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Fig. 1. Left supraglottic tumor(T2).

a. Serial transaxial CT scans show

protruding mass on the left laryngeal wall

- with relative sparing of the false cord
‘ (arrows)(T1).

: _ b,c. Top view(b) and oblique posterior cut-

| ting view(c) of 3D-images show left lar-

yngeal wall mass(arrows) with extension

into the left false cord (arrowhead)(T2).

TC: true (vocal) cord

g9 AF F FAF gJAGALE A=Y 2od A logic)W 719 vluEla, FES HARS A WA, <
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Fig. 2. Supraglottic tumor with extension into both true vocal cords(T3)

a. Four serial CT scans show thickening of both cords with symmetric abduction, suggestive of cord mobility(T2).

b. Posterior cutting view of 3-D images shows continous extension of supraglottic tumor into both vocal cord and reveals loss of
normal concavity of the laryngeal ventricles indicating cord immobility(arrows)(T3).

FC :false cord, V:(laryngeal) ventricle, TC:true cord
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AEstell A 3k CTAZC o3 ¥r7|Z4A-2 3 69
% 341(50%) ol A HEH 719 AAF Bt dA3HA] o
< 34 F 2= T1 F4& A CTEZ A T0(no
evidence of primary tumor)2 Ast3l 37, 1d]&= T3 FF

Table 2. Extension of Primary Tumor in Glottic tumor:Con-
cordance of CT Findings versus 3-D Display with Pathologic or
Clinical Classification

Pathologic or CT CT + 3D-display

Clinical
Classification

of Tumor(n=14) TO T1
TO
T1 2 1 14
T2 2 24
T3 1 1* 1 14
T4

T2 T3 T4 TO0 T1 T2 T3 T4

Note-Numbers are number of tumors
* Findings were concordant in 3 of 6 tumors(50%).
¢ Findings were concordant in 4 of 6 tumors(66.6 %).

a

Fig. 4. Transglottic tumor. (T3).
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Fig. 3. Left pyriform sinus tumor invading
cartilage and soft tissue of the neck. (T4).

a,b. CT scan(a) shows left pyriform sinus
mass with fixation of the left hemilarynx.
Bottom view of 3-D image(b) reveals that
the left vocal cord is displaced, but its
outer contour is relatively well-presereved.

a. CT scan shows small bulging mass on the wall of the left infraglottis.
b,c. Bottom view(b) and posterior cutting view(c) of 3-D images reveal left glottic mass extending into supraglottis(arrows) and

infraglottis (arrowheads).
VC :(true) vocal cord
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Role of 3-D CT Reconstruction of Laryngeal Mucosal Surface in
Preoperative Staging of Laryngeal Cancer

Sang Hwa Nam, M.D., Jong Yeon Park, M.D., Young Jun Lee, M.D.,
Chang Hyo Sol, M.D.?, Kun Il Kim, M.D., Byung Soo Kim, M.D., Soo Guen Wang, M.D.2
Department of Radiology, College of Medicine, Pusan National Univeristy
"Hong-In Total Imaging Diagnostic Clinic
2Department of Otorhinolaryngology, College of Medicine, Pusan National University

Purpose:CT or MRT is performed in preoperative staging of laryngeal cancer. These methods are used in as-
sessment of the deep tissues and cartilage of the larynx, but cannot compete with laryngoscopy in the evaluation of
the laryngeal surface. The purpose of this study is to evaluate feasibilty and clinical value of the 3-D reconstruction of

the mucosal surface in laryngeal cancer.

Materials and Methods: Twenty two patients with laryngeal cancer proved by means of surgical .exploration
(pathologic) or clinical examinations including laryngoscope, imaging- studies and biopsy underwent preoperative
staging with computed tomography(CT) and three dimensional(3D) CT reconstruction. The TNM classification of the
American Joint Committee on Cancer was used to compare the imaging findings with pathologic or clinical staging.

Results: When the extension of primary tumor(T staging) was evaluated, the findings at only transaxial CT and
those at pathologic or clinical examination were concordant in 8 of 14 cases(57.1 %) of supraglottic tumor, and 3 of 6
cases(50%) of glottic tumor. The overall accuracy of CT with additional 3D-reconstruction was 85.7 % for assessment

of supraglottic tumor, and 66.6% for glottic tumor.

Conclusion:3D CT reconstruction after transaxial CT may improve outcome in preoperative staging of laryngeal
cancer and has a potential value in guiding management decisions.

Index Words: Larynx, neoplasms
CT, three-dimensional
Larynx, CT
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