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Figure 2. Mucinous ascites on
the pelvis, paracolic gutters and
bilateral subdiaphragmatic re-
cesses, with septations in the
pelvis (arrowheads in A); large
volume disease with central dis-
placement of the small bowel (B).

Figure 3. Mucinous ascites with
high-attenuation elements form-
ing bulky deposits (arrows), in
contrast with low-attenuation
ascites (asterisk) in large vol-
ume disease (A); large volume
disease characterized by low-
attenuation ascites sparing the
mesentery and displacing the
intestinal loops centrally (B).

Figure 4. Follow-up CT scans of
two different patients showing
metastases to the lung (arrow in
A) and to the left adrenal gland
(arrow in B) .

examinations of 30 patients with PMP, all female, in order
to assess pathologically proven ovarian and appendiceal
tumors.

The classic signs of PMP on CT include low-atten-
uation lesions or loculated ascites scattered throughout
the peritoneal cavity and individual peritoneal or omental
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nodules. These implants often have a characteristic mass
effect on the liver and spleen, producing a scalloped ap-
pearance, which is the most representative sign of PMP on
CTU8-20) When there is a large volume of disease, thick,
voluminous low-attenuation ascites, with or without septa
and calcification, can be present!!*!®2) impeding the
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Figure 5. Primary ovarian mucinous borderline tumor (arrow) in a patient with
large volume disease.

evaluation of the primary tumor, which is often masked by
the copious amount of fluid in the peritoneal cavity. Our
study corroborates those findings, showing that in most
cases the primary tumor was not detected by the radiolo-
gists in the initial CT study.

The pattern of mucinous ascites distribution seen in
the present study is in agreement to what has been de-
scribed previously®*2% | the volume of disease being
greater on the surface of the liver and in the right sub-
phrenic space, reflecting the pathways of flow of intraperi-
toneal fluid. The mucus and the cells it contains follow
the normal flow of peritoneal fluid and are “redistributed”
within the peritoneal cavity to sites of fluid absorption
through lymphatic lacunae and lymphoid aggregates. Con-
sequently, the tumor tends to spare mobile loops of the
small bowel. Bulky accumulations can form as the mucus
is absorbed, during which epithelial cells are “filtered out”
and concentrated”®. In our patient sample, the main sign
of recurrence seen on CT was peritoneal or omental nod-
ules, followed by visceral scalloping and low-attenuation
ascites. As previously mentioned, there were also cases in
which follow-up CT scans showed signs of adrenal metas-
tases and pulmonary metastases, both of which are rare
findings®.

The tumor grade is considered one of the most im-
portant prognostic factors in PMP!"2%. Typically, the
selection of patients to undergo more aggressive surgical
therapy takes this into account. It has also been shown that
complete cytoreduction is associated with increased sur-
vival. In a study conducted at a large cancer center, Miner
et al."V stated that it is very difficult to determine whether
better survival rates are due to treatment, tumor biology, or
patient screening, and that categorical statements regard-
ing the topic are therefore discouraged.
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2728 we found that the low-

grade mucinous pattern was the most common histological
subtype among primary appendiceal tumors. In addition,
seven of our cases were described as likely primary ovarian
tumors in the imaging examination but were confirmed as
metastatic involvement in the pathological analysis, which
is in agreement with the notion that most cases of ovar-

Similar to Smeenk et al.t

ian tumors in PMP represent metastases from appendiceal
mucinous tumors2326:29),

The main limitations of our study are its retrospec-
tive nature and the fact that the images were obtained at
different stages of the disease. PMP is a complex entity,
with various forms of presentation, and its management
therefore varies until the definitive diagnosis is made. In
addition, we had no access to the patients or their clini-
cal histories. Furthermore, it was difficult to recognize the
primary tumor in cases of large volume disease. Moreover,
not all patients underwent surgical treatment at the same
institution, which impeded the adequate evaluation of re-
currence.

In conclusion, we have reviewed the CT findings of 30
women with PMP seen at a referral center for cancer, list-
ing the main imaging features and describing the predict-
able pattern of peritoneal flow distribution. In addition to
the visceral scalloping that is specific to PMP, radiologists
must also be aware of its other CT features, such as ascites
and omental nodules. Furthermore, possible primary tu-
mors should be investigated, especially in small volume dis-
ease. In large volume disease, CT findings can overlap and
are more nonspecific. There is a need for additional studies
in order to improve the ability to predict surgical outcomes
on the basis of preoperative imaging and to characterize
the main findings of radiological recurrence.
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