


 Case report                     
Hidden in the Mesentery: Laparoscopic Removal of a Sigmoid Cyst 



Abstract 

Background: Mesenteric cysts are uncommon intra-abdominal lesions. Although they can occur anywhere along the mesentery, they are most frequently found in the small bowel mesentery. Sigmoid mesenteric cysts, as demonstrated in this case, are particularly rare. While these cysts are often asymptomatic, they may cause nonspecific symptoms such as bloating, abdominal pain, or an abdominal mass. If left untreated, complications such as infection, bleeding, volvulus, or intestinal obstruction may occur.
Case presentation: We present the case of a 45-year-old woman with a history of dull, progressive pain in the left hypochondrium for 1.5 years. Contrast-enhanced CT (CECT) of the abdomen revealed an 8 × 7.9 × 8.6 cm well-defined cystic lesion in the left lumbar mesentery, suggestive of a mesenteric cyst. The patient subsequently underwent laparoscopic excision of the cyst.
Conclusion:  Laparoscopic excision is a safe, minimally invasive, and effective treatment option for mesenteric cysts, reducing postoperative morbidity and shortening hospital stay. This case highlights the importance of early detection, imaging-based diagnosis, and timely surgical intervention in preventing complications.
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             Introduction
Mesenteric cysts are uncommon, benign intra-abdominal lesions that develop within the mesentery of the gastrointestinal tract. Their incidence is estimated at approximately one per 100,000 hospital admissions in adults and one per 20,000 in children. While they can occur anywhere along the mesentery, the small bowel mesentery is the most frequent site of origin. In some cases, they arise from the mesocolon (24%) or the retroperitoneum (14.5%) [1]. Sigmoid mesenteric cysts are exceedingly rare. Although the exact etiology remains unclear, proposed causes include trauma, infection, neoplasia, lymphatic malformations, and impaired lymphatic drainage. This case report has been prepared in accordance with the SCARE checklist.[2]
               Case Presentation
A 45-year-old woman from a rural area presented with a complaint of dull, aching abdominal pain localized to the left hypochondrium for 1.5 years. The pain was progressive, aggravated by prolonged standing and sitting, and relieved upon lying down. There was no history of vomiting, jaundice, hematemesis, altered bowel habits, or trauma. She was a known case of hypothyroidism and was on regular medication (Tablet Thyroxin 100 mcg once daily). There was no history of prior surgical interventions.
On examination, a 6 × 7 cm ill-defined lump was palpable in the left iliac fossa. It was soft to firm in consistency, mobile in the horizontal plane, and immobile in the craniocaudal plane. There was no fluid thrill, and bowel sounds were normal. Contrast-enhanced CT (CECT) of the abdomen revealed a well-defined fluid-attenuation cystic lesion in the left lumbar mesentery, measuring 8 × 7.9 × 8.6 cm, without solid components or bowel communication, suggestive of a mesenteric cyst (Figure 1).
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FIGURE 1: Axial section and coronal section of CECT Whole abdomen showing a well-defined cystic lesion in left lumbar region which is arising from large bowel mesentery 


She underwent laparoscopic excision of the sigmoid mesenteric cyst under general anaesthesia. Intraoperatively, an 8 × 6 cm well-encapsulated cyst arising from the sigmoid mesentery was identified, containing approximately 250 ml of fluid (Figure 2). Complete enucleation of the cyst was performed. The patient had an uneventful recovery and was discharged on postoperative day 2 with appropriate postoperative instructions.
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FIGURE 2: Cystic lesion arising from sigmoid mesentery (red arrow- Mesenteric cyst, yellow arrow- Sigmoid colon)

Discussion
The size, location, and appearance of mesenteric cysts can vary widely, making them a heterogeneous group of lesions. Benevieni, a Florentine anatomist, first described mesenteric cysts in 1507 [3]. In 1880, Tillaux performed the first successful removal of a mesenteric cystic tumor [3], and in 1883, Pean reported the first marsupialization of a mesenteric cyst [1]. Mackenzie later performed the first laparoscopic resection [4].
While most mesenteric cysts are asymptomatic, approximately 10% of patients present with an acute abdomen [5]. Differential diagnoses include ovarian cysts, duplication cysts, and peritoneal inclusion cysts. The causes of mesenteric cysts are varied; most are attributed to traumatic rupture or developmental anomalies of the mesenteric lymphatics. Benign cystic mesothelioma is often associated with a history of endometriosis, prior surgery, or pelvic inflammatory disease, whereas simple lymphatic and mesothelial cysts are usually congenital in origin [6,7].
However, Tillaux’s sign is the most characteristic physical finding of a mesenteric cyst. It is described as an abdominal mass that moves only in the horizontal plane (side to side) but not vertically. Even when Tillaux’s sign is present, confirmation with imaging—such as ultrasonography, CT, or MRI—is essential. Preoperative imaging also helps guide the choice between a laparoscopic and an open surgical approach [8].
Although open surgery was traditionally the standard treatment, laparoscopic excision is now preferred due to its advantages, including smaller incisions, shorter hospital stay, and reduced morbidity. Complete excision is essential to prevent recurrence.
Conclusions
Mesenteric cysts can be safely and effectively removed using laparoscopic excision. This case highlights the importance of early detection and the advantages of minimally invasive surgery in managing such rare lesions. As mesenteric cysts are usually asymptomatic, they are uncommon and often difficult to diagnose preoperatively. Although the majority are benign, surgical excision is recommended due to the potential risk of malignant transformation.
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