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Table 1 Initial laboratory findings

CBC

WBC 4700 /mit Na 142 mEg/2
RBC  412X10*/mat K 4.9 mEq/2
Hb 11.1 g/dg Cl 110 mEq/#
Hct 34.5 % BUN 8 mg/de

Pit  23.1X10*/md Creatinine 0.6 mg/dé

Blood chemistry ! Tumor markers ©

TP 7.0 g/de CEA 1.0 ng/mg

Alb 4.2 g/de CA19-9 10 U/mg
Glucose 73 mg/de CA125 10 U/mg
T.8il 0.4 mg/de TPA 34 U/e
GOT 12 U/2 Ferritin 28 ng/mé
GPT 12 U/2

LDH 263 U/

ALP 5.9 KA
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Fig. 1 Ultrasound examination: A multioculated cystic lesion in the pelvic
cavity (11cm in diameter).

Fig. 2 Barium enema roentgenogram: The sig- Fig. 3 Resected specimen: The cyst consisted of
moid and transverse colon was compressed but two isolated parts. The proximal one (left)
the mucosa of the large intestine had normal contained hemorrhagic fluid and the distal one
appearance. (right) contained serous fluid.
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Fig. 4 Histological examination: a) The wall

consists of fibrous tissue without cellular lining, It
contained hemosiderine and debris of red blood
cells (HE stain, X40).
b) The wall has the cellular lining and the
muscular layer. The grandular epithelium looks
like one of immature intestine (HE stain, X
100D.
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Table 2 Classification of mesenteric cysts
(Beahrs®, 1950)

A. Embryonic and developmental cysts
1

Enteric

2) Urogenital

3) Lymphoid

4) Dermoid

5) Embryonic defects in early formation of tymphatic

vessels, lymph nodes, etc.
B. Traumatic or acquired cysts

C. Neoplasmic cysts
1) Benign
2) Malignant

D. Infective and degenerative cysts
1) Mycotic
2) Parasitic
3) Tuberculous
4) Cystic degeneration of iymph nodes and other

tissue
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mesenteric cyst 12415 78%1(62.9%) % lymphogenic
cyst 235® Tk b, enterogenous cyst % 1 #1(0.8%)
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An Adult Case of Mesenteric Cyst which Consisted of a True Cyst and a Pseudocyst

Hiroki Akamatsu, Kuniya Nakajima, Yasuo Matsuda, Masahiro Fujikawa, Syunichi Ito,
Yoichi Kume and Toyohiro Izukura
Department of Surgery, Otemae Hospital

Mesenteric cysts are uncommon. An adult case of mesenteric cyst is presented. The patient was a 21-year-old
woman, who was admitted complaining of lower abdominal pain and abdominal distension, under suspician of an
ovarian cyst. Since abdominal pain and abdominal distension abruptly became severe a week after admission, an
emergency operation was performed. The origin of the cyst was the mesentery of the transverse colon. Since
adhesion between the cyst and the transverse coln was very tight, partial resection of the colon was necessary.
Histologically the cyst consisted of two parts, enteric cyst and pseudocyst without epithelium. The preoperative
diagnosis of mesenteric cyst is difficult because of its rarity and lack of specific symptoms. It is important to
differentiate it from cysts of the ovary, the urinary system, the liver or the pancreas on diagnosis. As a surgical
treatment, excision of the cyst is satisfactory, but sometimes tight adhesion between the cyst and the adjacent

bowel necessitates resection of the bowel.
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