isn’t always so 

pretty!  

• Technical issues 
• Inspiration 

• Lordosis 

• Rotation 

• Erect/supine 

 
 

 

• Patient issues 
• Condition related 

• Scoliosis 

• Kyphosis 

• Age variations  

 

34 



AP vs PA 

AP  

• Heart bigger 

• Mediastinum wider 

PA  

•  Accurate  measurement 

of heart and mediastinum  
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Erect vs Supine 

Supine  

•Heart bigger 

•Mediastinum wider 

•Vessels change 

Erect 

•Better inspiration 

•Better representation of 

anatomy 36 



Understanding technique 
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Inspiration 

• 9 posterior ribs 

• 6 anterior ribs 

 

above right dome 

diaphragm 
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Inspiration 
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Inspiration 

Poor inspiration 

• Vascular crowding 

• Enlarged heart 
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Lordosis 
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AP Lordotic 

• Flattened diaphragm 

• Widened 
mediastinum 

• Hila appear 
prominent 

• Clavicles high 

• Heart may appear 
more ‘rounded’ 

• Ribs horizontal 

• Only decision lung 
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Kyphosis 
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Kyphosis 

• Heart projected onto 

diaphragm 

• Hilar appear low 

• Clavicles low 

• Lungs appear 

smaller 

• Ribs exaggerated 

curve 

• Only decision lung 
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Rotation 
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Rotation 
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Scoliosis 

47 



Exposure 

• Sufficient to see spine through superior 

mediastinum 

• Detail of lung markings 

 

• Film vs CR vs DR 

• Automatic exposure/manual 

• Radiation protection – waist apron? 
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Take home points 

• Chest anatomy – not everyone is the same 

 

• What orientation is best  

 

• Think about opportunities for development 
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Clinical Governance  

Relevance to Radiography 



Clinical governance 

• To maintain and improve standards of 

patient care 

– Patient focus 

– Information focus 

– Quality improvement 

– Staff focus 

– Leadership 
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Patient focus 

• Patient information 

• Consent 

• Radiation dose 

• Infection control  

– cassettes, markers, tables, radiographers 

 

Aim: to improve patient experience 
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Information focus 

• Accurate patient data 

• Number of examinations/patients 

• Workload 

 

 

Aim: to demonstrate need for developments 
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Quality focus 

• Quality assurance 

– Equipment tests (including processors) 

• Reject analysis 

• Image review 

 

 

Aim: to ensure optimum diagnostic images  
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Staff focus 

• Radiation protection 

– Monitoring 

• Training 

• Ongoing education 

• Welfare 

 

Aim: to develop a committed (and happy) 

workforce 
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Leadership 

• Effectively manage resources 

– Staff and equipment 

• Lead practice and service 

• Collaborate with other professionals 

 

 

Aim: To improve services and patient care 
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Questions 

• Does clinical governance apply to you? 

 

• Can you see opportunities to improve? 

 

• How do you go about change? 
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