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Fig. 1. Lymphangioma
a. On ultrasound in transverse section, the loculi of a lym-

phngioma are shown in an anechoic lesion, containing
multisepta.

b. Multiseptated mass of low atienuation value with enhanc-
ing wall and septum is demonstrated on contrast enhanced
CT scan.

c. Histologic section of the specimen shows multiple thin-
walled cystic spaces lined with endothelial cells and contain-

ing lymphocytes(Hematoxylin and eosin, x40).
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Fig. 2. Lymphangioma

a. US, a cystic multilocular nature lesion in the lesser omen-
tum is identified.

b. CECT, low attenuation |lesion with enhancing wall is shown.
Thin septa shown on ultrasound are not visible.

c. Photomicrograph of this lesion shows thin-walled cystic
spaces lined with endothelial cells(arrows)(hematoxylin and
eosin, x100).
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Table 1. CT and Gross Pathologic Finding in Mesentric/Omental Cyst

Diagnosis Internal Nature Calcification Septum and wall ThICkﬂBSS H|5t0|og|c Features

Lymphangiomal(7) bilocular(1) = thin even endothelial lining
multilocular(6)

Nonpancreatic unilocular(3) = thick even no lining, fibrous wall
Pseudocyst(3)

Mesothelial Cyst(2) unilocular(2) = thin even mesothelial lining

c d

Fig. 3. Pseudocyst

a. A round lesion with inhomogeneous echogeneity in the lumen is shown, suggestive of solid lesion, in left abdomen. But the
posterior enhancement is demonstrated, indicative of cystic lesion.

b. Precontrast scan, a round lesion with thick wall and heterogeneous attenuation value within the center is shown.

c. Enhancement in the wall is shown on CECT.

d. Histologic section of the specimen shows the lack of cellular lining of the inner wall and fibromuscular wall(arrow). The xan-
thomatous component(arrowhead) is incooperated within the wall(Hematoxylin and eosin, x40).
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Fig. 4. Mesothelial Cyst

a. CECT shows an oval shaped cystic lesion in right lower quadrant with imperceptibly thin wall.
b. Photomicrograph shows a few mesothelial cells(arrowhead) that line the inner surface of this mesothelial cyst(Hematoxylin

and eosin, x100).
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Mesenteric and Omental Cyst: CT Findings

Myung Gyu Kim, M.D., Sung Bum Cho, M.D., Yun Hwan Kim, M.D.,
Kyoo Byung Chung, M.D.,Jung Hyuck Kim, M.D., Hae Young Seoul, M.D., M.D.

Department of Diagnostic Radiology, College of Medicine, Korea University

Purpose: Mesenteric and omental cysts are uncommon lesions found all age groups. They elicit interest be-

cause of their unclear pathogenesis and confusing terminology.
Materials and Methods:CT findings of 12 case with mesenteric and omental cysts were described and
compared with surgical and pathologic findings.

Results:In mesenteric and omental cyst, the histologic diagnoses were Iymphangiomal7 cases),
nonpancreatic pseudocyst(3 cases), mesothelial cyst(2 cases). Lymphangiomas were usually multiloculated cyst
with enhancing wall, located in the small bowel mesentery. And these cystic lesions were frequently attached to

bowel and required resection of a bowel segment. In three cases of pseudocyst, thick and enhancing wall was
shown in unilocular cyst. Two cases of mesothlial cyst were located in greater omentum, showed very thin wall

|

‘ in unilocuation.
| Conclusion:The CT features of the mesenteric and omental cysts are fairly characteristic. Identification of
i

lymphangioma, which shows a multilocuation and enhancing wall, is important due to frequent bowel resection

| in operative field.

Mesentery, benign neoplasm
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