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M
INTRODUCTION

			   esenteric and omental cyst are the rare  
			   intra-abdominal pathologies occurring  
			   in approximately 1 of 105,000 hospita-
lized patients.1 The omental cysts are rarer that 
was first described by Gairdner in 18522, with 
only about 150 cases reported till now3-5, the true 
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ABSTRACT

Objective: Mesenteric and omental cyst are the rare intra-abdominal pathologies. We report laparoscopic excision 
of a large omental cyst in an adult patient.
Methods: A 56 year-old female presented with a year history of upper abdominal pain with palpable mass at 
epigastrium. On physical examination, a non-tenderness mass, 8 cm in diameter, was noted in the right upper 
abdomen. Abdominal CT revealed large thin wall cyst without solid nodule or septation at right upper abdomen. 
Endoscopic ultrasonography revealed no demonstration of its origin without connection to duodenal wall,  
pancreatic and bile duct. The patient underwent a complete excision by laparoscopic approach. Intraoperative finding 
revealed an encapsulated thin wall smooth surface cystic mass in lesser sac. The patient made an uneventful 
postoperative recovery. Pathological examination showed simple mesothelial cyst.
Discussion: Omental cysts often tends to be asymptomatic and is identified incidentally on imaging studies or at 
laparotomy. Ultrasonography, computed tomography and magnetic resonance imaging is a useful investigation 
to a correct diagnosis in patients with large cystic mass. Endoscopic ultrasonography is useful in distinguishing 
lesions arising in the wall of the GI tract from lesions. The complete excision is the treatment of choice. The 
advantages of laparoscopic approaches compared with open surgery are less postoperative pain, earlier recovery, 
shorter hospital stay, and better cosmetic. However, minimally invasive techniques should not compromise the 
basic surgical principles of complete excision.
Conclusion: In our patient, we confirm the feasibility and safety of laparoscopic resection in large omental cyst.
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incidence of omental cyst may be much higher 
than reported cases in literature because usually 
only cysts of clinical importance are reported. 
Omental cysts occur more frequently in childhood 
and nearly 70% are diagnosed before the age of 
30 years.1 
		  Nowadays, helicoidal CT scan allows a better
preoperative diagnosis. In surgical literature, 
there are many authors reported laparoscopic 
excision of a omental cyst, showing feasibility 
and the advantages of the technique. We report 
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laparoscopic excision of a large omental cyst in 
an adult patient.

CASE REPORT

		  A 56-year-old female presented with a year 
history of upper abdominal pain with palpable 
mass at epigastrium. The pain was described as 
dull without radiation. There were no aggravating 
or relieving factors. She had no gastrointestinal 
or genitourinary symptoms. Past medical history 
was unremarkable but she had history of lower 
abdominal surgery (TAH with BSO) with low-
midline surgical scar since 4 years ago. Previously, 
she went to other hospital and abdominal ultra-
sonography was performed. After observed and 
followed up, the abdominal mass increased in size. 
		  On physical examination, a non-tenderness 
mass, 8 cm in diameter, was noted in the right 
upper abdomen. The remainder of the examina-
tion was normal. Abdominal CT revealed large 
thin wall cyst without solid nodule or septation at 
right upper abdomen, anterior to duodenum and 
compress third part duodenum but no evidence of 
gut obstruction (Fig 1). Some parts of cyst abut 
against third part of duodenum without fat plane 
in between. Endoscopic ultrasonography was 
performed to evaluate the invasion of this lesion 
(Fig 2). It revealed large thin wall cyst without 
septation or nodule at antero-lateral to second part 
of duodenum and no demonstration of its origin 
without connection to duodenal wall, pancreatic 
and bile duct. There was no adjacent lymph node 
enlargement.

		  The patient underwent a complete excision 
by laparoscopic approach. Vertical supra-umbili-
cal incision was made then balloon port 10 mm 
was placed and carbon dioxide was insufflated 
to establish a pneumoperitoneum of 12 to 14 mm 
Hg. Once the pneumoperitoneum was established, 
10 mm 300 laparoscope was applied. The initial  
evaluation revealed an encapsulated thin wall 
smooth surface cystic mass located in lesser sac  
between stomach, duodenum and transverse colon, 
6 cm in diameter. Two of additional ports 5 mm  
were placed at epigastric area and left upper  
quadrant mid clavicular line, 5 cm from costal 
margin. Cyst was dissected from omentum and 
surrounding tissue. Feeding vessels from greater 
omentum were ligated by 2 hemolocks then  

Fig 1. Contrast enhanced computed tomography  
showing large thin wall cyst without solid nodule or 
septation at right upper abdomen, anterior to duodenum. 
(a. Cross sectional view, b. Coronal view)
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Fig 2. Endoscopic ultrasonography showing large thin 
wall cyst without septation or nodule at antero-lateral 
to second part of duodenum and no demonstration of 
its origin.

Fig 3. The cyst wall composes of fibrous tissue with 
mild chronic inflammation (a). Part of the cyst wall is 
covered by omental fat (b). The inner surface of the cyst 
is focally lined by mesothelial cells (c).
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divided. After a full mobilization, the cyst was  
aspirated without spillage by a laparoscopic 
needle, which showed deep straw-color fluid 
inside and sent for cytological study and CEA. 
The collapsed cyst was removed intact and taken 
away into Endo-bag and removed via laparoscopic 
port. The patient made an uneventful postoperative 
recovery. Diet was commenced the next day of 
surgery and she was discharged the postopera-
tive day 2.
		  Pathological examination showed fibrous 
wall cyst with mild chronic inflammatory infiltra-
tion. The inner surface of the cyst wall was mostly 
denuded. Focal area demonstrated mesothelial cell 
lining (Fig 3). Cytological examination revealed 
only mature lymphocytes without malignant cells 
and CEA was 11.45 ng/ml. The patient remains well 
with no evidence of recurrence 1 year following 
surgery.

DISCUSSION

		  The pathogenesis of primary cysts of the 
omentum is unclear. Embryonic, traumatic, neo- 
plastic or infectious etiologies have been sug-
gested.6 The most common theory is that it is 
benign proliferations of ectopic lymphatics that 
lack communication with the normal lymphatic 
system that had failed to communicate normally 
with the lymphatic system.7 The incidence of 
mesenteric and omental cyst is approximately 1 
of 105,000 in hospitalized adult patients.1 In 1852, 
Gairdner described an omental cyst2 defined as a 
cyst within the lesser or greater omentum, with 
endothelium lining, representing 1/3 to 1/10 of 
mesenteric cysts. The true incidence of omental 
cyst may be much higher than reported cases in 
literature because usually only cysts of clinical 
importance are reported.
		  Omental cysts often are asymptomatic 
and identified incidentally on imaging studies or 
at laparotomy. Clinical presentations include an 
abdominal painless mass, abdominal distention, 
abdominal pain, and possible ascites.8-10 Acute 
abdominal pain symptom may be present due 
to torsion, intracystic hemorrhage, or rupture. 
Clinically, omental cysts have been described 
as being mobile in all directions in contrast to 

mesenteric cysts, which are usually mobile in 
one plane only.1,11 Apart from ascites, other dif-
ferential diagnoses of omental cysts include cystic 
lesions such as choledochal cysts, splenic cysts, 
pancreatic cysts and cystadenomas, multicystic 
dysplastic kidney, gastrointestinal duplication 
cysts, and ovarian cysts.12

		  Ultrasonography (US) is a useful prelimi-
nary investigation in assessment of patients 
suspected of having a cystic abdominal mass but 
may fail to determine the precise location. Com-
puted tomography (CT) and magnetic resonance 
imaging (MRI) help establish a correct diagnosis 
in patients with large cystic masses, because they 
are generally able to differentiate mesenteric, 
omental, and retroperitoneal cysts from other 
cystic lesions, such as enteric duplication, ovarian 
cyst, and pancreatic pseudocyst.13 Our patient 
underwent endoscopic ultrasonography (EUS)  
due to there are some parts of cyst abut against third 
part of duodenum from CT. The utility of EUS 
is in providing a minimally invasive approach to 
the preoperative diagnosis of an omental cyst. It is 
especially useful in distinguishing lesions arising 
in the wall of the GI tract from lesions which are 
outside but are abutting against the wall.14

		  The complete excision is the treatment of 
choice for omental cystic, an intestinal resection 
is virtually never indicated. The elevated incidence 
of relapse and infection contraindicate other 
conservative procedures, like percutaneous aspira-
tion, marsupialization, or laparoscopic unroofing 
of the surface.6,15 Nowadays, there are several 
laparoscopic managements of omental cysts.11,16-20 
The advantages of these laparoscopic approaches  
compared with open surgery are almost the same 
as for other laparoscopic procedures; e.g. less 
postoperative pain, earlier recovery, shorter hos-
pital stay, and better cosmetic. However, mini-
mally invasive techniques should not compromise 
the basic surgical principles of complete excision 
without tumor violation. In the case reported, 
careful dissection allowed for mobilization, 
complete resection, controlled decompression, 
and intact removal of the cyst. If this cannot be 
accomplished or doubt exists as to the benignity 
of the lesion, conversion to open laparotomy must 
be performed.
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CONCLUSION

		  In our patient, we confirm the feasibility and 
safety of laparoscopic resection in large omental 
cyst without compromising surgical principles 
and helps in early recovery.
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