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Case Report 

ABSTRACT 
 

A case of intestinal obstruction due to lymphangioma of mesentery in a two months old child is 
presented. Patient presented with signs and symptoms of intestinal obstruction. X-ray showed 
multiple air fluid levels, while ultrasound was insignificant. Exploration revealed a milky white 
cyst of mesentery causing complete occlusion at mid ileum. Cyst along with segment of ileum 
was resected and end-to-end anastomosis made. Post-operative recovery was un-eventful. 
Histopathological findings were consistent with lymphangioma of mesentery. 
KEY WORDS:  Lymphangioma of mesentery, Intestinal obstruction, Children. 

INTRODUCTION 
Lymphangiomatous malformations are less common 
than haemangiomata, and those containing chyle are 
very rare1. Lymphangiomas are categorized as capil-
lary, cavernous and cystic. Lymphangioma of mesen-
tery is a rare tumor and only a few cases are reported 
in literature. This malformation has been referred to a 
variety of names such as mesenteric cyst, cystic lym-
phangioma of mesentery, chylangioma and chylous 
cyst2. Herein we report a case of chyle containing cyst 
of mesentery (chylangioma) with intestinal obstruction 
in a two months old male child. 
CASE REPORT 
A two months old male child presented with disten-
sion of abdomen, bilious vomiting and constipation for 
three days. On physical examination baby was 
healthy, weighing 3.6 kg with mild dehydration. Abdo-
men was moderately distended, tense with visible 
peristalsis. No lump was palpable. Per-rectal exami-
nation was insignificant. X-ray abdomen showed mul-
tiple air-fluid levels while ultrasound was insignificant. 
Complete blood count showed hemoglobin 9.8 gm/dl, 
total leukocytes count 13000/mm3, while neutrophil 
count was 70%. Serum electrolytes were slightly de-
ranged and urea was 40mg/dl. Clinical diagnosis of 
intestinal obstruction was made with suspicion of con-
genital bands/malrotation. After resuscitation, explora-
tory laparotomy was performed, which revealed a 
milky-white cyst approximately 6x5cm in size arising 
from mesentery  of  ileum causing complete obstruc-
tion at mid ileum (Figure I). Proximal intestinal loops 
were dilated and distal intestine was collapsed. Cyst 
along with small segment of intestine was resected 
and end-to-end bowel anastomosis made. Cyst was 
single and contained approximately 10-15ml milky-
white fluid (chyle). Post-operative recovery was un-
eventful. Histopathological report showed that cyst 

wall was lined by flattened epithelium with multiple 
lymphatic channels; aggregates of lymphocyte were 
also seen in the wall of cyst. Above findings were sug-
gestive of cystic lymphangioma/chylangioma of the 
mesentery (Figure II). 

 

FIGURE I: LYMPHANGIOMA OF SMALL BOWEL 
MESENTERY 

FIGURE II: HISTOPATHOLOGICAL VIEW OF 
LYMPHANGIOMA OF MESENTRY 

Intestinal Obstruction due to Lymphangioma of Mesentery: 
A Case Report 

 

Nandlal Kella, Prem Kumar Rathi, Shankerlal Rathi, Mohammad  Ali Qureshi 
and Farman Leghari 



JLUMHS MAY - AUGUST 2009; Vol: 08 No. 02 

 

DISCUSSION 

Lymphangiomas are benign overgrowth of lymphatic 
vessels3. They occur in places where lymphatics are 
abundant, common sites being axilla and neck. Intra-
abdominal lymphangiomas are rare tumours account-
ing for 1 per 100,000 hospital admissions for adults 
and 1 per 35000 for pediatric admission4.  Common 
site of intra-abdominal lymphangioma is small bowel 
mesentery, that accounts for 70% for intra-abdominal 
lymphangioma and 1% of all lymphangioma 5, 6. They 
are variable in size and their contents may be serous 
fluid or chyle. They may be called as chylangioma or 
chylous cyst when content is chyle. Etiology of mesen-
teric lymphangioma is unclear. Most acceptable theory 
suggests that lymphangiomas result from sequestra-
tion of lymphatic tissues during embryological devel-
opment. In adults abdominal trauma, lymphatic ob-
struction, inflammation, surgery and radiation are con-
sidered as factors for sequestration of lymphatic tis-
sues causing lymphangioma7. Traditionally lymphan-
giomas are classified as capillary, cavernous and cys-
tic3. Capillary type is commonly located in skin and 
composed of small thin-walled lymphatic vessels. 
Cavernous type is composed of dilated lymphatic ves-
sels and lymphoid stroma and has communication 
with normal adjacent lymphatics. In small bowel mes-
entery the spaces may be filled with chyle, hence 
these are named chylangioma. Cystic lymphangiomas 
contain lymphatic spaces of variable size and have no 
communication with normal lymphatic channels; con-
tents may be fascicles of smooth muscles and colla-
gen fibers. However, cystic lymphangioma is not al-
ways clearly distinguishable from cavernous variety 
because cystic variety may also contain cavernous 
area3. Presentation of intra-abdominal lymphangioma 
is diverse, ranging from asymptomatic cyst to acute 
abdomen. Other acute problems are traumatic rup-
ture, intra-abdominal bleeding, volvulous, infection in 
cyst and intestinal obstruction;6 as in our case. Ultra-
sound is a sensitive diagnostic tool in detecting an 
intra-abdominal cyst but may not be helpful when in-
testinal loops are distended with gas; as in this case. 
A CT scan is more relaible for diagnosis; 8 it is indi-
cated when there is suspicion of cyst on clinical ex-
amination or ultrasonography. Treatment of choice of 

mesenteric lymphangiomas is total excision but it may 
not always be possible. With regard to surgical man-
agement, they are categorized into four types, de-
pending upon size and extent of cyst. (1) peduncu-
lated; they are more prone for torsion and volvulous, 
and are easily resectable, (2) sessile; they are less 
mobile and may alter bowel blood supply and require 
bowel resection, (3) retroperitoneal extension; they 
may involve the vital structure and complete removal 
may not be possible (4) multicentric; in case of exten-
sive involvement prognosis is not good9. 

CONCLUSION 

Intra abdominal lymphangioma may be asymptomatic 
and discovered incidentally or may present with acute 
abdomen. Surgical intervention is required in all sorts 
of presentations to prevent fatal complications. 
Though rare, intra-abdominal lymphangioma may be 
kept in mind when dealing with acute abdomen. 
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