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Giant Mesothelial Inclusion Cyst
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Abstract

A male in his 70’s presented for evaluation of an inguinal hernia, complaining of constipation and intermittent bulging in the right 
inguinal area; however, on examination a protuberant mass was appreciated in the central lower abdomen. The patient was stable 
and had no prior knowledge of the mass. An air-filled, lobular structure of the sigmoid colon, 17 cm in greatest dimension was 
identified on CT. Imaging from six months prior showed typical diverticulosis of the sigmoid colon, but nothing consistent with the 
size of the current lower abdominal mass. The patient was taken for exploratory laparotomy, small bowel resection with primary 
anastomosis, Hartmann’s procedure, partial cystectomy, and ureteral stent placement. Pathology showed a mesothelial inclusion 
cyst, also known as benign cystic mesothelioma. Such cysts have only ever been reported in literature up to 200 times, [1] and are 
more common in women, especially of reproductive age [1-6].
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Introduction
A benign mesothelial inclusion cyst is a rare diagnosis with less 

than 200 being reported since 1979 [1-2] with an overall estimated 
incidence of 1 in 100,000 for adults and 1 in 20,000 for children 
[3]. Here we report a case of a male in his 70’s who presented with 
complaints of constipation and right inguinal bulge, who was found 
to have a large abdominal mass that was pathologically confirmed 
to be a mesothelial inclusion cyst. The patient in our case had a uni-
que presentation of this disease given the fact that he was male. It 
is known that the prevalence of mesothelial inclusion cysts is much 
higher in females, and usually those of reproductive age [1-6]. A 
factor that added to the complexity of this case was the extensive 
amount of adhesions caused by the mass which required multiple 
resections of the patient’s bowel, colon, and bladder, for definitive 
repair; as a combined effort by both general surgery and urology. 
There have been cases associated with adhesions in the literatu-
re [1] though to our current knowledge, none have presented with 

such pervasive adhesions as our patient had. Though rare, provi-
ders should keep mesothelial inclusion cysts in their differential for 
abdominal mass, and the possibility of extensive adhesions should 
be considered during preoperative planning as this can add much 
complexity to surgical resection. Finally, our patient also presented 
with concurrent diverticulosis. On review, only one other case was 
found where the patient also had diverticular disease, and in that 
case the mesothelioma was found in the appendix rather than in 
the sigmoid colon [4].

Presentation and Operative Course
A man in his late 70’s presented to the General Surgery clinic, 

with a past medical history of Parkinson’s Disease, diverticulosis, 
myocardial infarction, coronary artery bypass graft hypertension, 
hypercholesterolemia, and right inguinal hernia repair, for asses-
sment of left groin pain. The patient denied any urinary or ga-
strointestinal symptoms. Physical exam findings were consistent 
with an easily reducible right inguinal hernia, and a left inguinal 
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hernia which was only appreciated upon standing. Due to the pa-
tient’s cardiac history, he was advised to obtain cardiac clearance 
before consideration of bilateral inguinal herniorrhaphy. A Com-
puted Tomography (CT) of the abdomen and pelvis was performed 
to evaluate the hernias further. The CT was consistent with a right 
inguinal hernia with protruding fat and uncomplicated diverticulo-
sis, and no other abnormal findings. The patient had an extensive 
cardiac work-up over the course of several months that showed no 
appreciable cardiac disease that would preclude surgery. He pre-
sented back to clinic for preoperative planning with complaints of 
continued bulging of the right groin and new onset constipation. 
Upon physical examination, a protuberant mass of the lower abdo-
men was noted. Due to this unforeseen change, another CT of the 
abdomen was completed. This new CT revealed a 17-centimetre 
lobular, cyst-like air collection in the lower abdomen and pelvis 
extending to the sigmoid region was observed and interpreted to 
be most consistent with a giant colonic diverticulum. The patient 
was scheduled for an exploratory laparotomy with bowel resection 
three days later.

The mass was easily identified during the exploratory laparo-
tomy. A loop of small (ileal) bowel was adhered to the mass and 
had to be resected before the sigmoid colon could be attended to. 
The sigmoid colon was found to be tightly attached to the poste-
rior portion of the colonic mass. Additionally, there were extensive 
adhesions encountered surrounding the mass, including to the ura-
chal fat and the urinary bladder. A urologist was urgently consulted 
intraoperatively for assistance in exposing the bladder. The urolo-
gist performed a partial cystectomy of a portion of the bladder that 
was adhered to the mass, and also placed bilateral ureteral stents 
in order to help their identification during the subsequent bowel 
resection. The resection included the portion of small bowel adhe-
red to the mass (Figure 1), as well as the sigmoid colon, and lastly 
an end colostomy was created. The small bowel, sigmoid colon, and 
a portion of the bladder that had been resected were sent to patho-
logy along with the giant mass. Upon pathological investigation, the 
diagnosis of benign mesothelial inclusion cyst (aka mesothelioma) 
was made; as was focal diverticulum of the small bowel and diverti-
culitis of the sigmoid colon.

Figure 1: Intraoperative picture displaying the giant mesothelial inclusion cyst, with adherent loop of small bowel and associated mesentery.

The patient’s initial presentation - left groin pain, physical exam 
findings of bilateral hernias, and a CT scan showing a recurrence of 
a right inguinal hernia-was consistent with bilateral inguinal her-
nias. Although CT scan also showed diverticulosis, the patient did 
not complain of gastrointestinal symptoms, thus the diverticulosis 
was not concerning. Several months later, the patient presented 
back to clinic with continued bulging of the right groin and new on-
set constipation. The right inguinal hernia was not appreciable on 
physical exam, however a protuberant mass in the lower abdomen 
was noted. Due to a change in symptoms, an additional CT scan of 
the abdomen/pelvis was ordered. The CT showed a new 17+ cen-
timetre lobular air collection, thus changing the original diagnosis. 
Given the patient’s history of diverticulosis, constipation, physical 

exam findings, and the aforementioned radiographic findings, a 
preliminary diagnosis of a giant diverticulum was made. Other pos-
sible etiologies considered included malignancy, abscess, or other 
walled-off air/fluid collection. 

At that time, the bilateral hernias were not of immediate con-
cern. It was believed the new constipation was related to the mass 
effect of the large diverticulum pushing down on his sigmoid colon, 
and the short time frame over which this mass developed was par-
ticularly troublesome; and it was this that ultimately influenced our 
decision to take the patient to the operating room. Upon inspection 
during surgery, there were extensive adhesions creating need for 
multiple resections, however at this point it was still believed that 
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the diagnosis of a large sigmoid diverticulum was most consistent 
with the patient’s presentation. The resected tissue and mass were 
sent for a pathological investigation for confirmation of diagnosis.

The final pathology report showed a “benign mesothelial inclu-
sion with adherent portions of the bladder wall”, as well as diver-
ticulosis of the small bowel and diverticulitis of the sigmoid colon. 
The large benign mesothelial inclusion cyst was the culprit of the 
patient’s abdominal fullness and was likely causing a mass effect 
leading to the patient’s constipation. In hindsight, the most specific 
finding that could have potentially led to the diagnosis of a beni-
gn mesothelial inclusion cyst, before the pathology report, was the 
“17+ centimetre lobular air collection in the lower abdomen and 
pelvis” found on CT. Though even in hindsight, differentiating this 
from other possibilities (such as a giant diverticulum) based solely 
on preoperative imaging and physical exam is quite a challenge. 

The patient was admitted to the hospital for surgical resection 
of the mass with small bowel resection and primary anastomosis, 
sigmoid colon resection with creation of end colostomy (Hart-
mann’s Procedure), and partial cystectomy with bladder repair, and 
placement of bilateral ureteral J-stents. This was performed as a 
combined effort by both general surgery and urology.

Discussion
The patient tolerated the surgery well but required a ten day 

hospital stay. The hospital stay was lengthened due to the patient’s 
already deconditioned status with Parkinson’s Disease as well as 
the great difficulty in obtaining a swing bed for the patient due to 
bed shortage in the region. The patient was in rehabilitation for a 
month. Immediately following surgery, the patient was kept on a 
strict NPO diet until bowel function returned. Bowel function retur-
ned within two days and the patient was able to be advanced to a 
clear liquid diet. During the hospital and rehab stay, an emphasis on 
increasing the patient’s physical stamina and strength through phy-
sical therapy was made. His bowel function was monitored closely, 
and his diet was advanced accordingly. 

The patient’s first post-op follow up was on post-op day 29, 
while the patient was still in a rehabilitation facility. Urology had 
already assessed the patient, and they were pleased with his reco-
very from the partial cystectomy and removed his ureteral stents 
at that visit. From a general surgery standpoint, the patient was 
adequately progressing. On physical exam, his surgical incision had 
no sign of infection, and the staples were removed. Colostomy was 
functioning well and also appeared healthy. Patient had lost 4.337 
kg during surgical recovery. It is hard to discern how much of the 
weight loss was due solely to surgical recovery, in light of his mul-
tiple comorbidities. Regardless, the patient ultimately made a sati-
sfactory recovery.

General surgery will continue to follow the patient’s recovery, 
will monitor for cyst recurrence, and will reevaluate the need for 
intervention for the aforementioned inguinal hernias. This case em-
phasizes the consideration of mesothelial inclusion cysts as a pos-

sible cause of large abdominal masses found incidentally or upon 
investigation of other abdominopelvic complaints. Intra-abdominal 
benign mesothelial inclusion cyst, aka cystic mesothelioma, is a 
rare diagnosis [3]. Smith and Mennenmeyer reported the diagnosis 
for the first time in 1979 and since then less than 200 cases have 
been described in the literature [1,2]. They are most associated 
with young-middle aged women (i.e., reproductive years) and pa-
tients who have a history of abdominal surgery [1-6]. Our patient 
was an older male. He did have a history of previous right ingui-
nal hernia repair, though it’s impossible today whether or not this 
played a role in the formation of the cyst. Patients typically present 
with non-specific symptoms such as abdominal pain, increasing ab-
dominal girth, nausea, vomiting, constipation, and diarrhea [1-6]. 

Diagnosis of benign mesothelial inclusion cyst is made through 
pathological investigation, often showing multiple cystic structures 
lined with the mesothelium and a fibromuscular stroma [2] Ra-
diology alone can not make a sufficient diagnosis, but findings of 
a multilocular cystic mass, multiple thin-walled cysts, or a unilo-
cular cystic mass, are all consistent with radiologic descriptions of 
benign mesothelial inclusion cysts [3]. There are multiple theories 
involving the pathophysiology of mesothelial inclusion cysts. One 
theory is that it is of inflammatory origin [1]. The inflammation can 
be caused by an inflammatory disease or past abdominal surgery 
[1]. The mesothelial cysts are then likely formed from mesothelial 
cell entrapment and reactive proliferation [1]. Alternatively, the 
cyst pathophysiology may be due to hormonal causes, given the hi-
gher prevalence in younger women of reproductive age [1,5].

Treatment for benign mesothelial inclusion cysts is surgical 
removal, however, they have a high recurrence rate; recurring in 
an average of 32 months according to some sources [6]. Although 
benign in nature, they also have the ability to transform into neo-
plastic malignancy [2,6]. In addition to malignancy, complications 
from not removing such a cyst include hemorrhage, rupture, and 
infection [1]. Patients should be monitored following resection for 
possible recurrence.

Conclusion
Benign mesothelial inclusion cysts can cause extensive adhe-

sions. Removal of benign mesothelial inclusion cysts can be com-
plex if adhesions are involved. Benign mesothelial inclusion cysts 
can present with findings consistent with giant diverticula; as well 
as other differential diagnoses such as malignancy, abscess, or 
other walled-off air/fluid collection. Overall, mesothelial inclusion 
cysts are considered benign; however, they have a high recurrence 
rate and carry a small but real possibility of malignant conversion.
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