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Intestinal Obstruction Due to a Mesenteric Cyst
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Mesenteric cysts are rarely thought of, may be difficult to
diagnose, and are usually asymptomatic except when com-
plicated. Intestinal obstruction is a rarely reported complication
of these cysts. A case of mesenteric cyst that was causing
obstruction of the large bowel is presented, along with a
review of the literature.
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INTRODUCTION

Mesenteric cysts (MCs) are rare cystic malfor-
mations that appear to result from the sequestra-
tion of embryonic lymphatic tissue within the
mesentery.1 Most cases are asymptomatic except
when complicated.” Intestinal obstruction is a
rarely reported complication of these cysts.”® The
differential diagnosis should include MC when
the patient presents with a history of multiple
episodes of partial bowel obstruction or with an
asymptomatic abdominal mass and may be dif-
ficult to diagnose.” A case of MC associated with
large bowel obstruction is presented with a
review of the literature.

CASE REPORT

A 75-year-old male presented with colicky ab-
dominal pain, nausea, vomiting, mild abdominal
distension and constipation for 3 days. The pain
was intermittent and located on the epigastrium.
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Vomiting was fecaloid in nature. Physical exami-
nation revealed a distended abdomen with diffuse
tenderness but no rebound tenderness and no
detected mass. Bowel sounds were markedly
decreased. An upright abdominal x-ray examina-
tion showed multiple air-fluid levels. A clinical
diagnosis of acute intestinal obstruction was
made. Laboratory investigations were within
normal limits. There was no finding on US or CT.
The patient was managed conservatively for 12
hours. An increase in the severity of the symp-
toms and clinical findings warranted an emer-
gency operation.

Surgical exploration of the abdomen revealed
the presence of a thin walled cyst which contained
gelatinous material between the transverse colon
and the posterior wall of pylorus (Fig. 1). No
definite pathology was found in the small or large
bowel. The cyst was excised totally and the
abdomen was closed.

Histopathological examination confirmed the
cyst to be mesenteric. The cyst wall was fibrotic,
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Fig. 1. The mesenteric cyst which contains gelatinous
material between the transverse colon and the posterior
wall of pylorus.
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with hypocellular formation and hemosiderin
accumulation (Fig. 2). The gelatinous material was
determined microscopically as hematoma.

The patient was discharged on the 5th posto-
perative day without any complication.

DISCUSSION

MCs are rare cystic malformations that appear
to result from the sequestration of embryonic
lymphatic tissue within the mesentery, and may
be difficult to diagnose.”*” They may be divided
into four groups based on their etiology: (a) em-
bryonic and developmental cysts, (b) traumatic or
acquired cysts, (c) neoplastic cysts, or (d) infective
and degenerative cysts.”"" Anatomo-clinical study
of the cases forms the basis for some conclusions
on the pathogenetic problem of MC whether the
disease is congenital or acquired due to expres-
sions of lymphatic flow decompensation."” MC is
most often caused by congenital lymphatic spaces
that gradually enlarge as they fill with lymph."”
MC is typically thin walled and doesn’t have any
mucosa or muscular wall.""? The cyst lining is
typically composed of endothelial cells but is
often incomplete. MC may be filled with either
chyle or serous fluid and MC may be either

multilocular or unilocular." MC can cause intesti-
nal obstruction or may present as an abdominal
mass. 12Hemorrhage, volvulus, cyst rupture, and
infection are all possible alternative presentations.”
MCs usually present as abdominal masses accom-
panied by pain, nausea, and vomiting. These
masses can be diagnosed on physical examination.
M2 US and CT are valuable as diagnostic tools,
although the specific diagnosis may not be pos-
sible."”"” The differential diagnosis includes such
critical lesions as aortic aneurysm, pancreatitis,
ovarian cysts, omental cysts, and lipomas of the
mesentery.” Surgical removal is accomplished by
resection of the adjacent intestine, partial excision
or marsupialization being reserved for cysts
involving a large portion of the mesentery.”'""
However, generally MC can be excised without
bowel resection. Occasionally, partial excision of
the cysts with marsupialization may be appro-
priate, but total excision is preferable." In con-
clusion, MC as a causative factor of intestinal
obstruction, although rare, should be considered
in adults with chronic or acute obstruction.

REFERENCES

1. Oldham KT, Coran AG, Wesley JR. Pediatric abdomen.
In: Greenfield L], Mulholland M, Oldham KT, Zelenock
GB, Lillemoe KD, editors. Surgery: scientific principles
and practice. 2nd ed. Philadelphia: Lippincott- Raven;
1997. p.2075-6.

2. Ulman I, Herek O, Ozok G, Avanoglu A, Erdener A.
Traumatic rupture of mesenteric cyst: a life-threatening
complication of a rare lesion. Eur ] Pediatr Surg 1995;
5:238-9.

3. Kamat MM, Bahal NK, Prabhu SR, Pai MV. Multiple
chylous cysts of abdomen causing intestinal obstruc-
tion. ] Postgrad Med 1992;38:206-7.

4. Wong SW, Gardner V. Sudden death in children due
to mesenteric defect and mesenteric cyst. Am ] Forensic
Med Pathol 1992;13:214-6.

5. Namasivayam J, Ziervogel MA, Hollman AS. Case
report: volvulus of a mesenteric cyst-an unusual
complication diagnosed by CT. Clin Radiol 1992;46:
211-2.

6. Olivencia-Yurvati AH, Leifheit SH, Peterson DM.
Bowel obstruction secondary to mesenteric cyst forma-
tion. ] Am Osteopath Assoc 1989;89:355-6, 361.

7. Kovalivker M, Motovic A. Obstruction and gangrene of
bowel with perforation due to a mesenteric cyst in a
newborn. ] Pediatr Surg 1987,22:377-8.

8. Christensen JA, Fuller JW, Hallock JA, Sherman RT.

Yonsei Med J Vol. 45, No. 2, 2004



358

10.

Mesenteric cysts: a cause of small bowel obstruction in
children. Am Surg 1975;41:352-4.

. Itoh T, Dame HA. Calcified mesenteric cyst. South Med

] 1978,71:75-6.

Sittig KM, Rohr MS, McDonald JC. Abdominal wall,
umbilicus, peritoneum, mesenteries, omentum, and
retroperitoneum. In Sabiston DC, Lyerly HK, editors.
Textbook of Surgery, the biological basis of modern
surgical practice. 15th edition. Philadelphia: W.B.
Saunders Company; 1997. p.819-20.

Yonsei Med J Vol. 45, No. 2, 2004

11.

12.

Ibrahim Baruz, et al.

Rizzo G, Ragazzi R. Mesenteric cyst. Presentation of 2
cases, one with secondary intestinal occlusion (with
English abstract). Arch Sci Med (Torino) 1980;137:339-
45.

Guzzetta PC, Anderson KD, Altman RP, Newman KD,
Eichelberger MR, Rouse TM, et al. Pediatric Surgery. In
Schwartz SI, Shires GT, Spencer FC, editors. Principles
of Surgery. Volume 2, 6th ed. New York: McGraw-Hill
Inc; 1994. p.1702.



