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Table 1. Final Diagnosis

Diaphragmatic hernia 12 cases
Potter sequence 7 cases
Bone dysplasia 5 cases
Chromosome abnormality 3 cases
Hydrops fetalis 2 cases
CNS anomaly 1 case
Chylothorax 1 case
Cloacal anomaly 1 case
Pena-Shokeir syndrome 1 case
Hemophagocytic syndrome 1 case
IUGR 1 case

TUGR: intrauterine growth retardation

*—")— K fetus, lung intensity, pulmonary hypoplasia, diaphragmatic hernia, Potter sequence
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Table 2. Respiratory Condition after Birth

Perinatal death 22 cases
Intubations more than 1 month 12 cases
Intubations for a week 1 case

Fig. 2. Fetus with diaphragmatic hernia at 37
weeks of gestation. On coronal image, bilateral
lung intensity shows low intensity.
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Fig. 1. Fetus with Potter sequence at 33 weeks
of gestation. On coronal image, the fetal lungs
show low intensity and poor visualized pulmo-
nary vessels.
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LA/ S TANGE & DIERESERL 2 Fig. 3. Fetus with diaphragmatic hernia at 36
(Fig. 1). 7#D>H 4 g, S L 0 EiE weeks of gestation. On coronal image, the left
MR AR T X 7=, BEFRIEA~IL = 7 1% i il lung show low intensity, but right lung shows

- high intensity.
& LKEFEZRLAb PIILFIZECL, 26

FEIBR BT AR S e (Fig. 2). f##
HIRAEEEERLIZTHIO DL 4 FlEFMHH
ThhAafFEL Tw5b (Fig. 3).
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Evaluation of Fetal Pulmonary Hypoplasia by MR Signal Intensity

Shigeko KuwAsHIMA, Kazuhiro KiTAjiMA, Yasushi KaAj1

Department of Radiology, Dokkyo Medical University
880 Kitakobayashi, Mibumachi, Shimotsuga-gun, Tochigi 321-0293

Magnetic resonance (MR) imaging plays an important role in prenatal diagnosis and perinatal
treatment. We correlated low intensity of the fetal lung after 25 weeks’ gestation and neonatal
respiratory distress in 35 fetuses. We employed MR imaging using the half-Fourier acquisition, sin-
gle-shot, turbo spin-echo (HASTE) sequence. In all fetuses, signal intensity was lower in the lung
than in the liver, and all infants subsequently had respiratory distress at birth. In 9 autopsy cases, pul-
monary hypoplasia was established as the cause of death. Despite the small number of cases exa-
mined in this study, low signal intensity in the fetal lung may be a predictor of respiratory distress

requiring mechanical ventilation at birth.

175



