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Table 1. Correlation of T-Stage on CT with Pathologic Staging
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Table 2. Correlation of T-Stage on MR with Pathologic Staging

Pathologic CT Staging Total Pathologic MRI Staging Total
Staging TO T1 T2 T3 T4 Staging TO Tl T2 T3 T4

Tl 0 0* 2 0 1 3 T1 0 0* 2 1 0 3
T2 0 0 1* 1 0 2 T2 0 0 2% 0 0 2
T3 0 0 7 19* 0 26 T3 0 0 3 23* 0 26
T4 0 0 0 1 4* 5 T4 0 0 0 0 5* 5
Total 0 0 10 21 5 36 Total 0 0 7 24 5 36

* CT staging was concordant with pathologic staging.

* MRI staging was concordant with pathologic staging.
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Table 3. Correlation of N-Stage on CT with Pathologic Staging

(P>0.05).
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Table 4. Correlation of N-Stage on MRI with Pathologic Staging

Pathologic MRI Staging

Pathologic MRI Staging

Total Total
Staging TO T1 T2 Staging TO T1 T2
NO 9* 6 1 16 NO 8* 5 3 16
N1 3 4* 0 7 N1 0 6* 1 7
N2 5 5 3* 13 N2 0 3 10* 13
Total 17 15 4 36 Total 8 14 14 36

* CT staging was concordant with pathologic staging.

* MRI staging was concordant with pathologic staging.

Fig. 1.A 64-year-old man with rectosig-
moid carcinoma of pathologic stage T3N1.
Arterial phase spiral CT scan (A) and turbo
spin-echo (TSE) T2-weighted axial (B) and
sagittal (C) images show circumferential
wall thickening with pericolonic infiltra-
tion of the tumor into fat (arrows). CT scan
(D) just above A and TSE T2-weighted
coronal image (E) show an enlarged peri-
colonic lymph node (arrowheads). CT and
MRI were correct in T- and N-staging.
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Fig. 2. A 41-year-old woman with
rectal carcinoma of pathologic stage
T3N2. Arterial phase spiral CT scan
(A) shows marked thickening of
right side of the rectal wall (arrows),
but no definite extension of tumor
beyond bowel wall can be seen.
However, TSE T2-weighted axial
image (B) shows definite perirectal
infiltration at right posterior aspect
(asterisk). CT scan (C) above A
shows enlarged right internal iliac
lymph node (arrow) and perirectal
lymph node (arrowhead), which cor-
responds to N1. However, TSE T1-
weighted coronal (D) and axial (E)

images show two enlarged right internal iliac lymph nodes (i) and three perirectal

al images (not shown). CT was underestimated as T2N1, but MRI stage was correct
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Comparison of CT & MRI Findings in the Staging of Rectosigmoid
Carcinoma According to New AJCC Classification®
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Purpose : To evaluate the diagnostic accuracy of computed tomography(CT) and magnetic resonance imag-
ing(MRI) in the staging of rectosigmoid carcinoma according to the new AJCC classification.

Materials and Methods : Between August 1997 and October 1998, 36 patients with pathologically proven rec-
tosigmoid carcinoma who underwent preoperative CT and MRI were evaluated. CT scans were performed
with spiral CT in 27 cases and with conventional CT in nine. In all cases, MR images were obtained using a
1.5T unit and a body arrayed coil. T1- and T2-weighted images were obtained in axial, sagittal, and coronal
planes. On the basis of the results of CT scanning and MRI, tumor stage was determined by two radiologists
using the AJCC cancer staging manual(1997). They reached a consensus and compared their results with the
pathologic stage. The T-stage was T1 in three cases, T2 in two, T3 in 26, and T4 in five. The N-stage was NO in
16 cases, N1 inseven, and N2 in 13.

Results : In the case of CT, the diagnostic accuracy of T-staging was 67%, and that of N-staging, 44%. For MR,
the corresponding figures were 83% and 67%. For T-staging, MRI was more accurate than CT(P=0.006), but
for N-staging, the diagnostic accuracy of CT and MRI was statistically equivalent (P=0.05).

Conclusion : MRI using a body arrayed coil is a useful preoperative diagnostic tool for the local staging of rec-
tosigmoid carcinoma.
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