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Purpose: To compare the diagnostic performance of multidetector computed to-
mography (MDCT) and magnetic resonance imaging (MRI) in characterization of

pancreatic cystic lesions.
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Materials and Methods: We conducted a retrospective study on 34 patients with MRI

histopathologically proven cystic pancreatic lesions who underwent both preopera-

Multidetector CT

tive MDCT and MRI. CT and MRI were independently evaluated for differentiating
mucinous vs. non-mucinous lesions, differentiating aggressive vs. non-aggressive
lesion, analyzing morphological features, and evaluating specific leading diagnoses.

Sensitivity, specificity, and accuracy were determined. Competency assessment of
lesional morphology analysis was performed using the kappa values of the 2 tests.

Results: The sensitivity, specificity, and accuracy of MRI for differentiating muci-
nous vs. non-mucinous lesions were higher than CT (p = 0.03). For differentiating
aggressiveness, the sensitivity of MRI was better than CT, but the specificity of CT
was better than MRI. In evaluation of morphologic features, MRI showed better
performance in characterization of septa and wall. Otherwise, the 2 modalities
showed similarly good performance. MRI was better than CT in determining a spe-

cific diagnosis (58.8% vs. 47.2%, respectively).

Conclusion: CT and MRI are reasonable diagnostic methods for characterization of
pancreatic cystic lesions. However, MRI enables more confident assessment than CT
in differentiating mucinous vs. non-mucinous lesions and characterization of the

septa and wall.
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CT+= MDCT scanner (Light speed 16, Light speed VCT,
Light speed OX/I: GE Medical systems, Milwaukee, WI,
USA, Cardiac 64: Siemens Medical Systems, Forchheim,
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echo time (O]} TE) = 2.2 ms, slice thickness = 3 mm, flip
angle = 9°, field of view (OJsF FOV) = 380 x 380, matrix
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exammatlon

CH%tE/d2l2tlX] 2015;72(6):373-380  jksronline.org



Berlin, Germany)+= 0.025 mmol/kg 252 12| Ql1AlH
(Sonic Shot: Nemoto Kyorindo, Tokyo, Japan)& ARg-ot
25515 mLO| 4w ZQalgli, XA Felo] Bk Al
of Aejalddss 93 MLE 24 1.5 mLo] &= ZejAlelgict,
Z2GA FU 7 30, 60, 100, 140, 18001 242t S/44H G4
2 Aoty MRCP FARS half fourier single—shot fast spin
echo breath-hold acquisition (TR = 4500 ms, TE = 463
ms, slice thickness = 40 mm, FOV = 260 x 260, matrix
number = 256 X 256) 7|2 o8-5to] AQIet.

MDCT2t MRI 2
= GARE WA (picture archiving and communication
system: MAROSIS, Infinitt, Seoul, Korea) ZUE{olA] BAI5}k
GO, GAZ 24 GAfelatart ofatofA| FHAe] ‘/IOI—Q} g
22 A 2fet YA HH= FoRA] ettt ZH2e] F=2 CT
2F MRIOIIA 782 0 2 g7 =]l
OZMP /'\7:] 4:17}% Hcﬂ)l % 7‘<jOH/\‘l_]_]- H]?HOH/\-I tﬂl:l:]_g ‘:‘ =
ofal, 254 (aggressive) 2t BIR5A (non—aggressive) HEHS
= ygeisich A9 0w 2 4 ol the 4%,
]—A‘l I/F

=
70l 2

p

é
>
S 0
12 4
ox ©
|o o

o

ey

2

%

o

¢

rlo

|4

e

10

oM.

o

ul

oX

o

E

37

o o

> o

o) i

2 ox
o

o l_o'—l_l

o H

(low grade dysplasia)
A5 o it

=
[e)

)
PO
iy
Lo
I
00
2
o
rE
=
2
of HI
e o
o flo off
ox,
olN

ol of

ox o

(moderate grade
dysplasia) T o14+9] %‘XHE' oM HHH-S o= Ee R
AOI5HATH20). 54 B g A 5 o A ot E
A o IHSIIH: FAR Y, TS A, 1Y T, FHT

> 8 mm), B 5

o+

10, 21-24).
Wulol Pefsly 59 B4 wuel 27, 1A, . 34,
Yol T F0 G, FATTe] Ay 45, A o

T *75‘%}4—] Y /7 9 H2E S > 10

mm), B Y5 -7 ol Tr?% Frroroit. ol ¢

O v
e A DR egiont Hige] Bt T4
o % 29 el wrol EYoIc) Ul 548 1

[}
= A9 O]X]EP(] L=, %% He7h #7109 7=
(hair-thin), 3549 7
hair-thin) 2] Aﬂ S olE FEsto] F7FsITHG). nRX|ake
2 oJALo|EkA RITIHS AL GARS. S8kA WO R 9
O] atofstut oA} golstof A5

jksronline.org  CHHF/SQlstRlx| 2015;72(6):373-380

57“5'_)\#
[e) [LE |
Holydat updoly Wl BRe} Y5 (agaressive) 1 b1

S (non-aggressive) HH 270 tfst CT2} MRIQ] A=
2~ O

2 W) ol 242 S RIRASH e V1F0R
AR BizhE, Sol 9 Ash S aigiry, el Fefs)

=2470] Oigh CT2F MRIC] g2 F7I5H] Sl LA

0] kappaX|Z 0-&5t] CT2} MRI 7F WaAlS 16k
o}, Kappa*xl= 0.00~0.20-2 poors 0.21~0.40= fair: 0.41
~0.60= moderate; 0.61~0.802 substantial; 0.81~1& ex-
cellent® 7H=olgitt SA1x2]= SPSS Z & Tl (release
20.0 for Windows, SPSS Inc., Chicago, IL, USA)-= ©}2-5t3]
of, FEAl F-2e=2 p = 0.05= A5kt

Mo X N
A|m
| o_Lr.

2
=

el 349019] A A HH S A
T2 2790(79.4%), Hl@%ﬂ ZU2 700(20.6%) 9Lt 2
ole] Hod T 5 20 AT A HHT /-F
(main—duct IPMN), 120l= 241 g Ho HA8 9-F
S Y (branch-duct IPMN), 5= 2og ol HAd -5+
Z Y (mixed IPMN)OI 0 8olli= A A SLoIqH. 7
oflo] vl T 5 30= FA AIE, 399= THIEE
ol|lom 10| Y| - (lymphoeplthe | cyst)©] QIict,
HIRSA HHS F 16001(47.1%) = 47 HHo] 119, Ak o]
Fd5 Jel 5ot Y52 FHe F 1800(52.9%)=2 5
e o[4S BHO| 69, ALk oS HHHo] 7o, oA
O] 59 HEHTable 1).
A BHEHO| 37 Bar= 9 em OJAF 3 em D]gk] 109, 3 cm
OV 4 cm BlRto] 119, 4 cm ©Kd 5 ¢m vlgke] 50, 5 cm ©]
/301 89, 7F AR 2 2 em L 7P E 2 8.8

O
mIe.

ox

=3

N

~

o
[e]

01

|n o&
o O]N |

rEo

FA/g 0 v BE ZEY HENA HEES

ZEol CT2F MRIQ| Et/d (Validity) H|d

| olA] 3} w1 & olA] Bief o] 7hHoj 9JojA] CTO| H|al MRIC]

U Sole 2 Foerh =300 Bia A AeA B

Aol QlotA Rt Hote= MRIZE =9k, S0l
T7F =3 (Table 2).

Cal

o r2

rr

REHO| FEHSIN S/ BA0f LOjA CTR MRIQ YA|IE H|
CT2} MRIE o83} 8iso] 57|} 9J2] H7toj Qlo] = 8
] Alolof| Q-0J5F 2o glolon] F uk 7ho] Qx| r L ‘7

375



A% 197 0| 7ol QIO| CIFAS MARITHS 2y

Table 1. Distribution of Pancreatic Cystic Lesions According to Histopathologic Type and Biological Aggressiveness

. . Non-Aggressive Aggressive
Histologic Subtype Total Benign LGD MGD HGD Invasive Carcinoma
Mucinous lesions 27 (79.4%)
Main-duct IPMN 2 1 1
Branch-duct IPMN 12 3 1 3 4 1
Mixed-IPMN 5 1 2
Mucinous cystic neoplasm 8 1 3 1 1
Non-mucinous lesions (20.6%)
Serous cystadenoma 3
Pseudocyst
Lymphothelial cyst 1 1
Total 34 n 5 6 7 5

HGD = high grade dysplasia, IPMN =

intrapapillary mucinous neoplasm, LGD =

low grade dysplasia, MGD = moderate grade dysplasia

Table 2. Validities of Image-Based Diagnosis of CT and MRI for the Diagnosis of Cystic Pancreatic Lesions

Lesion Characterization Sensitivity Specificity Accuracy p-Value*
Mucinous vs. non-mucinous
CT 0815 0.571 0.765 0.120
MRI 0.889 0.857 0.882 0.003
Non-aggressive vs. aggressive
CT 0.684 0.800 0.735 0.017
MRI 0.842 0.667 0.765 0.012
"By McNemar test
Table 3. Relationships between CT and MRI Image-Based Diagnoses for Septa
MRI
Septa Grade 1 Grade 2 Grade 3
CT Grade 1 6 8 1
Grade 2 0 14 0
Grade 3 0 3 1
Kappa 0.382

o Io

QHHSHalmost perfect)(k = 0.953) Y82 Boct
AL A AR Al 5502 URo] FrIsIgoH, =
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Al 5522 Lo F7kstelor, Yol o] Qot= MRI
o CT ZF-g-2let 2fo 7k ISItk(k = 0.191)(Table 4).
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Fig. 1. A 59-year-old male with serous cystadenoma in body of pancreas.

A, B. Axial and coronal reformatted contrast enhanced multidetector CT image reveals unilocular cystic lesion (arrow) with no definite septa-
tions. This lesion was misdiagnosed as pseudocyst.

C, D. Axial and coronal T2-weighted MR image reveals multilocular cystic lesion (arrow) with obvious intralesional septa.

Table 4. Relationships between CT and MRI Image-Based Diagnoses for Wall Thickness

MRI
Wall Thickness Grade 1 Grade 2 Grade 3
T Grade 1 12 9 1
Grade 2 2 4 0
Grade 3 0 3 10
Kappa 0.191
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