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=Abstract= ‘
CT Findings and Accuracy of Preoperative Pathologic Diagnosis in
Bronchial Carcinoid According to Subtype

Joon Seok Lim, M.D.*, Yong Kook Hong, M.D.*,
Kyung Young Chung, M.D. **, Kyu Ok Choe, M.D.*

We evaluated CT findings of bronchial carcinoid and accuracy of preoperative pathological
diagnosis according to two subtypes.

The subjects were 10 cases(typical;5, atypical;5), confirmed by surgery and tissue patho-
logy. Sputum cytology(n=10), percutaneous aspiration(n=1) and bronchoscopic biopsy (n==8)
were performed, preoperatively. The CT findings were analysed according to two subtypes.
Typical carcinoid shows central location in all, and bronchial lumens just proximal to tumor
were widened in two, whereas atypical carcinoid presented as peripheral leison in two.
Among central atypical carcinoid, two cases showed flat meniscus appearance of lumen.
Remaining one showed diffuse wall thickening. Intratumoral low density by necrosis was
noted in one. Both subtypes show contrast enhancement.

For preoperative diagnosis, sputum cytology & percutaneous aspiration were not conclusive
at all. As for bronchoscopic biopsy, only 3 cases were accurately diagnosed as typical
carcinoid.

Typical carcinoid presented as endobronchial mass in all, whereas atypical carcinoid
presented in various appearance. In all atypical & some typical carcinoid were misdiagnosed
as primary lung cancer, preoperatively. However, in typical carcinoid, conservative surgery
was possible. In conclusion, if there is discrepancy between CT findings & preoperative
pathological diagnosis, full understanding of CT findings of bronchial carcinoid is imperative
to choose appropriate surgical modality.

(Korean J Thorac Cardiovasc Surg 1998;31:380-7)
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A bronchus
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M: mass
Fig. 1. Schematic diagram of relationship between the

tumor and adjacent bronchial lumen.

A: Flat meniscus appearance: bronchial lumen adjacent to
tumor is not widened.

B: Elephant foot appearance: bronchial lumen adjacent to
tumor is widened due to endobronchial mass.
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Table 1. CT features of bronchial carcinoid

Size(cm) 3.1%x13
Location

central 5 3

peripheral 0 2
Margin

smooth 3 0

lobulation 2

spiculation 0 1
Internal architecture

calcification 1 1

enhancement 5 5

necrosis 0 i
Lymphadenopathy 0 2( 1*% )
Distant metastasis 0 0

*Number of microscopic metastasis in pathologic examination
except concurrent case of atypical carcinoid and adenocarcinoma.

% o¥(flat meniscus)©] R SITHFig. 6b). T4 FAZ Ral, 4
w7 4elel e CT D 5 294E B3 718A
7o) AEe FeS AAT 4 Adgicth ol FHg%
7| %A 7} FHoe] opd Sjele WEFez FHsr] o
CTA 239} Zolgl: 718A Y7 3915 2 #2385 o
o17] W&ol

2R CTARE 109 F 9dold Ay sigkez Ad
sl n 1eute] AYA F4F A AN a2
A 23E A s Axdd 32 2434 APt
)83 =) ck(Table 2). AGAED = AAL & 95 1o
] 944 A2s AZH AT A1BA WA AAE E2 8
Z 71BAZY 2AE FAT £ JRD 6915 sAAE £
oA A Nsglen, 1 $4EY ]¥A
olxzl $3}99 A 3H(adenocarcinoma)©] 2 (double primary)
S ALz o]F fokEe) At AR A=A skt A
AAT 3eftbo] A¥A FEFor AGHANDL 24AME
247+ W38 Arw] A E3Hsquamous cell carcinoma)®, A%
1A=k AR NS £50E H # 5 Sl
20| A= 71 7]7x) A 7 (transbronchial tung biopsy)= A3
sl % g Ay Axge® MU F 7|8A &
gl ‘H‘?l HAgA0]l AP= 74 F 3elute] AHA KT
oz A3 AgH Yt A9 AL AL 14
v A 2A Hgtez dMsg oy feF P FdFLS
2 gA=gh & $e4 g Ady F AGAEAA
g AR AAANE ARA A A °ﬂ°ﬂ"1 7\ #A
dxe Adslx R, JAARANAE ARLE YA %
FE 59 F 3fho) F&A AHT] J%ﬂﬁiu} ol g4

5~
>

>~

o3

I

o)
#o o+

3

[

ot

rie

&

—382 —



g2
1998;31:380-7

X

¥ 120
W 280
Fig. 2A. CT scan shows the centrally located typical

carcinoid (arrow head) in right upper lobe. 2B: Central
located mass widens adjacént bronchial lumen, so called

’

e’ lephant foot appearance (open arrow).
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Fig. 3. CT scan demonstrates the peripherally located
atypical carcinoid with lobulated border showing intense
postcontrast enhancement(white arrow).

Fig. 4. CT scan shows diffuse irregular and enhanced wall
thickening of the right upper lobe bronchus(white arrow) and
another parenchymal mass in the right lower [obe(double
small white arrows). Pathologic examination revealed an
atypical carcinoid in the right upper lobe bronchus and an
adenocarcinoma in the right lower lobe.
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Fig. 5. CT scan shows the centrally located atypical
carcinoid in the superior segment of left lower lobe(black
arrow). Distal collapse and mucoid impaction secondary to
bronchial obstruction are noted(white arrow).
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Fig. 6A. CT scan demonstrates that the tumor contains
calcification(double small black arrows), low density leison
(large white arrow), enhanced portion{double small white

arrows) with collapse of left upper lobe(arrowhead)
secondary to bronchial obstruction. Pathologic examination
revealed atypical carcinoid with intratumoral dystrophic
calcification and necrosis. B: CT scan shows that bronchial
lumen adjacent to the tumor is not widened , so called flat

meniscus appearance(two black arrows).
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Table 2. Accuracy of preoperative cytohistologic diagnosis

Sputum cytology 0/4* 0/5
0=9)

Fine needle aspiration biopsy 0/1
(n=1)

Bronchoscopic biopsy 3/5 0/3
(n=8)

Transbronchial lung biopsy 0/2

Correct preoperative diagnosis 3/5 0/5

*:Number with slash means Number of correct diagnosis / study
performed
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