
INTRODUCTION

Several processes including bladder distention or
diverticulum, hydronephrosis, non- pancreatic
pseudocyst (1), large uterine or ovarian tumors (2-
4), and giant mesenteric (5, 6), omental (7, 8) and
echinococcal cysts (9) can mimic ascites. Giant in-
tra-abdominal cysts and pseudocysts have become
comparatively rare because of advances in health
care systems. Nonetheless, when they occur, they
are often misdiagnosed as ascites (1, 2, 7, 8, 10).
Cystic lesions of the omentum, mesentery and ret-
roperitoneum are distinctly uncommon in children
(7). Despite a propensity for life-threatening comp-
lications, their rarity ranks them low in the diag-
nostic options in a child presenting with an abdo-
minal mass. Ovarian cysts are a common patho-
logy after the fourth decade of life. Smaller func-
tional and non-neoplastic cysts can be seen or lar-
ger tumoral cysts, which, however, are usually be-
nign. They may be serous or mucinous type and
can sometimes reach giant sizes (2, 3).

We report three cases initially diagnosed as asci-
tes, who were determined to have intra-abdominal
giant cysts.   

CASE REPORTS

Case 1 

A 19-year–old female with worsening shortness of
breath caused by progressive abdominal distenti-
on was admitted to our hospital. She had been di-
agnosed with ascites of unknown origin and a to-
tal of 8 liters of ascites had been drained for thera-
peutic paracentesis in another hospital. On admis-
sion, her physical examination was unremarkable,
except for symmetrically distended abdomen with
a positive fluid thrill indicating massive ascites.
All laboratory findings were within normal limits.
Plain chest radiography showed compression of
the thoracic cavity caused by the abdominal dis-
tention. Abdominal ultrasound showed large- vo-
lume fluid filling the entire abdominal cavity and
displacement of bowel loops to outside the fluid.
The fluid was not dispersed around the liver and
spleen. Computerized tomography (CT) findings
also supported the diagnosis of single giant intra-
abdominal cyst. We performed laparotomy and a
giant cyst originating from the left ovary and con-
taining a total of 14 liters of serous fluid was to-
tally excised. Histopathologic diagnosis of cyst was
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Yalanc› asit: Üç vaka sunumu
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Serbest asit varl›¤›n› taklit eden dev kar›n içi kistleri nadir gö-
rülür. Bafllang›çta baflka hastanede refrakter asit olarak kabul
edilen ve taraf›m›zdan dev kar›n içi kisti oldu¤u saptanan üç
vakay› (bir mesenter kisti ve iki over kisti) sunduk. Ultrasonog-
rafide barsak anslar›n›n s›v›n›n d›fl›na itilmifl olmas› ve kara-
ci¤er ile dalak etraf›nda serbest s›v› bulunmamas› hastalar›-
m›zda kar›n içi dev kist varl›¤›n› düflündüren ana bulgulard›.
Her üç hastam›zda da, kistlerin cerrahi olarak tamamen ç›ka-
r›lmas› sonras› dev kar›n içi kist varl›¤› do¤ruland›. Kar›n için-
de ileri derecede s›v› toplanmalar› durumunda klinisyen ay›r›-
c› tan›da asit d›fl› nedenleri de düflünmelidir.

Anahtar kelimeler: Yalanc› asit, mesenter kisti, over kisti

Giant intra-abdominal cysts masquerading as ascites are rare.
We present three cases with giant intra-abdominal cysts (one
mesenteric cyst, two ovarian) that were initially misdiagnosed
as refractory ascites in another hospital. On ultrasound exami-
nation, displacement of bowel loops to outside the fluid without
dispersion of fluid around the liver and spleen were the main
findings suggesting the possibility of giant intra-abdominal
cysts in our patients. In all three patients, the diagnosis of giant
intra-abdominal cysts was confirmed after their total excision.
Clinicians must consider processes other than ascites in the dif-
ferential diagnosis of large abdominal fluid accumulation.
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reported as benign serous ovarian cyst. The pati-
ent was followed for six months, and was comple-
tely symptom-free. 

Case 2 

A 13-year-old boy with history of end stage renal
disease (who had been undergoing hemodialysis
three times per week for one year), congestive he-
art failure and chronic active hepatitis caused by
hepatitis B infection was admitted to our hospital.
He had had dyspnea and severe abdominal disten-
tion for one year. Repeated paracentesis had been
performed in another hospital over the last eight
months. He appeared pale and weak on presenta-
tion. His physical examination was remarkable for
his protuberant abdomen with no rebound tender-
ness. There was clearly defined fluid thrill. A chest
X-ray showed moderate cardiomegaly with clear
lung field. Laboratory data were:  hematocrit 32%,
hemoglobin 11 g/dl, blood urea nitrogen 102 mg/dl,
creatinine 4.5 mg/dl, albumin 3.2 g/dl,  aspartate
aminotransferase (AST) 67 U/L, alanine aminot-
ransferase (ALT) 79 U/L, calcium (Ca) 8.1 mg/dl,
HBsAg positive, Anti HBs negative, HBe Ag nega-
tive, and Anti HBe positive; other parameters we-
re within normal limits. Abdominal ultrasound
showed large fluid filling the entire abdominal ca-
vity and displacement of bowel loops posteriorly
and outside the fluid. The fluid was not dispersed
around the liver and spleen. CT findings also sho-
wed single, giant intra-abdominal cyst. We perfor-
med laparotomy and single cyst originating from
the small bowel mesenterium and containing a to-
tal of 9 liters serous fluid was totally excised. His-
topathologic examination of the cyst was compa-
tible with benign mesenteric cyst. We followed the
patient for three years and abdominal symptoms
did not recur.  

Case 3  

A 22-year-old female had a history of slowly prog-
ressive abdominal distention for three years. She
had been evaluated in another hospital and was
reported as ascites of unknown origin. Her physi-
cal examination was unremarkable, except for
symmetrically distended abdomen with a positive
fluid thrill indicating massive ascites. All labora-
tory findings were within normal limits. Abdomi-
nal ultrasound showed large fluid filling the enti-
re abdominal cavity with displacement of bowel lo-
ops posteriorly and outside the fluid. The fluid was
not dispersed around the liver and spleen. CT sup-
ported the diagnosis of giant intra-abdominal cyst

(Figure 1). We performed laparotomy and found
the giant cyst originating from the left ovary and
containing a total of 10 liters serous fluid when ex-
cised. The histopathology of the cyst was reported
as benign, serous ovarian cyst. The patient was
followed four months and was completely symp-
tom-free. 

DISCUSSION

Mesenteric cysts are uncommon, and may occur
anywhere between the duodenum and rectum,
with a frequency of approximately 1 in 105,000
hospitalized patients (5,10). The majority of cysts
occur in the small bowel mesentery and 40% invol-
ve the mesocolon, most commonly sigmoid (5). The
etiopathogenesis of the disease remains unknown,
and many pathologic processes have been repor-
ted, including benign proliferation of ectopic
lymphatics, obstructions of the lymphatics, abdo-
minal traumas, and local degeneration of some
lymph nodes (5, 6, 10). Mesenteric cysts are usu-
ally asymptomatic. Almost half of the cases are no-
ticed incidentally in routine abdominal examinati-
on when the patients present with various abdo-
minal complaints. There are no pathognomonic
signs or symptoms for the diagnosis of mesenteric
cysts. Clinically, mesenteric cysts can present
with chronic abdominal pain, palpable mass, na-
usea, vomiting, constipation, and diarrhea (5, 6,
10, 11). Abdominal CT, ultrasound, and magnetic
resonance imaging are noninvasive studies able to
accurately identify cystic structures. Ultrasound
appears to yield the most information for the least
expense. Mesenteric cysts can be uni- or multilo-
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FFiigguurree  11.. Computerized tomography of a patient ((CCaassee  33)) with
giant ovarian cyst shows the displacement of the bowel loop pos-
teriorly outside the ascites.



cular, and are mostly benign (11). Fluid volume
within a mesenteric cyst varies widely, from a few
milliliters to 8 liters (5). There are several treat-
ment methods for mesenteric cysts. Total cystec-
tomy is the therapeutic method of choice, even in
those cases requiring intestinal resection. This
procedure notably reduces the possibility of recur-
rence and can prevent potential malignant dege-
neration of the cysts (5, 6, 10, 11). 

Case 2 is the first case with mesenteric cyst to be
diagnosed in our hospital. He had a history of
chronic renal failure (undergoing regular hemodi-
alysis), chronic active hepatitis B infection and
chronic congestive heart failure. The main symp-
toms of our patient were slowly progressive abdo-
minal distention and shortness of breath. All
physical examination findings were compatible
with ascites. He had thus been accepted as free as-
cites secondary to the primary diseases mentioned
above and repeated therapeutic paracentesis had
been performed in another hospital. On ultraso-
und examination, we identified displacement of
bowel loops posteriorly and outside the fluid and
non-dispersion of fluid around the liver and sple-
en. For this reason, we considered the possibility
of giant intra-abdominal cysts of unknown origin.
The diagnosis of mesenteric cyst was confirmed af-
ter laparotomy findings and histopathologic exa-
mination of the specimen. 

Ovarian cysts are one of the most common involve-
ments in females. Aside from non-neoplastic func-
tional cysts (follicular or luteal) of relatively small
size, the neoplastic types are generally benign and
serous or mucinous type, and can sometimes reach
weights of 23 kg (12), 30 kg (13) and 64 kg (3). Re-
ports of giant ovarian manifestations were more
frequent a few decades ago. Prior to the advent of
modern radiological imaging techniques, diagno-
sis was often difficult. Nevertheless, even today,
some cases with giant ovarian cysts have been re-
ported (as a result of pronounced obesity, for

example, associated perhaps with diagnostic neg-
ligence). Giant ovarian cysts mimicking ascites
have been reported previously (2-4, 13). They may
cause abdominal distention, tachypnea, dyspnea,
and pitting edema of both legs and inability to
walk. Elevated amylase levels without lipase ele-
vation in the fluid of ovarian cysts have been re-
ported (4). 

Our two female patients had no systemic disease
known to cause ascites. There were also no clinical
or laboratory findings of local peritoneal disease
such as tuberculosis or peritonitis carcinomatosa.
Both patients were evaluated in other hospitals
and ascites of unknown origin had been conside-
red. The absence of any symptoms of systemic di-
sease and ultrasound findings supported the diag-
nosis of giant intra-abdominal cysts. Interestingly,
neither abdominal ultrasound nor CT showed any
ovarian abnormality. The final diagnosis of giant
ovarian cyst was confirmed after laparotomy and
histopathologic examination of the removed speci-
men. We suggest that in every female patient with
ascites and without clinical or laboratory findings
of systemic disease, giant ovarian cysts should be
considered in the differential diagnosis.   

One patient had undergone repeated therapeutic
paracentesis for symptomatic relief. Echinococcal
cyst is a rare cause of intra-abdominal giant cyst
(9). When there is doubt about the nature of such
abdominal distention, abdominal paracentesis
should be avoided. 

In conclusion, we suggest that the operator should
carefully evaluate the patient with ascites for a re-
lationship between ascites and intra-abdominal
organs during abdominal ultrasound examination.
The displacement of bowel loops to outside the as-
cites and absence of fluid around the spleen and li-
ver are very important and simple findings that
discriminate free ascites from giant intra-abdomi-
nal cysts.
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