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Abstract

Background: Mesenteric cysts are rare intra abdominal lesions, and they
can be asymptomatic or present with a specific symptoms.

Case Presentations: A 33 year old man who came with history of worsening
of abdominal distension, abdominal pain, yellowish discoloration of the eye one
month duration to a tertiary hospital in Bahir dar Ethiopia. He was also on anti-
tuberculosis medication over the last 3 months with diagnosis of abdominal TB
at a health center but no improvement. This was a rare case of mesenteric cyst
with obstructive jaundice & massive abdominal distension mimicking chronic
liver disease with ascites.

Conclusions: In case of clinical suspicion of giant mesenteric cyst with
compressive symptoms, appropriate imaging for accurate diagnosis should be
performed before starting medications for other incorrect diagnosis. US and CT
are effective in defining the features of the giant cyst and also in the planning of
the surgical operation.
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Abbreviations

AFB: Acid Fast Bacilli; BPM: Beat per Minute; BUN: Blood Urea
Nitrogen; Cm: Centimeter; CT: Computerized Tomography; DI:
Deciliter; G: Gram; HCV: Hepatitis C Virus; HBs: Hepatitis B Surface;
L: Liter; Mg: Milligram; MRI: Magnetic Resonance Imaging; SGOT:
Serum Glutamic Oxaloacetic Transaminase; SGPT: Serum Glutamic
Pyruvic Transaminase; TB: Tuberculosis; U: Unit; ul: Microliter; US:
Ultrasonography

Background

Mesenteric cysts are very rare intra abdominal lesions, with a
reported incidence of approximately 1 in 100,000 hospital admissions
[1]. Mostly they are found incidentally but sometimes patients with
these lesions present with non-specific complaints of abdominal pain
and distension, or an abdominal mass [2]. Patients usually require
radiological imaging like ultrasonography, computed tomography
or MRI for diagnosis and preoperative planning [3-5]. Complete
excision by laparoscopic or open technique is gold standard for
treatment of mesenteric cyst [6]. In the present report, a 33 year
old man presented with abdominal distension, abdominal pain and
yellowish discoloration of the eye and he was also on an anti TB
medication for the last 3 months. There was diagnostic challenge in
a primary hospital where he started treatment initially. There was no
access to imaging like CT scan and US was available but diagnosed as
massive ascites. Finally he was referred to a tertiary hospital worked
up, explored and found to have huge mesenteric cyst.

Case Presentation

A 33-year-old man Ethiopian national, presented with
exacerbation of abdominal pain and abdominal distension of 1
month duration. His compliant was there for the last five months and

the abdominal distension increases progressively from time to time.
Associated with these he has poor appetite and weight loss. However,
he has no cough, fever or night sweating. He has no blood per stool.
Initially he has gone to a primary hospital in his vicinity and there
was diagnostic challenge. Because there was lack of specialists, lack of
imaginglike CT scan in the hospital. US was available but diagnosed as
having massive ascites and considering abdominal TB, he was started
on anti TB medication and given for about three months. Despite
taking the medications, the patient condition worsens. For this reason
patient was referred to a referral hospital for further investigation and
management. He has developed vomiting of ingested matter when
taking meals, anorexia and yellowish discoloration of the eye over the
last one month. The abdominal pain that is crampy and intermittent
was also worsened over the last 5 days. He had no family or personal
history of diabetes, Asthma or Hypertension.

At presentation, the patient was acutely sick looking on chronic
background. He was markedly emaciated. Blood pressure was
100/60mmhg, pulse rate was 106 bpm, and he was a febrile. He has
pink conjunctiva and deeply icteric sclera. Has protuberant abdomen
moves with respiration; shifting dullness and fluid thrill positive

Otherwise, no lymphadenopathy in all accessible areas, no
genuine abdominal tenderness and it was difficult to appreciate for
hepatosplenomegaly because of the distended abdomen.

With assessment of massive ascites secondary to query chronic
liver disease, the patient was kept at emergency medical OPD and
worked up as follows in the table.

Abdominal Ultrasonography was done and suggestive of cystic
abdominal mass. Abdominal CT was ordered to further characterize
the mass (Figure 1) and shows huge cystic intra abdominal mass
likely mesenteric cyst.
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Figure 1: Abdominal CT of the patient showing a large cystic lesion of 21.6 x
17.6 cm most compatible with a benign mesenteric cyst.

Figure 2: Intraoperative image huge, tense cystic mass filling the whole
abdominopelvic cavity.

Figure 3: Post-operative image of resected cyst after removal of 9 liters of
fluid.

Because of increased abdominal pain patient was taken to
the operation theatre after optimum preparation for emergency
laparatomy. He was explored by midline vertical incision and the
intraoperative finding (Figure 2) was huge tense, cystic mass filling
the whole abdominopelvic cavity measuring 30cm x 21cm x 17cm
. The colon and the small intestine were collapsed and pushed to
the periphery. The gall bladder was distended and the stomach was
collapsed & pushed to right upper quadrant together with the liver.
Because the cystic mass was very tense it was difficult to manipulate
so narrow opening was done on it and content aspirated by suction
and about 9 liters of clear brownish fluid was evacuated. Then it was

Table 1:
Parameters Result
Organ function test
Creatinine 0.83mg/dI
BUN 33.26mg/dl
Bilirubin total 15.99mg/dI
Bilirubin direct 12.12mg/dl
Alkaline phosphatase 789.9U/1
SGOT 49.5U/
SGPT 23.33U/1
Albumin 2. 7gm/dl
Random blood sugar 103g/dl
Complete blood count
White blood cell count 4.91 X 10%/ul
Hematocrit & blood group 41.9%, B*
Platelets 406 X 103/l
Viral markers
HCV Antibody test Negative
HBs Antigen test Negative
Ascetic Fluid Analysis
White blood cell count 120/pl
Gram stain Negative
Acid fast bacilli Negative
Cytology Negative
Protein 19gm/L
Glucose 80gm/dl

dissected from the surrounding structures and it was a mesenteric
cyst arising from the mesentery of transverse colon. The abdominal
cavity was washed with normal saline and closed. Postoperatively
anti tuberculosis medications was discontinued. The patient had
an uneventful postoperative course, and he was discharged on
10th postoperative day. His total bilirubin dropped to 2.2mg/dl
and in retrospect the patient had obstructive jaundice secondary to
compression.

Histopathology revealed cuboidal epithelial cells lining with no
muscular layer reported as mesenteric cyst. Then he has been followed
at surgical referral clinic monthly and he has been symptom-free so
far.

Discussions

Mesenteric cysts are rare intra-abdominal findings, with
a reported incidence of approximately 1 in 100,000 inpatient
admissions [1] with a male: female ratio of nearly 1:1 [7,8]. Beahrs et
al. [9] classified cystic disease of mesentery into four categories [1].
Embryonic and developmental cyst [2] Traumatic or acquired cyst
[3] Neoplastic cyst [4] infective or degenerative cyst. Though debated
most accepted theory of development of mesenteric cyst is benign
proliferation of ectopic lymphatic tissue in the mesentery that fails to
communicate with the rest of the lymphatic system [10].

The sizes of mesenteric cyst are diverse. Aydinli etal. [11] reported
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a giant mesenteric cyst in the mesentery of the ileum whose size was
30 x 20 x 10 cm, and the amount of serous fluid filling the inside was
2.5 litters. In comparison our case was 30 x 21 x 17cm’® containing 9
liters of brownish clear fluid.

Majority of mesenteric cysts are asymptomatic and discovered
incidentally during diagnostic imaging or surgery. When these cysts
create symptoms; abdominal pain (55-82%), palpable abdominal
lumps (44-61%), and abdominal distention (17-61%), may be
observed [12]. Although uncommon, patients may present with acute
abdomen due to infection, rupture, bleeding, intestinal obstruction
and incarcerated hernia [13,14].

The inner wall of a mesenteric cyst has been reported to be
composed primarily of cuboidal or columnar endothelial cells, but
in some cases the endothelial cell layers are incomplete [15]. Cases
without endothelial cells are classified as false cysts, and their causes
have been reported to be trauma, infection or degeneration. In our
case, cuboidal epithelial cells lining inner wall with no muscular layer
was detected thus, the case was classified as a true cyst.

In diagnosis and determining nature of mesenteric cysts,
ultrasonography (US), computerized tomography (CT) and magnetic
resonance imaging (MRI) plays a significant role. Ultrasound
provides contribution in determining nature of lesion, presence
or absence of septations and also helps to determine the location
of the lesion. However, ultrasound alone may not be sufficient in
determining localisation in majority of the cases. At this point, the
role of computerized tomography and magnetic resonance comes
into picture. It plays significant role in determining mesenteric
localisation of lesion, its relation with adjacent structures and defining
the projections [3-5].

The choice of treatment for mesenteric cysts is complete surgical
resection with or without bowel resection. This complete excision is
achieved by laparoscopic or open approach [3-6,16]. In the case of
our patient, complete cyst excision and removal was done by open
surgery and there were no post-operative complication. In our case
since there was no close apposition of the cyst to the bowel or its blood
vessels, a simple cystectomy was possible without the need for bowel
resection. Mesenteric cyst is known for recurrence if incomplete
excision is done therefore complete excision is treatment of choice
which we were able to do in this case.

Conclusion

In conclusion; in case of clinical suspicion of giant mesenteric
cyst with compressive symptoms, appropriate imaging for accurate
diagnosis should be performed before starting medications for other
suspected diagnosis. US and CT are effective in defining the features
of the giant cyst and also in the planning of the surgical operation.
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