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ABSTRACT

Background: Mesenteric cysts are exceptional abdominal lesions of childhood. Presentation may vary with broad
spectrum of symptoms from asymptomatic mass and nonspecific complaints to an acute abdomen. Objectives of this
study were to present a series of patients with mesenteric cysts and to analyze our experience with emphasis on the
presentation, management, and outcome.

Methods: This observational study included thirteen children were diagnosed and treated for mesenteric cysts. All
cases subjected to clinical evaluation, laboratory investigations and radiological studies. The diagnosis was confirmed
on laparotomy. Ethics committee approval was obtained. The main data which extracted and analyzed included
demographic data, operative finding, postoperative complications and duration of hospital stay. Data were analyzed
using SPSS for Windows software and P value of < 0.05 was considered significant.

Results: There were 13 patients with mesenteric cyst, 5 girls and 8 boys. The ages ranged from neonate to 8 years.
Abdominal mass and pain was the main presenting symptoms. Prenatal diagnosis established in two cases.
Laparotomy performed in all cases. Small bowel mesentery is the commonest site. Two patients required urgent
surgery. Surgical procedures included cyst excision with or without intestinal resection. Chylolymphatic cyst was
documented in 4 cases. Post-operative complications reported in 2 cases.

Conclusions: Mesenteric cysts are unusual in children with variable clinical presentation. Complete excision was
feasible in nearly all cases, bringing a favorable outcome. The possibility of this disease entity should be considered
as the cause of acute abdomen.
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INTRODUCTION

In pediatric population mesenteric cysts represent a rare
reason of benign intra-abdominal lesion.! The occurrence
rate of this lesion in the pediatric age group has been
reported as 1 in 20,000 admissions. It can occur
anywhere in the mesentery of gastrointestinal tract with
the majority reported in the small-bowel mesentery.?
Characteristically, its presentation varies widely with
broad spectrum of symptoms from asymptomatic mass
and nonspecific complaints to an acute abdomen.’

Regarding surgical treatment complete excision of cyst
with or without bowel resection and reanastomosis is the
practice of choice in many literatures. However; partial
excision with marsupalisation of residual cyst cavity is an
option if complete excision, even with bowel resection is
not achievable in rare cases. Also, laparoscopic approach
for excision of the cysts is becoming a progressively
growing fashionable option.2

Objective of the present study was to highlight and
analyze our experience regarding pediatric patients
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presented with mesenteric cysts with emphasis on the
presentation, management, and surgical outcome; in the
hope that information will reinforce the diagnostic and
treatment strategy.

METHODS

This prospective observational study included paediatric
patients diagnosed and treated surgically at our
institutions and histologically proven to be true
mesenteric cysts during the period from August 2013 to
August 2016. Patients who are operated outside our
center, clinically unfit, redo cases or missed from follow
up were excluded. The study was approved by the local
institutional research ethics committee. All cases
subjected to the same management protocol including
clinical evaluation, laboratory investigations, radiological
studies and laparotomy. Surgery was the treatment of
choice in all cases and surgical procedure included
complete cyst excision with resection and re-anastomosis
of the involved gut or complete cyst excision when
feasible.

Demographic data, clinical presentation, management
strategies, operative finding and outcomes all were
reported and presented in number and percentage with
statistical analysis using SPSS for Windows software; if
needed; and P value of < 0.05 was considered significant.

RESULTS

Thirteen children treated at our institutions and
histologically proven to be true mesenteric cysts during
the period from August 2013 to August 2016 were
considered for inclusion in this series.

Table 1: Patients' characteristics and baseline data.

PELE! Number Percentage |

Sex Male 8 61.5%
Female 5 38.5%

Age at Neonate 3 23.1%

operation Infant 4 30.8%
Child 6 46.1%
Abdominal 8 61.5%

. mass

g::g;g;l Distension 6 46.1%
Pain 4 30.8%
Incidentally 1 7.8%

. Ultrasound 13 100%
Imaging cT* 9 69%
Prenatal diagnosis 2 15.4%
Presentation Acute 2 L)

Chronic 11 84.6%
Surgery Urgent 2 15.4%
Elective 11 84.6%
Total 13
* Computed tomography

There were 8 (61.5%) boys and 5 (38.5%) girls with male
to female ratio 1.6:1. The ages ranged from neonate to 8
years. Surgery was performed during the neonatal period
in 3 (23.1%) patients and during infancy in four (30.8%)
cases. The mean age at time of surgery was 30 months.

Clinically abdominal mass/distension was the chief
presenting symptoms 8 (61.5%) cases; abdominal pain
was the next common which reported in 4 (30.8%)
patients. Two patients (15.4%) had acute presentation as
acute bowel obstruction.

Prenatal diagnosis via foetal ultrasonography (US)
established only in two (15.4%) cases. Preoperative
abdominal US; carried out routinely to all patients; was
diagnostic for cystic lesions in relation to the gut. Nine
(69%) patients were evaluated using abdominal computed
tomography (CT) and revealed confirmatory findings that
clinched the diagnosis. Patients' characteristics and other
baseline data. (Table 1)

Surgery was the treatment of choice in all cases and
laparotomy revealed cyst related to mesentery with
variable sizes and character (Figure 1).

Figure 1: Mesenteric cyst.

Surgical intervention was elective in 11 (84.6%) patients;
while urgent surgical intervention required in 2 (15.4%)
cases whose were presented as acute abdomen and both
had volvulus around the cyst (Figure 2).

Figure 2: Volvulus around the cyst.
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Small bowel mesentery 11 (84.6%) patients was the
commonest site of origin; mean size of cysts was 13 cm
(range from 7 to 19 cm) in largest diameter; all patients
had single cyst; it was unilocular in 7 (53.8%) patient and
serous fluid in 7(53.8%) cysts was the commonest type.
Cyst characteristics regarding site, size, number,
loculation and nature of contents (Table 2). Surgical
procedure included complete cyst excision with resection
and re-anastomosis of the involved gut in 11 (84.6%)
patients; while, cyst excision performed only in 2
(15.4%) patients.

Table 2: Cyst characteristics.

Cyst character Number % |
Number Single 13 100%
> one - -
Jeujenal 7 53.8%
Site leal 4 30.8%
Mesocolon 2 15.4%
<10 cm 3 23.1%
Size 10-15cm 6 46.1%
>15cm 4 30.8%
Loculation UniIc_)cuIar 7 53.8%
Multilocular 6 46.1%
luid Serous 7 53.8%
Eofl'tems Chylous 4 30.8%
Serosanguinous 2 15.4%
Excision with
Treatment R-A* 11 84.6%
Cyst excision 2 15.4%
Total 13

*Intestinal resection and re-anastomosis

Figure 3: Chylolymphatic mesenteric cyst.

A rare variant of a mesenteric cyst which called
chylolymphatic cyst was documented in 4 (30.8%) cases.
Diagnosis was confirmed to be chylolymphatic cysts by
characteristic histopathological finding which included
multiloculated cyst lined with a thin endothelium, filled
with chylous and lymphatic fluid (Figure 3).

Post-operative complications reported in 2 (15.4%) cases,
wound infection documented in one cases and one patient

developed adhesive ileus 2 months postoperatively. Both
cases were successfully managed conservatively. No
reported recurrences throughout the follow-up era which
ranged from 2 to 4 months.

DISCUSSION

Any cyst has an identifiable lining of endothelium or
mesothelial cell and located in the mesentery can be
defined as a mesenteric cyst.* The exact etiology is still
not clear. However, benign proliferation of non-
communicating mesenteric ectopic lymphatics considered
one of the conventional theories.*®

Due to share embryogenesis; mesenteric, retroperitoneal
and omental cysts may be labelled together by many
authors.2”® Mesenteric cysts represent a rare cause of
abdominal masses in children with reported incidence 1
in 20,000 admissions with male sex predominance and
most cases before 10 years old which may explained by
smaller body and abdominal cavity.»246° All data were
comparable with the present results.

Mesenteric cyst could present as acute, chronic or
asymptomatic discovered accidentally.”1%! Diversity in
clinical finding arises from a variety of location and
size.32 Wide spectrum of presenting symptoms ranging
from asymptomatic cases discovered incidentally to acute
abdomen and including nonspecific complaints, nausea,
vomiting, constipation, abdominal distension, mass, pain
or present with complications as torsion, rupture,
haemorrhage, intestinal  obstruction.®*Y"  Mobile
abdominal mass was the clinical finding in up to 61% of
the patients.®

The opportunity of a complicated mesenteric cyst should
be judged in the differential diagnosis in patients with an
acute abdomen.* In this study acute intestinal obstruction
was the presentation only in two cases.

Although abdominal US considered the superior imaging
study; many other diagnostic modalities are available.*®
CT seems to be favorable confirmatory technique in
suspected cases with equivocal US in addition to its
higher reliability regarding location, relationship with
intestine and nature of the cyst to reach a conclusive
diagnosis.?® Other techniques like contrast studies and
MRI may be helpful in selected cases and for differential
diagnosis.?! Antenatal detection is possible during fetal
ultrasound scanning.??

Complete cyst excision at time of diagnosis to avoid
possible complications with or without related bowel
resection and reanastomosis is the procedure of choice
either via laparotomy or laparoscopy.t!32326  Other
treatment  options for selected cases include
marsupialization, sclerotherapy, drainage, enucleation
and percutaneous aspiration.2”2126-31 Urgent surgery is
necessary in considerable number of patients due to
volvulus.’® In the present series laparotomy performed in
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all cases and excision was possible in all cases. However;
related bowel segment resection and reanastomosis was
necessary in 11 cases.

Grossly, mesenteric cysts have different size, shape, and
may be single or multiple, unilocular or multilocular with
variable fluid contents serous, bloody or milky.

Along gastrointestinal tract mesentery the cyst can arise
with the majority located in ileal mesentery.2316 This
data run in parallel with the present results.

Supposed classification depends on ethology, cyst
contents or pathological bases.>3>% A chylolymphatic
cyst is an extremely rare variant of a mesenteric cyst in
pediatric population.323435 |t contains both chyle and
lymph; multiloculated, lined with a thin endothelium and
absence of smooth muscle and lymphatic spaces in the
wall of the cyst differentiates mesenteric cysts from
cystic lymphangioma.*33.35.36

CONCLUSION

Mesenteric cysts are unusual in children with changeable
clinical presentation. Complete excision was feasible in
nearly all cases, bringing a favourable outcome. The
possibility of this disease entity should be reserved in
mind for patient presenting with acute abdominal
symptoms.
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