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Abstract 

 

Mesenteric pseudocysts are rare intra-abdominal lesions that may present with nonspecific symptoms and 

pose diagnostic challenges. We report a 45-year-old woman who presented with abdominal pain, distension, 

and low-grade fever. Contrast-enhanced computed tomography (CT) revealed a large cystic lesion 

measuring approximately 27 × 20 cm and occupying a substantial portion of the abdominal cavity. The 

patient underwent laparoscopic surgical management. Because of the lesion's size, controlled decompression 

was performed to facilitate manipulation, followed by complete excision. Histopathological examination 

confirmed a hemorrhagic mesenteric pseudocyst without evidence of malignancy. The postoperative course 

was uneventful, and no recurrence was identified during follow-up. This case highlights the importance of 

considering mesenteric pseudocysts in the differential diagnosis of large intra-abdominal cystic lesions and 

demonstrates that even giant lesions can be managed laparoscopically in selected patients. 
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Introduction 

Mesenteric cysts are rare intra-abdominal lesions that often present with nonspecific 

symptoms and may mimic other abdominal conditions, making diagnosis challenging [1, 2]. 

Mesenteric pseudocysts represent an uncommon subgroup and are generally distinguished from 

true cysts by the absence of an epithelial lining. Secondary pseudocysts have been associated with 

trauma, infection, or hemorrhage, although cases without an identifiable cause have also been 

reported [2-4]. Giant mesenteric cysts are particularly uncommon and may present with acute 

symptoms because of hemorrhage, infection, rapid enlargement, or mass effect [1, 3-5]. We 

present a case of an idiopathic giant hemorrhagic mesenteric pseudocyst presenting as an acute 

abdomen that was successfully managed laparoscopically without bowel resection. 
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Case presentation 

A 45-year-old woman presented with progressive 

abdominal distension accompanied by abdominal pain and low-

grade fever. The symptoms had gradually worsened, prompting 

hospital admission. She had no significant medical or surgical 

history. On physical examination, the abdomen was distended, 

with a palpable mass occupying the central and lower abdominal 

regions. The mass was firm, mildly tender, and had limited 

mobility. There were no signs of peritoneal irritation, such as 

rebound tenderness or guarding. Laboratory investigations were 

largely within normal limits, with a C-reactive protein (CRP) level 

of 10 mg/L and an erythrocyte sedimentation rate (ESR) of 40 

mm/h. 

Contrast-enhanced CT revealed a large, well-defined 

cystic lesion occupying a substantial portion of the abdominal 

cavity and measuring approximately 27 × 20 cm, with internal 

heterogeneity suggestive of hemorrhagic content (Figures 1 and 

2). The lesion exerted mass effect on adjacent bowel loops without 

clear evidence of invasion. Based on these findings, laparoscopic 

surgical intervention was planned. 
 

Figure 1. Contrast-enhanced axial CT demonstrating a large cystic lesion occupying the 

abdominal cavity with displacement of adjacent bowel loops. 
 

 
 

Abbreviations: CT: computed tomography. 
 

Figure 2. Coronal CT view showing the craniocaudal extent of the cystic lesion, extending 

from the upper abdomen to the pelvis. 
 

 
 

Abbreviations: CT: computed tomography. 
 

Intraoperatively, a large cystic mass occupying the 

abdominal cavity was identified. Because of its size, controlled 

decompression was performed to facilitate safe manipulation. 

After aspiration of the cyst contents, careful dissection revealed a 

well-defined plane between the cyst and the surrounding 

structures. Complete excision was achieved without unintended 

rupture or the need for bowel resection, as no involvement of 

adjacent bowel or mesenteric vessels was identified. The resected 

specimen was submitted for histopathological examination. Gross 

evaluation confirmed a large cystic lesion consistent with the 

intraoperative findings, while microscopic examination 

demonstrated a hemorrhagic mesenteric pseudocyst with no 

evidence of malignancy (Figures 3 and 4). The postoperative 

course was uneventful, and the patient was discharged in stable 

condition. At 1 month of postoperative follow-up, no evidence of 

recurrence or complications was observed. 
 

Figure 3. Histopathological image (H&E) showing a fibrotic cyst wall with hemorrhage and 

vascular congestion. Original magnification ×100. 
 

 
 

Abbreviations: H&E: hematoxylin and eosin. 
 

Figure 4. Histopathological image (H&E) demonstrating fibrotic tissue with inflammatory 

infiltration and absence of an epithelial lining. Original magnification ×40. 
 

 
 

Abbreviations: H&E: hematoxylin and eosin. 
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Discussion 

Mesenteric cysts are rare clinical entities, and mesenteric 

pseudocysts represent an uncommon subgroup [1, 2]. 

Histopathological classification distinguishes pseudocysts from 

cysts of lymphatic, mesothelial, enteric, urogenital, and other 

origins [2]. Secondary pseudocysts have been associated with 

trauma, infection, or hemorrhage [2, 4]. The present lesion was 

considered idiopathic because the patient had no relevant medical 

or surgical history and no precipitating cause was identified. 

The size and location of mesenteric cysts are highly 

variable. Large lesions can cause marked mass effect and may 

present with abdominal pain, distension, or an acute abdominal 

picture [1, 3]. In the present case, despite the lesion's size, adjacent 

bowel and major mesenteric vessels were not involved. A clear 

dissection plane therefore allowed complete excision without 

bowel resection. This is clinically relevant because complete 

excision is the preferred treatment, while resection of adjacent 

bowel may be required when the lesion is inseparable from 

surrounding structures [1, 3]. 

The differential diagnosis of a large intra-abdominal 

cystic lesion includes ovarian, pancreatic, retroperitoneal, and 

mesenteric lesions. In this patient, imaging defined the lesion's 

extent and relationship to surrounding structures, whereas the 

definitive diagnosis was established by histopathological 

examination. 

Laparoscopic excision has been reported as feasible in 

selected patients with mesenteric cysts [3, 5]. In the present case, 

controlled decompression facilitated laparoscopic handling and 

was followed by complete excision without bowel resection. 

These findings support a minimally invasive approach in carefully 

selected patients when a safe dissection plane is present and the 

lesion can be removed without compromising adjacent bowel or 

mesenteric vessels [5]. 

Mesenteric pseudocysts should therefore remain in the 

differential diagnosis of large intra-abdominal cystic masses. This 

case also illustrates that giant lesions may be managed 

laparoscopically when the anatomy and surgical expertise permit. 
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