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Imaging Diagnosis of Pediatric Abdominal Tumor
—liver, gall bladder, pancreas, intestine —
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Department of Radiology, Osaka Medical Center and Research Institute for Maternal and Child Health

—{ Abstract }

The purpose of this paper is to provide an overview of the imaging diagnosis of the
pediatric abdominal tumor, especially in liver, bile duct, pancreas, and GI tract. |

Most abdominal tumor in children are first identified by palpation of a mass.
Ultrasound, CT, and MRI are useful in evaluation of the origin, morphology, tissue
] characteristics and the extent of the masses. The frequency of the tumor, patient age, and
the specific tumor marker are useful to limit the number of the differential diagnostic
possibilities. The role of the imaging diagnosis is not only to differentiate the diagnosis of
the tumors but also to evaluate the extension of the tumor.
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Fig.1 Hepatoblastoma, a 1-year-old girl
Enhanced CT shows inhomogeneous mass in
the right hepatic lobe.
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Fig.2 Hemangioendothelioma, a 1-day-old
boy
a. CT scan early after a bolus injection of
contrast medium demonstrates intense
peripheral enhancement,

b: Later CT image demonstrates the
enhancement proceeding centrally,
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Fig.3 Cholangiocarcinoma arising in the choledochal cyst with hepatic metastases, alb

a 14-year-old girl

cld

a: Axial T2 weighted image shows multiple hepatic masses.
b : Axial T2 weighted image shows dilated common bile duct. Note the irregular inner surface of

the wall.

¢ . Transverse sonogram demonstrates inhomogeneous liver parenchyma. Note no definite
hepatic mass reveals, whereas MRI revealed multiple hepatic masses.
d : Transverse sonogram shows the tumor in the wall of dilated common bile duct.
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Fig.4 Solid and papillary epithelial tumor of
the pancreas, a 12-year-old boy
Coronal T1 weighted image shows the tumor
with solid and cystic component in the
pancreatic tail, The latter shows high intensity
reflecting hemorrhage.
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Fig.5 Malignant lymphoma, a 9-year-old boy
a . Axial T2 weighted image demonstrates
diffuse swelling of the pancreas and

bilateral adrenal masses. Distinction from
neuroblastoma or pancreatoblastoma is
difficult.

b: Contrast enhanced axial TIWI shows bowel
wall thickening, suggesting malignant
lymphoma because of its multi-organ
involvement,
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Fig.6 Complicated duplication cyst, a 5-year-
old girl with abdominal pain and fever
a . Contrast enhanced CT shows a cyslic mass

in the pelvic cavity. The wall of the mass is
slightly enhanced. Ovarian mass. mesen-
teric/omental cyst, and duplication cyst are
considered in the differential diagnosis.

b Transverse sonogram shows cystic mass
with multiple septations. Duplication cyst
usually is a sonolucent mass with/without
inner echogenic layer and outer hypoechoic
rim of muscle. When the cyst becomes
infected or undergoes hemorrhage, the
internal contents have echogenic debris or
septations.
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