
Introduction
Lymphangiomas most often occur in the head, neck, axilla, or 
groin of young children. Occasionally, the tumour is also 
discovered in adults in various other anatomical sites. 
Approximately 95% of lymphangiomas are found in the neck 
and axilla and the other 5% occur in the mediastinum and 
abdominal cavity, including the mesentery, retroperitoneum 
and bones. Intra-abdominal lymph-angiomas (fewer than 
5%) have been reported in the mesentery, gastrointestinal 
tract, spleen, liver and pancreas. [1]

Intra-abdominal cystic lymphangiomas most commonly occur 
in children younger than 10 years. Ninety percent of children 
with these lesions receive a diagnosis before age 2 years. 
Rarely, the lesion presents in adolescence or adulthood. 
Within the gastrointestinal tract, the small bowel mesentery is 
the most common site involved, followed by retroperitoneal 
sites. 

They are most frequently found incidentally. Occasionally, 
they may cause abdominal pain, vomiting, and/or alterations 
in bowel habits due to intestinal compression, obstruction, 
and/or intussusception. Although acute complaints tend to 
occur in children, adults with these lesions tend to experience 
more chronic symptoms.[2]

Abdominal cystic lymphangiomas are more frequent in boys 
(5:2) with a mean age at presentation of 2 years. [3]

Ultrasonography is very sensitive at detecting cystic masses 
and can be used to better dene them. Cystic lymphangiomas 
may appear as multilobular masses with internal septations 
and anechoic uid. The identication of intracystic and/or 
intercystic echogenic septae within the lesion is an important 
element of the diagnosis.One limitation of ultrasonography in 
dening these lesions is that their relatively large size may 
interfere with the evaluation of their borders and sites of 
origin. CT scans can be used to better dene the location and 
extension of the cystic masses. This imaging modality can 
also determine the attenuation coefcient of the cystic uid, 
dening it as chylous uid, blood, or pus. MRI is more sensitive 
and specic for the diagnosis of hemorrhagic complications 
but otherwise offers little information not already provided by 
the combination of ultrasonography and CT. Arteriography, 
lymphangiography, and radionuclide scans are rarely useful 
in the evaluation of intra-abdominal cystic lymphangiomas. 
Surgical resection is the denitive treatment for abdominal 
cystic lymphangiomas. [2]

We report a case of mesenteric lymphagioma with 
involvement of ileal wall in an older male patient which was 
treated surgically. We are presenting this case due to rare 
location of this tumour with rarer age of presentation.

Case Report

A 42- year-old male presented with vague abdominal pain of 
seven months duration. Clinical examination did not reveal 
any palpable mass. Radiology was suggestive of multilocular 
cystic mass in the mesentry involving wall of ileum.

Surgical resection was done and we received 9.5 cm long 
segment of ileum. The attached part of mesentry was 
externally bosselated (Figure 1). The cut surface revealed 
multilocular cystic tumour in mesentry extending to the wall of 
ileum measuring 5.5 x 5 x 4 cms (Figure 2). Foci of 
haemorrhage were seen. Both the resection margins were 
clear. Microscopic examination revealed thin walled ectatic 
vascular channels lined by at bland looking endothelial cells 
with wall showing smooth muscle bundles and lymphoid 
aggregates at places. Lesion involved ileal mesentry and 
extended to involve wall of ileum (Figure 3,4,5). The mucosa of 
ileum was eroded at places. Final diagnosis given was 
mesentric lymphangioma with involvement of ileal wall. 

     

Figure 1 and 2: Gross –Ileum showing  multilocular cystic 
tumour in mesentry extending to the wall of ileum.
Figure 3: Microscopy (HE x100)- Thin walled ectatic 
vascular channels surrounded by lymphoid aggregates 
amidst mesenteric adipose tissue.
Figure 4: Microscopy (HE x40)- Lymphangioma extending 
into intestinal wall.
Figure 5: Microscopy (HE x 40)- Thin walled ectatic vascular 
channels lined by at bland looking endothelial cells with 
wall showing smooth muscle bundles and lymphoid 
aggregates.

DISCUSSION 
Lymphangioma is a mass-forming lesion characterized by 
numerous thin-walled lymphatic spaces and usually 
manifests in the rst few years of life. The common sites are the 
head, neck, and axillary regions. Other locations such as the 
abdominal or mediastinal cavity are rare, accounting for 
approximately 5% of lymphangiomas. Among these, 
lymphangioma of the small-bowel mesentery has been 
described in less than 1% of lymphangiomas. Lymphangioma 
appears to result from congenital malformation of lymphatic 
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vessels rather than a true lymphatic tumor. The former causes 
sequestration of lymphatic vessels during the embryonic 
period. However, some data suggest that inammation, 
abdominal trauma, abdominal surgery, radiation, or 
lymphatic obstruction may play a role in the genesis as a 
tumor. [4]

The differential diagnosis of an intra-abdominal cystic mass 
involves enteric duplication cysts, enteric cysts, mesothelial 
cysts, pancreatic pseudocysts, non-pancreatic pseudocysts, 
cystic mesotheliomas, cystic spindle cell tumors, and cystic 
teratomas. [5]

Ultrasonography and CT are considered as the most 
appropriate radio-diagnostic modalities to evaluate 
mesenteric lymphangioma, although ultrasonography is 
usually sufcient. Ultrasonography can differentiate the 
lymphangiomas from simple mesenteric cyst, because the 
uid contents in lymphangiomas are usually homogeneous, 
and attenuation values may range between those of fat and 
uid. On CT scans, mesenteric lymphangiomas appear as 
uni- or multilocular masses containing septa of variable 
thickness; enhancement of the wall is revealed by contrast 
medium.[6]

Kim et al. presented a modied classication system for 
mesenteric lymphangiomas consisting of four groups: group 
1, mesenteric lymphangiomas involving the intestinal wall; 
group 2, pedicled mesenteric lymphangiomas with no 
relationship to the mesenteric vessels; group 3, sessile 
mesenteric lymphagiomas located in the mesenteric 
boundaries near the mesenteric vessels; and group 4, 
mul t icent r ic  and di f fusely  inl t rated mesenter ic 
lymphangiomas. Among the 25 cases in Kim's report, 14 were 
classied into group 1, and all of the lesions were excised with 
segmental resection of the intestine. [7] Our case can also be 
classied into group 1 of the above said classication and 
was surgically excised.

Lymphangiomas are traditionally classied into three 
histologic types: capillary (simple), cavernous, and cystic. The 
capillary type usually originates in the skin and consists of 
uniform small thin-walled lymphatic spaces. The cavernous 
type is composed of various sizes of dilated lymphatic spaces 
associated with lymphoid stroma and shows a connection 
with the adjacent normal lymphatic spaces. The cystic type 
consists of dilated lymphatic spaces of various sizes 
associated with collagen and smooth-muscle bundles in the 
stroma but lacks connection to the adjacent normal lymphatic 
spaces. Cystic lymphangioma ndings are similar to 
cavernous lymphangioma ndings in that dilated lymphatic 
spaces of variable size are seen in both.[1]

Surgical resection is the denitive treatment for abdominal 
cystic lymphangiomas. Depending on the extent and location 
of the cysts, bowel resection may be required. Complete en 
bloc resections usually result in excellent outcomes and 
prognoses for patients. A 10% recurrence rate has been 
described in patients who have undergone incomplete 
resections. In children, ultrasonography is the preferred 
imaging modality for postoperative surveillance. There are no 
published guidelines regarding the frequency at which 
surveillance ultrasounds should be performed.[2]

Ours was a case of cystic type of mesenteric lymphangioma 
presenting at 42 years of age, group 1 of Kim's classication, 
with no other complications treated well with surgical excision 
and there is no recurrence yet.

CONCLUSION
Abdominal lymphangiomas usually affects infants and young 
children, which may be detected incidentally or present with 

acute life-threatening abdominal obstruction. However, this 
diagnosis should also be considered in older patients having 
intraabdominal cystic mass. A total surgical excision seems to 
be the best therapeutic option in order to minimize the risk of 
recurrence.
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