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Case report 

Giant cystic lymphangioma of right mesocolon: A case report 
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Introduction: Cystic lymphangiomas are rare benign tumors of the lymph vessels and are usually found in chil-
dren. However, abdominal cystic lymphangioma in mesocolon is extremely rare in adult patients. 
Presentation of case: We reported a 15-year-old female with giant cystic lymphangioma of the right mesocolon. On 
examination, only abdominal pain was confirmed. Abdominal computed tomography (CT) showed a large 
multiseptated cystic mass. The patient underwent a total right mesocolic excision with the lesion. The patient 
recovered well on postoperative follow-up and was discharged on the fifth day. No evidence of recurrence had 
also been found in three months follow-up period. 
Discussion: The diagnosis of intra-abdominal cystic lymphoma is often dismissed because the clinical symptoms 
are nonspecific. It is easy confusion because the ultrasound and CT scan images are relatively similar to the 
mesenteric and omental cysts. Sclerosing therapies may cause long-term consequences such as local recurrences 
with a very high proportion. Complete resection, including resection of the involved organs, is necessary. With 
tumors surrounding the colon, surgeons should consider performing removal block colon-lesion. 
Conclusion: Complete tumor removal is the optimal choice for the management of intra-abdominal cystic lym-
phangioma. However, incomplete resection may lead to local recurrence.   

1. Introduction 

Cystic lymphangioma is a benign tumor of the lymphatic system, 
mainly affecting the craniofacial region, neck, or chest, common in 
childhood. Cystic lymphangioma is extremely rare in the adult popula-
tion, with about 1 in 250,000 hospital admission [1,2]. In the intra-
peritoneal cavity, cystic lymphangioma was found in 70% of the small 
mesenteric intestine and the other in the greater omentum, mesocolon, 
and retroperitoneum [3]. The diagnosis is still challenging due to 
confusion with mesenteric cysts. We describe a case of giant cystic 
lymphangioma of mesocolon that was successfully performed tumor 
removal. This case report has been reported in line with the SCARE 
criteria [4]. 

2. Presentation of case 

A 15-year-old female (BMI: 16.6 kg/m2) presented to our hospital 
with 3 months of abdominal pain. She denied vomiting, nausea, and a 
history of any other abdominal disorder. Physical examination revealed 
a palpable tumor from the epigastric to hypogastric region, especially on 
the right side of the umbilicus. There were unremarkable in routine 

laboratory and hematologic investigations. Computed tomography 
showed a large cystic mass with 16.0 × 18.2 cm in size, extending from 
the lower of the liver to the ileocecal corner, suspecting of a mesenteric 
cyst or omental lymphangioma (Fig. 1). 

During exploration surgery, a huge cystic mass was found covering 
the right mesocolon (Fig. 2). The surface of the mass showed fibrotic 
capsules with thick walls. Because of the inability to separate the 
descending colon and mesocolon from the lesion, total right mesocolic 
excision with the mass was performed simultaneously. A side-to-side 
anastomosis was constructed between the terminal ileum and the 
transverse colon using a linear cutter stapler. After resection, the cystic 
tumor was grossly measured at 15.2 × 16.8 × 3.2 cm (Fig. 3). The 
operative time was 254 min, and the blood loss was 350 ml. 

Histologically, the cystic wall consisted of fibrous tissue, lymphatic 
tissue, blood vessels, and smooth muscle, with an inner surface of a 
single layer of squamous or cuboidal epithelium and no sign of malig-
nancy (Fig. 4). Therefore, the final diagnosis was cystic lymphangioma. 

The patient recovered well on postoperative follow-up and was dis-
charged on the fifth day. No evidence of recurrence was also found 
during the three months follow-up. 
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Fig. 1. Computed tomography showed a large cystic mass.  

Fig. 2. Intraoperative view remove of a giant cystic lymphangioma.  
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Fig. 3. Gross specimen showed a cystic lymphangioma with multiseptated.  
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3. Discussion 

Cystic lymphangiomas are rare benign tumors that are found pre-
dominantly in children. They generally occur in the neck (75%) and the 
axillary region (20%). Intra-abdominal lymphoma comprises less than 
1%, with the most common location in the small bowel mesentery (70%) 
and extremely rare in the mesocolon [3,5]. 

The cause of lymphangioma is still unknown. However, the mecha-
nism of inflammation and fibrosis was accepted by most researchers. No 
malignant transformation of lymphangioma has been introduced in the 
literature [6,7]. 

The clinical characteristics of intra-abdominal lymphangiomas are 
variable. Abdominal pain and a palpable mass are the common symp-
toms. Several complications can cause the acute condition of the patient, 
including a hemorrhaging cyst, a secondary infection, obstruction, or 
anemia [8,9]. Spontaneous rupture of cysts, gastrointestinal bleeding, 
and cystic peritoneal lymphangiomatosis is rare presented [9,10]. 

The diagnosis of intra-abdominal cystic lymphoma is quite difficult 
because the clinical symptoms are nonspecific. Allen reported a rate of 
40% asymptomatic patients in his study and was discovered incidentally 
on an imaging exam. Even when the patient underwent an ultrasound 
and CT scan of the abdomen, confusion could still occur because the 
images are relatively similar to the mesenteric and omental cysts [2]. 
Abdominal magnetic resonance imaging (MRI) can show better clarifies 
the nature of the cystic contents. However, it is unable to determine the 
origin of the tumor [11]. 

For non-surgical treatment, some sclerosing therapies using Bleo-
mycin, Tissucol, OK-432, and Ethibloc were reported as initial treat-
ments of cystic lymphangiomas. These can reduce the size of the mass. 
Consequently, these can minimize the frequency and extent of surgical 
intervention [12–14]. However, Alquahtani et al. have demonstrated 
that these therapies may cause long-term consequences, such as local 
recurrences with a very high proportion, up to 100% [15]. Therefore, 
the optimal choice for intra-abdominal lymphangiomas management is 
surgery to remove tumors. In most cases of small cysts, total excision 
without affecting other organs is a priority. 

For tumors in solid organs including the spleen, pancreas, liver, or 
adrenal gland, resection of the lesion along with involved parenchyma 
should be considered. For cystic lymphangiomas of the mesentery 
(mesocolon and mesentery), total surgical resection of the tumor with or 
without bowel can be performed [16]. In order to avoid complications of 
lymphatic leakage following surgery, a careful examination of the 
intraoperative lymphatic system is necessary. In this case, we used 
Ligasure to seal lymphatic ducts and small vessels. After incomplete 
resection, a recurrence rate of up to 40% was reported. In microscopic 
residue, the recurrence rate ranges from 5% to 10% [15,16]. 

4. Conclusion 

Intra-abdominal cystic lymphangiomas are rare benign tumors that 
present a diagnostic challenge of diagnosis. Accurate diagnosis is usually 
based on histopathology. Abdominal ultrasound and CT scan show a 
fairly clear cystic mass. Complete resection of the tumor is the optimal 
choice for lymphangioma management. 
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Fig. 4. Histology of lymphangioma. The cystic wall consisted of fibroconnective tissue accompanied by dilated lymphatic spaces and lymphoid cell aggregations in 
the endothelial lining of lymphatic vessels (A) H&E ×40, (B) H&E ×200. 
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