
is attributed to four mechanisms: a) direct

spread from intraabdominal cancers of

prostate, uterus, kidney, gastrointestinal

malignancies or primary peritoneal tumor;

b) peritoneal dissemination, related to the

presence of ascitic fluid spreading from

ovarian carcinoma; c) hematogenous dis-

tribution from distant sites, e.g., breast,

lung and melanoma; and d) lymphatic

extension, generally associated with pri-

mary gastrointestinal lymphoma [2].

While omental cake is classically asso-

ciated with ovarian carcinoma in females,

identification of the primary source in

males is sometimes difficult. In most cases

the first clinical presentation of the omen-

tal cake is ascites [3]. CT scanning is a

precise, non-invasive and effective method

for the detection of peritoneal disease. The

principal CT findings of the omental cake

are the presence of grossly abnormal and

thickened omentum and ascites (74%) [4].

Indeed, the pattern of tumor involvement

of omentum seen in peritoneal carcinoma-

tosis is indistinguishable from that seen in

lymphomatosis. Diffuse distribution of en-

larged lymph nodes may be helpful signs

of lymphatic peritoneal dissemination [5].

CT data and cytologic diagnosis of perito-

neal fluid are not informative, as in our

patient, and CT-guided or laparoscopic

biopsy of peritoneal core is required. Our

case is of particular interest for several

reasons: first, cholangiocarcinoma rarely

presents as as-cites or omental cake,

especially if the cake appears before any

signs of biliary obstruction. Second, the

disease was not visualized on recurrent

abdominal CT, and peritoneal core biopsy

did not provide a definitive diagnosis.

Finally, the diagnosis of cholangiocarcino-

ma was confirmed by three-phase CT and

ERCP.
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A79 year oldmalewas admitted for pain and

swelling in his right calf. Past history

included a war injury to the left leg that

occurred 40 years previously, and bilateral

knee pain for many years. The bilateral knee

pain had worsened with activity during the

past 4 years, and was relieved with rest,

analgesics, and utilization of a cane. A few

days prior to admission the patient felt

increasing pain and swelling in the right calf.

Physical examination revealed an over-

weight patient. Local warmth, tenderness,

limitation of motion, and a positive bulge

sign were found on examination of the

right knee. There was fullness in the right

popliteal fossa. Bilateral knee crepitus was

present. The calf was swollen. The crescent

sign was absent.

Radiography of the right knee [Figures 1

and 2] revealed osteoarthritic changes:

narrowing of the medial compartment,

osteophytes, and soft tissue swelling. In

Figure 1. Figure 2.
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addition, calcific stipplingwas noticed in the

joint space, indicative of chondrocalcinosis.

Ultrasound Doppler [Figure 3], depict-

ing a transverse view of the popliteal fossa,

shows the large blood vessels and a

subcutaneous cystic lesion. Figure 4 is a

longitudinal view of the right calf showing a

subcutaneous, hypoechogenic, intermus-

cular lesion. The lesion underwent echo

enhancement compatible with the diagno-

sis of Baker's cyst. There was no evidence of

the compartment compression syndrome.

Further diagnosis and treatment con-

sisted of a synovial tap; 20 ml of straw-

colored fluid was removed. A complete

blood count was non-inflammatory (white

blood cells 1,360/mm3), no crystals were

identified, and there was no evidence of

infection. The patient was treated with a

cyclooxygenase-2 specific inhibitor, non-

steroidal anti-inflammatory drug (Vioxx, 25

mg once a day per os) and bed rest. The

patient was released on the fifth day of

hospitalization following improvement of

his condition.

Depending on the studied population

and the imaging technique, 5±32% of knee

problems may have popliteal cysts, with

two age-incidence peaks of 4±7 years and

35±70 years. In older patients there is

usually coexistent joint pathology, most

commonly rheumatoid arthritis, osteoar-

thritis, or internal derangement of the

knee. Symptoms may arise in the popliteal

fossa from the cyst itself or may be

dominated by knee pain from coexisting

knee pathology. Pathogenesis depends on

the connection between the joint and

bursa, with a valve-like effect allowing

passage of fluid from the joint into the

bursa with subsequent distension produ-

cing these cysts. Some bursae have no

such joint-bursal communication, and the

cysts arise primarily as bursitis of the

gastrocnemio-semimembranosus bursa.

Imaging is performed by plain X-ray,

ultrasound, arthrography, computed axial

tomography, magnetic resonance imaging,

or nuclear scan. Sonography is the method

of choice. Complicated cysts with exten-

sion or rupture into the calf mimic

phlebitis, an important differential

diagnosis. Asymptomatic cysts

found incidentally do not require

treatment; most symptomatic cysts

respond to intraarticular corticoster-

oid injections. Surgical excision is

rarely necessary.

Popliteal cyst in a patient with

chondrocalcinosis is rare [3], but is

reported in patients with osteoar-

thritis, which in this case may be

secondary to calcium pyropho-

sphate dihydrate disease. Hill et al.

[4] evaluated the association of

effusions, popliteal cysts, and syno-

vial thickening with knee symptoms

in older persons with or without

radiographic osteoarthritis. The incidence

of popliteal cysts was 33% in patients with

severe osteoarthritis radiographic changes

and symptomatic knee pain, and 28% in

asymptomatic patients.
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An election is a moral horror, as bad as a battle except for the blood: a mud bath for
every soul concerned in it.

George Bernard Shaw (1856-1950), Irish dramatist, critic and novelist.

An early member of the socialist ``Fabian Society,'' his plays combine

comedy with political, philosophical and polemic elements.

Imaging




