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Thin-Section Computed Tomography of the Normal Minor Fissure
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The minor fissure was studied with thin computed tomographic (CT) sections (2 mm thickness, 3
mm interval) in 50 patients. It showed high density line or area in all patients. In nine patients CT
sections were not obtained through the all region of the minor fissure. Of other 41 patients the fissure
was complete in 12 (29%), slightly incomplete in 18 (44%), half incomplete in 7 (17%), and considerablly
incomplete in 4 (10%). The upper surface of the middle lobe appeared to be upwardly convex in all 50
patients. The location of the higest portion of the minor fissure was hilar in 12 (24%) of 50 patients,
medial 1 (2%), anterior 0 (0%), lateral 8 (16%), posterior 3 (6%), dorsal 10 (20%), central 12 (24%), others 2
(4%), and indeterminate 2 (4%). The minor fissure was higher medially than laterally in 22 (44%)
patients, and higher posteriorly than anteriorly in 40 (80%) patients. The lowest portion of the minor
fissure was anterior in 20 (40%) patients, lateral in 4 (8%), and posterior 3 (6%). The anterior vein of the
anterior segment of the right upper lobe (V3b) came in contact with the minor fissure in 20 (40%)
patients. In 18 (90%) of these 20 patients minor fissure medial to V3b was incomplete partially. Three
dimensional reconstraction image of the minor fissure improved understanding of the anatomy.
Familiarity with the anatomic detail of the minor fissure and with variations in the relationships of
the upper and middle lobes is useful in localization or extension of a lesion.
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Fig. 1 CT scan of a minor fissure (small arrows).
The higest portion of the middle lobe (ML) is
located at the right hilus. The minor fissure
(small arrows) is a semicircular high-attenuation
line. V3b (V) comes in contact with the minor
fissure. The upper lobe (UL) and middle lobe
(ML) are fused medially (large arrow). The
major fissure (arrowheads) is visualized as a
white line. LL=Ilower lobe.
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oo 7\ mf 121261 (4161929%) T #H - 7= (com-
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D31/2R T k1861 (44%), 1/28EEw 741 (17%),
12X b REWHENT 46 (Q0%) THote,

3 ik
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CT scans of a minor fissure (arrows). (a) The highest portion of the
middle lobe (ML) is medially located in contact with the right side of the heart.
Cross sections of vertically oriented distal branches of vessels within the upper
lobe (UL) are seen. (b) On scan obtained a lower level the minor fissure
(arrows) expands laterally. LL=lower Jobe.

Fig. 2
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Fig. 3 CT scans of a minor fissure Carrows). (a) The highest portion of the
middle lobe (ML) is laterally located in contact with the thoracic wall. The
minor fissure (arrows) is a triangle. (k) On a lower section the minor fissure
(arrows) is anterior and posterior white lines, and in contact with the major
fissure (arrowheads). The middle lobe is located between the two white lines.
(¢) The caudal portion of the minor fissure (small arrow) is oriented sagitally,
and incomplete (large arrow). UL=upper lobe, LL=lower lobe.

Fig. 4 CT scan of a minor fissure (arrows). The
highest portion of the middle lobe (ML) is poster-
iorly located in contact with both the major fisure
(arrowheads) and the lateral thoracic wall, The
minor fissure (arrows) is semicirular. UL=upper
lobe, LL:=lower lobe.
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Fig. 5 CT scans of a minor fissure (arrows). (a) The highest portion of the
middle lobe (ML) is dorsally located in contact with the major fissure (arrow-
heads). The minor fissure (arrows) is a rectangular high-attenuation area
surrounded by a low-attenuation zone. (b) The minor fissure (arrows) is a
band like an eggplant. The major fissure (arrowheads) is incomplete. UL=

upper lobe, LL=lower Jobe, V=V3h.
" q
"‘ML
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Fig. 7 CT scan of a minor fissure (arrows). The
location of the highest portion of the middle lobe

Fig. 6 CT scan of a minor fissure (arrows). The (ML) is medial and central. The minor fissure
highest portion of the middle lobe (ML) is cen- (arrows) shows an irregular white line and band.
trally located in the upper lobe (UL). The minor The upper surface of the middle lobe is slightly
fissure (arrows) is a circle. uneven. UL=upper lobe, LL=lower lobe.
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Fig. 9 Diagram and numbers of the highest por-

Fig..B CT scan of a minor ﬁssure. (arrows). The tions of the middle lobe (/) and the minor
minor fissure (arrows) shows an irregular shape. fissure (— -— —). The middle lobe (H) is located
ML=middle lobe, UL=upper lobe, LL==lower

at the right hilus, M medially, A anteriorly, L
laterally, P posteriorly, D dorsally, and C cen-
trally. Numbers in parentheses are percentages.
UL=upper lobe, LL=1ower lobe.

lobe.

2060 7=, D 5 B18HIT V3b o Pl o
mf CfErDRENH BN (Fig. 1).

6) =&k THEE Bl Ehic, mf OFHATEAF DS L 2R

ZRTEEE mf OREEET 20180 T B mBEDEIH 2 /R U (Fig. 5a, 8).
» -7 (Fig. 10, BB X b 72 Shvic mf @A D, BRIR, %ﬁt?ﬁ
I, &% &= EOMBRD LS XERTHARBOSZ—KDH

mf X thin-section CT TIREWINE & LT4 B %7~ BRNCIR 2 B icoh THaRE, O,

Table 1 The Minor Fissure Seen with Thin-secion CT (n=50)

. 1pl

(«.I.“f(ﬁit'&% Complete = Incolr:; ete o Indeterminate*1 '153/(53‘[
Hilar 4 5 1 - 2 12 24
Medial — — — - 1 1(D
Anterior — - - — - 0Co
Lateral 3 1 1 2 1 8 (16)
Posterior 1 1 - 1 — 3C6)
Dorsal 2 4 1 - 3 10 (200
Central 1 7 3 — 1 12 (24)
Others*2 1 — - — 1 2 (4)
Indeterminate*3 — - 1 1 - 2(4)
Total 12 18 7 4 9 500100)

*1 Completeness wasn't determined due to incomplete scan.
*2 Location of the highest portion of the minor fissure was medial and central.
*3 Type wasn't determined due to incompleteness.
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Fig. 10 Three dimentional reconstruction images of the minor fissure. Fig. 6
shows the CT of this case. The minor fissure is red, the lung white. (a) The
reconstruction is a transparent image of the minor fissure and the lung, and is
viewd from anterior and superior to the minor fissure. (b) The reconstruction
is viewed from right oblique and superior to the minor fissure. (c) The recon-
struction is a transparent image of (b).

A TEOEMBIE CKERMZD I mf 23EL, 12
74 AHTmf BER L EFUC_RAbhbZ &
L 55 (22144%) (Fig. 3b), % 7= mf o—¥o
RIBIZL >TH1AFAATTAD mf HED
bhn (64112%). mf O FEECERIRL TR
Hbh, HEMMMETEL 7, & OERIRE
Emf 0ETH LRELOHST, Kool
BN ELZMAER S LTHiHEh B, b3
T8, FELHO mf OFEETRMEIZEEICE
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L, CT TIRERIE A 2 52, Proto 5 X 5 &
10081 > A 5 4 A E10mm @ CT T mf (252%C
BdbNT, URHBI=ATF0EMNELE, &Y 8%
AL L IR oEMER L LTt S h
tz. Z OEMEE % Goodman H2X right mid-
lung window & FETF, 504592% TRBH T 5,

SARE B4 TTHIH93.5% THRIE- AT s & 0 ik
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LS BERROBRIUEE LTRED, m30o—H
3L REMRERL K,

FBO-mf, oF b LELHELORED
b DILEERBITIR29% T, TI%EAEHD R
\AFES biic (Table 1, Fig. 1, 3c). &i8ix
mf OPIRIEE A% D> - 7o, Medlar™ (28041, 20045
Tmf KRB e LH37.7%, $5LTF o KB\
35.2%, EGLERIT 1% TH ot EHEL T
%, Yamashita®iz. X % & 14047 o EE ¢ K855
7t mf 2323.5% 7, mf g Wb bhicv3 o
1X0.7% (16D Thot, BEDKIEH37.2%,
A0322.1%, 2/30R187316.5% THh - 7. Ber-
kemen H®Z thin-section CT TKIE#T72% % 7
7z,

mf FLFBRACHTH %, L IHITER
EoM A 7D bt (Fig. 7). Raasch 215§
fhzh336l, FHE 441, MOFITHH, Berkmen
LY EFIEAC Y L @EL T35,

mf OB FEAUIT LT (24%) b L < ixshk
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DX D b hisd -7z, Berkemen 5% mf @
thin-section CT &% 2 2 588 L 1. BB o
MESARD S 0% 18 (78%), Ao d 0% 11
#(10%) &L, FichiAfl%z 1A (6 %), HAo
ZIIA (3%) &L, [®ixFE«ofcyy,
SOOI, Flo—HExEs, ROME S
Ko do s, IA BXiiRs X OWA, Alo
—HCHE I 7w, B, TTA BB ds
KOS, ERlo—HTchh, BROAIOMELSP
TEV, Baohgac {57k a8, En
MAEZTHELTWDEEbLRS,

mf ORFEBEIAUTRL b &< (44%), Fihik
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@ thin-section CT #IE%® 1 % (5B, 328%) Tl
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fTLfe, MBIZ X % mf Ok oKk X 2k
mofe, EbLoBHEd mf REMC R EE
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é’jih Z) 10)13).
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TLTBZERRBY 2B 2 CHERTH A,
— i mf OEIHE < B EV- 0T, CT T
mf OFREPECHEMUL LECHLZ L 1S
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LRBETH S, mf BB ThsoT, CT T
mf THE hic#orhETH 2 (Fig. 6). Bl
MoOBE &SN, 51&oh, EPE L OTHEN:
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