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Clinical Significance of Computed Tomography (CT)
in the Diagnosis of Intrapelvic Masses

Toshimichi Kuroda
Department of Radiology, Jikei University School of Medicine, Tokyo, Japan

Research Code No.: 520
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Usefullness of CT in the diagnosis of intrapelvic masses was investigated in 47 proven cases by
using ACTA 0100.

Six standard transverse planes were named as the promontorium plane, the superior anterior iliac
spine plane, the inferior anterior iliac spine plane, the femoral head plane, the greater trochanter
plane, and the ischial tuberosity plane. This denomination greatly facilitated anatomical orientation
and discription ol the intrapelvic lesions.

Intravenous contrast injection is essential in the CT of the pelvic cavity, and non-contrast scan
can be avoided.

The opacified urinary bladder in relation to the mass lesion is important for the diagnosis; that is,
uterine mass is usually located posterior or lateral to, and never anterior to the urinary bladder,
whereas ovarian mass varies.

The diagnostic criteria of ovarian malignancy are based on the recognition of solid component of
tumor. On the contrary, dermoid cyst is given a specific diagnosis by detecting its fatty content on CT.

CT is also effective in the diagnosis of pelvic lymphadenopathy, superior to lymphangiography in
demonstrating the true extent of tumor involvement.

CT is indicated in the confirmation of the echographic ﬁndmgs analysis of various substances

such as fat and calcification, and demonstration of the relationship with surrounding tissues or pelvic

bones.
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Fig. 1 Lateral projection of hysterosalpingogram
and six basic pelvic planes : a. Promontorium pl-
ane, b. Superior anterior iliac spine plane (S.A.
LS. plane), c. Inferior anterior iliac spine plane

(I.A.L.S. plane), d. Femoral head plane, e.
Greater trochanter plane, f. Ischial tuberosity

plane,
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Fig. 2 Normal CT image of I.A.LS. plane,
female.

W, deEnhiE.

v) K : Wl, B, B, mik.

vi) ARERGENTA ¢ BERmARAS, MRl B, A
1.

b s X 5, e oo IE R
BoOBMICE S BB Ao, Bk, TEfy,
7oA, BEOPGEEY AT TGS (Fig.
) L, B, FEEE, BB R BN —
A SRS TH B

SEARP) R B A RE L, AHEo B L

823—(3)

Ik b HZEOFER
AR I 5 .
4. BRECT chITZEHEROES
TTRHEO L AT L5, B
FAEIRZE o CT KA et HiliA+ v v & ¥
%*vVQWﬁ%ﬁjﬁﬁifihtﬁ%x#+;/
(X2 EXBETHL O, = 2Tk OEBHIE
HOBIFCO>WTHRE L, &I hreBEk
NG & OB &, DR O & o BI%

CoWTh Nz THRE L.

(1w &k

R BULBE R~ 4THITH B (Table 1),

BT kL 3 A O R A3 E5E B oD Bl A 2
vV EBEAF v v ERFIECHE L, RiciEY
AF o YOROBE WL RIEE 2L
7o, BIEACR T 5EEAF » YITTKRO X 51
REliE RO, — 1 BfliAS + v LT, &
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Table 1 47 cases of pelvic masses

Ovarlan tumor B( nign :

Malignant :

Teratoma :

Pelvic lymphadenopathy

Others (4)

Vaginal carcinoma with superior

| extension

Cystadenoma
(32) . Endometrial cyst
Cystadenocarcinoma
Krukenberg tumor
Embryonal carcinoma
| Granulosa cell tumor
Dysgerminoma
Brenner tumor
Dermoid cyst
Malignant Teratoma
Uterine mass Fibroid
(8) Choriocarcinoma
Pyometra
Reticulun: cell sarcoma
(3) Metastasis frum cervical carcinoma
Hydrosal p1.x
Retroperitoneal liposarcoma
Retroperitoneal leiomyosarcoma

|
(o%]

= = = = B e O = 00 e e = B e
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Table 2 Evaluation of contrast infusion

| o [+ +2
Ovarian | Benign 5 3[|_5
tumor | Malignant 4 2 4
(32) | Teratoma 9 0 0
Uterine mass ( § ) 4 3 1
Adenopathy (3) 3 0 0
Others (4) 1 1 2

Toal 1) C00%) (528010305

0 : contrast infusion dispensable in retrospect
+1 : contrast infusion indispensable for diagnoiss
+2 : Not diagnosable without contrast infusion

FEEYRIE L LBbhicbo, +2 ; EFA
F o it LTREZMEBESChH-12b .

¥ 7o, FEMEERE RO IRIEE OB T 5
CT LofrEBitranidy, #5, ), EBRIs
LoD 42 TR L.

(2) R

BN D B A+ + RS E & Table 2 1T
R 2476, 0BT b bEEAT » YICR
W LD b o b 0266 (55%),
+ 1 FTebh b A+ + YR RIS
Th-1cbD 9 (19%).F LT+ 2RTibb
BYAE » VOERG OB ERTRTH oD
D326 (26%) THhote. — 1 BT b bHEfl
A%y Vi LTEEAF + vORTIRZIEET
B o THEFIE 1 Bl T o, 45% DIEFIC &R
AF p vOFREARDHR, Lb26%1Tk
TIEEAX » Vic LTREBHEEDS 5\ 11382

AR SR e & MERE Wis9E W8 &

% Lichrd LRish oo b5 2 i, Bk
Vg, BEAF . 2 BRED CT it
PHETHDH E L LD . HE Bk Tk
A%y YOBHEIBRDORIch o120, TDFH
BRI IS S DRIEIC 5 5 72dTH 5.

WieEHAF + vIERTH- T+ 18, +2
Ho21fheonwT, ZOFEMTH - Bl B
L, FOHEA Table 3irmd. b %Sh - oM
vk, S & BEE & OB L <o b D12
Bl TH -t (Fig. ). wH WhAIRZE D BED L
SO o o, Tioh bR OFEMH S 2
it L fclc B X D IEfC it~ &2 B
hichb @ & THhH -1z (Fig. 4), BEfapkh 7wk
DDA TREC I 5 7o b 0 6 F (Fig. 5), [fEH
RO BERIVE Y (BIEE D & T) Al Eh
7zb @ 44 (Fig. 6), K OhoEEs il & h
b 14 (Fig. 1) THoic.

BEAxr vOERATh- BB L LTRSS
Do oD OB A AR e B L5 2 LT
HHH, TR A ST HBEMERE T b
IuvbiFEss, fiov < oo fik iR C
e ohitwboTha. Lbifido
BEWCET AFEIROREREOSIHES®E 2 5 &
HFE LW EBbRA. 128U, EBEOFHiE
BEE B 5\ LR O BEED B DR, SEFC
X o T HITHEENKEY b Z8 ShoX&ETHAH
5.
¥ic, Bifliad s vEEMAL Y v OWE LG
WAF o vORERHE LT, #FAF+ vORT

Table 3 The reason for superiority of contrast scan to plain scan

: . ovarian 5

1) Location of the urinary bladder 12 e
non-ovarian 7
. ovarian 7

2) Thickness of the tumor wall 8 :
non-ovarian 1
Internal structure of the mass ovarian 3

3) (Cysti lid) 6 :
systic or solic non-ovarian 3
. ovarian 3

4) Cystic component of the tumor 4 -
non-ovarlan 1
L. . ovarian 1

5) Tumor within ascites 1 :
non-ovarlan 0
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Fig. 3 Ovarian cystadenoma. Left : Pre-contrast scan. A mass and the urinary bladder are not
recognized separately. Right : Post-contrast scan. A low density mass is present anterior to the
opacified urinary bladder. Normal uterus (arrow) is scen behind the urinary bladder.

Fig. 4 Ovarian cystadenoma. Left : Pre-contrast scan. Right : Post-contrast scan. Solid part within
cyst wall, undected on pre-contrast scan, is well demonstrated (arrow).

Fig. 5 Uterine fibroid. Left : Pre-contrast scan. It is uncertain whether the mass is cystic or solid.
Right : Post-contrast scan., The density of the mass is almost homogeneously increased, revealing
its solid nature.

3, ThbbEMiAF+ Y LTHEfohd L Lishotebld Tha, HHE TN —F kL L
NI CATRYR B D0 E 52 Th it LT THHI A+ ¢+ v EEHEA S« YO 2 - T
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D, A+ » v LT - foiEwwlx 1§ N -
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Iig. 6 Krukenberg tumor. Lelt : Pre-contrast scan. Right : Post-contrast scan. Cystic lesion within

the mass is revealed.

Fig. 7 Cystadenocammoma. Left : Pre-contrast scan. Only ascites is detected. Right : Post-contrast

scan. The lobulated mass with cystic component is revealed.

WA v DN TF L e FRid5
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1T 5 722,5000D 5 6 1 Fhic MEET 235 D
A ET DERA D - 7. 20 L 5 iEEHc
LA mE LBLboTciel, 458
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wAuMﬁbuﬁwn&ﬁUWKf“' HEuvbhTue
LY, FicZ oo BHE O TR L, ®
Mw%m@mﬁmm&¢@$a&%xfﬁL¢N
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DTG Licf§di % Table i, Tk
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(Fig. 9) icfziB L, BEMoRiHehiE Licd o,
FroR e EPHGR AR Sl b DI 1l 7
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Table 4 Mass localization in relation
to the urinary bladder (U.B.)

Anterlor l’osterlm Lalual|N

| pressure
\o 2 [t leffect on

uB. [UB. |UB. [ffe
T o |
| Uterine | . ‘
o o | e 2 o |
i_(__)\:arlan . — — - | — I. — — 1

mass 9 9 |

Fig. 8 Uterine fibroid. A large solid mass is loc-
ated posterior to the opacified urinary bladder,
being a typical manifestation of uterine fibroid.
The low density within the mass represents de-
generation.

Fig. 9 Uterine fibroid. A uterine mass can be

lateral to the urinary bladder.

fE2BERE o B AL 5 WD Ex bhb
s, b TEREEbRS . IR N O
Wi, #®A, didivThcd, @iER Ui
ETAAREE DD, WTFha s bIEPHEA RS
ROBE SFET S (Fig. 10, 11),
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827—(7)

Fig. 10 Ovarian cystadenoma. A large cystic mass
is located anterior to the urinary bladder. Nor-
mal uterus is also identified (airow.

Fig. 11 Ovarian cystadenoma. A cystic mass is
present lateral to the urinary bladder with com-
pression. Normal uterus (arrow) is iden ified
behind the wnnary bladder.

PRI O @ o T CT Z i o T
AL, ke, BlRAY v EERREER T
MR A2 5 o LixdionwEBbh s, F
oicgl CT JEife FIE Bbhi-oT, =
TP TR LA
(D) %Lk
BECR ~TIc T8 5 BT B YNGR 8 4, PNILE
JER320, Ja0 TR Y oAl 3 ] A Rbg b
L, FhFno CT A R#% retrospective [Z#Ef
[P
(2) WL
© FEEEE
TEENER & L'E::, FEMES EEN %
W CT B, IEWFEE TailEE s 5 KB E
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B I MR O GTIER & LTAabhs (Fig.
2) 7%, Zhddik LCuwARE TEiED B
ha. TEOMEPESE LD, FEHEET
AT X 0 EEET s EFEMNI & L TR bR
(Fig. 8), Mpicbex WLy E+52L b
Bont (Fig. 9 fili X v ERT 52 L0,
W R RIS v LiflisnTtEhTths. TE
DL, Eﬁ,"UHHAL rv¥—ic R
T5. P, BERLES Z LI LI LIEAR

B s A, ;hmﬁﬁ%ﬂﬂﬁﬁ'loTWJWKﬂ

E&R Ulev EE SR & LT AR (Fig. 8,
19-2), [EEPNAKIES LELE Rohs FiRT
5 (Fig. 12),

FEsik L TwAEE, FEHEO S

Fig. 12 Uterine fibroid. A solid mass with multi-
ple calcified foci is present behind the urinary
bladder.

Fig. 13 Choriocarcinoma. A solid [mass is present

in the pelvic cavity, but nothing specific for
choriocarcinoma is seen.

HAE MO s £ sl Wis9% W8 w

TRE 0L LT HEREEEE (Fig. 13) #
JeE R e TEOMAE L SH, Blffo 25
CT J:zﬂd“”"‘ L DERNIARFETHBY.
EHIEL TEAMAT AEBEO 1 oTH DS
%,HMHCIt,ﬂ%Tﬁﬁmﬁﬁﬂﬁﬁﬁ
L. 2%, IR Lic T EREMILE— I ERE T
MWio &, TEGBE R Pl e
R REE LGB BB (Fig. 14),

Fig. 14 Pyometra. A large cystic mass with opa-
cified thick wall is present posterior to the uri-

nary bladder.

@) PEILvENER (DRELREED

NG L F 0 Sk, SELEMTH
B, — g A B S < Mk B e
Eha. L LEEEECES TR, Thifho
ESEE 0 PR A 2 58 U C RERE, BHERF, &
Uil ot &b 5 5o 3FT, b
uﬁﬂW@MMioﬁmwaf$%®2%m%ﬁ
XhAE. o THREEREGIEE, BRI
T4 FLIR AL O T FH & RO I FTERER &
Bhhs. HAERGAFESIIREEER SO
Hialoun, IPHIEES 084 % & BERMEIEE A1 b
FEEM T 16 % AR TIE E fows, L Liehs
b, BHET I bR D85 % 13 B A
TL, FOS0% I MEHETH o EVSY. L
Mo T CT o k5 Pflatkh FEEME, O L,
K EHE L - T BbTTHS.

AR E O IR ZE ., SRS DRSS
ETEmEA RS £ <, CT k, iR & RIEcIE
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% (Fig. 10, 11), JE@Eo e FEDHRA TE 72
WA T, BEORTNC RS S 556 IR
EE Bt S . —J, o @I Ebhis
RLEFOMICTEARER TE T, »oiE B
We# i, 5\ IHCH HHE T E HIER
DEEbR S, Fio, Bl Lic X 5 PRIk
W ERCYE A, H5\ i MERETAD £
R R 3w L ATACR
SR B L o SR O BE, B
FHl REIRRIES ThHH5 & w25 (Fig. 3,
10). La»L CT LT EhvwEBEobLTHho
FEkE MBS DR H D, Lavb T haiE

HTh - ToBa, BT TH S, e, CT

RS s, HBVIRTTHE
PO IR OBA LT Lic X 5 1285% DR THE
HThs 25 (Fig. 6, 24-a), FEEHITD %
R B, ERMOWMATHL, H5 V0%
kLT wb (Fig. 7), 7oik BEfBEDS A3 ji
BELTw5 (Fig. 15, 23-a) %o Fr R 235 5 0§
i, EHR EMEAEEbRS . ¥, PO
il A S U TR NV Y I = R 8 I
NTWBY,

FABRERN L 7 D RMI S o febic, CT iz kb
HRANCBT 5 o A AEETH B, CT

B e X YENa P B e ‘034"&7}1 % OB ENatE:

Hi!.;fl_k L-"i |rL.‘5") F)}h, ”I'ﬁ-’H df') 1Fi}| YJ'IIL.

Fig. 15 Embryonal carcinoma. A large cystic mass
is noticed with thick wall. Right iliopsoas muscle
(arrow) is obliterated by the mass, and dilatat-

ion of the right ureter (arrowhead) is also seen.
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whhA, BRI CT |k, KX Db
EEELTABC B, o ETIEN &FH
—DPETHLHLID FERTH LS TEEL
(Fig. 16, 22-a). ZHD 9Fl0 5 5 & FliL Bk,
1 Bl ERE L b DThH - 7ehs, 20 1 FlILE
i&%MLitwqt(ﬁglﬁ Bk dehuLl ot

(@ H ﬂg’ﬁ\] 1 /"ﬁmm;‘\

BN v EEAOBENCIER LD, Vv

SEER B B\ BETNTE (BT,
T) TR TwAED, FalE CT IR 2hx
Xawminote.

=3 — cl‘_' mﬁ

Fig. 16 Dermoid cyst. Fat-fluid level is evident
within the large mass. The fat density within
the mass (arrow) is the same as the density of
subcutaneous fat of the buttocks (arrowhead).

Fig. 17 Malignant teratoma. Small amount of fat

component (arrow) is present in the large cystic
mass, with fat-fluid level. No evidence of mali-
gnancy is seen on the CT.
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CT oFBHEELTIE, (i) Vv &l T
T B EDTE Y VAT (BRI
BEREGE Y VA O RED fiE S T TH
%5, (i) U v g iw«u vAEDOHE, BB

WA Lo ) v I X B K o A o 1
Oz i *j}¢§5ftr£h“14ﬁﬁﬂ4|lﬁ’")) v ASHEHRE OHEH
PERETH B, (i) V) v T ik L
T ) vARIOZ = LS Ehivw o &AL
ELESHDH, CT Tl e XY vAfioLR
AL S 29, (v) ==2—-Xb FH
M s OBGED ‘U”J B WP cEs, (v) ==a2-—
TRV v <R 25 echo-free T, BEfai:H
HEEEVHERHEH, CT TRENES

THLENR S B (Fig. 18-a i d).
—75, CT o fEE LTIE, Vv ASERCEk
TN HiHE 2 ) Voo Bl PSR

HoAREE Sl ) s & HERE B39 W3 &

(d)

Fig. 18 Reticulum cell sarcoma. The CT scans of
5.A.1.8. palne (a) and I.A.LS. plane (b) reveal
extensive bilateral pelvic lymphadenopathy (arr-
ows). Lymphangiogram shows no remarkable
findings (c). On echogram (d), enlarged lymph-
nodes are demonstrated as an echo-free mass

(arrow).

A Laewz LY b bh, Tk
CT T, RIGHDIEAL LT 50 JEERED
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U v AEOERNSmm A fE gif AL SUR R BE S
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6. CT &thpigEE DHE:

RAFRE O BRIMEHRZED 2t CT B4
LIl & D #EiRe: RS (IVP), FEIMEE
% (HSG), FH&Afk&E (Gynecography)  #3E
Wi (== =), FRBIREY (PAG) &25D,
CT #zhbo Bk E WliT5 221 CT o
BRELZSW, FHliT 5 Leolehi s, EEix
ZDHbxa—Lt PAG % CT rHEzL:.

) wp Lk
BEC gi~fe B 5% CT L=z — e Lik
PAG, B2\ 1 33 & &3 AT S hic366l 2 x5
& Lie. SEFIO R IPE REIES 1961 (FER
[E1260, MpRERQT 61D, SPRLTEMEIESS 7 4 (%
IERFE 3B, 70y o v ZJES, BaRHRE,
RIS, RoCIEMIaNE, & 16D, FE58
JE6 G, B ERIE, TERIENE, SRS
&, BEL1PTHD, 20 5% CT L=a—
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PRAT Eieon29], CT L PAG »iEfrxh
TeD22360, 33 & LT X R AER A 166 ©
BHoto.

=2 — 3 L B BE I I EEE SSL-51C
B L. =2 —83300 00 ik BEbE % Foig
25 HTH200ml offikdy 7. PAG |3
Seldinger #:C EEIRDILE T O JEHABIIRAIC
S0~70ml o HI% SHEEAT B HiE T T - i
By, ZHIHEBIR, PIBEER, H5vikTE
Bk DFEREER N2 Tc b 0 dBHOFR IS0
T=.

Hoax 3 ADHEREN CT, == —, PAG
FRZho % retrospective 7.2 S A D
FTTTof. FHPEE & LTk, (A) BEos
#, (B) BEOHYY, (C) EEodR @&
fatk, FEEREE), (D) EFR (E) EEHIE
Wipksr, (F) kRS, (G) Wk, %HEui.
FHIRE, 3 3 IEMIC X <bhd, 2 ; k< bm
%, 1 ;=B b»rd23X #il 2hT iy,
0 ;5 bdbiav, @ 4B L Lz (Table 5), %
o, EEFEPERZE LSRR, PIIRMMER, m
FEY Lo, BEME, M2Z2lokzzos
DOFED LR T B 2 ST, TR

4
;

Table & Score of each modality

: Not delineated
: Only faintly delineated
: Moderately well delineated

w = o

: Fairly well delineated

Table 6 Scoring of CT, ECHO and PAG (1)

CT ECHO PAG
score cases score cases score cases

A, Mass detectability 2.97 36 2.90 29 2.57 23
B. Tumor extent 2.75 36 | 2.66 29 1.87 23
C. Cystic component 2.64 36 2.45 29 1.39 23
D. Malignancy 1.00 10 1.25 4 2.25 8
E. Fat component 2.88 8 0.57 7 1.00 5
F. Tumor origin 1.33 36 2.24 29 2.09 23
G. Ascites 3.00 2 0 1 2.00 2

Qver all 2.37 36 2.39 29 1.95 23
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Table 7 Scoring of CT, ECHO and PAG (2)

CT ECHO PAG
score cases score cases score cases
a, Pathologically
benign 2.59 26 2.40 26 1.91 15
malignant 1.88 10 2.40 4 2.04 8
b. Macroscopically
cystic 2.56 24 2.48 22 1.18 15
solid 1.98 12 2.52 7 2.23 3
c. Angiographically )
hypervascular 2.06 10 2.40 6 2.41 10
hypovascular 2.54 13 2.53 10 1.59 13
d. Of tumor origin
ovarian 2.59 26 2.44 14 1.85 17
non-ovarian 2.00 10 2.36 15 2.37 ]
e. On physical examination
beyond navel 2.25 12 2.58 10 2.04 10
not beyond navel 2.43 24 2.30 19 1.87 13
Table 8 Scoring of CT, ECHO and PAG (3)
CT ECHO PAG
score cases score cases score cases
Uterine fibroid 2.42 6 2.63 6 2.83 3
Ovarian cystadenoma 2.65 12 2.67 12 1.70 9
Dermoid cyst 2.71 7 1.57 6 1.90 2
Ovarian malignant tumor 2.17 7 2.40 4 2.15 5




MAfs44E 8 H25H 833—(13)

2R LT, BRI o i SRR O $ O
Ly EBW LB TH D, ME S EZnE o
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(3F152.39) OFHlis ST T WD L THS.
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{54 Table 8iz/R L, «’é-&@ftié:liﬁ{ﬂ“?-@}-‘ﬂi
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Table 9-a. Scoring in uterine fibroid (Fig. 19)

| eT ECHO. PAG |

~ A. Mass detectability ._:3 ; 3 3
| B. Tumor extent | 3 i 3 3
C. Cystic component BER | 3 3
D. Mailgnancy =0 | — e
E. Fat component ___..l = e
F. Tumor origin | 2] 2 3
G. Ascites — [ = | —
Overall | 28| 28] 3 |

Fig. 19 Uterine fibroid. A large solid mass with
ill-defined low density areas is present on post-

contrast scan of promontorium plane (a). Echog-
ram of sagittal scan (b) reveals that the mass
is originated from fundus uteri (arrow). Selective
left uterine arteriogram shows typical findings of
uterine fibroid, hypervascularity supplied by myo-
metrial branches from the enlarged uterine artery

(o).

i 4% £\~ (Fig. 20, 21, Table 9-b, c.). K
BER IR 7 2w A [fET 5 CT AT
i\ (Fig. 22, Table 9-d). BUMEEMENES <12 3
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Table 9-b. Scoring in ovarian cystadenoma
(Fig. 20)

7 — |
| CT ECHO, PAG |

| A. Mass detectability | 3 3 | 3
| B. Tumor extent | 3 | 3 | I
T C. (Jyslli.(:_glomponent BES |_ 3| o
— Ma-li_ghan_qv_ —— :_ET
1_:: II;aT. compzlem_. = _-_IT

| F. Tumor origin

G. Ascites

[ Overai

Fig. 20 Ovarian cystadenoma. CT scan of 1.A.I.
5. plane reveals a large thin-wall cyst with
homogeneous low density (a). Transverse echogr-
am shows also an echo-free mass (b). The solid
part of adenoma is not identified on either mo-
dality.

HABEZHON B2 B39k %85

# &b I3IE FRRRE o Pl T B (Fig. 23,
24, Table 9-e, f.),

IR 2SI s 1 B = 2 — O BE(li L iR
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Table 9-c. Scoring in ovarian cystadenoma
(Fig. 21)

cT [EcHO| PAG |

A. Mass detectability 3| 3

B. Tumor extent _!_ N

C. Cystic component __| _’i_ _3__
~ D. Malignancy | — | — | —
~ E. Fat component | — | —
F. Tumor origin_ | 0 | 1—‘ 2
A T R

‘ "
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Fig. 21  Owvarian cystadenoma. A large multi-loc-
ular cyst is demonstrated on post-contrast CT
scan of promontorium plane. Ascites (arrow) is
also noticed (a). Echogram also reveals the
cystic mass with multiple septa(h). On selective
left uterine arteriogram, multiple palisade-like
streched vessels from adnexal branches of the
uterine artery are supplying the mass (c).

Burbnwd o EEEELDELR I FHICTLRS
REMETHLLEEBELRLYY. L, KEL
To2WifE &1k T A5 2% . TR
Bk o o TR B GEE B S T < .,

CT o X 5isef@Erifd o ion fENA Y
T T — g WO . F 1, ERIANIENS
W O R EHS REET, JHEBERO 0 EEIMEL-,

T LA BRI ASEA: It = = —% %54k

Table 9-d. Scoring in dermoid cyst (Fig. 22)

CT ECHUi PAG

A. Mass detectability | 3 2 1
[~ B. Tumor extent a4 . 2 - 1
. C. Cystic component 4 2 B 1
D, Mallgnancv - - -

" E. Fat component 3|0 2
_I_?@;r (_)rlgin | 1 3| 2 |

G. Ascites | — o — |
~ Overal | 26| 2.0/ 1.4/
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Fig. 22 Dermoid cyst. A round fat density mass
is noticed on pre-contrast CT scan of I1.A.I.S.
plane, pathognomonic of dermoid cyst (a). It is

demonstrated as highly echogenic mass (arrow)
on echogram (b). On conventional radiogram
(c), a round fat lucency with so-called capsule
sign is seen (arrows).
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5 e b TR OIS L EICEHS - L2h D
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Table 9-e. Scoring in embryonal carcinoma
(Fig. 23)
CcT !ECHO PAG

3 3 3

—CCY';U(‘ component |_3—_“3__ 1
"~ D. Malignancy | 2 | 1 | 3
| E. Fat component | — | — | —

F. Tumor origin ’ I 0 [ 2 3
G. Ascites . I_ — ==
| Overall 221 241 2.6

HoAE RO e s W89% He 5

©

Fig. 23 Embryonal carcinoma. A large mass with

multiple irregular low density areas is noticed
on post-contrast CT scan. Dilatation of the right
ureter (arrow) is also seen (a). Similarly, com-
bination of multi-locular lesion and solid lesion
is suggested by echogram (b). The mass is fed
by markedly enlarged right ovarian and uterine
arteries, with irregular neovasculatwre on pelvic

angiogram (c).

Wi % echo-free Jofifify & LCHiH S, %
LOENIATRE L L B (Fig. 18-d), L
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Table 9-f. Scoring in Krukenberg tumor
(Fig. 24)

CT ECHO PAG |

A. Mass detectability 3| 3 3
B. Tumor extent 3 ! 3 2
C. Cystic component 3| 2 2
D. Malignancy 1| 1 3
E. Fat component el -
F. Tumor orign 2 | 2 3
G. Ascites - — -
— Oveall | 24 22 2.6

(b
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Fig. 24 Krukenberg tumor. A large cystic mass
with thick wall is seen on contrast CT scan (a), as
well as on echogram (b). The mass is supplied
by markedly enlarged right ovarian and uterine

arteries with tumor stain on pelvic angiogram.
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