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Ultrasonographic Evaluation of Intrathoracic Diseases
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The clinical usefulness and limitation of ultrasonography in making diagnosis of intrathoracic
diseases were studied. The normal 1S findings of the thorax were studied in 10 patients with ex-
trathoracic disorders and pathologic US findings were studied in 91 patients with mediastinal, pleural
and/or pulmonary disorders.

1. Chest wall lesions and pleural lesions:

i) Ultrasonography allows an easy detection of the pleural effusion and pyothorax. Pleural effusion
reveals itself typically as anechoic area, but sometimes as areas with low internal echoes. In the latter
cases the motion of the internal echoes during respiration permits the identification of pleural effusion.

ii) The extent of the chest wall lesions can be clearly determined with ultrasonographic
examination.

2. Mediastinal lesions:

i) In the majority of patients with extrathoracic disorders, great vessels arising frora or entering
into the heart can be shown by the parasternal examination with patients lying in the lateral decubitus
position.

ii) In 30 of 32 patients (93.8%) with mediastinal lesions, sonographic examinations could be most
effectively performed with patients lying in the lateral decubitus position, and allowed the differentiation
between cystic, solid and complex echo patterns of the lesions.

3. Intrapulmonary lesions:

i) In cases with the lesions in contact with chest wall, ultrasonic examinations allow an accurate
differentiation between intrapulmonary lesions, intrapulmonary lesions with chest wall invasion and
extrapleural lesions, though sometimes sonography is not effective to differentiate cystic and solid echo
patterns in these lesions.

ii) Atelectasis shows a solid pattern of various intensity and US is not so effective to show the mass
lesion within the atelectasis.

4. In cases of total hemithorax opacity in chest films: Sonographic examinations allow an easier and
clearer identification of pleural effusion, atelectasis and/or mass lesion than conventional tomography
and CT.

5. Juxtadiaphragmatic lesions: Sonographic examinations show the diaphragm clearly and permit
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to know the extent of the lesions in relation with the diaphragm.

6. Sonographic examination is a procedure which should be used when the following abnormalities
are suspected radiographically: chest wall lesions, pleural lesions, mediastinal lesions, pulmonary lesions
which are in contact with chest wall, hemithorax opacity, and juxtadiaphragmatic lesions. '

7. Needle biopsy guided by real-time scanner is a safe and effective procedure in making a definite
diagnosis of the pulmonary lesions in contact with chest wall. In 26 of 35 patients (74.3%), definite

diagnosis was made by this procedure.
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Fig. 1 (Normal)
a, Longitudinal ultrasonogram from chest wall shows a thick linear echo
(arrow), related to the boundary between chest wall and lung.
This linear echo is interrupted by the acoustic shadows of ribs (R) and

reverberation of lung (L) is also shown.

b. Intercostal ultrasonogram shows a thick continuous linear echo (arrow)

and reverberation of lung (L).

RECGE LI,
I, #% g

A, ERBEREES
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i sk

Fig. 2

a, Right subcostal ultrasonogram shows liver,
diaphragm (D) and right basal lung (L).

b, Intercostal ultrasonogram from right lower
lateral chest wall shows right lung (L) and liver,
but does not show diaphragm and upper edge of
liver. (IVC) : inferior vena cava.
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BikO—MhFTHAR LA, &2 THREATF R
LEER I THECIRERTomeT 5L, 4
EWMH B2 S BIIRE, MBIRAINRD SR
(Fig. 3a), & Z CHBELZEMEMIC L, HE5h
ML ERFHAERL, EERET» Lo

Fig. 3

a, Left parasternal longitudinal ultrasonogram with left side down lateral
position shows outflow of right ventricle (RVO), pulmonary valve (PV) and
pulmonary trunk (PT). (AV) : aortic valve.

b. Right parasternal longitudinal ultrasonogram with right side down lateral
position shows ascending aorta (ASAQ), outflow of right ventricle (RVO) and

right pulmonary artery (RPA).

c. Suprasternal ultrasonogram shows aortic arch (ARCH), left subclavian
artery (LSA), left common carotid artery (LCA) and right brachiocephalic

artery (RBCA).



928—(12)

DEfEE LT ETAKBIRE %5 &, ETXBRD
134 E R EE X (Fig. 3b). 2hboiX10
BlEfI TR L 27,

B TEBEEL LT, EHEEFLED D VX
g L& SRR Aich, KBIRSHE L 0%
ook (B EIRBR, LHRBEBIK, Z£HEE TR
H1061 1 BIcRRB il L x %o (Fig. 3o).

Table 1 Diseases of Pleura and Chest Wall (19
Cases)

Diagnosis No. of cases

Pleural effusion 4
Pyothorax 5
Aged hemothorax 1
Localized pleural thickening 1
Hematoma 1
Chest wall tumor 1
Chest wall metastasis H
Chest wall tuberculosis 1

Total i8]

a b

Fig. 4 Pleural effusion

a. Intercostal ultrasonogram shows a narrow
anechoic area (small pleural effusion) between
chest wall and lung. A thin sharp linear echo
(arrow) is shown between chest wall and
effusion.

b. Intercostal ultrasonogram from left chest
wall shows a wide anechoic area (massive pleur-
al effusion), diaphragm (D), spleen (S) and col-
lapsed left lower lobe (L).
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Mafed 5\ X EOFHELIPITH S (Table
D. 3bbilkie® 46, Bis5H, WED
PR MEREE 1 41, BRIBHEMES 1 61, F9BEfEE 1 47,
BHBEHORERDS 5 Fl, FEERE 10, Mtk
BAMmED 1 FITH 5.

Mok, KoBtlr Sz —RE¥ 2T
%, OB, MKk 3= a oMUk
BHOM S e R = =2 -3 ® b e (Fig.
4,

Kok pragaiiie e 141, BRE9GIS5 4, BRIBH:
Mg 1 FloEH 7FHcHif=a-R3@BDdbhi, &
D55 6 FITHTE= = — BIRBERS, LB
X hdhE orggETE (Fig 5.

MEEfEE 3 X OCESEE O REREBRFI Tl
a2 — U A OE B E e S BT B &R B TR
L7c. KaBEm G ERER C Il IER wHE i e R
L, SR cR—Br=a — 105

a
a. Intercostal ultrasonogram shows a cystic

Fig. 5 Pyothorax
lesion in which there are some solid internal
echoes (arrows). Yellowish, viscous fluid was
aspirated with ultrasound guide.

b. Another type of pyothorax. Intercostal
ultrasonogram shows a large inhomogeneous
echogenic lesion, Brownish, highly viscous fluid
was aspirated with ultrasound guide.
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Fig. 6 Neurofibroma of chest wall in 28-year-old female.

a, Intercostal ultrasonogram shows a hypoechoic mass (M) and a thick
hyperechoic linear echo (arrows) protruding to the lung.
b. CT shows a homogeneous mass of chest wall with smooth contour.

WA= o =R s T, B BRI RN B9 OG-l & OBEIRITBEEE L X <AL
MAIZZBEH L T 584, s oBlaKiEn 7z,

DED = a2 — LV _ADE B ER- 2 — 2 k 2. fhRimEE
hiR&h, AT baciifl~2eH L < jgas a, FEMRE & BERERTEOER
REERBE L (Fig. 6), CT & &+ 5 &, MERRZE L3200 H - 12y, T hEHEOBETH

Table 2 Mediastinal Lesions (32 Cases)

g H ]
Diagnosis No. of cases EcBSttcrn LChievcl*
Thymoma T Solid 1-2
Thymic hypertrophy 1 Solid 1
Thymic cyst 2 Cystic 0
Quter zone Teratoma 5 (4 Mixed 0/2-3
1 Cystic 0
Rhabdomyosarcoma 2 Solid 1-3
Eetastasis of lung cancer 2 Solid 1
ung cancer 1 Solid 1-2
mediastinal type
Malignant lymphoma 1 Solid 1
Tuberculosis 1 Solid 1-3
OQuter and Sarcoidosis 1 Solid 1
inner zone Metastasis of teratocarcinoma 1 Mixed 0/1
Metastasis of esugh5333uccr 1 Solid 1
Inner zone Leiomyoma of esophagus 1 Solid 1-2
Pleural cyst 1 Solid*= 1
Bronchial cyst 1 Solida* 1
Paravertebral| Rhabdomyosarcoma 1 Solid 0-2
zone Neurofibroma 1 Solid 2
Ganglioneuroma 1 Solid 1-2
L Ganglioneuroblastoma 1 Solid 2-3

*Echo levels are classified as follows. (0) anechoic, (1) lower
than liver parenchyma, (2) as same as liver parenchyma,
(3) higher than liver parenchyma.

**These two cases were diagnosed as solid tumors. At surgery
these were cystic lesions.
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Fig. 7 Relationship between mediastinal mass and mediastinal vesseles.

(thymoma in 45-year-old male)

a, Left parasternal longitudinal ultrasonogram with left side down lateral
position shows a sharply outlined hypoechoic mass (M) in front of the ouflow
of right ventricle (RVout) and pulmonary trunk (PA). (AV): aortic valve.

b. Left parasternal transverse ultrasonogram with left side down lateral
position shows the mass (M) in front of ascending aorta (ASAQ) and left
pulmonary artery (LPA). This image is corresponding to CT image.
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Fig. 8 Mediastinal teratoma in 31-year-old female with chest pain.

a, The plain radiograph shows a sharply outlined mass shadow at the right
hilum.

b. Right parasternal longitudinal ultrasonogram with right side down lateral
position shows an inhomogeneous mixed mass (arrows), which contains ane-
choiic area and hyperechoic area, in front of ascending aorta (ASAQ).

SVC) : superior vena cava, (RPA) : right pulmonary artery.

c. Right parasternal transverse ultrasonogram shows a mixed mass
(arrows) in front of ascending aorta (ASAQ) and superior vena cava (SVC).

(RPA) : right pulmonary artery, (ST): sternum.

d. CT shows an inhomogeneous mediastinal mass with a thick capsule,
cystic portion and solid portion.

At surgery the tumor had large cyst and solid portion which was mainly fatty
tissue.
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3. RE

KaBE 3 A R CRITHIT, 5 bbb
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Table 3 Pulmonary Lesions in contact with Chest
Wall

Diagnosis No. of cases

Lung cancer 25
Lung tuberculosis 3
Lung abscess 1
Fungus infection 2
Bacterial infection 1
Non-specific granuloma 1
Rounded atelectasis 1
Others 3

Total 37
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Fig. 9
male.

a, The plain radiographs show a mass with
sharp contour in middle mediastinum (arrows).

b, Right parasternal longitudinal ultrasono-
gram with right side down lateral position shows
a solid mass behind right pulmonary artery
(RPA) and left atrium (LA). (AQ) : ascending
aorta.

c. The scanner is slightly tilted to the right
direction. Hyperechoic internal echo (arrow) is
shown within the mass.

d. CT shows an slightly inhomogeneous mass
. d of esophagus.

Esophageal leiomyoma in 45-year-old
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Fig. 10 Fungus infection in 39-year-old male treated with corticosteroid for

Harada's disease.

a. CT shows an inhomogeneous mass in contact with left chest wall.

b, Intercostal ultrasonogram shows an irregular pulmonary mass (M) in
contact with chest wall.

A sharp thin linear echo (arrow) is shown between chest wall and mass. An
irregular thick echo is also shown at the opposite side of the mass and it reveals
the boundary between the mass and aerated lung.

Fig. 11 Tuberculoma in 68-year-old male.

a, CT shows a well defined mass, 2cm in diameter, in contact with posterior
chest wall.

b. Intercostal ultrasonogram shows a homogeneous hypoechoic mass. A
sharp linear echo (arrow) is shown between chest wall and mass. Mycobacter-
ium tuberculosis was demonstrated in aspirated specimen with ultrasound
guide.
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Fig. 12 Lung cancer with chest wall invasion in 49-year-old male with chest

pain.

a. The plain radiograph and frontal tomogram show a faint mass with
irregular margin in right upper lung field.

b, CT shows a mass with chest wall invasion.

¢, Intercostal ultrasonogram shows a hypoechoic pulmonary mass (arrows)
with chest wall invasion. A sharp linear echo is not shown between chest wall

and mass.

d. Longitudinal ultrasonogram with contact compound equipment shows a
hypoechoic mass (M) and absence of an acoustic shadow of right 4th rib. (3R

~6R) : 3rd~6th rib, (Scap) : scapula.

acoustic shadow #7R &3, fHEEDO == — 125
ISMBIZECR.E, FMcTE3, 4hWE~0B
B R SR,

c. &S & FlERE & D8
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Fig. 14 XBRIB# M <, CT B TROEHF
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Fig. 13 Lung cancer with peripheral atelectasis in 73-year-old female.
a. CT reveals an inhomogeneous mass (M) with its peripheral atelectasis

(JA.)‘

b. Intercostal ultrasonogram from posterior chest wall reveals an in-
homogeneous solid mass (arrows) and homogeneous hypoechoic area
(atelectasis—A). (DA) : descending aorta, (SP) : spine.

Table 4 Hemithorax Opacity (7 Cases)

Case Age Diagnosis

US findings

Effusion Atelectasis Mass
1. N.H. 66 Lung cancer + + +
2. Y.A. 53 Lung cancer + +
3. Y.N. 73 Lung cancer + +
4. R.M. 1 Obstruction of left

main bronchus due to +
large left atrium

5. H.S. 33 Aged hemothorax

Rhabdomyosarcoma

7. T.H. 13 Rhabdomyosarcoma

BCHENSSREY R TEB¥ ARD R CT
E1324~50% 7R L7z, BEWE CIIBERME & —
VHBIRT, £ORUPCIFREHD =2 — 1=
NDBENFERD B I EREO MM NLHED
n, THBIZYVTALEAL LATERAE ONREE
Shic, FHcCBRIRKmME & 28 X hi-,
Fig. 15 1397k % £ 5 WiF B b6l <, HakA
HrHhLZE FE TELRLhLhHERTE,
FEXFINCE > T TABCEBOFET S
ZERIRET S,

5. BRI ICET 2RE

BRECET S HRECTBEERESEN TS -
THERIL 6 Bl TH - 7= (Table 5), ZHEOWE
H2§ b 50T, 2HEREOME,NHERCE,
REOEN Y PR & OBRIZCT X W55
WIEREC T &,

Fig. 16 137 # =Nz X %2 FFiARIES©, B E
BB CTHERIE L A3 5 RS & IhlRE oo 258 i
PRI R 2 5,

6. BBERHA A F T ES

e B3 % R ZE2501, MaBERA S B, Kol
RE 36, MRFRE 2 PIDF3BFIHLTE 1B
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Fig. 14 0ld hemothorax in 33-year-old male.
a, The plain radiograph shows a huge homogeneous mass with smooth

contour in right hemithorax.

Heart shadow is slightly displaced to the left.

b, Plain CT shows a relatively homogeneous mass with sharp margin in right
hemithorax. CT number of the mass is 24-50.

c. Real time image shows that the internal echoes are swaying. Brownish
fluid was aspirated with ultrasound guide and at surgery it was old hemothorax.

DBFWH 1 F TEERKEIT -7 (Table 6), #
#¥93cm LI T BRI, 218 %\ 1i219G © PTC
AHstC X551 4o 1%, BRhHEDD
DIz iE Tru-cut $Hic X AEMERE BN LT, 35
FIb2661 (74.3%) THEEZEE bz, 3571
FREERE & SR ET X i 166D\ TR [ A4,

Tru-cut iz X G ORIEL R D &, BEIE

#:C Papanicolaou class IV LAk D BEH¥ERIL 1661
Fa 1041 (62.5%), Tru-cut iz & b filifEs & k2w
Ehicd oR126F1141 (91.7%) THotz.
BEESA FTERI X VHESHOBL AL
ot 9 BN, e & RAEBZM S hic 2 fi(Table
6, patient No. 15, 16), [l & B2 H & hic
24 (Table 6, patient No, 25, 26), FHiEBIAE &
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Fig. 15 Lung cancer in 66-year-old female with hemosputum and dyspnea.

a, The plain radiograph shows right hemithorax opacity.
b. to d. Intercostal ultrasonograms from 2nd to 5th anterior intercostal

spaces.
Right upper lobe (RUL) is shown as round expansive solid echo and middle

and lower lobes (RML, RLL) are shown as concave triangular solid echoes.

Right upper lobe must contain a mass and atelectasis.
(EF) : effusion, (AO): ascending aorta, (SV): superior vena cava, (PA):

right pulmonary artery, (PV) : right pulmonary vein, (LA : left atrium.
EIRZ W S iz 2 61 (Table 6, patient No. 27, Bt L EF O ELBBRF CRECELDO L b hix
28), MOEHPESTEMEIER L EREZH S hie 1 4 W 141 (Table 6, patient No. 31) TH 5,
(Table 6, patient No. 29), B MR /& #:EE & AR T iR/, B #92em K D kG iE A1 (Fig.
EERZM ST\ % 1§l (Table 6, patient No.
32), EELEGERT S bHEEZHCET, £

1) Thotz,
BEESA FTERIECHE T - 1 EF
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Table 5 Juxtadiaphragmatic Lesions (6 Cases)

Case Age Diagnosis Comment

1. K.k, 32 Pyothorax and subphrenic abscess

2, T.X. 7 Diaphragmatic hernia Quadrate lobe is
herniated

3. K.Y. 43 Liver and lung abscesses (Amoeba) Two abscesses are
communicated through
diaphragma

4. 5.T. 64 Lung cancer

5. K.H. &2 Malignant lymphoma Small metastatic
nodules above diaphragma

6. K.Y. 17 Rhabdomyosarcoma Anterior mediastinal
lesion extends to
anterior abdominal
wall

1
Ll

Fig. 16 Amebic abscesses in lung and liver in 43-year-old male.

a. Longitudinal ultrasonogram from right anterior chest wall shows an
inhomogeneous mass (A) in lung and an inhomogeneous mass (B) in liver
which are in contact with diaphragm (arrows). )

b. Tubular echo is shown in the pulmonary mass. This is a drainage tube
inserted to the pulmonary abscess. Communicating portion (arrow) of these
two abscesses through diaphragm is well demonstrated in this echogram.

3, XEBER TR 2w \\2~3cm KD BT
BT 5/ EEG, PEBAEE PR L TR TINRZE
PREE»BEETE S X S i HEER, LM
HRMERYBRET 2B ho b 54200
RIOBREG, PR 580k & HEELE
DEBHIETH -7, Fig. 1T1%, v =2 —A ¢+
BpigEplic BEE YA FORFIERTI
Papanicolaou class I TH - 7= %3, Tru-cut I X 3

HG2 CES LG & Bl S hic,
IV. & %

HWERDEIER, BEORTICHT A Inf
HOTcd, ERZEOFE TIORTR OB
itoT&iz, L LOERZBRTEREAESEO
BEERETESER I TERE—BRILIhT Wi
W, e LdichiehB i oSS EE S
DOTCER LTV 20w,



BBFN594F 7 A25H

Patient Age
No. Sex Ag

L N

-]

10
11
12
13
14
15

16

17
18
19
20
z1
22
23
24

25

26

27
28
29

30

31

32

33

34

35

KoFEIRE O EF B BT » i, 1970
FRICHEDLRIZUDIARIED I, Lo,
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Table 6 Results of Needle Biopsy with Ultrasound Guide

Diagnosis by
ultrasonogram

Cytologic diagnosis (Papanicolaou)
and bacteriological diagnosis by
aspiration biopsy

Histologic diagnosis

b

y Tru-cut needle

M 57 Intrapulmonary mass ClassV (many malignant cells) Lung cancer (small cell carcinoma)
M 49 Intrapulmonary mass ClassV (small cell carcinoma) Lung cancer (squamous cell carcinoma)
M 49 Intrapulmonary mass ClasslI Lung cancer (adenocarcinoma)
M 64 Intrapulmonary mass ClassV (poorly diff. carcinoma) Lung cancer (adenocarcinoma)
M 64 Intrapulmonary mass ClassII(necrotic atypical cells)Lung cancer (squamous cell carcinoma)
M 55 Intrapulmonary mass ClasslI Poorly differentiated spindle cell
: sarcoma
M 69 Intrapulmonary mass ClassIV(a few malignant cells) Lung cancer (small cell carcinoma)
F 68 Intrapulmonary mass ClassV (adenocarcinoma) - S
M 38 éxérzfgi::?a:¥f2:§:n ClassIV(a few malignant cells) — PP
F 72  Intrapulmonary mass ClassV (small cell carcinoma) — —
F 59 Intrapulmonary mass ClassV (adenocarcinoma susp.) Lung cancer (small cell carcinoma)
M 60 Intrapulmonary mass ClassIl Lung cancer (squamous cell carcinoma)
F 76 Intrapulmonary mass ClassV (adenocarcinoma) Lung cancer (adenccarcinoma)
M 54 Intrapulmonary mass ClassV (squamous cell carcinoma)lung cancer (squamous cell carcinoma)
L 58 iﬁ;rzggiggTaZEa:;:s ClasslI Subpleural fibrosis *
M 40  Intrapulmenary mass ClassII(degenerated atypical  ___ =~ A
cells)
F 28 Mass of chest wall ClassI Neurofibroma
F 12 Mediastinal mass ClassIO Ganglioneuroma
M 35 Mass of chest wall S —— Metastasis of thymoma
M 40 Mass of chest wall ClassIV(malignant thymoma) Metastasis of thymoma
E 64  Mass of chest wall ClasslI Metastasis of breast cancer
M 60 Mass of chest wall ClassI Metastasis of hepatoma
M 68 Intrapulmonary mass ClassII, Gaffky scale 6 = —
I - ] N a
MO DRI, et mcreriologicanty  Tihercuions Suspected (sxonuion
M 74 Intrapulmonary mass  ClassI, Bacteriologically *n
negative — -
F 43 Mediastinal mass ClassII,Bacterioiggis?iiy Granulation tissue **
M 49 Intrapulmonary mass Bacteriologically negative - .
M 39 Intrapulmonary mass Bacteriologically negative — _
M 45 Intrapulmonary mass ClassI, Gram-positive ERER
coccus and rods . o
F 33 Intrapulmonary mass ClassI, Bacteriologically
negative Nonspecific granuloma
M 75 Intrapulmonary mass  ClassI, Bacterio;ggi:?:iy Insufficient material *#*#&#
M 64 Localized pleural ClassI, Bacteriologically AERAR
mass negative — —
M 73 Iptrapulmonary mass Classl P;eura} and massive pulmonary
with pleural change 2 fibrosis
M 72 Pyothorax Bacteriologically negative Chronic pleuritis and pyothorax
(pleural biopsy)
F 55 Pleural effusion Bacteriologically negative Chronic pleuritis (pleural biopsy)
* These two cases (No.15,16) were finally diagnosed as lung cancers by surgery and autopsy.
** These two cases (N0.25,26) were finally diagnosed as tuberculomas by sputum culture and therapy.
*** These two cases (No.27,28) were clinically diagnosed as fungus infection by regression of mass with
antifungul drugs.
#%%% This case (MNo.29) was clinically diagnosed as a acute bacterial infecticus mass by regressicm
of mass with antibiotics.
REkAERK

These two cases (No.31,32) were not diagnosed yet, but there are no

remarkable changes in their

one and a half year courses. The case (No.32) is clinically diagnosed as a localized pleural
post—inflammatory change.

&, EEHT

K= TATHBI L, BHGO LI b HES
oL ARoOMBEEAR LS Z L, MERD
BEhERErBE T s 0BEENSWERA
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Fig. 17 Pancoast type lung cancer in 49-year-old male.

a, The plain radiograph shows a mass shadow in left apex.

b, CT shows a mass with irregular contour in contact with chest wall.

¢. Longitudinal ultrasonogram from left apex shows hypoechoic pulmonary
mass invading to the chest wall.

Aspirated material obtained by using 19G PTC needle indicates Papanicolaou
class I but cutting material obtained by using Tru-cut needle with ultrasound
guide shows poorly differentiated tubular adenocarcinoma.

REA~NDHEBRCFH BT NEEEZLBh, S§EIX FWTbLAFo=a-BRELRBZ L2
ZOBATRRGHEYE L L, TOFIBEEYHE B, ZORKWER= 2 -3 WEFodbD LW X
AL T, higEEL 22, () LoBERETCELD =a -k

EWATE, BRELITEOEREIC=2 -1 Exbhb, oTioRWER==—YlE=
AMDEVWERWERRD =2 -8 Ddbh, thixl o — LERTAHOITBEMLIBL 0T, e . fik
== —-2358E5255%9 LrLSBEEC Rza—-LRZ305H50RBEE25,
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Normal Extrapleural | Intrapulmonary| Lesicns Intrapulmonary
lesions lesions between tumor with
parietal and | chest wall
visceral invasion
pleura

Pleural echo

Reverberation

Boundary echo

between

chest wall and
aerated lung.

/X/'//"
Chcst.?\'all /. .-'_,' / //
4 2| )%/' st

Pleural echo
-

X

Interrupted
pleural echo

Fig. 18 (Schema). Ultrasonographic Differentiation of Extrapleural Lesion and

Intrapulmonary Lesion.
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Fig. 19 Pleural cyst in left paravertebral zone in 54-year-old male.
a, Transverse paravertebral ultrasonogram with prone position shows a
solid mass (arrows) with hyperechoic internal echoes (arrowheads). (SF):

spine.

b. CT with supine position shows a posterior mediastinal mass in contact

with posterior chest wall.

¢. CT with prone position shows that the mass is displaced anteriorly and
aparts from posterior chest wall. There lies a thin aerated lung (white arrow)

between the mass and posterior chest wall.

WAL, FREREEREOERNE S Tz,
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