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Computed Tomography of Pulmonary Infarction

Mayumi Ohtsubo
Department of Radiology, Nagasaki University School of Medicine
Department of Radiology, Japanese Red Cross Nagasaki Atomic Bomb Hospital

Research Code No. : 506.1
Key Words : Pulmonary infarction, CT imaging

We performed a retrospective study of CT findings in 14 patients with 61 lesions of pulmonary
infarction diagnosed clinically and radiographically. All cases except one had multiple pleural-based
parenchymal lesions, and in five cases the lesions were bilateral. The site of pulmonary infarction was
the right lower lobe in 24 lesions, left lower lobe in 19 lesions, right upper lobe and left upper lobe in
seven lesions each, and right middle lobe in four lesions. Fifty-nine infarctions (excluding two
segmental lesions) were divided into two groups according to the size of the lesions: a group of lesions 2
cm or more in size and a group less than 2 cm. Nineteen lesions in eight patients were in the larger
group and 40 lesions in 12 patients in the smaller group. The typical CT findings of larger infarctions
were pleural based parenchymal density with truncated apex, centrally directed linear shadow and
inside low attenuation area indicating viable lung. Pleural thickening and effusion were frequently
seen. No air bronchograms were seen in these subsegmental lesions. Smaller lesions were believed to
indicate infarction of a single secondary pulmonary lobule, considering their size and shape. CT scan
was able to detect these small lesions (single lobular infarctions) more frequently than chest
radiography. One segmental lesion with air bronchogram was thought to represent atelectasis and the
other one to represent pulmonary hemorrhage and edema. CT examination is useful for the detection
and diagnosis of pulmonary infarction.
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LREMICIT~Tc, BLSE “FiEE" &3, B
ERF o THBLMEERE L5 2 LT,
BFLHEBOBEFRLXERT 5 boTidinwv, &
DEOBUR TR Kb A4 b R cHRE Y
BAEZLENTERV FHEFNESTHIR D,
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NS IEFHEFREE D, T TH B @\ IXEEIT
ZHWT T E A, SEIOXNSRE BB EEE
035 < DR EDOHE I ic - L HEI RS,
T TS LB L, Wit v+ TR
B LTRBTELCT LORELMERIZL b
HUMREDOEL, hbdd “FER" L LT
B L, EEERE CIHFREERARSF G
%56, Mtk EIRS D B L EIREE S F,
BT 1 B, YEERS 100, FEEhIRSEAE A Py 1
fl, RN 1HITH -7z, WFRER?S CT HifT
ToOHEE, 3EM»B11H AThHB (Table 1),
#H L CT & X GE# % CT/T9800% & Ot
8800, HZ# B TCTI00-S, 70-A T, 25 1 &
10mm % %\ i35mm, * 7 4 AMFE10mm, 1 4]
OHZAT A AELS5mm, &5 4 AHEIOmm A
F ¥ v THotc, CT T3 Balakrishnan & D

Table 1 14 cases of pulmonary infarction

underlying diseases

interval from onset

unilateral or number of

AECH S8 symptomes or conditions to CT exam bilateral lesions
1 42 M chest pain, thrombophlebitis in 18 days bilateral 4
dyspnea left lower extremity
2 20 M  chest pain, ope. for lumber 30 days bilateral 7
fever disc herniation
3 68 F  cough, varicosity in 11 months unilateral 12
dyspnea lower extremities
4 30 M  bloody sputum, ope. for lumber 5 days bilateral 9
chest pain disc herniation
5 44 M chest pain ope. for lumber 15 days unilateral 2
disc herniation
6 32 M chest pain ope. for osteoarthiritis 3 days unilateral 1
of left hip
7 36 M chest pain, caisson disease 13 days unilateral 2
dyspnea
8 33 M bloody sputum, thrombophlebitis in 11 days bilateral 6
chest pain lower extremities
9 60 M chest pain ope. for right renal 14 days unilateral 3
cell carcinoma
10 46 M fever unknown 2 months bilateral 2
11 27 M  bloody sputum, ope. for left 3 days unilateral 3
chest pain humeral fracture
12 42 F  recurrent chest varicosity in 2 months unilateral 3
pain, dyspnea lower extremities
13 67 F  chest pain varicosity in left 4 days unilateral 2
lower extremity
14 45 F  exertional dyspnea, primary pulmonary 2 months unilateral 5
back pain arterial lelomyosarcoma

EEC 445 A25H

(31)

M : male, F: female, ope : operation
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EOREE L TR L., 1RE BT 555
FHAR, 1) HEicEEdT 55 (pleural contact),
2) MaREREIE % £f 5 2375 »» (pleural thickening),
3) FRANCES T 5K, BRREOHFE (inear
strands from apex towards hilum), 4) JEZEH
oKL 0 F & (low attenuation area with-
in the lesion), 5) RAIOFIK, 48 (wedged
shape) #», #iifY (truncated apex) TH 52>, 6)
PR LA o A5 3238 o k& o 4 # (convex bor-
der)D 6> THBH, FlfiFh sizelck h 221
oTC, TORREE L, BELET ms
2cm LA B HBBY K & fo iR 4 & 2em F i D /N &
RE LG T, 2em HIBERE Lok, 18
DZRANED—TLHN0.5~2em TH B & L 2ERE
L,
#w R

146191361 53 % Stk TR ZEBBUL6 LI T U° 5 4
AR TH -7 (Table 1), HEDAIZATE
24, T, HLET, £EET, F3FELT
B otz (Table 2), 2cm LA EORERINEETH

Table 2 Distribution of pulmonary infarction

site No. of lesions
right lower lobe 24(39.3%)
left lower lobe 19(31.1%)
right upper lobe 7(11.5%)
left upper lobe 7(11.5%)
right middle lobe 4( 6.6%)

Table 3 CT findings of pulmonary infarction
(14 patients, 61 infarcts)

findings No. of infarcts (%)

large small total
19 40 59
19 (100 38(95.0) 57(93.4)
15(78.9) 21(52.5) 36(57.4)
14(73.7) 25(62.5) 39(63.9)

subsegmental parenchymal lesion
pleural contact
pleural thickening

linear strands from apex of the
lesion towards hilum

low attenuation areas within
the lesion

truncated apex
convex border

12(63.2) 9(22.5) 21(34.4)

14(73.7) 35(87.5) 49(80.3)
10(52.6) 2( 5.0) 12(19.7)

segmental parenchymal lesion with = = 2
air bronchogram
total 61

(32)

figEzED CT

h ERZE BRI )A < #2 L (broad pleural base),
HIlEREE & 5 & D15, AR AN IR 23+
% b D14, HERTOERIUK2, truncated apex
14, convex border #3102z B b iz,

2cm K D /N & R HEAOFIZEL, Bl T 5
038, MIMEAEEE21, FBAlOMKRE25, Hif
DAERINI 9, truncated apex 35, {5 WgD R
2 Thoic, ThBHIREDM, air broncho-
gram %P » KisRZED: 2 T/ZE R b A (Table
3. BT A LR PSTRE NI L,
PRI D BB AE B (& 5336, 52 O AR i
FTHERI LR AN39, FREEPI IR o & TR
5321, truncated apex 49, convex border 11§
Flris,

FREADORRE LR TREDHER T 2i2s
L7, Fig. 13xo#ERTH5, 2cm LI LD
WEETIFig. 1™ a), b), o) TITRE L K¥wh
®, 2cm KiGORHERL a) DAY EHK, £H
%, BF) Ob0hn3B/M0LEHREL R bk
(Table 4), MAWH, LEOERE Li-5H, TEF,
EEBO L OOFRAIOAFL, truncated apex
AR LTWwWio, £OfloERHmEZICRDLL
MR E ¥ L5 &, BKEES O 1446
9B, Ko &R R~ @ A 5 FRRE A 5 6, Mo

b) trapezoidal
with convex border

L\

a) tetragonal

LA D

L
¢) hemispheric d) wedge-shaped
e) irregular 1) polygonal
Na%% —
=
g) nodular

* central linear strands were excluded from
the schema.

Fig. 1 Morphological classification of paren-
chymal lesion

HAREREE 528 5

#51
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Table 4 Morphological classification of CT
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Table 5 Other CT findings in pulmonary infarc-
tion (14 cases)

imagings
Form larger lesion smaller lesion findings l?:ao-éeosl.

tetragonal*® 7 33
trapezoidal 6 pleural effusion 9
with convex border small pleural based parenchymal density 7
hemispheric 4 linear strands from the pleura towards 5
wedge-shaped 1 1 the hilm 1
nocnIaT 4 engl::;gre;?l:nitngrgtzilgglonary vascular shadow 1
polygonal 2 increased translucency of parenchyma 5
irregular 1 linear strands parallel with the pleura 4
*"tetragonal” includes trapezoidal without convex border enlargement of central PA 5
thrombus in central PA 3
irregular stenosis of left PA 1

BT 50277 v RSP B CRNAROEE
T, FEFIERAEEIAR DAL 5 4, FhPIFATEIIRA
Mfe 34, BEEpARORERRZE 141, HEE < Off
MAE DK 5 Fl, BRI ETaff ks 4 41, Ff
o FEBETTHES 5 FliiZed Sz (Table 5),
T4TEF DTS X #RAT R, SR B et de i
821041, B9k 7 41, knuckle sign 5, e
TRK 4, BEFRIEZE L 341, THIEFOIR « TR
% 3 %, Hampton’s hump 3 #fl, Westermark’s
sign 2 fl, #5163 - 7z, air bronchogram
BERLAT, 16N X HERE LIXEFNR T
Hotz,

SFHC4 45 A25H

(33)

ER 2R
REGI 1, 4258, FtE, PREEEOBEFE LI\,
RIFH OSSP Ic 2R, Kol & REEHE L
fo, [EEESEMSE, fis v 7 5 4 CoOMBEMD
EREREG LB X BREEROBERESH S
fiEE LW I hic, MR X RERTIZ, HTE
EEEECRVWBHEEYRO. BERISHBIC
MEfT&hic CT (Fig. 2) T, A FIESU Ko
WIESETHREND D, PRAKSIGEL
TeMEFERE L T\5, JF0LRE TR
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b
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Fig. 2 case 1. 42-year-old man with thromboph-
lebitis of left lower leg. a) & b) ; CT scan of the
largest lesion shows a broad pleural base, convex
boarder, linear strands extending from the apex
toward the hilum C(long arrow; pulmonary
artery, short arrow ; pulmonary vein) and two
low attenuation areas within the lesion. Pleural
thickening and peripheral linear strands (arrow
heads) extending from the pleura toward the
hilum are also seen posteriorly. ¢) CT scan of
LUL shows two small lesions. The anterior lesion
is of polygonal shape without pleural contact.
The posterior one is based against the left major
fissure.

LT\ % (Fig. 2a, 2b). £ ¥ xRz e A b,

TAHEFH I LEaRRo/INRE & i gL fiEf12, 205%, Bk, KEITwREOEEDL b, B
TWEHFBO/NREDRR b 5 (Fig. 20). Ak HERERIR ~ = 7 OF M 4 B B, Kojm, B
KEEPTECHBECET 55mm LU TORE D PHB LI, F—-2 72 X ERCTETE

i]

d

(34) HAEREE H528 H£55
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Fig. 3 case 2. 20-year-old man with chest pain and bloody sputum after operation for lumbar
disc herniation. a) CT scan of the lesion in LLL shows a broad pleural base, truncated apex
and low attenuation area within the lesion. Other smaller lesions are box like, pleural based
parenchymal densities. b) CT scan 2 cm cranial to a), central border of the lesion is sharply
delineated by interlobular septum. ¢) CT scan of the lesion in left lower lung base shows a
few low attenuation areas within the density (arrow heads). d) CT scan of the smaller
lesion of RLL, demonstrates a tetragonal, pleuralbased parenchymal density.

CEREEERD, Mo ciidhErits
TrEFoHENLRLNT, BEORMBICINL
TS Rohiciow, B CT (BEF30R) H
fThhic, CT T (Fig. 3) EFE /A <
ETHEHORELS Y, AHCERIURLSR S
ha, 2P LHoWBETIXHRAOTEIER
B9 BRI X h T\ % (Fig. 3b), fES DRE
TiX, BEZRACHERETRT S LEBbhb
ERIE S B 5 hiz(Fig. 3c). ETEFAM LA
TEEM, BECET S NMNRENRORS,
Thbik, HIFOTLBRNERNT, &+ ORI
P HcE - (Fig. 3a, 3d), CT #ifi> v 7 5
7 4 ETT &R, CT TOXRIHREMR TN %, TEF
WREDIWTIC b SRERBEER O, &
DR R & EERERN HITEZE L 28 X hie,
FEBI3, 68K, Zrik. WREBEBOBEMAEELL,

ERL 445 A25H

(35)

TR B AIRAEG o AB 3 OB, MR R I T RSEE L,
R TREMAE LT WAoot vwind, &
B KA BRI IR & T o 7o, REH1LY A%
2, Ko CT Tl ChfigER, WELZKH IR
fo. #4331 v 7 CT @ THEMEIRA &KX
HERLOHh, FLATERRXELSEEIRT
wigu(Fig. da, 4b), FHECESC il KalE b 6> Siic
[ 5 HEOFKE S R bh b (Fig. 40), fihhf
CIX SR 12BOMBEENRD b hi:,

FEM4, 305%, Hik, HEBEBEOBREX L,
BHERERIL~ v = 7 O fif#k 6 H B figk - Basgss
b, EREMELRD, YEOKX—4% 71l
BXJREE TR, RBEFRIREOhlhot
2, 3ABEMCBEE LA ARD LR, R
fit 5 B CT AT & h T3 (Fig. 5). £F
¥ T air bronchogram # £ 5 U0'% A HE/ LR
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bh, Fiemfliclkz@oi, A LEEEN
Ml g3 2 /MR ZER H 0, PRI RIS
AiEEGE LT\ 5 (Fig. 5b), fiMif s v i T4 %
HEXBELR LN, BREASGHEMFEELS
#r & i,

FEGIS, 445K, Hik, FRBEBEOBFEI L.
EREHERI R ~ v = 7 T8 14 B H iz, Kofiic C RiE
Lic. BB X -2 Fofgif X BB Er»E
Bigv, FEISHB CT AlEfTEhTW5, B
P i Bl B 2 B < 2 BomAal, &k
DIREBR b B, FREM O DL “truncated
apex"*E2LT\% (Fig. 6). Al v FizT
ARPER 2R RBERL2RBD S h, HEEL 2
Shic,

Z =

P BEZE M ENIR M I D AEIC X b, KESTER
2O M A HEIN USSR L Tk
HHMUEBEETHD, TOFREBLERELT

(36)

gz CT

Fig. 4 case 3. 68-year-old woman with varicosity
in lower extremities. a) & b) ; two dynamic CT
scans at different phases demonstrate filling
defects (arrows) in the right main PA and lower
lobe branch. ¢) CT scan of RLL, shows linear
strands extending centrally from the pleura
(arrows).

v, bnis, BEEE, OEEE, EHEITRE, REIER,
EHEE, BEERYLE, /SME, BT, OKERS,
ITiE, EEWE, 18MITSEE, BRE SR s
T 5, JibZERRF ORIFEL TRIFE BRI 5
0% % EDdH LVHIBEVD DD, SEDOMEHI
TR TR A MR R O F B EARE (5#) &
E D ICEVMNEIMED b D (560 %0 o7,
BWARIMEOZRHRR S MR OKR &
otk d5Th5,

ffiZEte ks & OMBEZE 0 Bl X #1812, BB
XL, PSSR o fhk & Bl ikAb (knu-
ckle sign), i o Il & §48i58 & 3B i TTHE (West-
ermark’s sign), GIEFEK, THIEFO RE -
R, &S, REY, BRE BKiEcd
599 FEEOREIERILLELhTWA X
5 fr, MaREwo s U SE % BFI i o Bk A B
k¥ (Hampton’s hump) #8245 = kitis
LADIL, B L oRJNEEBEE

AR #5208 %55
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b

Fig. 5 case 4. 30-year-old man, post operative state of lumbar disc herniation. a) CT scan of
a segmental lesion of LLL shows air bronchogram and air alveologram within the lesion.
Bilateral pleural effusions are also seen. b) CT scan of upper lung fields demonstrates a
small pleural based density in RUL, with small linear strands at the central border.

Fig. 6 case 5, 44-year-old-man, post operative
state of lumbar disc herniation. CT scan of right
lung base shows two tetrgonal, pleural based
parenchymal lesions.

DI ENLE W SEIOBFHER OB X RE
b, fiREEEELELTRAbhiborn% L,
Hampton’s hump £z & 2 7z 3 D 1xd3 5 3 4
THote, Kl OBYGR D Kot X BRI, RIS
DHTELT L HBRETIZAR, LrL CT off
Wi cillolE L oBRABRCETES, 26
RABEOME OZL, HieEa@EECT Tk
mm B ORELRHEFTETH 20T, MEEIC

SERC4 425 A25H

(37)

BILTd, CTRxoZHicEHTHD L DHE
LERDE € F D I b B o0,

REMACBE L TR TECE S HICETE &
WETIE, ALIE ELE FHETHH RS
R OHEMY L —F LT\, Sinnar'tt, &
FEDOFEBCE 1ML ED TG, SEO
B TRRAREIC 4 WEA LR, EMH 156
DR TIRRZERO6], FHTIMCOEH4R
T, FemfES SBIRbR. SREFRET
BB ERBEECHEO—>THDLEEZ bR
%,

PR E e EE IR R ERE O O
BRI (Fig. 3a, 3c) H¥E#HLLE@RBd Hhis
(Table 3), ZhitFEBOhOFEEL G
#8485 (viable lung)ic #1235 L vk duTus A609),
TTI, ERFIBRPNICEIRICHE Do 2 (kN
HAHZEBELMCERTEDY, Zhitik=>
DB ENT WS, — L EETEEROR
oo T W EDIR A 5 8 Lo M BIIRIZ & - T
MPBEHEEEAFTTC DD ETEHELDYTH S,
b 5 — 0D TR MK X ER T b—T ik
e —BUET Ay A 2700850, IEEYE
ATEMITOER Y 5 e d o fe/NENFEE LY AR
5EFHAESATVEY, BERMNICERLM %k
T EbHEBRTWEE, SEIOMTILESD
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BEPCEEE A LBRNHEA L 1 REO 2
THote, MIEHEROBEE, EREERIC
AHNBFRTH BN, L LBHOEETII,
REZANC S FFEZEE R & LTk b o @E
BFREEN L (B hcE BRI T,
BEHBCREREEEOFLVR Y, Mimi: - ke
T HMEECIERER IS E Y Abhiw
LELZTIWIITHS,

BEROPRA R Sh 5 MREEZ, Mmoo
¥ ot, HBHVIIHAET L D PIRAOIEE L -8
RESHAT 39, LEHK S IoFE TRk
FrmELBETERLDNEL, TRHERD
DL H R LEHOFE IO b DA, FEHR
ERE ST MERY & OBRMEGH D T
hic, ThBmE &7 FiHE v
XA TRKFCACAEER LF—nr 0T ¢k
ToMBECEET 2RRELLTAF+vEh
THRZAHHTHH 5, PR O MEFEEIRD 2
TRRAEFAIDOTESBIRbHFELTH LD D
2813 -7 (Fig. 2),

i E CIBRCECOR SO EB/TH S,
FEZER O BB oK ER W IBE LR O H A R
bhs, BMEmIEEL TS L%, B
25T % EIRENER Y BBEIIHRALTL 5,
FaREREIE(S 124 6 026 R FIGRETAD bh
Twa, CTETHERBOBLI2HD 5L 14T
BHEROMM L T EREE L <o b o,
Bl 7> & HR AR~ O 5 AR IR 23 1461ep 5 B 72
dbht, ThoRERS S FTLCEEER
bhn, MEROETSMBE GRS TED, %
OETHLIIELCHERO X 5 R 27,
Chintapalli 52 i 51 f R ZE 2 b Eit T
HERELRH TR Y, MEOOE gkt
BHHHEEZ TS, EZETEIC Bk O ZE
DHETRFEELEV D EEZLRTED, B
ffiBIkEC LAXEELTWwWBE LEbh
20 CT TR LA BMEBIREY B 2 Kk
LDV LIRREL, FREROZ(L L OB ES
RWT 5L DTHH B,

BEEOBRBIL Tz, FEHLORR, 4
ElMITEE D FE, Mo viability, BEEo4H &

(38)

pifEgED CT

RECIWEMHIhELTEIDEE LB
10 R AR L, BT AR AR < &
AT 2 5 T 5o b D3 S D 2 it
BRIz e > TW5 b O (truncated apex) 534
SRR, REOMF OB L T, i
TbolEELTVWALORR bR, R
(convex border) (T Hiflic X b Foils X g ER
ol EEFRMLTWAS EE 2 bh, REREL
DHDITE\EE 2 HAH®, Heitzman b it
PRZE, PSR- 7 Y EDES DI AR X
Do BE bV EL LR TWE, FLT
TOHFIRMOEEIL, M THDZ ENE L, F
fk viable apex & Shhuftt DEFEINR & D Y&
LARBIMTRRIC L b, fichTuwbicd o
MEEFE 2 bR Tz, LA L Smith H2VDHf5e
I TR (X E D KRER T B -~ CTRLDBEIR &
OYERR L, K[EZBIRY D DM D S - Lhi
1R D> B DI X b AR FEILLE O M 2R 7 b
5T ERBE —BWZELLATV3, T
U TRl b /NERFREEIC X » T X h b
®“runcated apex" ¥ £ 15 Z LS, Lkt
LTI >E < B RER LB & 45\
EE bR, ZUNED, BEERY AT 20—
Bichh, 1EOR/NERMT, FhER .6
ENREBZ B LY, Heitzman 5" TR X A
Twb, SEIOBEHNTIH2cm o/ fIFELIT
PRABIGE WS DRSS, FrDREING1
O RPNEDTRECHLTHEDTH S = L
NRI NI, ERPERNERRERETES S,
SHOIEEROEL, PR rofERIzSO
XL L NREDA I X b N e lUETH S B
NBEAFolECET3EELR bR, Zhi
Heitzman 5@\~ % sublobular infarction % #
HLTWAREEMESE 2 bhic, 2cm RO /NE
ZEOPRANCIIILE L & HER T A
B, FRRERETL - T WA bORLERE L RS
hTws, ZThbD/NRERKERFECSHL
Tahbhic, EMBIRCIEREIROBEETCEAZED
HHHECKTEBE D/ NRED B - FEH b
BHote, hiRflomieCEERCEBEL, MEPR
DNERTF Lo foicd bHERIER S,

AARERzE $52% #H5%5
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2 Pl K RELR b, 1 ESh &
ExAHRTHoT, MBRSERINWD LEF
BADBROEBEE LM H??, FAEOMEE
EEMGENRATHE EDEA Eh TR H™),
FBBERT & L CEE S h 2 IEFEINEDE
DRESZEFRHORMEY EleToThrH, th
LAEMLTESMABIE2bDEELZBRS,

fhoo 1 Bl CILAEROE T2 < BE T, air bron-

chogram & & % IT air alveorogram # @ Ff & 23
ETEREBECHECR AL, 2~ 38/-D
FBTHEM X RER L, BEHELL, BE¥EHN
BT, ED X5 IRREETH - fe D DRI
L\, REEE O MM s X OBt KE D
BETH e ddhioy.,

JiliBE 2 LR PRA I ¢ & D& R DR S EET
»5, THECEGHEICIEERE < FHE THRHM
OIE LI MEE L2 E T HMEERED, mEE
i< B s, IbSEORFICTRELRE
JOFRED X 5 7 CT E— #32em K i§ O MM A
(single lobular infarction #7RME$ %) DFEH
HBEOIh 256, MEEXEIFTRLEELD
hic, REAMOBEEY fhlMiEE O FELE
wHThHH, KEKMOBKIETIL air broncho-
gram AR bRtz b, BE O E DER)
BilhenrtEr2bohd, vk, PMERLEORE
ET I AFMRREER R bhih ok,

BEERZE L R, REOLFRE, MWnEo
Tibls b THHBEENTETHS LBbh 5D,
BT 2R L L CHBESH L &R b 2
ETHH, MESHTEL oPRANC air bron-
chogram # RSB ERICT S I Lic o TRE
REleBhboThHY, MEERLZLAD, Ml
HExBbes L 5 kABOERTEBRIZED bR
feus, ElopRANKERRTH S (VbW 5 trun-
cated apex) Z &idiz\,

MEEOLENE I DREXTES ZLhLIRE
%5, BERH CT 3% fTbhtsh, fiifsE
DCTHBYBHL TR Z izl b CT HE A
M L LT RMBZ ShTwich DRl
LB T2E o0 EbRVBLTHAS D,

R 44 5 A25H

(39)
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&

[ ZEHE G11401, 61FZE D CT B fi L1z,

D BEALEDIEFITREESENET, THLS
<, B EmBabhi,

2) 2cm DA Eo BRI K & e B BT, B
O R IE B L7 & 5 75 (truncated apex) &
ko clRBCA < BL, PRANmE Y E
MLTRLN, BEEE S BKEHES & L g
HITH-Te, FroRMBeEEL o iESE A
T5b0b HEMERCED bhi, KERE
O RFEFFHE T air bronchogram 12 R b 7ehs -
fo. FRIERRID b Dzt DT OB BT L
TWwWbboNRhbhic,

3) CT i X e Ccials Ly 2em FiE
DS TRERIEFIZLBmE L, Thbikl
il o — Yo/ NEEAL D F 2E B (single lobular infarc-
tion) T % AHEMEDIREE S ute,

4) air bronchogram % 5 ISR 2 4l
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