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Fig T Tumor size measurement. The measurement is obtained on the
axial slice that demonstrates the tumor’ s largest diameter; in this
case, the largest diameter is 4 cm. The short axis perpendicular to it
is 3.5 cm. Tumor ranged in superior to inferior orientation from bed
position 197 to 149 (197-149=48 mm) and thus the superior to inferior
dimension is 4.8 cm. Thus, tumor size should be reported as 4.0 cmX
3.5 cmX4.8 cm, with the last measurement representing the superior
to inferior dimension.
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Tab 1 Documentation of primary tumor characteristics
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Tab 2 Documentation of involvement of surrounding structures
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Fig 2 Schematic and computed tomography (CT) examples of contour. A, Smooth contour. B, Smooth contour conforming to the mediastinal

structure the lesion abuts without evidence of lobulation. C, Contrast-enhanced chest CT (soft tissue window) showing a tumor that conforms

to the mediastinal structure it abuts. D, Lobulated contour with single sharp notch. E, Contrast-enhanced chest CT (soft tissue window) showing
lobulated tumor due to the lateral sharp notch (white arrow) whereas medially the contour is smooth and conforms to the shape of the adjacent
mediastinum (black arrowheads). F,Lobulated contour with multiple lobulations. G, CT image of a multilobulated tumor extending into lung

parenchyma (white arrows point at lobulations).

i AESEIRRILFTE O 2011 by the International Association for the Study of Lung Cancer & #IiF .,

FA, MR - N ARNZIE CT 8 LR ) A% s 23 e
B (&) o

3.2 fE MR T RN IMLAL . FR 7ML Sy B,
BLEeR LT Bl R, SR BN .

3.3 5 HahZal Ot LBl Rt
LTINS 8= {0y s wii M e 29 A 1B A sy sw A R S ET O
HAEARIEIR—B pHREIA—DEZ A7,
BN (E2) o

3.4 WE W] RO — s — . AK—
B RETEAE R BN MR N R B, D% A L
AL . SR T DL R S B A — e, R
BEAZE I N THEsR I (E3) o BEVERaIRE RN
TR — KRR, B S e e, Syl
AL . BERE RIS R e e 0 o —
AR

.|

H

3.5 b AEMEAESAL, ARIZRE . sk SO
Rk, R SBRIERA G BT AR . AR E AR
Wl —F%, WEE s R, AR A N 3 5 50 5 o
AR 2 (El4) .

3.6 JFY\RARN RIS N E Mg 5008 F A RRIE
e, G R Iohgg o AR s 52 S8 P SRy e i)
AR T o X2 i vl RN 1 RSN . e 55 O\
M R TCHg TSR BR, KA A 2 i 45 JH L9\ b i
i, RNREPEE B RIE, A REE A JE AR 7 2
i (Kls) .

3.7 Mg HEfih>S0% M NRRLER R T ARSI S 1 — 2L
P, NI A Bl (TCRRIZ ) i R
FIESH (E6)

3.8 HEERILME mAEZRRDI, (Ha] R HHAR
REMERE (E7) o GBI AEOLRT, R i

e 2% s

www.lungca.org



+ 86 o [ iR 2% A 20144 2 ] S5 175 45 2 00

Chin J Lung Cancer, February 2014, Vol.17, No.2

3 BE. WEEECTER, Mailk TR ERRERMRE, &XFRAm
BHEMIEERPHE,

Fig 3 Attenuation. Contrast-enhanced chest computed tomography
(CT) (soft tissue window) of a heterogeneous thymoma at the level
of the pulmonary trunk. Arrows point to two of the many small low
attenuation regions within the mass.
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Fig 5 Infiltration of mediastinal fat. Coronal oblique reformatted
contrast-enhanced chest computed tomography (CT) (soft tissue
window) shows the thymoma (T) with infiltration of surrounding
mediastinal fat (black arrows). Notice that the attenuation of the
mediastinal fat further away from the tumor (arrowheads) is lower
than thatimmediately adjacent to the lesion.
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Fig 4 Calcification. Contrast-enhanced chest computed tomography
(CT) (soft tissue window) at levels set between bone and mediastinal
window. Curvilinear high-density regions (black arrows) are due to
calcifications as they do not conform to the expected morphology of
an opacified blood vessel, and most are of higher attenuation than
opacified blood in the left atrium (LA) and ascending aorta (Ao).
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Fig 6 Abutment of vessels. Contrast-enhanced chest. (CT) (soft tissue
window) demonstrates the thymoma (T) nearly completely encasing
the right brachiocephalic vein (white arrow), whereas only abutting
about 30% of the aorta (A) circumference. Arrowhead: contrast filled
collateral vein.
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Fig 7 Vessel invasion. Contrast-enhanced chest computed
tomography (CT) (soft tissue window) at the level of the pulmonary
trunk (P) demonstrates a thymoma in the anterior mediastinum
(arrowhead) with direct invasion (seen on a more superior slice) into
the superior vena cava (white arrow). Note soft tissue attenuation of
the intracaval mass similar to that of the primary tumor.
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Fig 8 Lymph node enlargement. Contrast -enhanced chest computed
tomography (CT) (soft tissue window) at the level of the aortic arch
(A) demonstrates the thymoma (T) and adjacent mildly enlarged
ipsilateral mediastinal lymph nodes (white arrows). At surgery, no
malignancy was found within these lymph nodes.
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Fig 9 Pulmonary parenchymal involvement. Contrast-enhanced chest
computed tomography (CT) (soft tissue window), at the level of the
right pulmonary artery (rp), shows a thymoma (T) compressing the
middle lobe bronchus with resultant atelectasis of the middle lobe.
The atelectatic middle lobe is seen between the tumor edge (black
arrowheads) and the right major fissure (white arrows). It is difficult
to determine whether there is direct tumor invasion into the lung
parenchyma at this site. Note the associated right pleural effusion (e).
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Fig 10 Phrenic nerve involvement. A: Posterior anterior chest radiograph of newly diagnosed thymoma demonstrates a large mediastinal mass

(M) with associated elevation of the left hemidiaphragm (arrowhead). B: Contrast-enhanced chest computed tomography (CT) (soft tissue

window) at the level of the left pulmonary artery (L) demonstrates the thymoma (M) abutting the entire left side of the mediastinum anterior to

the hilum, this location is in the expected course of the left phrenic nerve.
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Fig 11 Pleural and ulmonary metastasis. Contrast-enhanced chest
computed tomography (CT) (lung window)demonstrates the
thymoma (T) abutting the pulmonary trunk (*). There is a pleural
metastasis within the left major fissure (PM), a left pleural effusion
(e), and a pulmonary nodule (black arrow) surrounded by lung.
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