
 

PEDIATRIC SURGERY Update  

Vol. 47 No. 02 AUGUST 2016 

 
 

Chylous Mesenteric Cyst 
 
Chylous mesenteric cysts are rare intraabdominal malformations mostly found in male 
children before the age of fifteen years. They represent a subclassification of 
lymphangiomas. Chylous mesenteric cysts are rare variant of  mesenteric lesions 
making up to 9% of all abdominal cysts and approximately 3% of pediatric 
lymphangiomas. Though sometimes asymptomatic, when chylous cysts obtain a large 
size they produce symptoms by virtue of size and volume characterized by abdominal 
pain, increase in abdominal girth, nausea, vomiting, anorexia, diarrhea, constipation, 
bowel torsion and/or bowel obstruction. They can even rupture and cause chylous 
peritoneal ascites. Chylous mesenteric cysts arise from the embryonic retroperitoneal 
lymph sac. Failure to communicate with the lymphatic or venous system, or blockage of 
the lymphatics as a result of trauma, infection or neoplasm can give rise to a chylous 
cyst. Collection of chyle in a portion of the mesentery of the small bowel leads to cyst 
formation with a characteristic milky fluid. The cyst can attain an enormous size without 
causing significant symptoms. The composition of the fluid includes mostly chylomicrons 
and lymphocytes. Abdominal ultrasound and CT-Scan are diagnostic of chylous 
mesenteric cysts. The different surgical approaches used to manage these cysts include 
marsupialization, sclerotherapy, drainage, enucleation, percutaneous aspiration or 
excision. By far, the best management of chylous mesenteric cysts is complete surgical 
excision, which sometimes can include resection of the affected small bowel. Once 
removed chylous mesenteric cysts rarely recurs maintaining an excellent prognosis. 
Malignant transformation has been reported in less than 3% of all cases.   
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Patent Processus Vaginalis 

 



 
Inguinal hernia repair is probably one of the most common procedure performed in 
children. When a child has a unilateral reducible inguinal hernia, the issue of exploring 
the contralateral side has brought great debate among surgeons. The presence of a 
contralateral patent processus vaginalis (PPV) does not means a metachronous inguinal 
hernia will develop. With the advent of laparoscopy for repair of a unilateral inguinal 
hernia the issue of finding a contralateral PPV takes relevance. Using laparoscopy 
during ipsilateral hernia repair an average of 20% of contralateral processus vaginalis 
are patent. There are two ways to detect a PPV during laparoscopy: transinguinal or 
transumbilical approach. Transinguinal laparoscopy through the ipsilateral hernia sac 
during open repair is the much popular approach having a specificity of 99.5% and 
sensitivity of 99.4%. Transumbilical laparoscopy provides a more direct view on the 
inspection of the contralateral deep inguinal ring. It uses an additional umbilical incision. 
Studies suggest the small possibility of development of metachronous inguinal hernia 
developing following a negative evaluation of a contralateral PPV after using 
transumbilical laparoscopy. The argument is that the insufflation of the peritoneal cavity 
can cause the peritoneal veil at the superior aspect of the contralateral PPV to close the 
orifice in the intersection of the testicular vessels and vas deferens at the deep ring 
resulting in the false impression of absence of a contralateral PPV. Regardless of the 
method used to diagnose a contralateral PPV or the possibility or not of developing a 
contralateral inguinal hernia, most surgeons will perform closure upon diagnosis by 
laparoscopy. Meta-analysis has found 50% of metachronous hernia develops within one 
year while 90% do so in five years from the initial surgical procedure. Children at risk for 
development of a contralateral PPV include those under peritoneal dialysis, 
ventriculo-peritoneal shunts, ascites or increased intraabdominal pressure. 
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Meckel Diverticulitis 

 
Meckel s diverticulum is an out pouching true ileum diverticulum occurring in 2% of the 
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population two feet from the ileocecal valve described as the most common congenital 
anomaly of the gastrointestinal tract. It occurs in the antimesenteric border of the ileum 
and can contain two types of ectopic tissue: pancreas or gastric. Meckel s diverticulum 
can lead to several complications in children such as 1) bleeding, 2) obstruction, and 3) 
inflammation with gangrene or perforation. Meckel diverticulitis can present with clinical 
signs suggestive of acute appendicitis such as abdominal pain, distension, tenderness 
and rebound tenderness. Meckel diverticulitis is more common in adults than children. 
Inflammation of a Meckel s diverticulum can occur due to the presence of ectopic gastric 
mucosa with wall ulceration or due to obstruction of the lumen of the diverticulum with 
vascular involvement. Obstruction can be caused by food, enterolith, foreign body or 
even parasites. The diverticulum itself may serve as a fulcrum for twisting of the 
adjacent small bowel with resultant obstruction. During sonography the inflamed Meckel 
diverticulum can be seen as a tubular hypoechoic structure or a complex mass leading 
to then wrong diagnosis of appendicitis or intestinal duplication. Routine color Doppler 
sonography reveals anomalous vessels and signs of inflammation on the wall of the 
Meckel s diverticulum. Oral contrast CT-Scan findings of an inflamed Meckel include a 
blind-ending pouch of variable size and mural thickness containing fluid, air, or 
particulate material with surrounding mesenteric inflammation. The location of the 
diverticulum can vary between right lower quadrant to the mid abdomen. Laparoscopy is 
a safe and effective alternative in the management of a complication Meckel 
diverticulum. Most cases can be managed with simple diverticulectomy without the need 
for resection and anastomosis.  
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