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ABSTRACT
Introduction: Patients with suspected thoracic pathology frequently get imaging
with conventional radiography or chest x-rays (CXR) and computed tomography
(CT). CXR include one or two planar views, compared to the three-dimensional
images generated by chest CT. CXR imaging has the advantage of lower costs and
lower radiation exposure at the expense of lower diagnostic accuracy, especially in
patients with large body habitus.
Objectives: To determine whether CXR imaging could achieve acceptable diagnostic
accuracy in patients with a low body mass index (BMI).
Methods: This retrospective study evaluated 50 patients with age of 63 ± 12 years old,
92% male, BMI 31.7 ± 7.9, presenting with acute, nontraumatic cardiopulmonary
complaints who underwent CXR followed by CT within 1 day. Diagnostic accuracy
was determined by comparing scan interpretation with the final clinical diagnosis of
the referring clinician.
Results: CT results were significantly correlated with CXR results (r = 0.284,
p = 0.046). Correcting for BMI did not improve this correlation (r = 0.285, p = 0.047).
Correcting for BMI and age also did not improve the correlation (r = 0.283,
p = 0.052), nor did correcting for BMI, age, and sex (r = 0.270, p = 0.067). Correcting
for height alone slightly improved the correlation (r = 0.290, p = 0.043), as did
correcting for weight alone (r = 0.288, p = 0.045). CT accuracy was 92% (SE = 0.039)
vs. 60% for CXR (SE = 0.070, p < 0.01).
Conclusion: Accounting for patient body habitus as determined by either BMI,
height, or weight did not improve the correlation between CXR accuracy and chest
CT accuracy. CXR is significantly less accurate than CT even in patients with a low
BMI.

Subjects Anatomy and Physiology, Radiology and Medical Imaging, Respiratory Medicine
Keywords Diagnostic imaging, Chest x-ray, Computed tomography, Body mass index

INTRODUCTION
The sensitivity and specificity of chest CT is superior to chest x-ray (CXR) across nearly all
diagnostic categories but is associated with patient exposure to about 50 times more
ionizing radiation. A CXR exposes patients to about 0.1 mSv compared to about 6.1 mSv
for chest CT (Health Physics Society, 2021). To minimize iatrogenic harm, save time, and
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minimize costs, CXR is often the imaging modality of choice for emergency room and
urgent care patients being evaluated for respiratory complaints. In some cases, this may
not be the best way to proceed. One study of 3,423 emergency department patients
undergoing both CXR and chest CT found that when using CT as the diagnostic standard
for pulmonary opacities, CXR had a sensitivity of only 44% and specificity of 93% (Self
et al., 2013). In 42 children hospitalized with complicated pneumonia, CXR had a accuracy
of just 42% compared to CT in the assessment of complications (Tan Kendrick et al., 2002).
Another study looked at the sensitivity and specificity of CXR compared with CT in the
diagnosis of COVID-19 using reverse transcriptase PCR as the gold standard. In this study
of 1,198 patients, CXR had an accuracy of 57% whereas CT had an accuracy of 79%, the
researchers considered the agreement between CT and CXR to be poor with a Cohen’s
kappa of 0.406 (Borakati et al., 2020). Although time considerations in the emergency
department may favor the routine use of CXR before CT, even in routine outpatient
settings the American College of Radiology Appropriateness Criteria recommends that
chest CT be utilized only as a follow-up study after a patient has had an initial CXR (Jokerst
et al., 2018; American College of Radiology, 2021). Although significant differences in
diagnostic accuracy exist, the recommendation remains to have the CXR act as a
gatekeeper for a chest CT.

Given the low sensitivity of CXR in emergency department patients, it is hypothesized
that an elevated body mass index may lower the threshold for obtaining a chest CT in
addition to CXR. If so, there may be a cutoff point that would strongly indicate the need for
CT imaging in addition to plain radiography.

MATERIALS AND METHODS
A retrospective review of existing medical records was performed. Patients with a CXR and
chest CT within 24 h were included in the study. Scan interpretation was compared with
the final clinical diagnosis. Using the final clinical diagnosis as the gold standard, scan
results were coded as positive (showing disease) or negative (normal). Results were further
coded as true positive (TP), true negative (TN), false positive (FP), or false negative (FN).
Patient weight, height, age, and sex were recorded.

The relationship between CXR results and CT results were evaluated with the bivariate
Spearman rank correlation coefficient (r). Partial correlation was utilized to control
separately for height, weight, and BMI. Partial correlation was also utilized to control for
both BMI and age together. Phi kappa was utilized to gauge the association between CXR
and CT findings when looking at TP, FP, TN, and FN categories.

For sensitivity and specificity analyses, disease was categorized as (a) patients with a
vascular diagnosis (congestive heart failure); (b) patients with a respiratory diagnosis
(pneumonia, chronic obstructive pulmonary disease, pulmonary embolism, or bronchitis);
or patients with the combined endpoint of either a respiratory or vascular diagnosis.

Analyses were performed using IBM SPSS Statistics Version 28 (SPSS, Inc., Chicago, IL,
USA). This study was approved with individual consent waived by the Veterans
Administration Puget Sound IRB (protocol #1608973).
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RESULTS
There were 50 cases included in the study. Age was 63.8 years with a rage of 35 to 94, a
standard deviation (std) of 12.0, and a 95% CI [60.5–67.2]. Most patients were male
(46/50 = 92%). BMI was 31.7 kg/m2 with a range of 20.2 to 58.4, a std 7.8, and a 95% CI
[29.5–33.8] (Table 1).

Patient body habitus as measured by BMI was in the healthy weight range (BMI of 18.5
to 24.9) in eight subjects (16%); overweight (BMI 25.0 to 29.9) in 12 subjects (24%), and
obese (BMI of 30.0 or higher) in 30 patients (60%). A positive CXR was followed by a
negative CT in 28% of cases (7/25). A negative CXR was followed by a positive CT in 44%
of cases (11/25).

CXR findings were positive for disease in 25/50 patients and CT findings were positive
for disease in 29/50 patients. These findings were significantly correlated (r = 0.284,
p = 0.045, degree of freedom (df) = 48). Controlling separately for BMI, weight, or height
only minimally affected this correlation (r = 0.285, p = 0.047, df = 47; r = 0.288, p = 0.045,
df = 47; r = 0.290, p = 0.043, df = 47). Controlling for BMI and age together also did not
change the correlation (r = 0.283, p = 0.052, df = 46).

CXR findings were correct (true positive or true negative) in 30 patients and incorrect
(false positive or false negative) in 20 patients. CT findings were correct in 46 patients and
incorrect in four patients. When categorized as correct or incorrect, CXR findings were not
significantly associated with CT findings (r = −0.090, p = 0.53, df = 48). Controlling
separately for BMI, weight, or height did not improve the correlation (r = −0.095,
p = 0.516, df = 47; r = −0.092, p = 0.528, df = 47; r = −0.088, p = 0.548, df = 47). Controlling
for BMI and age together also did not change the correlation (r = −0.098, p = 0.506,
df = 46).

When imaging results were categorized as true positive, true negative, false positive, or
false negative, the CXR findings agreed with the CT findings in 27 of 50 patients (Table 2).
This association was significant (kappa = 0.932, p < 0.001, df = 1). When patients were
categorized as obese (BMI > 30) or not obese (BMI < 30), the association was slightly more
significant in the obese (n = 30, kappa = 0.931, p = 0.002) compared to the non-obese
(n = 20, kappa = 0.947, p = 0.006).

Out of the 50 patients, 12 had a vascular diagnosis and 21 had a respiratory diagnosis.
The other 17 diagnoses included musculoskeletal pain (American College of Radiology,

Table 1 Baseline characteristics.

Mean (std) Minimum Maximum

Age 63.8 (12.0) 35 94

Height (cm) 176.2 (8.3) 157.5 193.0

Weight (kg) 98.2 (24.3) 63.7 169.2

BMI (kg/m2) 31.7 (7.8) 20.2 58.4

Sex 92% male

Total subjects 50

Note:
Table entries are given as the mean (standard deviation).
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Table 2 CXR vs. chest CT results stratified by diagnostic category.

CT findings

FN FP TN TP Total

CXR findings FN 1 0 0 9 10

FP 0 0 7 3 10

TN 0 2 13 0 15

TP 0 1 0 14 15

Total 1 3 20 26 50

Note:
FN, false negative; FP, false positive; TN, true negative; TP, true positive.

Table 3 Diagnostic performance of CXR and chest CT for respiratory diseases, vascular diseases, and
the combined endpoint of respiratory or vascular disease.

Sensitivity Specificity Accuracy Prevalence

Respiratory diseases

CXR 0.57 [0.36–0.78] 0.55 [0.37–0.73] 0.56 [0.42–0.70] 0.42

CT 0.76 [0.58–0.94] 0.55 [0.37–0.73] 0.64 [0.51–0.77] –

Vascular diseases

CXR 0.33 [0.07–0.60] 0.45 [0.29–0.61] 0.42 [0.28–0.56] 0.24

CT 0.42 [0.14–0.70] 0.37 [0.21–0.52] 0.38 [0.25–0.51] –

Respiratory or vascular diseases

CXR 0.48 [0.31–0.66] 0.47 [0.23–0.71] 0.48 [0.34–0.62] 0.66

CT 0.64 [0.47–0.80] 0.53 [0.29–0.77] 0.60 [0.46–0.74] –

Note:
Table entries are given as the value (95% confidence interval).

Table 4 Predictive values and likelihood ratios for CXR and chest CT for respiratory disease,
vascular disease, or the combined endpoint of respiratory or vascular disease.

PPV NPV LR+ LR−

Respiratory diseases

CXR 0.48 [0.28–0.68] 0.64 [0.45–0.83] 1.275 [0.74–2.20] 0.777 [0.43–1.41]

CT 0.55 [0.37–0.73] 0.76 [0.58–0.94] 1.700 [1.06–2.72] 0.432 [0.19–0.99]

Vascular diseases

CXR 0.16 [0.02–0.30] 0.68 [0.50–0.86] 0.603 [0.26–1.41] 1.490 [0.87–2.54]

CT 0.17 [0.03–0.31] 0.67 [0.47–0.87] 0.66 [0.32–1.34] 1.583 [0.84–2.99]

Respiratory or vascular diseases

CXR 0.64 [0.45–0.83] 0.32 [0.14–0.50] 0.916 [0.52–1.62] 1.095 [0.60–2.00]

CT 0.72 [0.56–0.87] 0.43 [0.22–0.64] 1.352 [0.77–2.38] 0.687 [0.36–1.30]

Note:
Table entries are given as the value (95% confidence interval).
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2021), cancer (Jokerst et al., 2018), non-respiratory infection (Borakati et al., 2020),
polypharmacy (Health Physics Society, 2021), and normal (Health Physics Society, 2021).
An analysis was performed looking at the diagnostic performance of CXR and chest CT for
the endpoints of respiratory diseases, vascular diseases, or the combined endpoint of
vascular or respiratory diseases (Table 3). Predictive values and likelihood ratios were also
calculated (Table 4). Overall, in our sample of 50 patients with a prevalence of disease
ranging from 0.24 to 0.66, the diagnostic performance of CXR compared to chest CT were
not significantly different.

Figure 1 ROC analysis for respiratory diseases. Full-size DOI: 10.7717/peerj.15090/fig-1

Figure 2 ROC analysis for vascular diseases. Full-size DOI: 10.7717/peerj.15090/fig-2
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CXR and chest CT results were utilized for an ROC curve analysis for the endpoints of
respiratory disease, vascular disease, or the combined endpoint of vascular or respiratory
disease. In addition, for this analysis a third variable was created, CXRCT, which took on
three values: 0 if both CXR and CT results were negative; one if either the CXR or CT
results were positive; and two if both the CXR and CT results were positive.

Both CXR and chest CT performed the best for the diagnosis of respiratory disease
(Fig. 1). For respiratory disease, the area under the curve (AUC) for CXR was 0.562
(standard error (SE) 0.083, p = 0.461), for CT 0.657 (SE 0.078, p = 0.060) and for CXRCT
0.648 (SE 0.078, p = 0.077).

Both CXR and chest CT underperformed for the diagnosis of vascular disease (Fig. 2).
For vascular disease, the AUC for CXR was 0.390 (SE 0.093, p = 0.256), for CT 0.393
(SE 0.095, p = 0.266), and for CXRCT 0.351 (SE 0.088, p = 0.122).

For the combined endpoint of respiratory or vascular disease, the AUC again was
greatest for CT (Fig. 3). The AUC for CXR was 0.478 (SE 0.087, p = 0.798), for CT 0.583
(SE 0.086, p = 0.341), and for CXRCT 0.539 (0.089, p = 0.652).

In all cases, the ROC analysis showed that the AUC for chest CT was greater than for
CXR or for CXRCT.

DISCUSSION
This study found that a patient’s BMI did not affect the accuracy of CXR findings. BMI also
did not affect the accuracy of chest CT findings. Finally, BMI did not affect the
concordance between CXR and chest CT findings. Clinicians should not let a patient’s BMI
affect whether the patient undergoes a CXR, a chest CT, or both. A high BMI did not make
imaging less accurate, and a low BMI did not make imaging more accurate.

Figure 3 ROC analysis for respiratory or vascular diseases.
Full-size DOI: 10.7717/peerj.15090/fig-3
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Previous studies have shown a correlation between body mass index and image quality.
One study looking at cardiac computed tomography found that the signal to noise ratio
was higher in patients with a BMI of under 30 kg/m2 compared to over 30 mg/m2,
however, the diagnostic accuracy of the CT was good regardless of BMI (Latif et al., 2016).
This study demonstrated that while technical metrics of image quality were affected by
BMI, the diagnostic accuracy was not.

The effects of age and sex upon the accuracy of CXR scores in the diagnosis of
SARS-CoV-2 infection have shown conflicting results. In one retrospective study of
Mexican-mestizo patients, there was no difference in the total CXR score between males
and females grouped by age (Albrandt-Salmeron, Espejo-Fonseca & Roldan-Valadez,
2021). In a different study of Italian patients hospitalized with SARS-CoV-2 infection, the
CXR score was positively associated with age in both males and females (Borghesi et al.,
2020). In our veteran population, a breakdown of results by sex was not possible given that
only four out of 50 patients were female. However, we found that age did not affect the
correlation between CXR and CT.

One possibility that would explain the lack of effect of BMI on scan accuracy is that the
adjustment of radiation exposure utilized by technologists and equipment is just right,
increasing the radiation exposure by the amount necessary to maintain image quality.
However, it appears likely that CT automatic exposure controls based upon BMI
over-expose patients to radiation. These automated adjustments made by the CT software
may be able to be significantly improved by basing adjustments on minimum radiation
dosages (Cho et al., 2018), by adjustments based on patient girth at the location of imaging
(Glanc et al., 2012), or by improved reconstruction techniques (Sulieman et al., 2021).

Given the significant difference found in diagnostic accuracy between CXR and chest
CT, it may be that CT imaging may replace conventional radiography for many clinical
indications. For example, one study looking at ultra-low dose CT found that for the
evaluation of pulmonary emphysema, the diagnostic quality was equal to regular dose CT
in spite of a 95% reduction in radiation exposure, from 2.33 mSv down to 0.12 mSv
(O’Brien et al., 2019). Another study looking at cervical spine imaging found that
conventional radiography could be replaced with a nearly dose-neutral CT scan (Deak
et al., 2022).

This study confirms the superior accuracy of CT imaging, and when a chest CT is
ordered, that the CXR adds little if any additional diagnostic value. One primary value of
CXR is the speed of acquisition, especially in critically ill patients. This rapid overview of
the chest can tailor subsequent imaging and attention. On the other hand, patients that are
sick enough to require admission to the hospital may benefit from early ordering of chest
CT imaging.

Overall, our study found low diagnostic performance for both CXR and CT imaging.
It is often thought that diagnostic performance of a test is independent of disease
prevalence in terms of sensitivity and specificity, while predictive values are highly
dependent upon disease prevalence. Empirical studies, however, have frequently shown
that sensitivity, specificity, and accuracy of a test are also highly dependent upon disease
prevalence (Brenner & Gefeller, 1997). As the focus of this study was to determine the
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correlation between CXR and CT for all-comers, the prevalence of any specific disease was
low, ranging from 0.24 for vascular disease to 0.42 for respiratory disease. This may in large
part be responsible for the overall low diagnostic performance of both CXR and CT
scanning found in our study. This finding raises the possibility that the best way to reduce
patient radiation exposure is by more stringent thresholds to order CXR or CT imaging.
Using a strategy of routine imaging to simply rule out disease is appealing to clinicians, but
likely leads to over testing resulting in poor diagnostic performance and unnecessary
radiation exposure to patients.

Study limitations include the relatively small sample size and the difficulty of
categorizing scan results into true positive, true negative, false positive, or false negative.
While large sample sizes can pick up small differences in patient populations, this
sensitivity for differences often becomes clinically meaningless (Lantz, 2013). This study
looked at effect sizes to account for sample size, because effect sizes are not dependent
upon sample size. The effect sizes observed confirm our conclusions that: (a) CT is much
more accurate than CXR, (b) that the concordance between CT and CXR was moderate,
and (c) the relationship between BMI and scan accuracy (both CT and CXR) is weak.

Categorizing scan findings as true or false is difficult because of intimate relationship
between imaging findings and ultimate clinical diagnosis and management decisions. This
study is unique in that it is not just a database review of scan findings and final diagnosis
codes. Rather, each patient was individually reviewed, looking closely at scan findings and
clinical course. By reviewing the clinical course, it is possible to determine whether initial
treatment decisions based on imaging resulted in an expected clinical outcome or not.
Nevertheless, categorizing scans as true or false remains challenging not only because scan
results strongly bias clinical management, but also because often patients get better or
worse regardless of the treatment rendered. Also, frequently clinicians will simultaneously
treat multiple conditions. For example, a patient who is in heart failure might be treated
with both diuretics and antibiotics based upon a CT showing suspected pneumonia but
clinical findings of heart failure. In such a case, it is nearly impossible to determine whether
the conditions co-existed, or if the patient had only one of the two conditions.
Nevertheless, one of the strengths of this study is that by individual review of the patient’s
clinical course, both the treating clinician’s decision-making and ultimate patient outcome
can be fairly evaluated. By close chart review, not just a database review of ICD-10 codes,
greater accuracy in categorizing scan results is possible.

Our study is also limited by the lack of reporting for radiation levels utilized for CT
imaging. However, when controlling for BMI, weight, or height, the largest gain in
correlation between CXR and CT imaging was found when controlling for height alone,
not for BMI. Reduction of radiation exposure by adjusting CT scanner tube current based
upon BMI is one method used in chest CT scanning (Cho et al., 2018; Brat et al., 2019;
Manowitz et al., 2012). Although our evidence is weak regarding this issue, it does raise the
possibility that adjusting CT radiation levels by BMI may not be the optimal strategy and
that greater attention to body habitus and fat distribution will better enable radiation dose
reductions without negatively affecting image quality.
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This study is also limited by the demographic makeup of the study population.
The patients were exclusively US veterans, which were almost entirely male. This made any
analysis based upon sex highly fragile with very low accuracy.

Overall, this study found that CXR and chest CT scan accuracy under current imaging
protocols is not significantly affected by a patient’s BMI.

ACKNOWLEDGEMENTS
The authors would like to acknowledge the Research & Development Committee at the
Mann-Grandstaff Veterans Administration Medical Center for administrative and
technical guidance.

ADDITIONAL INFORMATION AND DECLARATIONS

Funding
The authors received no funding for this work.

Competing Interests
The authors declare that they have no competing interests.

Author Contributions
� Thomas F. Heston conceived and designed the experiments, performed the experiments,
analyzed the data, prepared figures and/or tables, authored or reviewed drafts of the
article, and approved the final draft.

� John Y. Jiang analyzed the data, authored or reviewed drafts of the article, and approved
the final draft.

Human Ethics
The following information was supplied relating to ethical approvals (i.e., approving body
and any reference numbers):

This study was approved the VA Puget Sound Institutional Review Board (protocol
#1608973).

Data Availability
The following information was supplied regarding data availability:

The data available on Figshare: Heston, Thomas; Jiang, John (2023): Chest XR vs. chest
CT concordance. figshare. Dataset. https://doi.org/10.6084/m9.figshare.22082714.v1.

Supplemental Information
Supplemental information for this article can be found online at http://dx.doi.org/10.7717/
peerj.15090#supplemental-information.

REFERENCES
Albrandt-Salmeron A, Espejo-Fonseca R, Roldan-Valadez E. 2021. Correlation between chest

x-ray severity in COVID-19 and age in Mexican-Mestizo patients: an observational

Heston and Jiang (2023), PeerJ, DOI 10.7717/peerj.15090 9/11

https://doi.org/10.6084/m9.figshare.22082714.v1
http://dx.doi.org/10.7717/peerj.15090#supplemental-information
http://dx.doi.org/10.7717/peerj.15090#supplemental-information
http://dx.doi.org/10.7717/peerj.15090
https://peerj.com/


cross-sectional study. BioMed Research International 2021(12):5571144
DOI 10.1155/2021/5571144.

American College of Radiology. 2021. ACR appropriateness criteria� nontraumatic chest wall
pain. Available at https://acsearch.acr.org/docs/3158176/Narrative/.

Borakati A, Perera A, Johnson J, Sood T. 2020. Diagnostic accuracy of X-ray versus CT in
COVID-19: a propensity-matched database study. BMJ Open 10(11):e042946
DOI 10.1136/bmjopen-2020-042946.

Borghesi A, Zigliani A, Masciullo R, Golemi S, Maculotti P, Farina D, Maroldi R. 2020.
Radiographic severity index in COVID-19 pneumonia: relationship to age and sex in 783 Italian
patients. La radiologia medica 125(5):461–464 DOI 10.1007/s11547-020-01202-1.

Brat H, Zanca F, Montandon S, Racine D, Rizk B, Meicher E, Fournier D. 2019. Local clinical
diagnostic reference levels for chest and abdomen CT examinations in adults as a function of
body mass index and clinical indication: a prospective multicenter study. European Radiology
29(12):6794–6804 DOI 10.1007/s00330-019-06257-x.

Brenner H, Gefeller O. 1997. Variation of sensitivity, specificity, likelihood ratios and predictive
values with disease prevalence. Statistics in Medicine 16(9):981–991
DOI 10.1002/(ISSN)1097-0258.

Cho A-R, Kim J-W, Lee E-S, Han S-C, Lim C-H, Jung H-R. 2018. Dose reduction by body mass
index: different protocol in low-dose chest computed tomography. Indian Journal of Public
Health Research & Development 9(3):617–621 DOI 10.5958/0976-5506.2018.00358.3.

Deak Z, Brummund L, Kirchhoff S, Körner M, Geyer L, Mück F, Scaglione M, Reiser M,
Linsenmaier U. 2022. Is it possible to replace Conventional Radiography (CR) with a dose
neutral Computed Tomography (CT) of the cervical spine in emergency radiology—an
experimental cadaver study. Diagnostics 12(8):1872 DOI 10.3390/diagnostics12081872.

Glanc P, O’Hayon BE, Singh DK, Bokhari SAJ, Maxwell CV. 2012. Challenges of pelvic imaging
in obese women. Radiographics 32(6):1839–1862 DOI 10.1148/rg.326125510.

Health Physics Society. 2021. Medical exposures fact sheet. Health physics society. Available at
https://hps.org/documents/Medical_Exposures_Fact_Sheet.pdf.

Jokerst C, Chung JH, Ackman JB, Carter B, Colletti PM, Crabtree TD, de Groot PM,
Iannettoni MD, Maldonado F, McComb BL, Steiner RM, Kanne JP, Expert Panel on
Thoracic Imaging. 2018. ACR appropriateness criteria� acute respiratory illness in
immunocompetent patients. Journal of the American College of Radiology 15(11S):S240–S251
DOI 10.1016/j.jacr.2018.09.012.

Lantz B. 2013. The large sample size fallacy. Scandinavian Journal of Caring Sciences
27(2):487–492 DOI 10.1111/j.1471-6712.2012.01052.x.

Latif MA, Sanchez FW, Sayegh K, Veledar E, Aziz M, Malik R, Haider I, Agatston AS, Batlle JC,
Janowitz W, Peña C, Ziffer JA, Nasir K, Cury RC. 2016. Volumetric single-beat coronary
computed tomography angiography: relationship of image quality, heart rate, and body mass
index. Initial patient experience with a new computed tomography scanner. Journal of Computer
Assisted Tomography 40(5):763–772 DOI 10.1097/RCT.0000000000000428.

Manowitz A, Sedlar M, Griffon M, Miller A, Miller J, Markowitz S. 2012. Use of BMI guidelines
and individual dose tracking to minimize radiation exposure from low-dose helical chest CT
scanning in a lung cancer screening program. Academic Radiology 19(1):84–88
DOI 10.1016/j.acra.2011.09.015.

O’Brien C, Kok HK, Kelly B, Kumamaru K, Sahadevan A, Lane S, Buckley O. 2019. To
investigate dose reduction and comparability of standard dose CT vs ultra low dose CT in

Heston and Jiang (2023), PeerJ, DOI 10.7717/peerj.15090 10/11

http://dx.doi.org/10.1155/2021/5571144
https://acsearch.acr.org/docs/3158176/Narrative/
http://dx.doi.org/10.1136/bmjopen-2020-042946
http://dx.doi.org/10.1007/s11547-020-01202-1
http://dx.doi.org/10.1007/s00330-019-06257-x
http://dx.doi.org/10.1002/(ISSN)1097-0258
http://dx.doi.org/10.5958/0976-5506.2018.00358.3
http://dx.doi.org/10.3390/diagnostics12081872
http://dx.doi.org/10.1148/rg.326125510
https://hps.org/documents/Medical_Exposures_Fact_Sheet.pdf
http://dx.doi.org/10.1016/j.jacr.2018.09.012
http://dx.doi.org/10.1111/j.1471-6712.2012.01052.x
http://dx.doi.org/10.1097/RCT.0000000000000428
http://dx.doi.org/10.1016/j.acra.2011.09.015
http://dx.doi.org/10.7717/peerj.15090
https://peerj.com/


evaluating pulmonary emphysema. Clinical Imaging 53(3):115–119
DOI 10.1016/j.clinimag.2018.10.012.

Self WH, Courtney DM, McNaughton CD, Wunderink RG, Kline JA. 2013.High discordance of
chest x-ray and computed tomography for detection of pulmonary opacities in ED patients:
implications for diagnosing pneumonia. The American Journal of Emergency Medicine
31(2):401–405 DOI 10.1016/j.ajem.2012.08.041.

Sulieman A, Adam H, Elnour A, Tamam N, Alhaili A, Alkhorayef M, Alghamdi S,
Khandaker MU, Bradley DA. 2021. Patient radiation dose reduction using a commercial
iterative reconstruction technique package. Radiation Physics and Chemistry 178(2):108996
DOI 10.1016/j.radphyschem.2020.108996.

Tan Kendrick AP, Ling H, Subramaniam R, Joseph VT. 2002. The value of early CT in
complicated childhood pneumonia. Pediatric Radiology 32(1):16–21
DOI 10.1007/s00247-001-0583-5.

Heston and Jiang (2023), PeerJ, DOI 10.7717/peerj.15090 11/11

http://dx.doi.org/10.1016/j.clinimag.2018.10.012
http://dx.doi.org/10.1016/j.ajem.2012.08.041
http://dx.doi.org/10.1016/j.radphyschem.2020.108996
http://dx.doi.org/10.1007/s00247-001-0583-5
http://dx.doi.org/10.7717/peerj.15090
https://peerj.com/

	Concordance of chest x-ray with chest CT by body mass index
	Introduction
	Materials and Methods
	Results
	Discussion
	flink5
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile (None)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth 8
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth 8
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


