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Table 1. Staging of Glottic Cancer(n=11) Table 2. Staging of Supraglottic Cancer(n=>5)
MRI*\PATHOL ** T1a T1b T2 T3 T4 MRI*\PATHOL ** T1 T2 T3 T4
T1a 5 T
T1b T2 1
T2 2 T3 1
T3 il T4 3
L. 2 Total 1 1 3
Total 5 3 1 2 - MHI slaging
*:MRI staging **:Pathologic staging

**:Pathologic staging
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Fig. 1 Glottic T4 carcinoam
a. and b. T1 weighted axial(a) and coronal(b) image show bulging mass involvong both true vocal cord, false vocal cord and left
thyroid cartilage with surrounding extralaryngeal spread(arrows). Normal right thyroid cartilage is well delineated(arrowheads)

c. Microscopic section outlines thyroid cartilage with obvious tumor invasion(arrows)(whole mount, X3).
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Fig. 2. Glottic T1b carcinoma

a. Axial T1WI through the true cord region. Small mass(arrows) involving right true cord mid portion is seen.

b. Preepiglottic fat line obliteration and replaced by intermediate signal intensity mass(arrows) on T1WI. This case was
diagnosed as T2 at first, due to partial volume averaging effect of tumor mass.

c. The total laryngectomy specimen shows polypoid mass(arrows) arising in left true vocal cord, and abutted false vocal cord.

a

Fig. 3. Supraglottic T4 carcinoma

a. T1 weighted coronal image. There is unilateral loss of signal intensity in left thyroid cartilage(arrows) and cricoid cartilage(ar-
rowhead). The true vocal cord is bulkier due to surrounding mass formation.

b. Gd-DTPA enhanced coronal image shows irregular enhanced tumor mass with extention to extralaryngeal space(arrows).

c. The cut section of the hemilaryngectomy specimen reveals ulcerative lesion(arrows) involving the false and true vocal cord.
The tumor involve the cricoid cartilage of the left side(not visualized in this section), also.
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Fig. 4. Supraglottic T1 carcinoma

a. Axial scan shows high signal intensity
lesion(arrows) on T2WI adjacent to the
cricoid lamina on the left This case was
diagnosed as T2, at first.

b. The specimen consists of a product of
total laryngectomy showing subglottic ir-
regular and granular lesion(arrows) asso-
ciated inflammatory change(arrowheads).
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MR Findings of Laryneal Cancer: Pathologic Correlation
L
Jin Sook Park, M.D., Ki Jun Sung, M.D., An Young Joo, M.D.,
Dong Jin Kim, M.D., Soon-Hee Jung, M.D.!

Department of Diagnostic Radiology, Wonju College of Medicine, Yonsei University
"Department of Pathology, Wonju College of Medicine, Yonsei University

Purpose: MRI is known to display the anatomy of the larynx in excellent detail with its remarkable soft tis-
sue delineation and multiplanar imaging capability. We evaluate the accuracy of MRI in diagnosis and staging
of laryngeal cancer

Materials and Methods: Sixteen cases with pathologically proved squamous cell carcinoma of the larynx
were reviewed, retrospectively.

The examination was performed with a 0.5 T superconductive MR system and C1 surface coil. Axial, sagittal
and coronal plane with TIWI(TR/TE 450/20) and T2WI(TR/TE 1800/80) were done.

Results:Eleven cases with glottic cancer(5 T1a, 3 T1b, 1 T3 and 2 T4) and 5 cases with supraglottic cancer
(1 T1,1 T3 and 1 T4) were included.

Cancer tissue showed intermediate signal intensity on TIWI and high signal intensity on T2WI. Among 16 cases,
13 cases were correctly staged and 3 cases were overstaged due to edema caused by previous biopsy, partial
volume averaging effect of abutted lesion, or surrounding inflammation.

Conclusion:MRI is an useful modality for diagnosis of laryngeal cancer, especially in evaluation of
paraglottic extention on coronal image and cartilage invasion.
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