CASE REPORT
Primary seromucinous cystadenocarcinoma of
the mesentery
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Abstract: A 72-year-old woman presented with a slow growing mass on the left side of the abdomen, which was found
to originate from the mesentery of the descending colon. Histopathology revealed a seromucinous cystadenocarcinoma of
the mesentery, a rare clinical entity occurring most often in females. There are only 20 cases reported in the literature. It is
postulated that these tumours develop as a result of serous or mucinous metaplasia of pre-existing coelomic mesothelium.
Surgical excision remains the mainstay of successful management.
S Afr J Surg 2016;54(3)

Background
Benign and borderline cystic mucinous tumours of the
mesentery and retroperitoneum are rare, with an incidence
of about 1 per 100 000 of hospitalised patients. The disease
predominantly affects women and occurs in patients of all ages.
A primary mesenteric seromucinous cystadenocarcinoma,
however, is an extremely rare clinical entity. There are only
20 reported cases in the literature. Although the pathogenesis
is poorly understood, it is postulated that these tumours
develop through serous or mucinous metaplasia of preexisting coelomic mesothelium. Surgical excision remains the
mainstay of successful management.1-2

Case report
A 72-year-old woman was referred with a three-year history of
abdominal discomfort, weight loss and increased abdominal
girth. On physical examination there was a mass in the
epigastrium, which extended to the left hypochondrium. The
mass was non-tender and mobile. All her blood tests results
including Full Blood Count, Carcinoembryonic Antigen
(CEA) and Carbohydrate Antigen (CA19-9) levels were
normal. However, a percutaneous aspirate obtained at the
referring institution revealed an elevated CEA of 32845.7 μg/L
(normal range: 2.5-5.0). Abdominal CT scan showed a large
well-circumscribed cystic mass with features suggestive of a
mesenteric cyst (Figure 1).
At surgery, a large cyst containing six litres of fluid was
dissected free from the left descending mesocolon (Figure
2); no colonic resection was required. Further inspection
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Figure 1. Large well circumscribed cyst arising from left
hypochondrium
of the peritoneal cavity confirmed normal hollow viscera,
unremarkable solid organs and no lymphadenopathy. Her
postoperative course was uneventful. Histopathological
assessment confirmed a completely excised cyst. The wall
was thick and fibrotic with focal dystrophic calcification

Figure 2. Intraoperative picture showing large fluid filled cyst
(containing six litres of dark fluid), arising from mesentery of
descending colon

Figure 3. H&E stain showing stromal invasion by
adenocarcinoma (high power magnification)

and aggregates of lymphocytes. The cyst lining included
a variable glandular epithelial lining, ranging from singlelayered mucus-secreting cells to multilayered dysplastic
papillary epithelium with admixed goblet cells. Superficial
invasion of the cyst wall by adenocarcinoma with a stromal
response was present (Figure 3). No ovarian stroma was
observed. Predominantly acidic mucin was present on Alcian
Blue Periodic Acid Schiff staining. The tumour was strongly
positive for CK7 and CK19 but focally positive for CK20.
These findings were in keeping with the diagnosis of a
primary seromucinous cystadenocarcinoma.
After multidisciplinary assessment and discussion with the
patient, adjuvant chemo-radiation was not undertaken, and
a conservative approach with regular clinical follow-up was
adopted.

debatable, the most likely scenario is that the initial pathology
was a benign mesenteric cyst with subsequent malignant
transformation.
The mainstay of therapy for patients with large cysts with
a suspicion of malignancy is surgery. Laparoscopy should
be reserved for small cysts where the risk of rupture is small
as cyst rupture at surgery negatively affects survival and
predisposes to peritoneal carcinomatosis.1-4 A biopsy should
only be performed when a palliative scenario is encountered.
Patients with cyst rupture and wall invasion on histology may
benefit from chemotherapy or radiation.1 Due to the paucity of
data in the literature, the management of these tumours should
be individualized.

Discussion
Primary seromucinous cystadenocarcinoma of the mesentery
is rare. The histogenesis of this condition is still poorly
understood. It is postulated that these tumours arise from
müllerian or paramesonephric duct remnants, which were
deposited when the ovary descended during embryogenesis.
The tissue remnants subsequently undergo proliferation
and mucinous metaplasia.3 Immunoreactivity for intestinal
markers and point mutations within the K-ras oncogene have
also been documented in these lesions.4
In this particular case, the tumour is classified as an extraovarian seromucinous cystic neoplasm due to the absence
of ovarian stroma on histology. Although its origin is
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