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Introduction

Mesenteric cysts are rare and benign intra-abdominal lesions (1). 
The incidence for mesenteric and omental cysts is approximately 
1 in 20,000 admissions for pediatric cases (1). Approximately one-
third of cases occur in children younger than 15 years, with a 
mean age of onset of 4.9 years (2). The clinical presentation is 
diverse and variable and can occur as a spectrum of asymptomatic 
abdominal lumps and cramps to an acute abdomen or intestinal 
obstruction (1-3). Diagnosis is based on clinical and radiological 
findings with abdominal ultrasound (US) to be the modality of 
choice in the emergency department (ED) (4). Complete excision 
of the cystic mass is the best modality therapy (1,5). Because of 
the rarity of this condition and the lack of specific symptoms, a 
correct diagnosis is difficult and seldom made. Therefore, it is 
worth reporting this case.

In this paper, a case of 15 months male child who presented 
with constipation and abdominal pain and underwent surgical 
resection for a huge mesenteric cyst is reported.

Case Report

Fifteen months old male child presented to our ED with 
complaints of generalized abdominal pain and constipation for 

10 days duration. Symptoms were associated with decreased 
oral intake in the last two days before presentation to the ED. 
There was no history of fever, vomiting, or bleeding per rectum. 
Prenatal, antenatal and postnatal histories were not significant. 
There was no significant medical, surgical, or family history. 

Vital signs recorded on initial assessment were within normal 
limits, including a temperature of 36.8 °C. Upon examination, 
the patient was irritable; the abdomen was distended more in 
the right upper quadrant, firm to palpation with generalized 
mild tenderness.

As a part of his assessment in the ED, blood tests were performed, 
which were all within normal limits. In view of his abdominal 
pain, constipation and abnormal abdominal examination, an 
abdominal X-ray was ordered to rule-out bowel obstruction, 
perforation, or abdominal hernia. The X-ray showed a significant 
soft tissue shadow in the mid-abdomen displacing the bowel 
loops to the left side (Figure 1).

Therefore, an abdominal US was performed. As shown in (Figure 
2), a large midline cystic lesion measuring 10x7.5 cm was seen 
displacing the bowel with a suggestion of a mesenteric or 
duplication cyst. An abdominal magnetic resonance imaging 
(MRI) was then done which showed a large lobulated right-sided 
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and central abdominal cyst, the largest component, had a dumb-

bell shape, extended from the superficial central abdomen to the 

sub-hepatic region and measured 10.5 cm x 14.4 cm x 7 cm. The 

root of origin of the cyst appeared to be the right iliac fossa, in 

the ileocaecal region, with the impression of a mesenteric cyst 

(Figure 3).

The patient underwent surgery, and the cyst was excised entirely. 

The patient had an uneventful postoperative period. Follow-up 

was impossible as the patient had traveled out of the country.

Discussion

A mesenteric cyst is defined as any cyst in the mesenterium, 

which can occur in the mesentery along the gastrointestinal tract 

anywhere from the duodenum to the rectum (6). The reason 

behind the occurrence of mesenteric cysts is not identified, yet 

the most accepted theory for the occurrence of the mesenteric 

cysts was proposed by Gross, stating that mesenteric cysts results 

Figure 2. Large midline cystic lesion measuring 10x7.5 cm seen displacing the bowel. No internal septation or solid areas. Fluid contents 
show internal echoes

Figure 1. Abdominal X-ray showing large soft tissue shadow in 
mid abdomen displacing the bowel loops to left side, with no sign 
of bowel obstruction

Figure 3. Magnetic resonance imaging showing a large lobulated right-sided and central abdominal cyst, the largest component, had a 
dumb-bell shape measures 10.5 cm x 14.4 cm x 7 cm
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from benign proliferation of ectopic lymphatics in the mesentery 
that lack communication with the remaining of the mesenteric 
system (1). Mesenteric cysts were first described in 1507 by the 
pathologist Benivieni during autopsy of an 8 years old child (1,7). 
Mesenteric cysts may range from a few centimeters to over 10 cm 
in maximal size length (1). A review of 162 patients mentioned 
different areas of mesenteric cyst formation with the commonest 
being in the small-bowel mesentery occurring at a rate of 60% 
of total described mesenteric cysts, 24% in the large-bowel 
mesentery, and 14.5% in the retroperitoneum (1).

Patients with mesenteric cyst are usually asymptomatic, but 
they can also present with vague complaints such as pain from 
mesenteric cyst, which is the commonest complain (82%), nausea 
and vomiting (45%), constipation (27%), and diarrhea (6%) while 
up to 61% of patients had an abdominal mass as a clinical finding 
(1). Our patient presented with abdominal pain, constipation and 
reduced oral intake. Such non-specific presenting complaints can 
be misunderstood as appendicitis, bowel obstruction, or even 
diverticulitis before surgery.

It is critical to recognize that the red flags of pediatrics’ abdominal 
pain include fever, pain not located in the periumbilical area, 
nocturnal pain, weight loss, growth disorder, elevated erythrocyte 
sedimentation rate, and abdominal tenderness. That could 
increase the likelihood of organic rather than functional pain in 

pediatrics. Keep differential diagnosis open initially then narrow 

based on clinical assessment/diagnostic workup (8). 

The diagnostic work of vague abdominal pain and constipation 

usually includes a plain abdominal X-ray. Abdominal X-ray 

interpretation is an essential skill for the emergency physician. 

We usually look for signs of constipation, intestinal obstruction, 

or a foreign body. It’s essential to read X-rays in a structural 

format not to miss such rare pathology when it occurs. James 

and Kelly (9) suggested an algorithm for a structured abdominal-

XR interpretation as outlined in Figure 4.

For the diagnosis of mesenteric cyst, US of the abdomen is the 

test of choice and in the hand of an expert can provide details of 

size, location and septation. Computed tomography scan or MRI 

can add better anatomical orientation of the cyst even though in 

general adds little findings to the US (1,3,6,10).

The treatment of choice is complete surgical resection, which 

can be accomplished through either laparoscopic, laparotomy, 

or laparoscopic assisted techniques (6). Complications from 

mesenteric cyst if not removed are rare but if they do occur 

can range from intestinal obstruction (most frequent), intestinal 

volvulus, hemorrhage, infection, rupture and torsion (1,5). 

Additionally, there is a possibility of recurrence or malignant 

transformation of the cyst.

Figure 4. Barry James abdominal-XR interpretation approach [James and Kelly (9)]
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Conclusion

We report a case and a review of literature of a child with a 

mesenteric cyst who presented with generalized abdominal pain 

and constipation. He was surgically treated after being diagnosed 

with a mesenteric cyst based on radiological examination.
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