
When a patient presents with
an intra-abdominal cystic
mass, a diagnosis is un-

likely to be made from the clinical fea-
tures alone. Aspiration of the mass is
ineffective because the recurrence rate
of cysts is high and cytologic investi-
gation often gives negative results.1

Symptoms usually persist with conser-
vative management, and a specific di-
agnosis cannot be established. For de-
finitive management and pathologic
diagnosis, surgery is required. For be-
nign lesions, complete surgical resec-
tion results in a low recurrence rate.

We report on a patient who under-
went laparoscopic resection of a large
intra-abdominal cystic mass that per-
sisted after 2 percutaneous aspirations.
The lesion was identified as a benign
cystic mesothelioma.

CASE REPORT

A 43-year-old woman, who was
previously well, presented with the
complaint of abdominal bloating. Her
medical history was remarkable only
for a previous laparoscopic tubal liga-
tion. On abdominal ultrasonography,

a cystic mass was seen extending from
the hilum of the left kidney to the
cervix. On computed tomography
(CT), the cystic mass was found to be
approximately 23 cm long and occu-
pied the retroperitoneum, extending
into the left paracolic gutter (Fig. 1).

Over 17 months, the cyst was aspi-
rated percutaneously with ultrasonic
guidance on 2 occasions, yielding 1.5
L and 0.25 L, respectively, of serous
fluid. Cytologic investigation gave
negative results, and the aspirate was
sterile on bacterial culture. The aspi-
rations provided temporary relief of
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The clinical features of a patient with an intra-abdominal cystic mass do not lead to a specific diagnosis. As-
piration is usually ineffective because the mass recurs and cytologic investigation is often non-diagnostic.
Conservative management is unsuccessful because symptoms often persist. Surgical management of cystic
masses is required for definitive management and pathologic diagnosis. A laparoscopic approach to the di-
agnosis and treatment can provide essential anatomic information and a complete resection with minimal
morbidity. A laparoscopic technique using 3 trocars and maintaining the integrity of the mass allows com-
plete excision and removal of large intra-abdominal cystic masses as reported in a 43-year-old patient with
a large intra-abdominal cystic mass identified as a benign cystic mesothelioma.

Les caractéristiques cliniques d’un patient qui a une masse kystique à l’abdomen n’entraînent pas un diag-
nostic particulier. L’aspiration est habituellement inefficace parce que la masse réapparaît et, souvent, l’inves-
tigation cytologique ne permet pas de poser de diagnostic. Un traitement conservateur ne réussit pas parce
que les symptômes persistent souvent. Le traitement chirurgical des masses kystiques s’impose pour régler le
problème définitivement et permet de poser un diagnostic pathologique. Une laparoscopie de diagnostic et
de traitement peut fournir des renseignements anatomiques essentiels et permettre de pratiquer une résec-
tion complète qui entraînera une morbidité minimale. Une technique laparascopique fondée sur l’utilisation
de trois trocarts et le maintient de l’intégrité de la masse permet l’excision complète et l’ablation des grosses
masses kystiques intra-abdominales, comme on l’a signalé dans le cas d’un patient de 43 ans qui avait une
grosse masse kystique intra-abdominale identifiée comme un mésothéliome kystique bénin.
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her symptoms. The size of the mass
did not change on ultrasonography or
CT. Barium enema examination with
small-bowel follow-through and in-
travenous pyelography showed no ab-
normality. Complete blood count
and measurement of liver enzymes
and electrolytes were within normal
limits.

Her symptoms recurred after the
second aspiration, and she complained
of night sweats, fatigue and a 4.5 kg
weight loss. We decided to attempt a
laparoscopic resection of the mass.

A 30° laparoscope was inserted
through a 10-mm subumbilical port.
The mass was found to extend from
the splenic flexure to a point distal to
the pelvic brim. The mass filled the
left paracolic gutter, abutting the left
colon and extending up the lateral ab-
dominal wall (Fig. 2). Since the mass
appeared to be amenable to laparo-
scopic resection, an additional 10-mm
port was placed in the epigastrium in
the midline and a 5-mm port was
placed suprapubically in the midline.
The peritoneum was incised over the

cyst. With the use of meticulous dis-
section close to the cyst, it was mobi-
lized proximally on the lateral and
then the medial borders (Fig. 3). Dis-
tally the cyst was freed from the iliac
vessels and separated from the poste-
rior abdominal wall. The cyst was
placed into an Endosac (Ethicon, Pe-
terborough, Ont.), with a minimum
spillage of cyst fluid. The cyst fluid was
drained, within the sac. This facilitated
extraction of the sac and cyst through
the 10-mm port. The area was
checked for evidence of residual cyst
before instruments and trocars were
removed; there was no such evidence.

The patient had a smooth recovery
and was discharged home on postop-
erative day 2. There was no evidence
of recurrence at 18 months’ follow-up.

PATHOLOGICAL FINDINGS

The cystic mass measured 10.5 ×
12.5 cm and contained a small quantity
of red serous fluid. A small cystic nodule
was palpable in one aspect of the cyst
wall. On microscopy, the cyst wall was
composed of loose and dense connec-
tive tissue (Fig. 4). The cyst lining con-
sisted of a single layer of benign
mesothelial cells (Fig. 5). The histologic
features were compatible with a benign
mesothelial cyst.
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FIG. 1. Computed tomogram demonstrating the cystic mass (arrow) in the left paracolic gutter.

FIG. 3. The wall of the cystic mass (arrows) is mobilized from the abdomi-
nal wall.

FIG. 2. Laparoscopic view of the cystic mass, reflecting peritoneum from the
abdominal wall (thick arrow) and abutting the descending colon (thin arrow).



DISCUSSION

The clinical presentation of a pa-
tient with an intra-abdominal cystic
mass does not provide sufficient infor-
mation for a definitive diagnosis. Most
patients present with nonspecific
abdo minal symptoms and the physical
examination is noncontributory. A
large cystic mass is usually discovered
on abdominal or pelvic ultrasono -
graphy. Alternatively, the cystic mass
may be found incidentally during the
course of inves tigation for other con-
ditions.1

The differential diagnosis of an
 intra-abdominal cystic mass includes
reactive lesions (cystic mesothelioma),
benign neoplasms (lymphatic cysts or
lymphangioma) and malignant neo-
plasms (serous carcinomas of the
ovaries and peritoneum, pseudomyx-
oma peritoneii, tumours of the semi-
nal vesicles and malignant cystic
mesotheliomas).2,3 Cystic mesothe-
liomas have been classified as both
mesothelial reactive lesions and be-
nign neoplasms of the peritoneum.1,2

There is no documentation to support
the progression of cystic mesothe-
lioma to a mesothelial neoplasm.
However, a case report does exist of a
“benign mesothelial cyst” progressing
to metastatic adenocarcinoma.4 A pre-

operative diagnosis cannot effectively
exclude malignant cystic lesions.

Cystic mesothelioma has been
 referred to as multicystic peritoneal
mesothelioma, multilocular peritoneal
inclusion cyst and infiltrating adenoma-
toid tumour. It is a relatively rare lesion
that usually involves pelvic and abdomi-
nal peritoneum and retroperitoneum.
In a review of 25 cases of cystic
mesothelioma, Ross, Welch and Scully1

concluded that cystic mesothelioma is a
non-neoplastic reactive mesothelial pro-
liferation. This conclusion is supported
by a later review of the pathology of the
peritoneum.2 Twenty-one of the 25
 patients in the series of Ross, Welch and
Scully had a history of endometriosis,
pelvic inflammatory disease or previous
abdominal surgery. Our patient had
 undergone a laparoscopic tubal ligation.

Conservative management of cystic
lesions has not been effective.1,5 Aspira-
tion is not successful for either treat-
ment or diagnosis. Approximately 50%
of cysts recur after aspiration. Cytologic
investigation often gives indeterminate
findings. In our case the aspirations
were non-diagnostic but provided tem-
porary relief of symptoms.

When planning operative resection
it is often difficult to delineate the cyst
based on the findings of ultrasonogra-
phy and CT. Uncomplicated cysts

have been found to be intimately asso-
ciated with pancreas and colon intra-
operatively, necessitating extensive re-
sections to achieve complete excision.6

The completeness of resection ap-
pears to influence recurrence.1 The in-
formation necessary to determine the
extent of cystic masses can be ob-
tained under direct vision with la-
paroscopy. Complete resection is fa-
cilitated by preserving the structure of
the mass, thereby maintaining planes
of dissection.

Laparoscopy is an ideal choice as a
diagnostic and therapeutic technique.
The advantages of laparoscopic sur -
gery include decreased postoperative
pain, a short recovery period and im-
proved cosmesis. Intraoperatively, a
magnified view of the regional ana -
tomy aids dissection.

Three recent reports have pre-
sented different approaches for laparo-
scopic management of cystic abdomi-
nal masses. Saw and Ramachandra7

resected a large retroperitoneal “mes -
en teric cyst” (later identified as a lym-
phatic cyst) by a 4-trocar technique of
enucleation and piecemeal resection.
Ricci and colleagues8 used 5 trocars
and advocated decompression of large
cystic masses for dissection. Navarra
and colleagues9 used a 3-trocar
 technique to resect a small cystic
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FIG. 4. Low-power view, showing the multiloculated mesothelial cyst with
intervening loose connective tissue stroma (hematoxylin–eosin stain; orig-
inal magnification × 40).

FIG. 5. High-power view revealing the benign mesothelial lining of the cys-
tic spaces (hematoxylin–eosin stain; original magnification × 100).



mesothelioma without disruption or
decompression.

We have demonstrated that a la-
paroscopic technique using 3 trocars
and maintaining the integrity of the
mass allows complete excision and re-
moval of large intra-abdominal cystic
masses. We believe these principles will
reduce the chances of an incomplete re-
section and recurrence of the mass.

Complete resection of cystic ab-
dominal masses facilitates the estab-
lishment of a diagnosis and assures a
low incidence of recurrence. A laparo-
scopic approach to diagnosis and
treatment provides essential anatomic
information and enables a complete
resection with minimal morbidity.
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À L’ATTENTION DES RÉSIDENTS ET DES 
DIRECTEURS DES DÉPARTEMENTS DE CHIRURGIE

LE PRIX MACLEAN–MUELLER

Le Journal canadien de chirurgie offre chaque année un prix de 1000 $ pour le meilleur manuscrit rédigé par
un résident ou un fellow canadien d’un programme de spécialité qui n’a pas terminé sa formation ou n’a pas ac-
cepté de poste d’enseignant. Le manuscrit primé au cours d’une année civile sera publié dans un des premiers
numéros (février ou avril) de l’année suivante et les autres manuscrits jugés publiables pourront paraître dans un
numéro ultérieur du Journal.

Le résident devrait etre le principal auteur de manuscrit, qui ne doit pas avoir été présenté ou publié ailleurs. Il
faut le soumettre au Journal canadien de chirurgie au plus tard le 1er octobre, à l’attention du Dr J.L. Meakins,
corédacteur, Journal canadien de chirurgie, Département de chirurgie, pièce S10.34, Hôpital Royal Victoria, 687,
avenue des Pins ouest, Montréal (Québec) H3A 1A1.


