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Introduction

Mesenteric cystic lymphangiomas (MCLs) are an 
extremely rare benign abdominal malformation of the 
lymphatic vessels, with an estimated incidence of 1 per 
250,000, They occur more frequently in boys than in girls, 
with a ratio of 5:2.1,2 Almost 90% are detected by the age 
of 2 years, and most occur in the small bowel mesentery.3 
Thus, the occurrence of a lymphangioma in an 11-year-
old female, as in our case study, is uncommon. Clinical 
presentation varies from asymptomatic masses to acute 
abdominal pain.3,4 Diagnostic modalities such as preop-
erative ultrasound imaging, abdominal computed tomog-
raphy (CT), or magnetic resonance imaging of the 
abdomen are employed.5 In vague scenarios of intra-
abdominal lymphangiomas, patients may present to the 
emergency room with complications such as hemorrhage 
and/or intestinal obstruction.1 The recommended therapy 
is complete surgical excision to prevent complications 
such as infection or recurrence.3,5 In this report, we pre-
sent a case of an 11-year-old female who presented with 
chronic nonspecific abdominal symptoms, including 

progressive abdominal distension. MCLs were identified 
on CT, leading to a successful total resection of the lesion 
and the histopathological diagnosis confirmed MCLs.

Case presentation

An 11-year-old female was presented to the department of 
general surgery by her parents with abdominal cramps, a 
6-month history of gradually developing distension in addi-
tion to constipation, and polyuria, without vomiting. The 
patient had no prior medical, familial, genetic, or surgical 
history. Vital signs were in normal range. The clinical exami-
nation revealed a soft, movable abdomen mass that was dull 
to palpable and painless. laboratory tests were performed 
and were in normal range (Table 1). Ultrasound demon-
strated a multi-cavity formation of cystic masses within the 
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abdominal cavity behind the umbilicus, extending upwards 
to below the chest and downwards to the bladder, pelvis, and 
flanks (Figure 1). CT scan with contrast revealed a large 
multi-cavity cystic mass involving most of the abdomen and 
extending into the right and left upper abdomen, with multi-
ple scattered wall calcifications predominantly located in the 
mesenteric root which led to the diagnosis of a mesenteric 
cyst (Figure 2). Under general anesthesia, a surgical proce-
dure was performed with the patient in the supine position. A 
midline incision above and below the umbilicus was made to 
access the abdomen. The cysts, measuring 25 cm in diameter, 
were identified and dissected from the adjacent organs, and 
the pedicle connecting it to the omentum was ligated and cut. 
After dissecting the mass, it was excised without any spill-
age of fluid into the peritoneal cavity. There were no risks to 
any organs. The appendix, which measured 15 cm in length, 
was also removed (Figure 3). The remainder of the abdomi-
nal examination was unremarkable and drains were placed in 
the recto-uterine pouch. The laboratory tests after surgery 
were within the normal range. Microscopic examination of 
the cysts confirmed the diagnosis of MCLs (Figure 4). The 
patient was administered antibiotics and analgesics post-
operatively and was discharged in good condition 2 days fol-
lowing the surgery. A follow-up of 1 year has revealed no 
indications of a relapse or complication.

Discussion

MCL is a rare benign neoplasm originating from the lym-
phatic system. This tumor, with an incidence of 1 in 250,000, 

is typically observed in children, with 60% presenting at 
birth and 40% by the age of 1 year.6 Therefore, the occur-
rence of a lymphangioma in an older child, as in our case 
study, is atypical. Lymphangiomas can occur throughout the 
body, but the most common site is usually the neck, where 
they are referred to as cystic hygromas. Within the abdomen, 
the most common site is the mesentery.7 The exact cause of 
lymphangiomas is not fully understood. Theories suggest 
congenital malformations in the lymphatic system, including 
the growth and expansion of lymphatic vessels that do not 
properly connect to the venous system, as a possible origin. 
This congenital theory is supported by the predominant pres-
entation in the early years of life. Other potential causes are 
thought to include, abdominal trauma, localized lymphatic 
degeneration, and lymphatic obstruction.3,7 There are four 
identified types of intra-abdominal lymphangiomas: pedi-
cled, sessile, retroperitoneal, and multicentric. While cystic 
lymphangiomas are usually asymptomatic and can reach a 
large size before causing symptoms, patients may eventually 
present with abdominal discomfort, distention, or complica-
tions such as infection, rupture, hemorrhage, or intestinal 
obstruction or infection.8 The diagnosis of mesenteric lym-
phangioma is typically made histologically following surgi-
cal resection of the cyst, as there are no definitive blood tests 
to confirm the diagnosis. Radiological investigations using 
ultrasound or CT can confirm the presence of a mass and 
help exclude other causes of intra-abdominal masses, but 
magnetic resonance imaging (MRI) may provide more 
detailed information on the origin of the mass. However, 
Akwei  et al.7 reported that using multislice spiral CT confi-
dently establishes a diagnosis before surgery. Given the rar-
ity of MCLs, alternative differential diagnoses may be more 
probable in such cases. These include mesenteric cysts, 
tuberculosis, tumor metastasis, hydatid disease, bowel ade-
nocarcinomas, Meckel’s diverticulum, congenital frenum, 
intussusception, and other uncommon mesenteric malignan-
cies.2 In our case, we have ruled out other possible diagnoses 
through imaging and histopathological findings but the mes-
enteric cyst was the first of the differential diagnoses, which 
was confirmed by histopathological findings as MCLs. 
Surgical resection is considered the gold standard for treat-
ment, especially in cases where the tumor is located in the 
abdomen and has the potential to grow large and cause com-
plications. Percutaneous sclerosis suggested as a low-risk 
alternative therapy, may be considered for future treatments.5 
Other treatments like OK-432, bleomycin, steroids, fibrin 
glue, and Ethibloc have shown lower results in comparison 
with surgical excision. Follow-up plays a significant role in 
managing MCL because it can help detect any complications 
and recurrence.2 In our case report, we highlight an unusual 
presentation of mesenteric cystic lymphangioma in an 
11-year-old female, emphasizing the importance of consid-
ering this rare condition in older children presenting with 
abdominal symptoms.

Table 1. Laboratory test before surgical operation.

Test Value Normal range

White blood cells (mm3) 6200 4500–10,500
Neutrophiles 43 30–50
Lymphocytes 49 30–60
Monocytes 8 2–8
Eosinophils 0 0–4
Basophils 0 0–1
Red blood cells (106μl) 4.72 3.5–5.5
Hemoglobin (g/dl) 13.20 12.0–16.0
Hematocrit (%) 39.00 36–46
MCV (fl) 82.6 80–100
MCH (pg) 28.0 25–35
MCHC (g/dl) 33.8 31.0–38.0
Platelet count (103μl) 284 150.000–400.000
Fasting glucose (mg/dl) 72.4 70–110
Creatinine (mg/dl) 0.46 0.6–1.2
Urea (mg/dl) 11.3 7–18
antistreptolysin O (IU/mL) 190.4 0.0–200.0
Echinococcus Ab (IH) Negative N/A

MCH: Mean corpuscular hemoglobin; MCHC: Mean corpuscular hemoglo-
bin; MCV: Mean corpuscular volume.
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Conclusion

MCLs are exceedingly rare benign abdominal malforma-
tions, particularly in older children like our 11-year-old 
patient. This case underscores the importance of consider-
ing MCLs in the differential diagnosis of abdominal masses 
in pediatric patients, even in less common age groups. Quick 
diagnoses and treatment are important because they may 

clinically present with temporary symptoms that gradually 
increase in severity. Imaging studies play a crucial role in 
the diagnosis and preoperative planning. Complete surgical 
excision is curative and helps in preventing complications 
such as infection or recurrence. This case underscores the 
importance of awareness and appropriate management of 
MCLs in pediatric patients.

Figure 1. Ultrasound demonstrated a multicavity formation of cystic masses within the abdominal cavity behind the umbilicus, all 
interconnected and extending upwards below the epigastrium and downwards to the bladder with entry into the pelvis and extension 
to the flanks. There are no solid masses or abnormalities of the cyst walls detected. However, a thickened cyst wall is observed in some 
regions, accompanied by focal calcifications.
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Figure 2. Computed tomography scan with contracts revealed a large multicavity cystic mass (see red arrows) involving most of the 
abdomen and extending into the right and left upper abdomen. (a)–(c) transversal view; (d) coronal view.

Figure 3. Intraoperative images representing large multiloculated fused cystic lesions, measuring 25 cm in diameter, originating from the 
small bowel mesentery.
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