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Case Report
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ABSTRACT

Intraabdominal cysts and pseudocysts are unusual lesions. Mesenteric cysts in the pediatric age group are more common in
boys [62.5%] and most cases are under 10 years of age. Mesenteric cysts are often asymptomatic. Mesenteric cysts rarely
recur after removal and patients have a good prognosis. The most common surgical procedure in treatment is excision
during laparotomy. We present the surgical method that we apply to the unusual case of ileum mesenteric cyst, which
constitutes the clinical picture of the acute abdomen in an 11 years old boy, in the light of the literature.
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0z

Karin ici kistler ve psddokistler nadir lezyonlardir. Pediatrik yas grubundaki mezenterik kistler erkeklerde [%62,5] daha sik
gorilir ve cogu vaka 10 yasindan kiiglktlr. Mezenterik kistler siklikla asemptomatiktir. Cikarildiktan sonra mezenterik kistler
nadiren tekrarlar ve hastalar iyi bir prognoza sahiptir. Tedavide en sik uygulanan cerrahi islem laparotomi sirasinda

eksizyondur. 11 yasindaki erkek cocugunda akut karin klinik tablosunu olusturan nadir gériilen ileum mezenter kist olgusuna
uyguladigimiz cerrahi yontemi literatiir esliginde sunuyoruz.
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INTRODUCTION

Intraabdominal cysts and pseudocysts are unusual lesions
[1]. This was noticed in 1507 by the Italian anatomist
Benevenni when performing an autopsy in an 8-year-old
child. In fact, 820 cases were reported in the literature by
Tillaux, the first case in 1880 [2]. According to Kurtz et al., The
incidence of the disease is approximately 1 / 100.000, but
other authors record a lower frequency, about 1 / 250.000
hospital applications. The disease is much more common in
children under 10 years of age (1 patient per 4.000-34.000
hospital admissions) [1]. According to Kurtz et al., there was
no difference in terms of gender and race. Mesenteric cysts
are often asymptomatic [2], but sometimes patients may
show symptoms such as abdominal pain or discomfort,
abdominal distention, nausea, vomiting, bloating,
constipation, or diarrhea [1]. Differential diagnosis required
before each operation includes: peritoneal cyst,
lymphangioma, endometriosis, acid, pancreatic pseudocyst,
hemangioma, cystic mesenteric panniculitis, hydatid cyst,
teratoma and urogenital cyst [1]. The surgical procedure
recommended in the literature is the excision of the tumor
[1]. Mesenteric cysts rarely recur after removal and patients
have a good prognosis. The incidence of malignancy is
about 3% [1]. Rarely, these may be complicated by rupture
or intestinal obstruction [2]. The intestinal volvulus caused
by the mesenteric cyst typically affects children with acute
abdominal symptoms [2]. The most common locations of
mesenteric cysts are: small intestine mesentery (50-80%)
and then right colon and large intestine mesentery (15-30%)
[1]. The size of mesenteric cysts varies from a few
centimeters to 10 cm. Cysts larger than 10 cm are defined as
giant mesenteric cysts. The exact etiology of mesenteric
cysts is unknown [2]. Clinical imaging methods (Ultrasound,
Computed tomography or Magnetic resonance imaging)
can help in reaching a definitive diagnosis [2]. Mesenteric
cysts in the pediatric age group are more common in boys

(62.5%) and most cases are younger than 10 years old [3].

CASE REPORT

This report presents a male patient with an open approach
operated intra-abdominal cyst and nonspecific symptoms.
The patient was 11 years old and was admitted to Karaman
State Hospital Pediatric Emergency Clinic with cramp-like
abdominal pain and nausea and vomiting for two days. In
addition, the patient complained of fever (38°C) and
anorexia. The patient’s history included a laparoscopic
appendectomy history performed at a private medical
center a year ago. As a laboratory finding, neutrophilia and
leukocytosis were present. In the physical examination,
there was widespread sensitivity in all the quadrants of the
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abdomen. There were several lymph nodes in the lower
quadrant of the mesentery with a short anterior width of 8
mm. In addition, there was no abnormality in the intra-
abdominal organs except for a 9 mm diameter nodular
lesion in the left adrenal region. The abdomen was explored
with a midline incision on the navel passing through the
right side of the abdomen. Adhesions between the bowel
loops in the distal of the ileum were opened with blunt
dissection and scissors. With an 8 cm bowel loop, excision
was performed and an ileoileal resection anastomosis was
performed to ensure bowel continuity.

Microscopic examination of the excised cyst showed active

chronic inflammation, edema, granulation tissue,
mesenteric pseudocyst (Figures 1-3). The cyst of our patient
was classified as a mesenteric pseudocyst with first class
content according to Beahrs et al., Ros et al., and de Perrot et
al. Most such lesions are associated with a post-traumatic or
inflammatory event. Abdominal trauma has not been
reported in our patient. The patient’s history of laparoscopic
appendectomy a year ago suggested an inflammatory event
in the abdominal wall of this lesion. The patient had a
uneventful course after surgery and was discharged 7 days
after the operation. Six weeks later, the patient was

asymptomatic.

DISCUSSION

Mesenteric cysts have a good prognosis and no recurrence
has been observed following complete excision of the cyst
[4]. Recently, Ros et al. reviewed 41 cases of mesenteric and
another

omental cysts and proposed

classification related to radiological findings. They divided

histological

the cysts into five groups:

Lymphangiomas, enteric duplication cysts, enteric cysts,
mesothelial cysts, non-pancreatic pseudocysts (they used
the term “pseudocysts” for the first time in the classification
of mesenteric cysts).

The final classification of intra-abdominal cysts was formed
by Perrot et al. [4] in 2000 based on the histological identity
of the inner epithelium and consists of 6 groups:

« Lymphatic cysts: simple cyst and lymphangioma (the
only exception that usually occurs in the first decade of
life (up to 12 years of age) with male dominance) [4];

+ Mesothelial cysts: Malignant mesothelioma, simple cyst,
benign mesothelioma (this is often associated with a
previous pelvic inflammatory process or history of
surgery and endometriosis) [4];

« Urogenital cyst;

+ Mature cystic teratoma (dermoid cysts);

ORTADOGU TIP DERG 2020; 12(2): 275-278



Ortadogu Tip Dergisi / Ortadogu Medical Journal

Figure 3. Pseudocyst surface (x200, H&E) covered with foamed histiocytes, not observed in epithelium
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«  Pseudocysts (inflammatory, traumatic and
degenerative). Mesenteric pseudocysts are called non-
pancreatic pseudocysts to prevent confusion with the
much more common pancreatic pseudocyst [5]. Non-
pancreatic pseudocysts are masses without an internal
cellular main membrane; they are considered to be a
non-absorbent mesenteric or omental hematoma or
abscess sequel. It has nothing to do with pancreatitis.
Pathologically, pseudocysts are thick-walled, usually
hemorrhagic or purulent-containing separated cystic

masses [5].

Sonographically, a hypoechoic mass often appears filled
with echogenic dead tissues. Computed tomography (CT)
and Magnetic resonance (MR) imaging reveals a thick-
walled cystic mass that may contain an air-fluid level
resulting from hemorrhagic or purulent contents and does
not show an increase after contrast [6]. Non-pancreatic
pseudocysts have a fibrous wall with no epithelium and a
serous (pale yellow) or mucoid (brownish red) content. Their
origin may be inflammatory or traumatic [7].

Mesenteric pseudocysts are difficult to diagnose because
they exist as a lost mass or in a changing place [8]. In general,
the patient has no symptoms and the cyst is discovered by
chance in imaging the abdomen for other reasons. Larger
lesions are abdominal pain, discomfort, distension, or other
nonspecific symptoms [8].

In our case, the diagnosis revealed a defined collection of
abdominal pain and vomiting complaints that occurred
after laparoscopic appendectomy the first presentation was
made a year ago and increased for several days until clinical
presentation and imaging. Mesenteric pseudocysts may be
secondary to trauma or infection [9] and the internal
appearance of the cyst etiology is
inflammation between bowel loops in this patient.

secondary to

In our case, there was an inflammatory infiltration and an
infectious cause was possible because the patient had no
history of trauma. Treatment is surgical resection, as in 3% of
cases, the only way to prevent the lesion from turning into a
malignant mesenteric cyst [9].

CONCLUSION

The case we reported came to the operating table without a
proper diagnosis of the disease. Diagnostic imaging
methods may allow accurate diagnosis, but it is not always
possible to solve the diagnostic problem due to the rarity of
the lesion.
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