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Abstract

The major and minor fissures of the right and the major fissure of the left were evaluated with
thin-section vertical and oblique CT in 27 patients. Thin-section oblique CT, a new method with the
gantry angled cranially 25°, enabled clearer identification of the major and minor fissures than was

possible with thin-section vertical CT.

We except that the evaluation of the relationship between an interlobar fissure and a tumor will be
more accurately made using thin-section oblique CT than with thin-section vertical CT.
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Table | : Visualization of major and minor fissures on
thin-section vertical CT and oblique CT in 27 patients

right major fissure

line(x) band(x) (= )x)

v o v (o] v (o]

I lcarina) ] 72 84 24 8 4

Il {internedius) 44 88 56 12 0 0

Wi ibasal bronchus) 52 100 48 0 ] 0
left major fissure

line(x) band(%) (- )ix)

v (6] v a A (8]

1 (carina) 52 96 43 o 4 4

Il {internedius) 61 87 30 9 9 4

W (basal bronchus) 61 91 35 4 4 4
right minor fissure

line(x) band (%) t-)x)

vV (o] v (o] v (8]

Il {intermedius) /] 25 85 65 15 10

W (basal bronchus) 10 25 60 55 30 20

Note. V : Vertical CT. O : Oblique CT

# line, band, (=)D 3 DIZHELz, T4bb
line 1&, EKIAMLFRIRD L D, band I3BHAH
Waakobo, (- ettt
EHL, —EaT O AR LE S0 s hiud
band &£ L7z, & 5XATELFEOHRS, —H ST
bl a i line % i3 band & L7z,
FRTReNEOMEREIC O VWTY EakiL72 3
DO LUV IZ BT vertical scan, oblique scan

DER THHBE 2RO L 72,0
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Table 2 : Frequency of incomplete major and minor
fissure as seen on thin-section vertical CT and oblique

CT scans
right major fissure(25cases)

V(%) O (%)
I(carina) 56 40
I(intermedius) 14 24
E(basal bronchus) 44 20

left major fissure(23cases)

vV (%) O (%)
I{carina) 52 26
I(intermedius) 39 35
B(basal bronchus) 43 30

right minor fissure(20cases)

VvV (%) 0 (%)
I(intermedius) 55 35
E(basal bronchus) 60 40

w R

rt. MF TiZ, vertical scan(Z& % line LT
DHEBERE LRV TEREFN 8 %, 44%, 52%
TdH > 72D X L oblique scan T, ZNEFNT2
%, 88%, 100% %7~ L7zs —7, band & L TDH
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1% oblique scan #7354 Z 12 LD band &
L TOMHEZHA L, line & L ORI LR
L7z It. MF 22D W T & ZIZAEROERBE S I
yri



Fig. | : Left major fissure at carina level on thin-
section high resolution CT

(a) On vertical CT scan, left major fissure(arrows) is
seen as a band.

(b) On oblique CT scan, left major fissure(arrows) is
seen as a line.
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Fig. 2 : Right major and minor fissures at intermedius
level on thin-section high resolution CT

(a) On vertical CT scan, although right major fissure is
seen as a line, minor fissure is not seen.

(b) Obliqgue CT scan shows an incomplete minor
fissure(arrows) seen as a band.

Fig. 3 : Left major fissure at carina level on thin-

section high resolution CT
(a) Vertical CT scan shows an incomplete left major
fissure(arrows) seen as a band.

(b) Oblique CT scan shows a complete left major
fissure(arrows) seen as a line that extends to the left
pulmonary artery.
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Fig. 4 : Comparison of vertical and oblique CT scans in
the imaging of lung cancer(adenocarcinoma) in the right
upper lobe.
(a) On vertical CT scan, the minor fissure appears as a
band, so that it is difficult to evaluate accurately the
relationship between the minor fissure(arrow) and the
tumor,
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(b) Although the minor fissure is seen as a band on

obliqgue CT scan, it is more sharply defined than on

vertical CT scan. Thus it can be determined whether the

tumor has invaded the minor fissure.
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