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Abstract- Lymphangiomasare malformations that occur most
often in the head and neck or axilla of young children but are
detected occasionally in adults at other sites such as mesentery ,
omentum and mesocolon . We present a case of cystic
lymphangioma occurring in the splenic mesentery in a 28 year
old male.
Index Terms- cystic lymphangioma, mesentery

I. INTRODUCTION

L

ymphangiomas are malformations that arise from
sequestration of lymphatic tissue that fail to communicate
normally with the lymphatic system.1They become markedly
dilated under the pressure effect of accumulating lymph.
Lymphangiomas can be acquired due to obstruction following
surgery , irradiation or infection.Intra abdominallymphangiomas
are rare and occur in the mesentery ,omentum and
mesocolon.2We report a case of cystic lymphangiomaoccuring in
the splenic mesentery in an adult.

Fig 1 .Multiloculated thin walled cyst
On microscopic examination the cyst wall was lined by
flattened endothelial cells with proteinaceous material in the
lumen.Wall showed attenuated smooth muscle ,lymphoid
aggregates, foamy histiocytes and cholesterol clefts. A diagnosis
of cystic lymphangioma of mesentery was made.

II. CASE REPORT
A 28 year old male presented with complaints of
abdominal pain of 5 years duration. USG abdomen showed a
large multilocular cystic lesion in the splenic hilum. Exploratory
laprotomy revealed a lobular cystic lesion measuring 22 x22 x 4
cm in the mesentery at the splenic hilum. The cyst along with the
spleen was excised and sent for histopathological
examination.Postoperative
period
was
uneventful.Gross
examination revealed a multiloculated thin walled cyst
measuring 22 x 12 x 4 cm filled with 600 ml of serosanguinous
straw coloured fluid.

Fig 2.Cyst wall lined by fattened endothelial cells .Wall shows
smooth muscle and aggregates of lymphocytes
H&E x100
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enhancing thick wall is helpful in characterizing a lesion as either
a pseudocyst or an enteric duplication cyst. Pseudocyst of
pancreas is characterized by thick irregular wall with a ragged
inner surface and absence of a lining epithelium.Treatment of
cystic lymphangioma is complete surgical excision and
sometimes may require resection of the adjacent bowel or other
closely associated structures because incomplete excision may
lead to recurrence.

IV. CONCLUSION
Lymphangiomas are uncommon benign lesions that may
rarely present as cystic lesions in the abdomen. Awareness of
this entity is very essential while evaluating intra abdominal
cystic masses.
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