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Fig. 6. Squamous carcinoma, eroded into right pulmonary artery. 
A. Transverse MR image, TE 30 msec, TR 500 msec. There is irregularity of the posterior wall of the right pulmonary artery, 

representing tumor invasion (arrow). 
B. Photograph of right pulmonary artery shows the site of perforation (arrow). 

This study is limited by the CT enhancement 
technique used, namely 50 ml bolus followed by 
100 ml drip infusion vs. rapid bolus dynamic 
scanning at preselected levels. The latter tech-
nique would undoubtedly have improved CT 
results relative to MR. Nevertheless, MR remains 
an easily performed examination capable of pro-
viding excellent vasculature-tumor discrimina-
tion without contrast enhancement and its asso-
ciated (albeit small) risks. 

CT has previously been found to be more 
useful than conventional linear tomography prior 
to laser photoresection for lesions of the distal 
trachea, carina, and proximal bronchi.13 CT's 
main advantage over linear tomography is the 
ability to differentiate vasculature from tumor in 
the resection area. We think that MR, where it 
is readily available, is an appropriate first imaging 
modality for evaluating the relationships of the 
tracheobronchial tree and vasculature prior to 
laser photoresection. Transverse MR imaging 
can define tumor relationship to vessels. Coronal 
imaging shows the trachea and mainstem bron-
chi, and surface coil technology allows imaging 
of the proximal trachea. If MR is not readily 
available, or if cardiac arrhythmia or patient mo-
tion preclude diagnostic MR imaging, then con-
trast-enhanced CT evaluation would be the mo-
dality of choice. Further studies are warranted to 
define the exact roles of MR and CT, as MR 
software and physiologic gating and CT dynamic 
scanning improve. 
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Commentary 
Herbert P. Wiedemann, M. D., Department of 

Pulmonary Disease, The Cleveland Clinic Founda-
tion, comments: Endoscopic laser photoresection 
is an important new technique in the manage-
ment of selected patients with central tracheo-
bronchial obstruction. Laser therapy is most fre-
quently used for the palliation of airway occlusion 
resulting from bronchogenic or metastatic carci-
noma, although benign lesions are occasionally 
treated as well. 

Not all airway obstructions are amenable to 
laser photoresection. The ideal lesion for such 
therapy is an exophytic endobronchial mass that 
compromises the lumen of an otherwise normal 
airway. In contrast, laser photoresection may not 
be efficacious when the airway is narrowed due 
to submucosal infiltration or compressed due to 
an extrinsic mass. Inspection of the tracheobron-
chial tree via flexible bronchoscopy is usually 
sufficient to evaluate whether laser photoresec-
tion is warranted. 

As outlined by Ross and colleagues, computed 
tomography and magnetic resonance imaging 
may provide important ancillary information in 
patients being considered for endobronchial laser 
therapy. In order to minimize serious complica-
tions during photoresection, it is important to 
have prior knowledge regarding two anatomic 
considerations: the location of large central blood 
vessels that may lie in close approximation to the 
lesion, and the extent and direction of the airway 
lesions in those instances where the lumen is so 
narrow that the distal anatomy of the lesion can-
not be visualized with the bronchoscope. 

The authors think that magnetic resonance is 
generally superior to computed tomography for 
this purpose, since magnetic resonance produced 
better delineation of vascular structures and pro-
vided images in many planes, including the sag-
ittal, coronal, and transverse. However, magnetic 
resonance images were more often nondiagnos-
tic, largely due to motion artifact. This might be 
expected to be a frequent problem in dyspneic 
patients with critical degrees of upper airway 
compromise. 

This study does not show that pre-laser imag-
ing techniques reduce complications (there is no 
control group), nor does it conclusively demon-
strate the advantage of one technqiue over the 
other. Only one serious complication of laser 
therapy occurred (death by exsanguination); nei-
ther computed tomography nor magnetic reso-
nance showed the tumor invasion of the right 
pulmonary artery that was subsequently demon-
strated at autopsy. The retrospective analysis of 
the magnetic resonance image showed "subtle 
irregularity of the posterior right pulmonary 
artery." 

Although definitive conclusions are therefore 
not possible, the authors do provide a cogent and 
balanced discussion of the relative advantages of 
computed tomography and magnetic resonance 
in the evaluation of intrathoracic pathology in 
general and obstructing airway lesions in partic-
ular. Their comments and recommendations are 
of interest to physicians who use laser therapy, as 
well as to all others who evaluate diseases of the 
thorax. 

 on September 17, 2024. For personal use only. All other uses require permission.www.ccjm.orgDownloaded from 

http://www.ccjm.org/

