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CT Diagnosis of Synchronous Multiple Primary Lung Carcinomas
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Two patients with synchronous multiple primary carcinomas of the lung are presented. In both
cases, preoperative thin-section CT was able to demonstrate small lesions in detail, whereas
conventional tomograph could not demonstrate small lesions in the subpleural region. In the very
small lesion (3 X 5 mm), some characteristic features of primary lung cancers were observed in
thin-secton CT images. Patients with multiple primary lung cancers have a good chance of surviving
for a long time after resection, therefore it is very important to differentiate multiple primary lung
cancers from intrapulmomary metastasis or metastastic lung cancers. Thin-section CT is useful in
disclosing multiple primary lung carcinomas, however, histopathological confirmation is mandatory

for final diagnosis.
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Fig. 1 Case 1; A 60-year-old man with double
primary lung cancers. Chest radiography shows
ill-defined shadow of incresed density (arrow) in

the right upper lung, and ill-defined nodular
shadow (arrowhead) in the right lower lung.
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Fig. 3 Case 1; (a), Preoperative thin-section CT
shows lobulated mass with irregular border and
central cavitations in the right upper lobe. Pleu-
ral indentation is nicely demonstrated (arrow).

2b (b), Preoperative thin-section CT shows lobulat-
Fig. 2 Case 1; (a), Conventional frontal tomo- ed nodule with illdefined margin and pleural
graph shows illdefined lobulated mass (arrow) indentation (arrowheads).

with central cavitation in the right upper lobe.
(b), Conventional tomograph shows ill-defined

lobulated nodule with pleural indentation (arrow- BURIE | BFI614E 2 AEX b, MUEIAHEL,
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Fig. 4 Case 2; A 65-year-old man with quadruple
primary lung cancers, Chest radiograph shows
ill-defined mass shadow in axillary portion of the
right lower lung.

Fig. 5 Case 2; (a), Conventional frontal tomo-
graph shows homogeneous mass shadow with
convergence of peripheral vessels (arrow) in the
right lower lobe. (b), Conventional tomograph
shows irregular shadow with convergence of
peripheral small vessels (arrow hesds) in right
upper lobe. (c), Conventional tomograph shows
small nodule in the interlobar fissure (curved
arrow),
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Fig. 6 Case 2; (a), Preoperative thin-section CT
shows illdefined homogeneous mass lesion adja-
cent to interlobar fissure and visceral pleura. In
the interlobar fissure, very small nodule with a
notch (arrow) is demonstrated. (b). Preoperative
thin section CT shows ill-defined inhomogeneous
nodule with pleural indentation (arrowhead).
(c), Routine CT demonstrated small nodular
shadow adjacent to the visceral pleura (arrow-
head).
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