CH 82t AL A 2| 83| X| 1991 5 27(2) : 245~251
Journal of Korean Radiological Society, March, 1991

A9 27149 AT

A3} b

AsZF-AYo| -4
— Abstract —

Correlation of Plain Film and Computed Tomography
Findings of Lobar Atelectasis

Ho Joon Kim, M.D., Jeong Mi Kweon, M.D., Yeon Won Park, M.D.,
Byung Hee Chun, M.D., Young Duk Joh, M.D.

To evaluate the role of chest radiographs and CT scans in the diagnosis and treatment planning of lobar atelec-

tasis, 50 patients with lobar atelectasis were studied retrospectively. All cases were confirmed either by surgery

(N =8) or bronchoscopy (N=42). CT was superior to plain radiograph in cases of atypical form of lobar atelectasis

(N=10). CT provided additional information in differentiating a benign from a malignant cause of atelectasis (N =47).
For treatment planning, CT provided valuable information about the lesions in the mediastinum and chest wall (N=41),
and to help demarcate the central mass from peripheral atelectasis (N=29).

In conclusion, CT is the mandatory imaging modality to diagnose and plan the treatment of lobar atelectasis.
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Fig. 1. Atelectasis of the right upper lobe due to
squamous cell carcinoma. CT scans show convex border
and relative low density area within the central portion
of atelectasis indicating the presence of tumor (arrow
head), and multiple tubular low densities within
peripheral portion of atlectasis indicating post-stenotic
inflammatory changes.

Table 1. CT Findings of Benign and Malignant Causes

of Lobar Collapse (N=50)
Malignant Benign
No. of No. of
Patients (%) Patients (%)
(N=42) (N=8)
Proximal portion of fissure
Flat to concave 7 (88%)
Convex or lobulated 42 (100%) 1(22%)
Air-bronchogram 10 ( 24%) 7 (88%)
Calcification 11(26%) 6(75%)
Relative low density mass 29 ( 69%)
Irregular narrowing of bronchus 41 ( 98%)
by surrounding mass
Irregular stenosis of bronchus 7 (88%)

without surrounding mass
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Fig. 2. Atelectasis of the right lower lobe due to small
cell carcinoma. CT images through the low portion of the
atelectatic lower lobe shows bulging contour of the ma-
jor fissure due to proximal obstruction.
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Fig. 3. Atelectasis of the right upper
lobe due to squamous cell carcinoma:
a. P-A radiograph shows a radiolu-
cent stripe (arrow) between
mediastinal border and atelectatic
right upper lobe (Luftsichel).

b. CT scan at the level of the aortic
arch. A small portion of the
¥ hyperinflated superior segment of the
right lower lobe extends medial to a
portion of the collapsed upper lobe,
producing the Luftsichel (curved ar-
row). The lateral margin of the
superior segment intrusion is tangent
to a frontal X-ray beam, resulting in
sharply defined lateral margin of the
Luftsichel seen in P-A radiography.
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Fig. 4. Right middle lobe and lower lobe
atelectasis due to broncholith.

a. Pa and lateral radiograph show basal
density, which might be misinterpreted as
pleural effusion or an elevated
hemidiaphragm.

b. CT scans show middle (solid arrow) and
lower lobe (open arrow) atelectasis clearly.
Two broncholiths within the intermediate
bronchus.
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a
Fig. 5. Right upper and middle lobe atelectasis due to squamous cell carcinoma.

a. PA and lateral radiographic findings are similar to that of left upper lobe atelectasis.
b. Contiguous CT scans show atelectasis of right upper and middle lobe clearly.

a

Fig. 6. Right upper lobe atelectasis due to endobroncheal tuberculosis.

a. P-A radiograph reveals sharp inferolateral margin of the collapsed lung, simulating a mediastinal tumor.

b. Typical triangular density of the collapsed right upper lobe with posterior pointing is seen. Note luminal narrow-
ing of the trachea and right main bronchus (arrows).
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