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Lymphangioma accounts for 5% of benign pediatric tumors and less than 1% is located in the abdomen. In-
deed mesenteric cystic lymphangioma is a rare benign abdominal mass and its pathogenesis is still unknown.

Mesenteric cystic lymphangioma is often diagnosed incidentally. Nevertheless, in some cases its clinical
presentation can mimic several common surgical pathologies. Here we describe a case of mesenteric cystic
lymphangioma mimicking an ileo-colic intussusception.

1. Introduction

Mesenteric cystic lymphangioma (MCL) is a rare benign intra-
abdominal anomaly with uncertain etiology, predominantly occurring
in children [1]. In the pediatric age group, males seem to be more af-
fected than females [2].

The diagnosis of MCL is often incidental and almost 60% are de-
tected before the fifth year of life [3]. Most MCL patients are initially
asymptomatic, with vague abdominal symptoms. Nevertheless, acute
presentation due to complications may occur: torsion, rupture, hemor-
rhage, volvulus, compression of adjacent organs, intestinal ischemia
and malrotation are reported in literature and they can be life-
threatening [1,4].

The optimal treatment for mesenteric cystic lymphangioma is a
surgical approach with resection of the mass, sometimes including re-
section of the adjacent bowel to achieve complete excision [4].

However, a complete resection of a MCL may be limited by the
size and site of the lesion since this may require a too extensive bowel
resection, resulting in a short bowel syndrome [2,5].

In this case report we describe a unique presentation of a MCL in
children and its successful surgical treatment.

* Corresponding author.

1.1. Case report

A 9-month-old boy presented at our emergency department with
crampy colics. The physical examination revealed abdominal disten-
sion, abdominal tenderness with guarding and scarce bowel sounds.

Abdominal palpation resulted difficult due to the child's uneasi-
ness. A little amount of red jelly stool was seen in the diaper. Labora-
tory results were normal.

Ultrasonography was carried out for further diagnosis showing
multiple fluid-filled bowel loops without a clear visualization of the
appendix or signs of intussusception. A “wait-and-see” policy was fol-
lowed indeed.

After 4 hours of observation the patient presented with vomiting
and the abdominal colicky pain got worse.

For these reasons we performed a barium enema with a suspicion
of an intermittent ileo-colic intussusception. The barium enema
showed a stop in the contrast progression at the hepatic flexure level
apparently due to an intussusception (Fig. 1 A and B). Because of the
failed resolution of the suspected intussusception at the barium enema
and the worsened symptomatology, we decided to perform a surgical
exploration.
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Fig. 1. A-B. Barium enema: Postero-anterior view showing the stop of the con-
trast in the right colic flexure. B. Barium enema: Antero-posterior view show-
ing the same stop of the contrast.

Surprisingly, laparotomy showed a big multicystic mass starting
from the mesentery, tightly adherent to the right colon and wrapping-
around it (Fig. 2). The size of the multicystic mass was approximately
16x14x10 cm.

In order to preserve the entire right colon and the ileo-cecal valve
together with the last ileal loop, a surgical enucleation of the mass
was tried avoiding damage of the mesenteric blood supply. In this
way we removed about the 95% of the mass. Complete resection was
not possible without compromising the colon, because of diffusely
spread lesions in its mesentery. Some very small cysts at the root of
the mesentery were only incised and evacuate because of the risk of
vessels damage.

The patient had an uneventful post-operative recovery and he was
discharged after 7 days. No explanation for rectal bleeding was found.
Histopathological examination of the specimen revealed a mesenteric
cystic lymphangioma.

Follow-up by ultrasonography was scheduled. Ultrasound imaging
at 3, 6 and 12 months showed some very little cysts at the root of the
ileo-cecal mesentery. At the 24 months ultasonography we observed a
disappearance of the cysts. The absence of the cysts was also con-
firmed in the next three annual scheduled ultrasounds.

2. Discussion

MCL are rare with fewer than 200 detailed reports published in
the English-language literature [6].

Fig. 2. B. MCL starting from the colic mesentery, tightly adherent to the right
colon and wrapping-around it.
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The etiology of MCL is unknown, though some believe that it
might be associated with developmental anomalies of the lymphatics
[7]. Other possible etiologies include bleeding or inflammation in the
lymphatic channels, both leading to obstruction and subsequent lym-
phangioma formation [8-10] as well as chronic inflammation, neo-
plasm, trauma and degeneration of lymph nodes [11].

Pediatric lymphangioma accounts for 5% of all benign tumors in
children and MCLs are responsible for 1/20.000 hospital admissions
in the pediatric age group [12].

Among all lymphangiomas less than 1% affect the mesentery,
greater omentum, and retroperitoneum [1,7,13]. Among the intraab-
dominal locations, the mesocolon and the retroperitoneum are in-
volved in 10% and 5% of cases respectively; the small bowel mesen-
tery is more frequently affected [1,6,7].

In the pediatric age group, males seem to be predominantly af-
fected with a reported male to female ratio of 1.5:1 up to 3:1 [2].

MCL is often an incidental finding during imaging studies per-
formed for unrelated clinical conditions [1]. Most MCL patients are
initially asymptomatic, with vague and obscure abdominal symptoms
depending on the cyst's size and location [6]. Symptoms can be ab-
dominal discomfort, pain and abdominal distention with or without
vomiting [2,14]. Nevertheless, children present with acute complaints
more frequently than adults [15]. Acute clinical pictures requiring
emergency laparotomy include traumatic rupture, intracavitary or in-
traabdominal bleeding, intestinal obstruction with necrosis, intestinal
gangrene due to volvulus, and cyst infarction [6].

If a MCL is suspected, ultrasonography, MRI and CT can provide a
high preoperative diagnostic accuracy [5,16]. When possible, we pre-
fer to perform ultrasonography and MRI avoiding the disadvantages
of irradiation in the developing children [17,18].

Nevertheless, in our case, the abdominal ultrasound investigation
performed at the emergency department was not diagnostic. This may
be due to the fact that ultrasonography is highly operator-dependant
and it is particularly susceptible to errors when performed in emer-
gency settings by non-dedicated radiologists [19]. Therefore, as in the
case reported by Clement et al. [1], the cysts were not identified and
were even falsely interpreted as fluid-filled bowel loops.

For this reason and for a suspect of intermittent ileo-colic intussus-
ception a barium enema was performed. The clinical picture of acute
abdomen, supported by the images of contrast enema interpreted as
ileo-colic intussusception, lead us to decide for a surgical exploration.

Whether or not the diagnosis of MCL is obtained before the inter-
vention the complete surgical resection is indicated, since this benign
tumor tend to recur and invade neighboring structures [13] and the
risk of complications increases with size [16].

Total removal of a lesion that invades potentially resectable in-
traabdominal structures such as bowel, spleen, or pancreas is possible
[20]. Nevertheless, high caution must be done during surgery because
adhesions to vital structures such as major vessels and nerves can
make resection hazardous or even impossible and a too extensive
bowel resection could result in a possible short bowel syndrome [2,5].

In our case, we preferred to perform an accurate enucleation of the
mass instead of a right colectomy, because this procedure should have
included the removal of the ascending colon and the ileo-cecal valve
without any guarantee of complete excision of the lymphangioma,
since it was extended to the root of the mesentery and to the
retroperitoneum. Therefore, we removed about 95% of the mass and
the remaining millimetric cysts at the root of the mesentery were only
incised an drained, even if in literature there is a lack of long-term re-
sults with this procedure [21]. In this way, although the procedure
was not radical, we spared the ascending colon and the ileo-cecal
valve.

In our patient, the 5-year follow-up testifies to the success of the
surgical procedure performed.
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3. Conclusion

MCL is a rare condition with a high percentage of possible misdi-
agnosis especially in the case of presentation with acute symptoms.
Our case shows a new possible clinical picture mimicked by the MCL.

In the case of near total resection of the MCL due to the inclusion
of major vessels, the remaining little cysts may be opened and evacu-
ated with possibility of recovery.
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