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Chest Radiography Based
on the Interlobar Fissures

Katashi Satoh

Recognition of which interlobar fissure in the right lung is
major or minor is important in chest radiography. Based on
assessment of the interlobar fissure, the location of diseases
or the degree of expansion of the lobes is comprehensible.
As a general rule, the major fissure is not seen in normal cases.
However, the major fissure is visualized in the presence of
volume loss of the lower lobe. Although the medial end of
the minor fissure is at the intermediate artery between the:
upper and lower lobe bronchi, that of the major fissure is
continuous to the central portion of the mediastinum. The
following cases will be presented: post-pleuritis, atelectasis
of the superior segment of the lower lobe (S®), obstructive
pneumonia in the middle and lower lobes due to stenosis of
the intermediate bronchus, pneumonia of the upper lobe, and
superior accessory fissure with atelectasis of the upper lobe.
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Fig. 1 Minor and major fissures on CT.
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Right upper lobar bronchus (RUB), middle lobar bronchus (RMB), superior bronchus of the lower lobe (Bf) are
shown. Both minor figsure (arrow)and major fissure (double arrow)are also shown.
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Fig. 2 Minor and major fissures on chest radiograph.
This case is post pleural effusion. Two interlobar fissures are
seen, minor (arrow)and major (double arrow).
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Fig. 3 Atelectasis of right upper lobe.

An inverted S sign with interlobar fissure (arrow)between upper
and middle lobes (double arrow), and tumor, squamous cell
carcinoma, around the upper lobar bronchus are shown.
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Fig. 4 Progression from obstructive pneumonia to atelectasis of right upper lobe.
A: Obstructive pneumonia of the upper lobe, S, with tumor, squamous cell carcinoma, of Al B | C

the right hilum.

B: Disappearance of obstructive pneumonia of S®. Minor fissure (arrow)is seen.

C: Atelectasis of upper lobe without S'.
D: Atelectasis of complete right upper lobe.
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Fig. 5 Chest radiographs: one of mass
screening and one obtained at our institute.
A: The tumor(T), small cell carcinoma,
is seen in the left upper lobe in mass
screening for lung cancer.

B: This chest radiograph was taken for
further examination in our institute.
Atelectasis of the right upper lobe is also
seen with deviation of the middle lobar
bronchus (double arrow) due to squamous
cell carcinoma. Minor fissure (arrow).
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Fig. 6 Atelectasis of right upper lobe.

A: Chest radiograph shows that the atelectasis
of the right upper lobe is also seen with de-
viation of the middle lobar bronchus (double
arrow)and minor fissure (arrow)due to bron-
chial tuberculosis.

B: Bronchogram shows the upper bronchus
(arrow)with blind end within the mediastinum
and the middle lobar bronchus (arrow) .

Fig. 7 Atelectasis of the right upper lobe and acces-
sory lobe.

Atelectasis of the right upper lobe is also seen with
deviation of the middle lobar bronchus (RMB)due to
squarnous cell carcinoma. Accessory fissure, beneath
the superior fissure of the lower lobe, S8, is seen as
mimicking the miror fissure (double arrow). Minor fis-

sure (arrow).

Fig. 8 Minor and major fissures on chest radiograph.
A: Chest radiograph shows two linear shadows, indi-
cating minor (arrow)and major (double arrow)fissures.
B: Sagittal image of MPR (multiplanar reconstruction)
shows the deviation of the major fissure inferiorly (arrow).
C: Sagittal image also shows the tumor (double arrow),
adenocarcinoma, in the basal segment.
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Fig. 9 Obstructive pneumonia of the right middle
and lower lobes.

A: Chest radiograph shows infiltrative shadows in
the right lower lung field.

B: Magnified view of the right hilum shows demar-
cated margin of the upper limit of the minor fissure
(arrow), major fissure (double arrow), and deviation
of B® inferiorly.

C: Intermediate bronchus is obstructed with tumor,
squamous cell carcinoma, showing small opacities
-~ as obstructive pneumonia adjacent to the pleura.

Fig. 10 Obstructive pneumonia and atelectasis
of the middle and lower lobes three months later.
A: Chest radiograph shows consolidation in
the \r|gl'|1 lower lung field with demarcated
margin of the upper limit of the minor fissure
(arrow)and linear opacity (double arrow)indi-
cating the major fissure.

B: Chest radiograph three months later than
that of Fig. 10A shows complete atelectasis
of the right upper lobe due to squamous cell
carcinoma.
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Fig. 11 Repeated recurrence of obstructive pneumonia of right $°. ‘

A: Initial visit to local hospital. The infiltrative shadow in the middle lung field is demarcated with linear opacity A B ’ C ‘ D
as the major fissure (arrow).
B: This case was diagnosed as pneumonia, and treated with antibiotics. Two weeks later, the upper margin E E G H

of the infiltrative shadow is becoming clearer due to squamous cell carcinoma.

C: One month after the initial visit. The opacity of the middle lung field is decreasing.

D: Two manths later. The opacity of the middle lung field has disappeared, with the hilar mass persisting
without diagnosis.

E: One year later. Recurrence of the same shadow is seen repeatedly during the past one year.

F: Three years and two months later. The right hilar mass is increasing.

G: Three years and three months later. Infiltrative shadow is increasing around the mass.

H: Three years and four months later. The right lung shows complete atelectasis.
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