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Table 1. Histologic Diagnosis and FIGO Stages
of Ovarian Lesions

NZH9, Z DREEMERZ OZMTREDIRET,
& UMD EREZHT & D Hrig ixt‘f‘i}kﬁ‘}bﬂ Histology No. of disease
TWB EIFWZRWY 22 THLI1E, Bon serous cystadenocarcinoma 18
T-EERFT R 2 FMATR LR L, INEEICBT mlilCinous cycsi,tadenocarcinoma g
o ' e triod .
3 YERFIFHDOZMTEE & retrospectively IZHRET L Sle aorrr:;;lzian?rcmoma 1
7z, mixed epithelial tumor 3
mixed Muellerian tumor 1
unclassified carcinoma 8
HRE & U7 Operative stage
BEERFARLT 1989 &0 & 1993 DIz, . "
IRESE CHIEFM 22072 57 Blo > 5, CT & I 6
2 MRI 2HEfTS 0, Bk & FHATRoOx L ;3 i

DHEETHo /- 40F1 2R E LI, Fi i

F—7—F

ovarian cancer, MRI, CT
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HENEASRE A, FIRNEAL TEAL .

MRI | Siemens # 8 1.5T @z E # &£ &
Magnetom % Fi\>, #REBREIFH 23 F RIS 36 4,
£REEI6HFI THITS N TWw B, 24T spin
echo % ¢ T,7% # E B (TR/TE=400-602/
15) & T,mafE & (TR/TE=2000-2100/70-
90), & 512 22 #1T Gd-DTPA 10ml % &ikAN
FABRK 150 TaEFAEGRERE L, A4
A 7-10mm, A Z 4 2 RIFE 1-2.lmm CHEWT
%, FRBTER ERNC X o TITRETER 2B
L7z, CT, MRI il 2 AN CTb L
TBY, WHEBHTEINTWEDIX29BITH
5.

TR IE 3 A OBETHREIEIC & > T MRI, CT
DOEEEHRER, 3ADFEDL Lol I
B OERER 2 YR E RS ORE, BE
MRS X 2R, ) U SEEERICST, o,
BAKOEEIZOWT, Z1ENFMiEEO AR
R, MR RICE W THEE&R &L .
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HL, BRo R %E LTz DEREEb
NAHRTFE#RE Lz, & 512 FIGO FRmHES
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29 iz owvT CT, MRI DR T —YZMRELHR
L7z,

& R

FAT R & ERE R K L 75 % Table
21T, FHMTHOAL 40 B, SHEITIEIC
bREHASNTzDIE 256 (62.5%) Tho iz,
PREA~DHER I 24 ] (60.0%) W& 5L,
FMAAR TR E L A5 NIIIEANDORERR
BHEATHD, 2861 (70.0%) @D SN,
EEOEREEITER, SWREE, T2
~NDOHEENE {, FE, BHSZICRN,
HERERERE T 1AM, BRI <, Zheh40.0
%, 45.0 %@ Iz (Figl). v, BERERE,

Douglas BDIEIZ% { A 57z (Fig2), x72HF
RIZH 27.5% 7Y, BICHWICIEE 25807
bDIE15.0%THo 7 (Figd), V > HiiEfs
DOHEEIE L, KEFRERY > 38, B8Eo
U U SEINDEERRIZZF N F 17.5%, 12.5%12
o Xo¥ (W

S RI OF B8 A~ D 85 B O sensitivity 13 MRI T
83% & CTD74% &0 dH MRI D F D E - Tz,
MEARFDED S OREER LS H»TRv,
200ml FRELL ETHNIE CT TREBETH > T
b, MRI Cidfitan i, BBESR~DE
BEEEIC BV TIZCT, MRI & & BEADEE
DOFEHIZ sensitivity DME» - 72, BEADETE
X CT 23, FE~DEEIZ MRI 8ZhEhfs
X D HEW sensitivity 2R L 7z,

FEEMERZS XU INe b O03% <, FricBEAIE
BEoEHEIE, CT, MRI & b S nzvfilss
%otz (Figd), BBEE, Douglas &, IF#
Db MRI TIIMRHEFEMENERZ 572, Y
VOSEIERS L, REIIRAEE Y S8 i Clis
B oniz2ficBnwe, CT, MRI &b %
NENFH I NIzH, FEEY Vo ORI
MRI T 29% L IEWRERTH -7z, FFEBOZ <
BAFECERD 5N, CT, MRI & HIcBEBRICHH
ENBbObHoTw, BREENOHBEZEL,
ERINRSEE I Z Do 7o,

RS EOMEEILCT 58.0%, MRI 57.0
%TH Y, & MRIIZHKHHFES59.0% & Gd-
DTPA iz & - TEZEREDM LA Sz o7z,
REARBFE B CIIE R FIR 5 & D RO X
5ot (Fig), BAEEEMITE, &
A NTE S DERENRRRG & AR DB 558 EE &
%0, EEHTL D bRHSERERC o e,

I, FMATR & ERZH S —E L 2ol
BT, EOL>BERTE-S BHIICES 2D
rRE L7z (Table 3), BEERMWEEL T,
CT, MRI DX A & &, BEEBEENES % 58 <
FEFEL Tw e, R<ELZOMMEREST

199542 2 H24HZ3# 19954 9 B11HMET
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BLTWAHITRERER- 1228, FMTR TR
ERZWHDRDo . ZIRINCHREL RS
B EOREEORILEBEEFMLIzbD D>
7z, IEHE IS ORI THE 261 CT 05T
%<, BRELWRITLES 2 bot, %72,
CT Tb MRI THIER T Lh - BEEOR

Zix, FHREOR CEESLT»TH 555
%otz FBEMEHBZETH S5Smm LUTFO/NES 2305
ZIIEHT 2 2 EWREET, HLE L OHITR
ZOEREE 2> 7. MRI TIHEE OISR
£B7—F 7727 FDIDITNIIRE IR
LIz { R2MEATH- 7z (Figl).

Table 2. Diagnostic Efficacy of CT and MRI

Findings No. of cases CT MRI
at operation sensitivity specificity sensitivity  specificity (%)

Ascites 28 17/23 (74) 11/11 (100) 20/24 (83) 11/11 (100)
Metastasis to

contralateral ovary 25 11/19 (58) 11/12 (92) 17/22 (77) 11/13  (85)
Direct invasion

intestine 16 7/10  (70) 13/21 (62) 6/14  (43) 14/21  (67)

parametrium 15 6/11  (55) 10/21 (48) 7/12  (58) 18/22 (82)

uterus 13 5/10  (50) 11/22  (50) 9/12  (75) 19/22  (86)

bladder 8 3/6 (50) 22/24 (92) 3/6 (50) 28/29  (97)
Disseminated lesions

mesenterium 18 9/13  (59) 16/18 (89) 6/14  (43) 18/18 (100)

omentum 16 6/12  (50) 14/17 (82) 6/8 (75) 16/18  (89)

parietal peritoneum 15 3/9 (33) 22/22 (100) 2/5 (40) 11/11 (100)

cul-de-sac 13 5/8 (63) 18/21 (86) 6/12  (50) 20/23  (87)

diaphragm 12 6/9 (67) 21/21 (100) 2/3 (67) 15/17  (88)

liver surface 11 5/8 (63) 16/16 (100) 2/4 (50) 9/10  (90)

liver parenchyma 6 4/6 (67) 21/22 (95) 2/5 (40) 14/14 (100)
Lymphnode

pelvic lymphnode 7 4/5 (80) 24/27 (89) 2/7 (29) 27/28  (96)

paraaortic lymphnode 5 2/2  (100) 16/16 (100) 2/2  (100) 13/13 (100)

Fig.1. (a) CT show thick wall of the bowel loop that filled with fluid (arrowheads). At surgery,
there were numerous small nodule on its surface. Smudged appearance of the omentum is also
seen (arrows). (b) T,-weighted MR images also demonstrate omentum thickning (arrows).
Margin of bowel loops is unclear.
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Fig.2. (a) Unenhanced T,-weighted MR
images demonstrate tumor extension into the
presacral space (arrowheads) and ligament of
the uterus (arrows). (b) T,-weighted MR
images show poor contrast between high signal
intense ascites and tumor. (c) on the enhanced
T,-weighted images, these lesions are enhan-
ced by Gd-DTPA.

Table 3. Causes of Misdiagnosis

false negative diagnosis CT MRI
minute lesions (less than 5mm) 17 14
minute ascites (less than 100ml) 6 4
normal sized ovary (normal ovary syndrome) 7 4
flat lesion 2 2
artifact 1 7

false positive diagnosis CT MRI
compression was interpreted as invasion 15 12
inflammatory change was interpreted as invasion 4 3
tumor margin was unclear 5 4
normal structure was not visualized 6 3
large unilateral lesion appeared bilateral lesion 3 0
normal ovarium was interpreted as a part of tumor 1 2

Table 4. Staging Accuracy of MR is Conparable to That of CT
CT stage
Operation stage 1 I m I\ Accuracy
I (n=8) 5 2 1 0 19/29(65.5%)
II (n=5) 1 4 0 0
M (n=11) 0 3 7 1
IV(n=5) 0 1 1 3
MRI stage _

Operation stage I 11 it v Accuracy
I (n=8) 5 2 1 0 18/29(62.095)
II (n=5) 2 2 1 0
M (n=11) 0 2 8 1
IV(n=5) 0 1 1 3
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CT, MRI OEGRAEITIHDZHiRE# Table 4
g, CT OIEZEIL65.0%, MRIIZ62.0 %
LIZIERFEOZBHREEZR L T,

z S

PNELRE DR A BIRE, (LFERE, R
BRI L D EEITORTBY, ZnTbat
RHEEO LD 2 REZEETH 2. FIEFiEE
WCTCEBRIEEZIRVERL ZENRATHY,
BEEEORE ICTFERIELGSI NS, Lrl,
UNEE IREERE A B I LT, RiEE
BT HHEBE T RREE Y o iRk = &
72 L TW3 2P wn, FirfTied
7z T, fiiEfc+oamE 2Ty, LD IERHKE
BFEEILTE I ENERENEY, 6D
RICRFZCTHHVSNTETEY, FifiFr
B, YL 3ERTALONIERHEO CT TO
IR 1T 40-69% & R & T s B9~
MRI 2B U CTE3RAE, EBHRAZOFHN D %
DI TWRWLACT L RRE OZHEE 25

DEWVHNRTVEINND bbb OIRES Tl
FERHE O EERIL CT T58.0% & 2 TOH
ELREEOERTHY, MRIIZS57.0%TCT &
FIFEETH o, ERFIESICLD MRI D2
WrBE DI EOSEARF S N7z d3, 59.0% & I1F L AL
ERA SN T,

AR A% & MRI CEERE, B8XLU%E
RS 3L D BB R B R B AR AR R B TR e
ERMEWEAIICH T2, ZD XS BIEH D%
T, FEFPEWERE L L T#tHans
CT &9 3, MRI TIZAERGHERBD 5\ IXBEEE
CIEEOEEEEINIVEENS kD, av
FIANDD SRS, FIBBREEORNMENIIX
M PEFEDLHED SLD 7D, NEVRE
PHH LI k3 2 enEREBbhT:, %
EOEANEFET 24T, ESEFIERAVS L,
FERE IR RIS S & 5, REOREID
Y — MROFFZEER, BEEOIRE AR & 2
L2 HBH (Fig2), /NSBREDORHHP
WO REETH - Tz, BEINOEREICOWTIE
[ERE 2 TR L T 2 FFEEN OB ES Y >3

Fig.3. (a) CT, (b) T,-weighted, and (c) T,-
weighted images of subcapsular liver metas-
tases. Metastatic liver tumor is clearly demon-
strated in these images (arrows).
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Hi, KEOE, b2 Wik, BFEELT
WAHERIE T OREFFBANTE D Z L% -5
7z (Fig.3, 4). —7, HLEOMLBEEICH
SRR cm O Th- THRHETE W
SEH Y, dmm UTFORRIBLHEL THTH
HEGLXEE L2 cEnhol, £ 12 MRI
TIXHTR U 7. E BRI O T & Ffkic, BERFO
ZWIGHE CEBR L ESEEDEND K L,
B% U)ﬁéﬁbﬂ)&ﬁﬁb@ LE R SR T WLIERAL
H AR DSHHRR I R & eV T LAY sensitiv-
ﬁY%ﬁTéﬁé—@k%zéﬂk(ﬁgD
MEZOFERIE CT, MRI & 18/ NHEOEE
BEMN SR, —FicoTrREE»H 2
Lo eEG T IR, Hrwidhan
FOATEEELTHS ZIZ{ Wbz e
AEDoTz, IEERH > TCHERE 1237k
v>» normal sized ovary syndrome & FEIE 4% 5%
BETRT DD, FEFRELZHT 2 en
TEBWHLASNT, IhE TORE LR
W, HEOHBZH ORR L EZ 51
% 30a10a0~22) - GFEME D ROGIZ £ 2 BRAETL PR
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Fig.4. (a) CT, (b) T,-weighted and (c) T,-
weighted images show ascites and omental
thickning (arrowheads). On CT, irregular
softtissue densities within fat near the ab-
deminal wall are called smudged apperace.
MR images also show this lesion. Bulky metas-
tases is detected easily. However, small par-
ietal peritoneal metastases were not seen on
these images.

BVD D LBEBSROREAORE Mo bL
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ORESE IR & R @R R TR L C b BRI DS
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Extent of Ovarian Cancers : Evaluation on CT and MR Imaging
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Kouji M1vAazakr?,  Hitoshi OKAMURA?

'Department of Radiology, KumamotoUniversity School of Medicine
1-1-1 Honjou, Kumamoto-shi, Kumamoto 860
tDepartment of Gynecology, Kumamoto University School of Medicine

Fourty patients with ovarian cancer were retrospectively studied to assess the extention of
disease with computed tomography (CT) and magnetic resonance imaging (MRI). The follow-
ing assessments were made : invasive disease to adjacent pelvic structures, intraabdominal
extent of disease, lymphadenopathy and ascites. Twenty-five abdominal CT scans and 33 pelvic
scans, 19 abdominal MR imaging and 36 pelvic MR imaging were obtained. All patients were
examined prior to initial operation. Contralateral ovarian metastases were seen in 25 patients,
and 20 patients (66.7%) had visible or palpable mesenterial and peritoneal carcinomatosis at
surgery. Ascites was the most common finding, direct invasion to rectum, sigmoid colon and
parametrium, omental metastases and mesenterial metastases were followed. Involved lesions
were depicted in 58.09 sites with CT and 57.09% with MRI. In uterus and ovarian involvement,
the diagnostic ability of MR imaging was superior to that of CT. In lymph node metastases and
mesenterium lesions, CT had superior diagnostic ability over MR imaging. Fat on MRI tended
to mask high signal intensity lesions. Furthermore, motion artifacts due to bowel peristalsis and
pulsation of vessels will lead to misinterpret the margin of normal organs. Small metastases
under 0.5cm in diameter were missed both on MRI and CT. The results of this study suggest that
MR imaging is equivalent to CT in the detection of disseminated and metastatic lesions of

ovarian cancer.
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