
 

SURGICAL CASE REPORTS | ISSN 2613-5965 
 

  

 

Available online at www.sciencerepository.org 

 

Science Repository 

 

 

 

 

*Correspondence to: Gaetano Di Vita, General Surgery Unit, Department of Surgical, Oncological and Stomatological Sciences, University of Palermo, Via Liborio 

Giuffrè, 5 - 90127 Palermo, Italy; ORCID: 0000-0003-2835-3273; Tel: 00390916552606; Fax: 00390916552646; E-mail: divitagaetano@libero.it 

Case Report and Review of the Literature 

Small Bowel Mesenteric Pseudocysts: Report of a Case and Review of the 

Literature 

D’Orazio Beatrice1,2, Bonventre Sebastiano1, Martorana Guido3, Cudia Bianca1, Sciumé Carmelo1, Di Vita Gaetano1* 

and Geraci Girolamo1 

1General Surgery Unit, Department of Surgical, Oncological and Stomatological Sciences, University of Palermo, Italy 
2Postgraduate Medical School in General Surgery, University of Palermo, Palermo, Italy 
3General and Oncological Surgery Unit, Fondazione Istituto G. Giglio, Cefalù, Italy 

A R T I C L E  I N F O 

Article history:  

Received: 24 August, 2020 

Accepted: 9 September, 2020 

Published: 21 September, 2020 

Keywords: 

Mesenteric pseudocyst 

surgery 

laparoscopy 

abdominal pain 

 
A B S T R A C T 

 

Introduction 

 

The term “mesenteric cyst” refers to a heterogenous group of cystic 

lesions with different etiopathogenetic roots, which appears in the 

abdominal cavity or in the retroperitoneum without knowledge of its 

abdominal organ of origin. The mesenteric cyst is a rare entity, and its 

reported incidence ranges from 1 per 100.000 to 1 per 250.000 hospital 

admission [1]. Various classifications for this kind of lesions have been 

proposed. The term “mesenteric pseudocyst” (MP) was used for the first 

time by Ros et al. in their classification of mesenteric cysts; in 2000 de 

Perrot et al. introduced a classification based on the histological features 

of the internal epithelium and consisted of 6 groups: lymphatic cyst, 

mesothelial cyst, enteric cyst, urogenital cyst, mature cyst teratoma and 

pseudocyst [2, 3]. MP might have an infectious, traumatic, or even 

degenerative aetiology and is similar to pancreatic pseudocyst, from a 

histological point of view, presenting a thick fibrotic wall with internal 

septae without epithelial lining cells [3]. They are sited more frequently 

in the mesentery of the small bowel (50-80% of cases), colon (15-30%) 

or in the retroperitoneum (7-20%) [4]. 

 

Iida et al. reported in 2003 that the total number of MP’s records in 

Japanese literature was only 15 cases [5]. Yamabuki et al. reported in 

2017 that the total number of MP records in the literature was about 20 

cases [6]. In our report, we present the case of a woman with a jejunal 

MP and abdominal pain, who underwent a laparoscopic surgical 

procedure to excise the lesion and a concomitant review of the relevant 

literature. 

 

Case Report 

 

A 50-year-old female patient presented to our observation for the 

appearance of an abdominal cystic neoformation. The patients described 

diffuse abdominal pain for about 2 months without the association with 

any other gastrointestinal or general symptoms. The US of the abdomen 
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was unfortunately vitiated by the subcutaneous fat and intestinal 

meteorism. An injected CT scan of the abdomen was carried out showing 

a cystic lesion (Figure 1) with a thick wall located in the mesentery of 

the small bowel in the right upper abdominal quadrant, which did not 

take contrast and appeared dissociable from the surrounding structures. 

His past medical history was remarkable for essential hypertension, 

while his surgical one was unremarkable. He had a BMI of 30 kg/m2 so 

the physical examination showed only a non-localized abdominal 

tenderness without signs of peritonitis; the laboratory tests were 

negative. 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1: Abdominal CT scan frame showing cystic lesion with a thick 

wall located in the mesentery of the small bowel in the right upper 

abdominal quadrant, which did not take contrast and appeared 

dissociable from the surrounding structures. 

 

We performed a complete laparoscopic surgical excision of the lesion, 

which was located in the jejunal mesentery 30 cm distant from the Treitz 

ligament. The histological examination pleads in favour of the MP 

(Figure 2). The post-operatory course was uneventful, the patient was 

discharged on postoperative day 2 and the 5 years CT scan follow up did 

not show any recurrence. Moreover, at 6 months, clinical follow up the 

symptoms disappeared. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2: Hematoxylin-eosin, wholemount. Pseudocyst: cystic 

neoformation without epithelial or endothelial lining, with amorphous 

content showing fibrous and mucinous features and fibrotic wall, where 

a granulomatous inflammatory process can be detected (lymphocytes, 

histocytes, plasma cells, neutrophils). 

 

Discussion 

 

MPs are a rare entity, which usually occurs in the 4th decade in both sexes 

with equal frequency [7, 8]. Their size may vary from few to 30 

centimetres; their pathogenesis remains unclear [9, 10]. Most authors 

support the hypothesis of a traumatic or infectious intestinal origin, in 

our case, both patients did not report any history of abdominal trauma or 

inflammatory disease. MPs are often asymptomatic and could be 

incidentally discovered during surgical procedure or ultrasound (US) 

and CT scan carried out for other reasons [6, 11].  

 

At the physical examination, according to the patient’s habitus, we might 

not find any alteration, while sometimes, the lesion could disappear and 

reappear afterwards in a different location within the abdomen [12]. MP 

present non- specific symptoms such as abdominal pain (55-82%), 

abdominal lumps (44-61%) or might cause complications such as 

bleedings, volvulus or infections requiring an emergency surgical 

approach [4, 8, 9, 13-17].  

 

US may be useful in the initial evaluation of the lesions providing 

information on its size and with high sensitivity on the presence of 

septation or debris inside it; nevertheless, it might fail the diagnosis it 

the MP is covered by intestinal loops. As a matter of fact, the T scan is 

more sensitive in terms of size, site and relation with neighbouring organ 

definition. Ayyappan et al. showed the utility of chemical shift MRI in 

detecting the lipid content of MP [18]. All MPs are benign lesions, 

except for the malign cystic mesothelioma, an extremely rare entity [3]. 

However, an incidence rate of malignant mesenteric cyst of 

approximately 3% has been reported; therefore, given the impossibility 

of excluding the malignant nature with the imaging technique or 

laboratory tests, it is advisable to surgically excise even the smaller MP 

[3, 19, 20]. The complete surgical excision of MPs, both with a 

laparoscopic and open surgical approach, is associated with partial 

resection of the bowel in the event they are non-dissociable; it is the 

treatment of choice. The laparoscopic approach should be preferred and 

the conversation to an open one is rare. Chandradevon et al. recently 

reported a case of MP successfully treated with the robotic approach [6, 

21]. From a review of the cases reported in the literature, after complete 

excision of the MPs recurrences have not been observed. 

 

Conclusion 

 

MPs are an extremely rare entity; given the lack of pathognomonic 

clinical, laboratory and imaging features, surgical excision is advisable 

due to the risk of complications and malignant transformation and a 

laparoscopic approach should be preferred. 
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