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L, HEMEOD I Ay, YUBi~ABEL .
ABEREBUE | FIEEIEP BB OEFTIC—F L
THJ 20 cm o> [ v i 98 & fddn L7, wEhPEE 7
<, ERIED LRk,

A B B IfL 1 4% 2 K 8%« WBC 6,300/mm3, RBC
435 104 mm3, Ht 42.7% & [E% AN T 5 5 25,
CRP 5 3.2mg/dl L R R HETH o, &1
CEA 3.6 ng/dl, CA19-9 31 U/m/ #; Y@~ — %
— T RTEREETH o7, AR, HBEE, K
MRS RE, X8 CT RE KT S hi.

HEREEETR L EB S REBBITH 2 & TITH
BB A3 THI 23 cm iz b 72 B R L IR o
BARR, HELED, BEOBEOIRIIRE THE
Wik % 5 LT wic (Fig. 1),

KIENBEERTR, © LM L v 10 cm A2, 40 cm
¥ CulifE Ll 2 oo, HIE, BED
RRAE, MENBED L. BECEEEED
LY, P o 0ARTHMEICHEEOR
MEBMEARO N DORT, EMFTRE -
7.
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LAz, HERAEEE IR o I A I U CHRELIC &

5 RS RIROBEF BB 5 W flE %2R L

Twiz (Fig. 2).
HywayryFarE (1 H o T AR WBC

Fig. 2 Enhanced CT scan of the colon. A hetero-
geneous density of the wall thickness of

Fig. 1 Ba enema of the intestines shows serrations intestine from the proximal sigmoid colon to
and over a stretch of 25 cm extending from the distal sigmoid colon is shown. It is sur-
the proximal sigmoid colon to the descending rounded by a thick fat density with distinct
colon a part of limited flexibility. margins.

R ANT L TN SN R
A B

Fig. 3 Anterior view of whole body scan (A) and the spot scan (B) of $’Ga scintigraphy.
They show a radioisotope accumulation in the sigmoid colon.
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Fig. 4 A: The resected specimen presents with the intestine and mesenterium as one
lump, and the mesenterium appears yellow, thick and rubber-like. (The left side
of the specimen is the oral side. The right is the anal side)

B: Resected surface of the affected sigmoid colon. The adipose tissue of the
mesenterium surrounding the intestine appear very thick.

C: In the histological examination of the adipose tissue of the sigmoid colon, a
granulomatous tissue including foam cells and lymphocytes can be distinguished.
D: 1, 2 and 3 indicating the location where the fragments were cut for counting
radioactivity. (1: descending colon to sigmoid colon, 2: sigmoid colon, 3: sig-

moid colon to rectum)

Fig. 5

67Ga scintigraphy of the formalin treated speci-
men on six days after the operation. The shape
of the specimen resembles that of the lump of
sigmoid colon. (The left side of the specimen is
the oral side. The right is the anal side)

30 4

(1] (5] (1] o

colon mesenterium

@ B descending colon to sigmoid colon
@ B sigmoid colon
© [ sigmoid colon to rectum
Fig. 6 This figure shows the uptake of mesenterium
of the sigmoid colon is very high.
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6,800/mm3, CRP 1.3 mg/d/) : $"Ga-citrate 111
MBq #E 72 Bef % 0 £ 5%k (Fig. 3A) ©, £TF
fEisic RIBHEH LR O, BEATRHA AR b
# (Fig. 3B) T4 TIT#EB» S SIRHEEH L Bbh

5 RIEFS B b, BNE2 AMET
% RA LRERTCGEB BT S TR Y, #Y
v ADBENOATHERL ) LIRE~ORFE
HErm< Ebhiz., U EOEREIC X VBRI
iR EEb T, ABERE X D RIFFEVTbH
TWERHERX R Wied, TV T A FRE
DOEH, FWAEITESN, EE» O TITREEICH
FCHlgrahz. Moo k< (Fig. 4A) & L 15
B —z 2 LTR Y, BB EEMMENE T
TARRICIEE LTk,

YIREAEm AR R  UIBREARD 9 bFRER
Tdb 5 SARHEI IR O EIE T #5855 B B AR ik
DIRENE T H - 7z (Fig. 4B).

FRRAAOPT R ¢ S RSB oo RENG ARk > iy
WHIK, V> SER £ R S LRFEMES RS WG
R ik L 2l s hic. E RO,
I TREOTE, Vo A EOHBENEH TR
~NEVTYCOWEIDH Y, BIHERROFT R A
Z» 5 hiz (Fig. 40),

BABSRERIERTR ( it 6 AR DAL~ Y »
BEAR YV UVFHIATEREEL TR Xy v LI
(Fig. 5). &k\\~T SOIRHERS T 4775 My B 4735, 10
SR B AT 0 o B CREMSE~4E08E) & SR FEAR G
R, BRI o W 72 R % B0 % IR
Td 5 SREBHOBE, FEMRkIC > CHERA
FEY 2L (Fig. 4D), vz 8 A4 7V v FL—
YavHU LA TEREFROBMNERD Y O
SREZRIE L. BB S KRBT E B ARG IRk
DAYV MEE1LLELTHKEHOI Y > bERD
7o BECOWTIE SREES TITRBBITE, S
REEREES, B S KEBBITH, thZhb oo
MHas 3.6,2.6,13 TH Y (Fig. 6), JHHEE L *
NS L TiRBFICEITED bR Aok, ZhiC
xtL, JABEEMHEBERERO » Y v b 5.3,
33.3, 1 L IR O B EE A L < < (Fig. 6),
70, MRBEFRIFT R T OIRIEEIC Y vk, ik

31 % 9 75 (1994)

A S REMRRESEBO bR TERY, FY UL
vy F TR b I TR~ O REERUG I IEN
BRRIEH~ORFEERTH 2 Z LA Shi.

. % =

JE FS1 B RS 5 &% 4 (mesenteric panniculitis) (3
1960 42, Odgen & %5 ] % A A HL AR D FHe Rtk
RIEICKH L TLSF b0 T, bhivbh B~
7R D Tk, A REFNT 45 6L Fils KET
» 5. Fhllslhic § lipogranuloma of mesentery?),
liposclerotic mesenteritis® 71 & ¥ &4 75 4 T HéG
ShTwasd, KEWCxFR—EROREHICE 3
JREEDFEWN L SR TWBEY, FKIEDJRK T AHT
bV, TUALX—, Btk YolEREZX LR T
W5 R, BEEFEMN, BEESMEE Lo Bt Ko
b OHHBE WO, BRIKAE R, MW, FEHE
LS L, Er:, RE, (BRI CHkEs
FERVBEWAEREICH R L DI WED, i
WAL <13 CRP E0 EfERL Mk i
CRIEFRIIRON LD, BRACERYEZTRTD
DI MK L EHBEHTH S Z 3L
EhTW3S7, WEGRZHr & L TiiHbEER, X
# CT, MRI, N85, MAEREA LR TFbhs
2%, CT&9, MRI'® < Bk OB ORI & H»
LS, BIEERS AT SRR AVWEEZLS
ND. FEICHY LAY FE2RITLZHRETIZ
EhEBL, Ko T HD 2R I@ER V.
LOMETIEHY VLAYV F TRIREH~DORE
FEHIFH AT W. Larl, bhbhDiE
BlcEy Y vavrFk, BEMHmEGRTTEEIC
REICE ST ERP RO N, * OERMPRE B
FERNOLOrEES oI, BHEROHMEY R
DHHESFERE L. 2 OfREE, BEcay
Yy ADHERTIE LA ERLNTIRIIRRR DR E
WICHRWER S D L Bbhote. LEd-T,
HY 7Ly F TR N TEBOHERT, K
B~ REEHTH D Z LTS, FE
i, REMEBTHYY, RESEEORY, IR
WAEE, M Lo Bt & R OB R H v 41D,
FERRRE ] D Bt T A AiE o 9% BE 2 A ki nTa
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Summary

A Case of Mesenteric Panniculitis: Comparing the Findings of
6’Ga Scintigraphy with Pathological Results

Joji KAWABE*, Hironobu OcHI**, Terue OKAMURA**, Chisa HOSOKAWA*,
Junro OpA* and Yasuto ONOYAMA*

* Department of Radiology, ** Division of Nuclear Medicine,
Osaka City University Medical School, Osaka

We report a case of mesenteric panniculitis
where we compared the findings of $’Ga-citrate
(Ga) scintigraphy with pathological results. The
patients, a 75-year-old man, was hospitalized for
examination of low abdominal mass. After hos-
pitalization he developed high CRP levels. A Ba
enema revealed serrated intestinal walls and a
thick fat density, the margins of which were
distinct, as judged from abdominal CT scans.
Therefore we suspected a mesenteric panniculitis.

Since the patient did not improve under conser-
vative treatment for three months, surgery was
performed a day after Ga scintigraphy which
showed the abnormal uptake in the abdominal

mass, which was removed.

The radioactivity of several tissue slices from
the resected specimen containing the affected part
which had been described inflammatory in the
pathological examination showed very high radio-
activity.

This disease is usually diagnosed from the
typical findings of Ba enema and CT scan. But,
when an extraordinary abdominal accumulation
presents, one should think of performing a Ga
scan as an additional diagnostic parameter.

Key words: 67Ga-citrate scintigraphy, Mesen-
teric panniculitis.
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