


Case report
Laparoscopic Excision of a Simple Mesenteric Cyst of the Caecal Mesentery – A Rare Case Report 


                         

  

Abstract  
       Mesenteric cysts are rare benign abdominal lesions that can occur anywhere from the duodenum to the rectum, with an incidence of approximately 1 in 100,000 to 1 in 250,000 patients. They are often benign and asymptomatic but may present with symptoms such as abdominal pain, nausea, vomiting, or intestinal obstruction due to volvulus. The treatment of choice is complete surgical excision, preferably by laparoscopy. Simple aspiration or drainage is not recommended because of the high recurrence rate. Laparoscopic resection offers advantages such as minimal pain, shorter hospital stays, and faster recovery. In this report, the case of a 45-year-old male with a simple mesenteric cyst located in the caecal mesentery, positioned inferior to the cecum and near the ileocecal junction, is presented, which was successfully treated with laparoscopic excision. Laparoscopic exploration revealed a thin-walled cystic structure containing clear yellowish fluid, situated inferior to the cecum, with the appendix lying medial to the cyst. A concomitant laparoscopic appendectomy was performed. Histopathological examination revealed a benign simple mesenteric cyst with a fibrocollagenous wall lined by cuboidal to flattened mesothelial cells. It was concluded that in recent years, laparoscopic complete excision has become the preferred approach due to its advantages, including reduced postoperative pain, faster recovery, and shorter hospital stay. Complete surgical removal of the mesenteric cyst remains the key to achieving an optimal outcome and preventing recurrence.
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Introduction
     “Mesenteric cysts are rare abdominal tumours that occur within the mesentery, most commonly in the small bowel (about 66%) and less frequently in the mesentery of the large intestine (about 33%), usually on the right side of the colon. The size of mesenteric cysts can vary significantly, as illustrated in various case series. Clinical manifestations may include abdominal pain, a palpable abdominal mass, constipation, and other nonspecific gastrointestinal complaints” (Shaker et al., 2025). The most widely accepted classification is the histopathological classification, which divides mesenteric cysts into six groups: [1,2,3]
1. Cysts of lymphatic origin
2. Cysts of mesothelial origin
3. Enteric cysts
4. Cysts of urogenital origins
5. Dermoid cysts
6. Pseudocysts
The classical Tillaux triad for mesenteric cysts includes:
1) Soft fluctuant swelling in the umbilical region
2) Freely mobile perpendicular to the mesentery
3) Zone of resonance all around
         “Radiological diagnosis plays a crucial role. Ultrasound is the key imaging tool and typically reveals a well-defined cystic mass, which may appear anechoic (fluid-filled) or show internal septations or a characteristic “honeycomb pattern” [3,4,5]. “The diagnosis is frequently made following imaging studies or during surgery. Despite their generally benign nature, delayed diagnosis can lead to serious complications” (Purnama & Oswari, 2024). 
      “CT scanning provides more detailed visualisation of the cyst and its relationship with surrounding organs, usually showing a well-defined, spherical, homogeneous lesion. MRI is considered the best imaging technique for delineating the cyst’s relation to adjacent pelvic or abdominal structures. [1,2,4]. Complete surgical excision is the treatment of choice.    This can be accomplished by laparotomy or by minimally invasive surgery” (Janež, 2017; Amrutha et al., 2025). 
Case Report 
        A 45-year-old male presented to our centre on 29/09/2025 with complaints of right iliac fossa pain for six months. Ultrasonography and contrast-enhanced CT scan of the abdomen revealed a unilocular cystic lesion with a thin wall, measuring 5 × 4.8 cm in the right lower quadrant, suggestive of a simple mesenteric cyst. Preoperative laboratory investigations, including tumour markers, were within normal limits.
        We decided to perform a laparoscopic excision of the mesenteric cyst. Three trocars were used for the procedure. A 10 mm trocar was inserted through the umbilical region after creating pneumoperitoneum using a Veress needle, maintaining intra-abdominal pressure at 12–14 mmHg. Two additional 5 mm trocars were placed — one in the left suprapubic region and the other in the right iliac fossa — to access the cyst located at the ileocecal junction, extending toward the retroperitoneum.
       Laparoscopic exploration revealed a thin-walled cystic structure containing clear yellowish fluid, situated inferior to the cecum, with the appendix lying medial to the cyst. The cyst was carefully mobilised from the mesentery using bipolar forceps. During dissection, the cyst was punctured, and its clear fluid contents were aspirated. The cyst was then completely excised from the ileocecal mesentery.
      A concomitant laparoscopic appendectomy was performed because the appendix was adherent and lying above the cyst wall. The cyst and appendix were retrieved through the 10 mm umbilical port. The postoperative course was uneventful, and the patient was discharged on the 4th postoperative day with complete recovery. Histopathological examination revealed a benign simple mesenteric cyst with a fibrocollagenous wall lined by cuboidal to flattened mesothelial cells. {Fig 1-9}









Fig-1. CT abdomen shows rounded, unilocular cystic lesion measuring about 5 x 4.8 cm in right lower quadrant of the abdomen, represents a mesenteric cyst.










Fig-3. Laparoscopic photograph showing cystic structure, situated inferior to the cecum, with the appendix lying on medial side
Fig-2. Laparoscopic photograph showing thin-walled cystic structure in the cecal mesentery









Fig-5. Laparoscopic photograph showing a simple mesenteric             cyst arising from the cecal mesentery   
Fig-4. Laparoscopic photograph showing the cyst was carefully mobilized from the mesentery using bipolar forceps 









Fig-6. Laparoscopic photograph showing a simple mesenteric cyst of size 5x4.8 cm containing clear yellowish fluid

Fig- 7. Laparoscopic photograph showing after aspiration of simple mesenteric cyst and extraction through 10 mm umbilical port









Fig- 8 Laparoscopic photograph showing appendectomy performed

Fig-9 Histopathology showing Fibrocollgenous cyst wall lined by cuboidal to flattened attenuated Mesothelial cells


Discussion 
      “ A mesenteric cyst of the cecal mesocolon is a rare abdominal mass located within the fold of tissue that attaches the cecum to the abdominal wall. These cysts can develop anywhere in the mesocolon of the large bowel, with approximately 24% occurring in this region, most commonly on the right side. The incidence of mesenteric cysts is estimated at 1 in 100,000 to 1 in 250,000 among adults and 1 in 20,000 among children” [1,2,3,6]
     “ The condition was first described in 1507 by the anatomist Benevenni during an autopsy on an eight-year-old boy. The first surgical removal was performed by Tillaux in 1880, and since then, around 820 cases have been reported in the literature. Mesenteric cysts most commonly occur in the fourth decade of life, but mostly affect children between one and five years of age, with equal distribution among both sexes” [4,5,7]
       In 1993, Mackenzie et al. reported the first successful laparoscopic excision of a mesenteric cyst, and only a limited number of laparoscopic cases have been documented since then. “These cysts are most frequently found in the mesentery of the small intestine (66%) and less commonly in the large intestine (33%), usually in the right colon. Very few cases have been reported in the mesentery of the descending or sigmoid colon, and only two cases have been described in the transverse colon. Cysts arising from the cecal mesentery are extremely rare, with very few cases reported worldwide”. [1,2,6,7]
Although the exact aetiology remains unclear, several mechanisms have been proposed, including:
1. Benign proliferation of ectopic lymphatic tissue that fails to communicate with the normal lymphatic system
2. Failure of embryonic lymph channels to connect with the venous system
3. Lymphatic degeneration following trauma or neoplastic changes
      “Most mesenteric cysts are asymptomatic. The most common presenting symptoms include abdominal pain (63%), a palpable mass (44%), abdominal distension, or features of intestinal obstruction such as vomiting due to volvulus”. [3,4,5]
       “Complications may include intestinal obstruction, cyst torsion, haemorrhage, infection, and spontaneous rupture. Diagnosis is primarily radiological. Ultrasound helps determine the cyst’s location, size, and fluid-filled nature, while CT scanning is considered the gold standard, with an accuracy of about 80%, providing detailed information about the cyst’s relation to surrounding structures”. [6,7,8]
       Mesenteric cysts are usually benign, with malignancy reported in only about 3% of cases. Their size can range from a few centimetres to more than 10 cm, with cysts larger than 10 cm termed “giant mesenteric cysts.” They usually occur as solitary lesions but may occasionally be multiple. Cysts can be unilocular or multilocular and contain serous, chylous, hemorrhagic, or infected fluid. Serous cysts are most often found in the ileal and colonic mesentery.
     The treatment of choice is complete surgical excision, which can be performed either by open surgery or laparoscopy.  
Surgical Management
1. Open Surgery – “Indicated for large cysts, cysts with complex adhesions to surrounding structures, or when malignancy is suspected, requiring wider excision and lymph node clearance. Conversion from laparoscopic to open surgery may also be necessary if safe enucleation cannot be achieved. The primary goal is complete enucleation of the cyst, involving dissection from the mesentery and ligation of feeding vessels. If the cyst is adherent to adjacent organs, en bloc resection may be required, sometimes involving bowel resection, especially in children”. [8,9,10]
2. Laparoscopic Surgery – “Laparoscopic excision is the preferred approach for simple mesenteric cysts, offering advantages such as minimal postoperative pain, shorter hospital stays, and faster recovery. Laparoscopic enucleation is feasible and safe in most cases. For large cysts or those difficult to handle, initial aspiration of the cyst may facilitate safe and complete excision”.  [1,2,4,11]
Conclusion  
      Mesenteric cysts are rare clinical entities that may present with mild symptoms such as abdominal pain or discomfort, or with severe manifestations like acute intestinal obstruction or volvulus. The choice between laparotomy and laparoscopy depends on the cyst’s size, location, and complexity. In recent years, laparoscopic complete excision has become the preferred approach due to its advantages, including reduced postoperative pain, faster recovery, and shorter hospital stay. Complete surgical removal of the mesenteric cyst remains the key to achieving an optimal outcome and preventing recurrence.
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