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MR Imaging of Sinonasal Cavity
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oM M2t (mucinous gland duct) 2 HAMZ ZMSHCH HAUR2 10%UHAM AT
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B2 AIZ2ES oY, ZESE Sof S U2 D22 = AL CT N HHS
g(mucoid attenuation)2= Hoto| 2FSAES 20| 2tEHS wHED SKXX0|
ddD® 0 3EE 20/H 0. MROIA ==2&0| YD Aol 240 Ho T12
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Fig 2. Coronal postcontrast CT scan(A) shows bony destruction on the superior wall of right frontal
sinus and enhancing pathology in the right frontal and ethmoid sinus. Coronal T2 weighted
image(B) reveal homogeneous bright signal intensity throughout the right nasal cavity, ethmoid sinus
and frontal sinus. This finding can confirm this lesion is inflammatory condition even though it
showed broken bony wall of right frontal sinus. On Gd-enhanced T1 weighted with fat suppression,
the lesions show multiple linear increased signal intensity representing the mucosal surface of the
polys and intervening low signal intensities caused by water content of polyps. Polyposis involving
right right cavity, ethmoid and frontal sinuses.
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Fig. 3. Coronal T1 weighted(A), T2 weighted(B) and Gd-enhanced images show multipie sinonasal
polyposis. On T1 weighted image, there are areas of low, intermediate, and high signal intensity
throughout the lesion. Most of the lesion shows bright signal intensity on T2 weighted image.
Notice the linear mucosal surface enhancement on post contrast study. These findings are typical
for the diagnosis of polyposis.

HMZ(Mucoceles) HelstHoz AII2 85 U= MUY 2HIS2Y 20 Uses A
o2 HAMMENOZE RHISO0! HMEN 2 8o MEHO LoLise A=,
HALER FHol= BI|Jt e BHUOIR HEE BHIS =, H A4s9 L))
OICH. ZURO 66%= TS 25% = AEZS, 10%cs A4S, OlF =84 ¥
S8 EYSHH CTUA =2 2 SFESH 1 8892z 20|12, =9 222 M
40| Sttt MROM ZARe Hd2& R UHE =<0 et CHESHA
UM BB EESH BEHISY Z2 ds ATE HQITHfig. 3, 4). MROIA XA
E FO 2HIES Y0 =¥ SN HAHAR ZFSLE Bt

Fig. 4. Coronal T1 weighted image(A) shows an expansile left ethmoid sinus mass with
homogeneous high signal intensity high signal intensity and this lesion becomes low to intermediate
signal intensity on T2 weighted image(B). These signal intensity was due to the macromolecular
protein concentration. Left ethmoidal mucocele.
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Fig. 5 Coronal T1(A), T2(B), and axial T2(C) weighted images show an expansile
mass in the right frontoethmoidal sinus. This reveals central homogeneous bright
signal intensity and peripheral less high signal intensity on T1 weighted image. T2
weighted images show central intermediate signal intensity with surrounded by high
signal intensity. Those findings are reflecting different protein content. Frontal sinus

mucocele.
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t & (orbital subperiosteal abscess), 7= & 2 (retrobulbar abscess), Aldl
neuritis) S0l Z=ciE = UACHfig.6). Xl T (lamina papyracea)0l D Al
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== B= U= £X0 ot E (orbital apex)2 2 AISH= 0= 226X
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Fig 6. Coronal T1(A), T2, and axial Gd-enhanced T1(C) weighted images show periosteal
abscesses on the medial and superior wall of the left orbit caused by left ethmoid sinusitis. On
axial image, preseptal cellulitis and proptosis are demonstrated. The ethmoid sinuses are most
often implicated as the source of infection for orbital complications. The thin lamina papyracea and
the anterior and posterior valveless ethmoidal veins allowing rapid access of infection into the orbit.
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Fig. 7 Two cases of Aspergillosis. A. Coronal T2 weighted image shows an area of dark signal
intensity in the region of right middle meatus, It can be either desiccated mucous plug or
mycectoma. This case was confirmed as as aspergillosis of the right nasal cavity.. B. Another case
of aspergillosis of right maxillary antrum. Coronal T2 weighted images reveals irregular low signal
intensity area in the right maxillary sinus. It showed calcifications on CT. Pathology on right
maxillary sinus was confirmed as aspergillosis. Left maxillary sinus also shows central low signal
intensity, it was high proteinaceous mucous plug and no evidence of fungal infection was found.
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Fig. 8 Axial T1(A), T2(B), coronal T2(C), and coronal Gd-enhanced T1 weighted

image show mass in the right posterior ethmoid and sphenoid sinus which was found

incidentally on the brain MR. The mass shows relatively homogeneous intermediate

to high signal intensity on T2 weighted image and inhomogeneous enhancement on

postcontrast study. It was confirmed as undifferentiated carcinoma.
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Fig 9. Antrochoanal polyp. A. Axial T2 weighted image nicely demonstrates the
polypoid mass in the right maxillary antrum is extending into the nasal fossa
through the accessory ostium. It shows relatively homgogeneous bright signal
intensity, pathologically reflecting pseudo cystic degeneration, edematous submucosal
connective tissue, and hypocellularity. B. Axial Gd-enhanced T1 weighted image

reveals peripheral rim enhancement of the antral and nasal component.

A B

Fig. 10 Sphenochoanal polyp. A. Coronal T1 weighted image shows polypoid mass
in the posterior nasal cavity with intermediate signal intensity. This lesion is
continued to the left sphenoid sinus. B. On coronal T2 weighted image, the nasal
component shows homogenous bright signal intensity and less bright signal intensity
of sinus component is noted, probably due to less water content of the polyp in the

narrower sphenoid sinus.
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Fig. 11. Inverted papilloma. Coronal T2 (A) and coronal Gd-enhanced T1(B) weighted images
showing a mass in the right nasal cavity and maxillary sinus. The mass appears intermediate signal
intensity mixed with high signal intensites on T2 weighted image. On postcontrast  study,

inhomogeneous enhancement is noted.
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S YaBsE BY 20 AU MRUA T1 2XZSE&0AM LAHLE 28 3&2
Al 20D T2 LAXFAMUAME D ASAEZ R 2EECHfig. 12A). B2 T1 22X
MM OIF 52 45 2AEE 2 4 U2H ZYS LA SE& L= MHEE
EEES 2

Fig. 12. Schwannoma. Coronal T2(A) and Gd-enhanced T1 (B) weighted images shows expansile
mass in the right nasal cavity and fluid filed obstructed maxillary sinus. The mass shows
intermediate to high signal intensity on T2 weighted image and inhomogeneous enhancement on

postcontrast study.
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Fig. 13. Squamous cell carcinoma. Axial postcontrast CT scan{A) shows a fairly
homogeneous mass in the right maxillary antrum that has destroyed the medial and
lateral walls of the sinus and extending into the pterygopalatine fossa. B. The most of
the tumor reveals low signal intensity on coronal T2 weighted image(B) and no
enhancement on coronal Gd- enhanced T1 weighted image representing tumor

necrosis. Extension into the soft tissue of the cheek is nicely demonstrated.

A B C

Fig. 14 Adenocarcinoma. Coronal T2(A) and Gd-enhanced TI1(B) weighted images
show a large destructive mass in the right maxillary sinus that has invaded the
overlying soft tissue and right orbit. Tumor can be clearly marginated, showing
intermediate signal intensity compared with increased signal of the fluid in the
sphenoid sinus on axial T2 weighted. This appearance in similar to that of a

squamous cell carcinoma,
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Fig. 15 Adenoid cystic carcinoma with perineural spread. Coronal T2 weighted image
shows that a destructive mass appears to be arising from the palate, intermediate
signal intensity mixed with high signal areas. On axial Gd-enhanced T1 weighted
image reveals enhancement on the cisternal portion of trigerminal nerve, representing

perineural spread.

A B

Fig. 16 Carcinoma ex pleomorphic adenoma. Coronal T2 weighted image(A) shows a
destructive mass involving the palate and both nasal cavity. It is clearly delineated
obstructed secretion in the right maxillary sinus, however, interface with the
inflammatory change in the ethmoid sinus is indistinct. On Gd-enhanced T1 weighted
image, tumor can be mapped by inflammatory mucosal enhancement in the ethmoid

sinus.
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image. Contrast best shows the extent of intracranial disease.
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Fig. 18 T-cell Lymphoma Coronal T1(A), T2(B). and Gd-enhanced T1 weighted images shows
that an expansile mass is confined in the left nasal cavity. Intermediate to high signal intensity on

T2 weighted image and intense enhancement on postcontrast study.
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