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Although primary tumors in the mesentery and omentum are relatively rare, it is often neces- the Creative Commons Attribu-
o . : : tion Non-Commercial License
sary to distinguish them from other non-tumorous diseases. Since the omentum and mesen- i
. . . i (https://creativecommons.org/
tery are major routes for the spread of various abdominal diseases, the anatomy, type, and pat- licenses/by-nc/4.0) which permits
tern of the diseases affecting these organs should be known in detail for accurate differential unrestricted non-commercial

use, distribution, and reproduc-
] ) tion in any medium, provided the
tery and omentum. Therefore, careful observation of the area where the lesion occur should be original work is properly cited.

emphasized when assessing mesentery and omentum in abdominal CT.

diagnosis. In addition, it is important to detect and promptly treat hidden lesions in the mesen-
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A
A, B. Multiple small nodules with infiltration are seen in the greater omentum (arrow). Peritoneal thickening and ascites are also noted in the

bilateral paracolic gutters (open arrows).

C. Inthe pelvic cavity, a rectal shelf is seen in the rectovesical pouch (arrow).

Fig. 1. A48-year-old male with advanced gastric cancer.
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Fig. 2. A48-year-old female with pseudomyxoma peritonei caused by mucinous appendiceal carcinoma.

A. Portal venous phase CT scan shows indentation of the right hepatic lobe with diffuse low-density peritoneal masses (arrow); this finding is
called as scalloping.

B, C. Abundant mucinous fluid collection is noted around the appendix (arrowheads).
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Fig. 3. A54-year-old male with peritoneal lymphomatosis.

A, B. Portal venous CT scan of the pelvic cavity shows multiple homogeneous soft tissue masses on the pelvic peritoneum (arrows; A); more-
over, a small amount of ascites and few masses are noted on coronal CT (B).

C. On PET, multiple peritoneal masses are seen on the correspondlng site ofthe CT scan.

Fig. 4. A48-year-old male with peritoneal mesothelioma.
A, B. Alarge, plaque-like mass lesion involving the greater omentum is seen (arrows).
C. On PET, diffused but high uptake of fluorodeoxyglucose is noted along the greater omentum.
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Fig. 5. A46-year-old female with omental gastrointestinal stromal tumor.
A, B. Equilibrium phase axial (A) and coronal (B) CT scans show a large omental mass with contrast-enhanced septum-like appearance.
C. On gross pathology, the cut surface of mass shows solid and cystic appearance with focal necrosis in the greater omentum.
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Fig. 6. A 17-year-old male with desmoplastic small round cell tumor.
A, B. Portal venous phase CT scans show conglomerated, multiple, low-density masses around the abdominal aorta and celiac artery (arrow).
C. On PET, multiple peritoneal seeding lesions and mesenteric mass are noted.

Fig. 7. AT1-year-old male with mesenteric carcinoid.

A. Non-contrast CT scan shows a stellated mass with central calcification (arrow).

B, C. Equilibrium phase axial (B) and coronal (C) CT scans show enhancement of the fibrotic mass (B), with radial infiltration into the adjacent
small intestine (arrowheads; C).
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Fig. 8. A75-year-old female with mesenteric desmoid tumor. She had a history of subtotal gastrectomy for gastric cancer.

A, B. Portal venous phase axial (A) and coronal (B) CT scans show a poorly enhanced mass in the left lower quadrant (arrows).

C. On gross pathology, the cut surface of mass shows well-circumscribed, heterogeneous, solid, firm mass infiltrating into the adjacent small
intestinal muscle layer (melting insinuation; arrowhead); on immunostaining, the mass is positive for 3-catenin (not shown).
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Fig. 9. A37-year-old male with solitary fibrous tumor in the pelvic cavity.

A. AT2-weighted MR image shows a heterogeneous, lobulated space-occupying mass in the pelvic cavity.
B. Contrast-enhanced T1-weighted image shows a well enhanced mass with central stroma.

C. On PET-CT, there is no significant fluorodeoxyglucose uptake in the mass.

D. On gross pathology, the cut surface shows a white-to-tan colored firm mass.
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Fig. 10. A 24-year-old male with mesenteric tuberculosis.
A, B. Conglomerated lymph nodes with necrosis are seen in the small bowel mesentery (arrows).

Fig. 11. A62-year-old female with pelvic actinomycosis. She had a history of intrauterine device insertion for contraception.

A, B. CT scans show a poorly demarcated soft tissue mass in the right side of the pelvic cavity and a small calcification in the mass (arrows).

C. Contrast-enhanced T1-weighted MR image shows an infiltrating enhancing mass-like lesion with involvement of the adjacent bowels (ar-
rowheads) and the right pelvic side wall.
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Fig. 12. A68-year-old female with sclerosing mesenteritis.

B, C. Portal venous phase CT scans show thickened visceral peritoneum (arrowheads) surrounding the small intestine, which is tethered with
the fibrotic mass.

A. Non-contrast CT scan shows a radiating mass with calcification in the small bowel mesentery (arrow).
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