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Superiority of IV Bolus CT in Evaluation of Metastatic Lymphadenopathy
in the Stomach Cancer

You Song Chang, M.D., Jae Chun Chang, M.D., Woo Mok Byun, M.D., Kil Ho Cho, M.D.,
Mi Soo Hwang, M.D., Bok Hwan Park, M.D., Sun Gyo Song, M.D.*

Department of Diagnostic Radiology, Yeungnam University College of Medicine

Differentiation of lymph node from vessels or bowel wall with similar clearity is often difficult in conven-
tional contrast-enhanced computed tomography (CCCT). For optimal differentiation of these structures,
arterial-phase dominent CT images by IV bolus injection and rapid scan were obtained. The images were
compared from those by CCCT in evaluation of lymphadenopathy.

Seventy patients, diagnosed as stomach cancer by pathology, were selected for this study. There were
14 cases of equivocal lymphadenopathy on CCCT while IV bolus CT revealed lymphadenopathy in 9 of
there and no lymphadenopathy in the rest. Among the 38 cores without lymphadenopathy on CCCT, IV
bolus CT detected 4 lymphadenopathy.

In 30 node dissection cases, when we decided 1cm as CT criterion for lymphatic enlargement, the sen-
sitivity and the specificity that there were lymphatic enlargement in gross of lymphatic infiltration above
one fourth in pathology even though no lymphatic enlargement in gross were 100%. On conclusion, IV
bolus CT is more helpful method to evaluate lymphadenopathy than CCCT and compatible with pathologic
findings when we decide 1cm as CT criterion for lymphadenopathy.

In conclusion, IV bolus CT is superior to CCCT in evaluation of metastatic Lymphadenopathy when

using CT Criferion of 1cm as the diameter of enlarged lymph node.

Index Words: Lymph node, Metastatic disease from gastrointestinal system, 99.832
Stomach, neoplasm, CT, 72.323.1211
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Table 1. Comparison of the Finding between IV Bolus CT and CCCT

Node dissection case Nonnode dissection case Postop. F-U case Total

(#) (&) =) (+) () (=) (%) (&) (=)  1+)  {2) (=)
CCCT 6 3 (21) 9 i (12) 3 4 (5 18 1 (38)
(late)
IVbolus CT  6+2 0 1+(21) 9+3+(2) 0 4+(10) 3+4+(2) 0 (3) 18+9+(4) 0 5+(34)
(early + late)

(+) : lymphatic enlargement above lcm (+): equivocal finding
(=) : no lymphatic enlargement F-U: follow-up
CCCT : conventional contrast-enhanced computed tomography
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@Y 3971 1428 ARAR T IV bolus CTAME o1& oA B &34 1/47% (+) 3 (Table 2).

Table 2. Comparison between Size of Lymph Node in IV Bolus CT and Gross or Pathologic Finding

Gross A B

CT

finding  Path. 11/4(+) V1/4(+) k=) 1/4(+) t/4(+) (—)
above 1.0cm(8) 7 0 0 0 1 0

0.5-1.0cm (2) 0 0 0 0 1 1

below 0.5¢m (20) 0 0 1 0 3 16

Path. : pathology

A: lymphatic enlargement in inspection or palpation

B: no lymphatic enlargement in inspection or palpation

#1/4 (+): lymphatic infiltration above 1/4 among resected number of lymph node
V1/4 (+): lymphatic infiltration below 1/4 among resected number of lymph node

Table 3. Comparison of the Sensitivity and Specificity in Each Group

CT criterion above lcm above 0.5cm
Op. criterion sensitivity specificity sensitivity specificity
A 100% 100 % 100 % 90 %
B 66 % 100% 75% 94 %

A: lymphatic enlargement in gross and infiltration above one lymph node among dissected lymph nodes
in pathology, no enlargement in gross and infiltration above 1/4 among number of dissected lymph nodes
in pathology

B: regrdless of gross finding, lymphatic infiltration above one lymph node among dissected lymph nodes
in pathology
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Fig. 1. a. Late contrast image shows lymphatic enlargement above 1cm around celiac axis.

b. Early contrast image shows lymphatic enlargement in the same size and site as fig la. The differentiation
of density between lymph node and other surrounding tissues is more prominent than late phase image.
Gross finding shows lymphatic enlargement and pathologic finding shows lymphatic infiltration in 13 among
20 dissected lymph node.

Fig. 2. a. Late contrast image shows equivocal finding which is bowel or lymphatic enlargement in splenic
hilum.

b. Early contrast image shows encased splenic artery (arrow) surrounding lymphatic enlargement. It sug-
gests not bowel but splenic hilar lymph node, No 10, enlargement.
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Fig. 3. a. Late contrast image shows soft tissue lesion in lesser curvature. This finding can not suggests lym-
phatic enlargement definitely.

b. Early contrast image shows well enhanced stomach wall and left gastric artery (arrowhead). The soft tissue
lesion is left gastric artery lymph node (arrow), No 7, enlargement.

a

Fig. 4. a. Late contrast image shows multinodular low density lesion in lesser curvature, posterior wall.
b. In early contrast image, the low density lesion is well enhaced vascular structure not lymph node.
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