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Radiological Findings of Pleural and Mediastinal Diseases

Yo Won Choi

Department of Radiology, Hanyang University College of Medicine

(Tuberc Respir Dis 2006: 58 H43-553)

Radiological analysis of chest lesions detected on chest radiographs or CT scans begins with their classification
into parenchymal, pleural, or extrapleural lesions according to their presumed origin. The mediastinum is divided
anatomically into the anterior, middle, and posterior mediastinal compartments, and localizing a mediastinal mass
to one of these divisions can facilitate their differential diagnosis. A differential diagnosis of a mediastinal mass is
usually based on a number of findings, including its location; the structure from which it is arising; whether it is
single, multifocal (involving several different areas or lymph node groups), or diffuse; its size and shape; its
attenuation (fatty, fluid, soft-tissue, or a combination of these); the presence of calcification along with its
characteristics and amount; and its opacification following the administration of contrast agents.
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YW Choi : Pleural and mediastinal diseases

Figure 1. Radiological findings of the lung lesions.

A lung lesion totally surrounded by an inflated lung (@rows on A and B) show entirely wel defined borders on
the chest radiography (A) and CT (B) but the border is not as sharp as observed in a pleural or extrapleural lesion.

A lung lesion abuting the pleura (arows on C and
where the lesion abuts the pleura (D).
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with partly ill-oefined borders on the chest radiograph  (C)

Figue 2. Multile loculated pleural effusion. A  chest
radiograph  shows two peripheral, partly well  defined
lesions (arows) in the right lower lung zone, demons
trating both partid wal and extrapleural  signs. The  Wir
sualized borders are pencil-sharp.
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A

Figure 3. Neuiemmoma arsing from the intercostal nerve (an  exirapleural  lesion). Chest radiography (A)  and
CT (B) show a partly wel defined mass (white arows) in the supra-aortic area. The visudlized border is  penci-sham.
The rib erosion adjacent to the lesion suggests its extrapleural origin (black arrow on B).
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C

Figure 4. Pleural effusion.

A-C. Varous redogaphic appearances of a  Subpdnmonic  pleural
in the right diaphragmatic dome lateral to the midine(A),

arow on B) and stomach (black arow on B), and
lateral radiograph (arrows on C).

effusion. The erect chest radiographs show a  shift
more than 2 om between the left diaphragm (white

the pseudo-diaphragm posterior to the oblique fissure on a

A supine chest radiograph in another patient (D) shows an apical cap (amow) and increased opacity in the right

hemithorax suggesting a pleural effusion in the right side.
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Figure 5. Two patients with a metastatic pleural effusion

Chest CT show circumferential  thickening of  the
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discontinuous, nodular pleural thickening and pleural effusion in the right hemithorax (B).

A

Figure 6. Localized fibrous tumor of the pleura.
The chest radiography (A) and CT (B)
mass (arrow) is relatively well enhanced on CT.
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Figure 7. Encapsulated and invasive thymoma.

Encapsulated thymoma.  Chest CT (A) shows a well-defined mass
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Invasive thymoma. Chest CT (B) shows an ill-defined mass (arrows)
adjacent left pleural space. Note the small amount of pleural effusion in the left side.
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Figure 8. Teratoma in the anterior mediastinum.

Chest CT shows a huge mass (arrow) anterior to the
ascendng aota.  The mass contans areas  of
calcification, water, fat, and soft tissue attenuation.
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Figure 9. Intrathoracic goiter.

The axia (A) and coronal reformatted (B) CT show a
heterogeneously  enhancing  mass  (arrows)  left  lateral
to the trachea and superior to the aortic arch, which
is connected with the left cervical thyroid.
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Figure 10. Hodgkin's disease.

Chest radiography (A) and CT (B and ©) show homo
geneously  enhancing, enlarged  lymph  nodes in  the
left anterior mediastinel (@row on B), subcarinal  (olack
arrow on C), and both hilar (white arrows on C) areas.
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Figure 11. Tuberculous lymphadenopathy.

Chest CT shows multiple, rimrenhancing lymph  nodes
in the right paratracheal (white arow) and prevasoular
(black arrow) areas.
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Figure 12. Sarcoidosis.

The chest radiography (A) and CT (B and C) show
homogenously  enhancing  lymph  nodes in the  right
paratracheal (arrow on B), subcarinal, and both hilar
areas (C).
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