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Abstract

Chylolymphatic cyst is one of the rare variants of mesenteric cysts. These
cysts are present within mesentery and contain chylous or lymphatic fluid.
Chylolymphatic cysts are rare in paediatric age group. We present a case of a
four years old boy who presented with features of acute intestinal obstruction.
CECT abdomen revealed a hypodense cystic mass in the peritoneal cavity.
Exploratory laparotomy of the abdomen revealed a solitary cyst measuring 10.7
cm x 9.4 cm x 10.5 cm which was adherent to the loops of small intestine and
right kidney. Complete excision of cyst along with resection of the adjacent gut
and end to end anastomosis was done. Histopathology of the excised cyst was
suggestive of chylolymphatic cyst. It has been highlighted that chylolymphatic
cyst can be a rare cause of intestinal obstruction in children.

Introduction

Chylolymphatic cysts are benign proliferation of the lymphatic vessels which results
from an obstruction in the lymphatic system. They account for approximately 3% to
9.2% of all paediatric lymphangiomas, although their exact incidence is unknown.'2
These lesions can present with symptoms such as abdominal pain, nausea, vomiting,
anorexia and changes in the bowel habits. However, most of them are asymptomatic
and are detected incidentally on physical examination or imaging. Occasionally, they
can cause complications such as infestinal obstruction, volvulus or even torsion.?

Case Report

Four years old boy was admitted with complaints of abdominal pain, vomiting,
abdominal distension and constipation of three days duration. He had a history of
recurrent abdominal pain associated with abdominal distension for last one month. Pain
was intermittent, colicky and mild to moderate in intensity and was poorly localized.
There was no history of passing blood or worms in stool. On clinical examination, child
was under-nourished weighing 12 kg. Abdomen was distended, tense and tender with
fullness of the right lower abdomen. An ill-defined lump measuring 10.5 cm x 11.5
cm was palpable in the right iliac and hypogastric region. Bowel sound was absent.
Rest of systemic examination was normal. CBC, serum electrolytes, RFT were within
normal limits. X-ray abdomen showed multiple air fluid levels suggestive of intestinal
obstruction. USG of the abdomen revealed a solitary, cystic mass measuring 10 cm x
8 cm in the peritoneum on right side of abdomen with dilated loops of bowel. CECT
abdomen was suggestive of hypodense cystic lesion with few thin enhancing internal
septations in the peritoneum on right side of abdomen measuring 10.7 cm x 9.4 cm

x 10.5 cm (Figure 1).
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Figure 1: CECT abdomen showing mesenteric cyst.

Exploratory laparotomy revealed a solitary cyst measuring 10.7
cm x 9.4 cm x 10.5 cm which was adherent to loops of small
intestine and right kidney. Complete excision of cyst along with gut
resection and end to end anastomosis was done. Rest of the viscera
were normal and there was no mesenteric lymphadenopathy.
Intra peritoneal drain was inserted and abdomen was closed. The
cyst was filled with chylous fluid. Histopathology of the excised
cyst wall was suggestive of chylolymphatic cyst (Figure 2).

uneventful

Post-operative and patient  was

discharged.

recovery was

Figure 2: Histopathology of the cyst (section show presence
of variable size vascular spaces lined by flattened cells with
surrounding stromal tissue showing collagen and inflammatory
infiltrate)
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Discussion

Chylolymphatic cysts are rare variants of mesenteric cysts and
constitute 7.3% to 9.5% of all abdominal cysts.* Mesenteric
cysts are rare intra - abdominal tumor with prevalence of about
1:100,000 in adults and 1:20,000 in pediatric age group.
They can occur in the mesentery of the gastrointestinal tract from
the duodenum to the rectum but most commonly are localized
in the mesentery of the small intestine, large intestine and
retroperitoneum. They occur due to gross proliferation of ectopic
lymphatics in mesentery that lack communication with rest of the
lymphatic system. They can be single or multiple, unilocular or
multilocular; can have serous, chylous, hemorrhagic or mixed
fluid. Fluid can be serous when the cyst involves the distal small
bowel or colonic mesentery and chylous when it is located in
the proximal small bowel mesentery.® Mesenteric cysts have been
classified based on etiology into: embryonic or developmental,
traumatic or acquired, neoplastic or non-neoplastic and infective
or degenerative by Beahrs et al.* Pathology classification includes
type 1 (Pedicled) and type 2 (Sessile), which are limited to the
mesentery, hence can be excised completely with or without
resection of the involved gut. Type 3 and type 4 are multicentric.
They require complex surgery and often sclerotherapy because
of there extension info retroperitoneum. Mesenteric cyst can be
divided into serous, chylous, hemorrhagic and chylolymphatic
cyst based on their contents.¢

The chylolymphatic cyst can contain both chyle and lymph
which accumulate due to imbalance between the inflow and
outflow of fluid.® Mesenteric cysts may present as asymptomatic
abdominal mass or incidental finding on imaging or laparotomy
for other abdominal conditions. Mesenteric cysts may cause acute
abdomen from cyst rupture, infection, hemorrhage, intfestinal
obstruction, volvulus and obstruction of urinary or biliary tract.
Histopathological examination is confirmatory and differentiates
chylolymphatic cysts from all the other lesions.” The preoperative
diagnosis may be achieved with abdominal X-ray, ultrasonography
and computed tomography. Plain X- ray abdomen may show
gasless, homogenous mass displacing bowel loops. Multiple air
fluid levels may be seen in erect film. Abdomen ultrasonography
is the imaging procedure of choice. Ultrasonography usually
demonstrates a cystic tumour.® A fluid filled level can be seen
comprising of upper fluid level by lighter chyle over lower fluid
level of heavier lymph.? CECT abdomen can show the relationship
of the bowel and other vital structures to the lesion. Characteristic
appearance shows fluid levels of differing echodensities, upper
fatty echodensity of chyle on top of the water echodensity of
lymph in a well - defined cystic lesion.?!° Differential diagnosis
includes cystic lymphangioma, retroperitoneal cystic teratoma,
caseating tubercular lymph nodes, hydatid cysts, lymphoma
and duplication cysts. The different surgical approaches used
are marsupialization, sclerotherapy, drainage, enucleation,
percutaneous aspiration and excision of the cyst with or without
resection of the involved gut.'® Llaproscopic approach is safe and
feasible.
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Conclusions

Although a rare entity, chylolymphatic cyst should be considered
in the differential diagnosis of cystic intraabdominal masses.
Ultrasonography and computed tomography suggest the diagnosis
but histopathological examination is required for confirmation. It
can present with features of acute intestinal obstruction when it
involves the mesentery of terminal ileum. Complete excision of
the cyst yields excellent results. Bowel resection may be needed if
involved by the cyst and may rarely need an ileostomy.
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