
CSB021 General Radiography 1 
 
Standard projections are 2 views at right angles to one another, for joints it is 3 
 
BOLTS 
B- bony alignment 
O – opacities 
L – lucencies 
T – trabecular 
S – soft tissue 
 
CHEST 
- Demonstrate heart, lung and ribs (also clavicle, thoracic spine) 
- Around 120 kV for chest to show many grey scales and tissues differentiation  
- Middle lobe and lower lobe overlap on PA, need a lateral view to distinguish which is 

which 
- Routine are PA and left lateral, non-routine are R lateral, decubitus etc. 
- Use expiration for suspected pneumothorax or bronchial obstruction 
Clinical indications 
- Pneumonia: patchy infiltrate with increased radiodensity, inflammation of the lung 

caused by infection  
- Pneumothorax: lung displaced from chest wall with no lung markings 
- Pleural effusion: increased radio density and air-fluid levels, requires an increase in 

exposure settings and the patient in an erect or decubitus (effected side down) 
position  

- Atelectasis: partial collapse or incomplete lung inflation, can result in coughing up 
blood, appears as radio dense lung regions with a shift of heart and trachea in serve 
cases 

- Emphysema: increased lung dimension (barrel chest) with radiolucent lungs, 
requires decrease in exposure settings dependant on severity, results in SOB from 
damaged and enlarged alveoli 

- Pleurisy: inflammation of pleurae, possible change in air-fluid levels 
- Pulmonary oedema: increase radiodensity in hilar regions, fluid within the lungs and 

requires and increase of exposure settings in severe cases. Excess fluid in the alveoli 
- Tuberculosis: chronic, contagious bacterial infection 
PA 
- Feet shoulder width apart, chin up, backs of hand on hips and bring shoulders 

forward 
- T7 is at the level of the armpits or find vertebral prominens and then a hand width 

below 
- Use 180cm SID to reduce magnification of the heart 
- Use AEC, 2 outer chambers for the lung field  
Left Lateral 
- Allows tumours to be localized and visualization behind the heart 
- Heart is kept closer to IR and SID 180cm to reduce magnification 
- Sagittal plane parallel to the IR 
- Bring arms up or hold chest stand 
- Use left side marker 
- Use the central chambers of AEC 



Decubitus 
- When patient is too ill to stand 
- Used to exclude pneumothorax, pleural effusion and other fluid/air filled 

pathologies 
- Is a positioning not a projection type? 

 
 

UPPER LIMB 
 
Appearances of upper limb clinical indications 
Carpal tunnel syndrome: calcification in carpal sulcus 
Fractures: disruption bony cortex with soft tissue swelling (boxer’s, bennett’s) 
OA: narrowing of joint space with periosteal growths 
RA: closed joint spaces with subluxation of MCP joints 
Skier’s thumb: widening of inner MCP joint space 
 
TUTORIAL: 
- 60% of carpal injuries are scaphoid fracture, it’s the most common 
- It is at risk of avascular necrosis due to its high blood supply (branch of radial 

artery) 
- Most of these fractures occur at the waist of the scaphoid 
- Should be an ulnar radius angle of 17 degrees on PA image 
- Capitate should sit in lunate like cup and saucer on lateral, this helps show 

dislocation 
- Volar (anterior) tilt of radius (on lateral) should be 10 to 15 degrees 
- Greenstick #: one side of the bone is broken and the other bent 
- Lateral elbow positioning: medial epicondyle is more pronounced, lateral epicondyle 

is smooth 
- If the medial is seen, pad up the forearm 
- If the lateral is seen, lower the forearm 
- Anterior humeral line: drawn on lateral, line from anterior humeral surface should 

pass through middle third of the capitulum 
- Radiocapitellar line: on both views, line through the radial neck should pass through 

the centre of the capitulum 
- Supracondylar #: paediatric, 90% are in children, mostly young boys 
-  
 
 
HAND 
Clinical Indications 
- Boxer’s #: transverse fracture through the metacarpal neck, usually in the 5th 

metacarpal 
- Bennett’s #: fracture at the base of the 1st metacarpal, extends into the 

carpometacarpal joint 
- Foreign Body 
- Osteoarthritis: degenerative joint disease, deterioration of articular cartilage with 

hypertrophic bone formation  
- Rheumatoid arthritis: chronic systemic disease, soft tissue swelling and early bone 

erosion in MCP 2 and 3 



- Bone age: for kids to show developmental abnormalities or determine age, shows 
how old the body think it is to how old it actually is. Always x-ray the non dominant 
hand 

PA (standard) 
- Side marker AP even though its PA, distal and lateral 
- CP at 3rd MCP, CR perpendicular to the IR 
- Fine focus at 110cm SID 
- Collimation to include all soft tissue and distal parts of ulna and radius 
PA Oblique (standard) 
- Rotate hand 45 degrees laterally from PA hand 
- CP at 3rd metacarpal, CR perpendicular to IR 
- All of the above specs included 
Lateral Hand (for displaced trauma fracture/foreign bodies only) 
- Best to display foreign bodies or trauma 
- CP at 2nd metacarpal joint 
Supplementary Projections  
- Reverse oblique 
- Ball catchers 
- Fan lateral 
 
THUMB 
Clinical indications  
- Trauma of CMC joint, Bennett’s #, phalanges # etc. 
- Subluxation: incomplete or partial dislocation 
- Foreign bodies, OA/RA 
AP (PA) 
- AP is preferred because PA has an OID so causes magnification 
- CP on 1st MCP 
- Collimate to include entire thumb, trapezium and skin margins 
- Side marker is distal and lateral 
- Be able to see concave sides of phalanges to prove there is no rotation 
- Visible inter-phalange joint gap 
PA Oblique 
- Hand down PA as normally, thumb is naturally oblique 
- Same collimation and CP as above 
- MCP joint should also be visibly open 
Lateral  
- Roll hand from PA oblique towards the patient 
 
FINGERS 
PA 
- Same position as PA hang with more collimation 
- CP on proximal interphalange joint (PIP) 
- Include nearby fingers slightly for relative finger position 
- If necessary, put side marker distal medial so its not cut off 
PA Oblique 
- Similar to oblique hand 
- CP on PIP of affected finger 
- Fingers more spread on each step of wedge 



Lateral Finger 
- Move other fingers out of way 
- CP on PIP of affected finger 
- Foam wedge for support if necessary 
 
WRIST 
Clinical indications 
- Trauma (FOOSH – fall on out stretched hand) 
- OA, osteomyelitis and bone age 
- STANDARD 3 projections 
PA (AP) 
- Hand pronated and wrist against IR 
- Centre to mid carpal area 
- Include up to distal third of radius and ulna 
- Equal concavity of metacarpal shafts to prove no rotation 
- Separation of distal radius and ulna 
PA Oblique 
- 45 degrees turned laterally 
- Rest is the same as above 
- Important that the CP is dead on for joints 
- 3rd to 5th should be superimposed but not at the shafts 
Lateral 
- The most important in regards to CP 
- Forearm at same height (same plane) as the shoulder 
- 2nd to 5th should be super imposed 
- Ulna superimposed of radius 
- Rotate laterally slightly 
Supplementary exams 
- Reverse oblique is from the supinated position, demonstrates postero-lateral 

surface of radius, common site of torus # and can see pisiform # 
- Carpal tunnel is formed by the palmar aspect of the carpals, a hollow concavity 

anteriorly that contains nerves, ligaments and tendons 
- Carpal tunnel projection is a tangential view, both wrists imaged for comparison  
- AP clenched fist and flexion/extension laterals 
- Consider plaster of paris (up kVp at least 5) or fibreglass cast 
- Back slab or external fixators also 
- Follow up images are usually PA and lateral only 
- ORIF – open reduction internal fixation 
- Colle’s # - distal radius # with dorsal angulation, moved backwards and is called the 

dinner fork fracture 
- Smiths # - distal radius # with a ventral angulation,  
 
SCAPHOID 
- May have clinical signs but doesn’t show up on x ray 
- Usually treat as fracture and then reimage later to see if it has tried to heal (bone 

absorption along fracture line) 
- Scaphoid has significant blood supply so if not treated it will atrophy  
- 4 standard projections are taken, dependent on whether a wrist image has already 

been taken (always PA with UF and CR angle) 


