	Diagnostic Criteria for the Left Lateral Decubitus Abdomen View
· The left lateral decubitus abdomen radiograph is always performed first in a two or three view abdominal series.
· Patient should be placed on their left side during transport for a minimum of 5 minutes and ideally 15 minutes prior to imaging.
· No motion: ribs, diaphragm and gas filled structures should show sharpness; the exposure is made on suspended expiration.
· The upside (right side) and diaphragm must be entirely included. The right lateral margin of the abdomen must be demonstrated and all lateral soft tissues as well. The entire down side is also of interest and should be included; however, if it cannot, the entire upside is what is required for diagnostic value.
· No rotation evidenced by pelvis and lumbar vertebrae being symmetrical, specifically, the right and left iliac wings equal in size and shape.
· Radiographic exposure should demonstrate low contrast that visualizes the liver and renal outline, and lower ribs. Exposure should demonstrate air-fluid levels and free intra-abdominal free air without burnout of visualized bowel gas pattern. The exposure should show good contrast between air, muscle, and fat as these tissues may hold key diagnostic information.
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	This left lateral decubitus view was taken on a hypersthenic type body habitus using two crosswise views. Do these radiographs meet the diagnostic criteria for the LLD view of the abdomen? 


Critique of Radiograph #93 
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	The hypersthenic type patient requires two crosswise films in order to include the entire abdomen just as with the upright abdomen. Sthenic and asthenic types can be imaged using a single lengthwise cassette. When two cassettes are used a minimum of 2.5 inches of overlap between the two exposures is recommended, which was accomplished by these two radiographs. What is great about this series of radiographs is that the left side (side down) of the abdomen is demonstrated. This is because the technologist raised the down side using radiolucent sponges. What is also good about these radiographs is the exposure and density shows the diaphragm, ribs, and gas shadows are sharp and have great detail. The renal outlines (blue arrows) and spleen (red arrow) are clearly demonstrated. Anatomical components of the lower abdomen and pelvis area are clearly visualized as air may localize above the right iliac wing in some types of body presentations. The one flaw on these radiographs is the position of the anatomical marker (blue circles), which are found in the field of view. Always place the marker in an area where it cannot obstruct visualization of free-air.
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	This left lateral decubitus radiograph was taken on a pediatric patient who was too sick to stand for the upright view. Does this radiograph meet the diagnostic standards for positioning and exposure quality? 


Critique of Radiograph #94 
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	This is another excellent made radiograph in terms of positioning and including all of the required anatomy. Both diaphragms are entirely demonstrated and distally the entire lower abdomen including the rectum is seen. Because this is a sthenic type patient a single lengthwise film was able to capture all of the anatomy. Both the side down and the upside are seen, which allows for evaluating the abdomen for masses, air fluid levels and free abdominal air. The exposure shows good contrast between air and fluid, which is good for identifying free air. However, a slightly lower contrast would be desirable as this will demonstrate the renal outlines, liver and spleen better. Overall, this is a good radiograph that does not need to be repeated.
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	Consider this LLD radiograph taken on a sick intensive care patient. Because the patient was too sick for the upright project the technologist performed this radiograph portably. Does this radiograph meet diagnostic standards for the decubitus view? 


Critique of Radiograph #95 
	[image: image6.jpg]



	This radiograph shows the entire abdomen including the lateral margins of the abdomen. Particularly, the right diaphragm is demonstrated as well as the region over the right iliac wing where free-air may accumulate. Two points about this radiograph are worth mentioning. First is that the right arm appears in the upper right corner of the radiograph. Soft tissues of the humerus are seen obstructing a portion of the right lateral wall where the radiologist looks for subtle accumulations of free air. The other factor is that the exposure does not show great subject detail. Notice the spine is barely differentiated from the overlying tissues and bowel gas.
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	Does this radiograph meet the diagnostic criteria for the left lateral decubitus view; tell what could be done to make it better? 


Critique of Radiograph #96 
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	This is an acceptable radiograph in that it shows the diaphragm, liver, and entire down side. The exposure does show slightly higher contrast than is desirable, but is within acceptable limits. This could be a better radiograph if the flexed knees were extended so not to obstruct the pelvis. The other point to this radiograph is that there is no collimation distally. The femurs should not be included on a well-collimated radiograph of an infant. This appears to be a male infant making it possible to use gonadal shielding. Overall, this radiograph meets diagnostic standards for the LLD view; however poor collimation and failure to use a gonadal shield is not in keeping with ALARA.
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	This radiograph was taken on a patient post-surgically as part of a flat and decubitus abdomen series. The AP view included the diaphragm. Does this radiograph meet the diagnostic criteria for the LLD view? 


Critique of Radiograph #97 
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	The radiograph on the left shows good positioning of the patient on a radiolucent sponge to raise the left side. There is slight rotation of the pelvis due to scoliosis, but this does not significantly change the anatomical presentation of abdominal structures. Good contrast and density is seen in the visualized portion of the abdomen and pelvis. If free intra-abdominal air were present it would be seen above the right iliac wing based on this exposure technique. Unfortunately the entire abdomen is not included on this radiograph. The visualized abdomen meets diagnostic criteria; however, a second lengthwise exposure to include the diaphragm is needed (right radiograph). By comparing these two radiographs it is easy to see that the entire abdomen could not be demonstrated on a single film. The diaphragm is seen on the upper abdomen radiograph and the lateral liver edge. It is worth noting that the visualized portion of the chest shows fluid level in the pleural space. Together these two radiographs meet the diagnostic criteria for the left lateral decubitus view. Neither radiograph alone meets the diagnostic criteria. If either the upper or lower abdomen is made first the other must be included to complete the view


