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Part II  

• Abdominal Fluid Collections : 

      -  Intraperitoneal collections ( Ascites ). 

       - Retroperitoneal collections. 

• MESENTRY 

          MESENTERIC HAEMATOMA 

          MESENTERIC ADENITIS 

               IN CROHN’S DISEASE  

               TUBERCULOSIS OF THE MESENTERIC LYMPH NODES  

          Mesenteric panniculitis  

          Adhesions ( types , Mx, Cx ). 

          VASCULAR ABNORMALITIES OF THE MESENTERY  

          Mesenteric cysts (Chylolymphatic cysts, Enterogenous ). 

 

 

 

 



Abdominal Fluid Collections  

• Subdivided into: 

•  Intraperitoneal collections ( Ascites )  

•  Retroperitoneal collections. are further subdivided into :     

      - Those limited to the retroperitoneal space (e.g. in  

        pancreatitis)  

      -  Collections arising in relation to retroperitoneal  

         organs such the kidney.  

 



Ascites 



Causes of  Ascites 

      Transudates (protein <25 g/L) 

● Low plasma protein Concentrations 

     ● Malnutrition 

     ● Nephrotic syndrome 

     ● Protein-losing enteropathy 

     ● Cirrhosis 

●High central venous pressure 

     ● Congestive cardiac failure 

     ● Constrictive pericarditis  

             (Pick’s disease) 

      ●  Vena cava obstruction 

●Portal hypertension 

    ● Portal vein thrombosis     

    ● Cirrhosis . 

    ● Budd–Chiari syndrome ( Chronic ) 
          (hepatic vein occlusion or thrombosis) 

 

 

   Exudates (protein >25 g/L) 

  ● Peritoneal malignancy 

  ●  Bacterial peritonitis. 

  ● Tuberculous peritonitis 

  ● Budd–Chiari syndrome ( Acute ) 
       (hepatic vein occlusion or thrombosis) 

  ● Pancreatic ascites 

  ● Chylous ascites  

  ● Meigs’ syndrome ( reversible )  

 



Ascites : Accumulation of peritoneal fluid, if there is excess   

               production or reduced absorption. 

• Peritoneal fluid is constantly secreted and absorbed. 

• Production of large volumes of a protein-rich fluid occurs in 

peritonitis and carcinomatosis peritonei.  

• Reduced absorption ( capillary pressure is increased as a result of 

generalised water retention, cardiac failure, constrictive 

pericarditis or vena cava obstruction. Capillary pressure is also 

raised selectively in the portal venous system in the Budd–Chiari 

syndrome, hepatic cirrhosis or extrahepatic portal venous 

obstruction.  

• Plasma colloid osmotic pressure may be lowered in patients with 

malnutrition, diminished intestinal absorption, abnormal protein 

losses or defective protein synthesis ( cirrhosis) 

• Peritoneal lymphatic drainage may be impaired, resulting in the 

accumulation of protein-rich fluid ( metastasis ).  

 



Examination :  
• Underlying disease. 

• Becomes clinically recognizable when greater than 1.5 

liters of fluid is apparent (although greater volumes may 

be required in obese patients).  

• The abdomen is distended evenly with fullness of the 

flanks, tense , which are dull to percussion. 

•  Usually, shifting dullness is present. 

•  But, when there is a very large accumulation of fluid, this 

sign is absent. In such cases, flicking the abdominal wall 

produces a characteristic transmitted fluid thrill on the 

other side of the abdomen. This is not a reliable clinical 

sign. In women, ascites must be differentiated from an 

enormous ovarian cyst.  

 

 



Investigations  
• Investigation for the cause. 

• Liver function tests (LFTs), cardiac function, 

ultrasonography and/or CT scanning . 

• Ascitic aspiration or tap under imaging guidance  

    ( Dx & Tx ) . sent for microscopy/cytology,  

     culture,  including mycobacteria & and   

      analysis of  protein  content and amylase. 



Management  

• Therapeutic / Palliative. 

• Portal hypertension : TIPSS. 

• Dietary sodium restriction to 200 mg/day may be 
helpful, but diuretics are usually required 
(combination of spironolactone and furosemide).  

• Paracentesis can be performed. Serial large volume 
paracentesis (4–6 L/day and up to 8 litres in one 
session) can be performed safely with albumin  
replacement and can be performed in patients with 
cirrhosis and deranged clotting.  

• Indwelling external drain for smaller volume home 
paracentesis.  



Chylous ascites  

• The ascitic fluid appears milky because of an excess of 
chylomicrons (triglycerides).  

• Most of these cases are associated with malignancy (usually 
lymphoma).  

• Other causes include cirrhosis, TB, filariasis, nephrotic 
syndrome, abdominal trauma (including surgery), constrictive 
pericarditis, sarcoidosis and congenital lymphatic abnormality. 

•  The prognosis is poor unless the underlying condition can be 
cured.  

• In addition to other measures used to treat ascites, patients 
should be placed on a fat-free diet with medium-chain 
triglyceride supplements.  



The Mesentery 



GENERAL CONSIDERATIONS  

• The mesentery comprises adipose, connective 
tissue, neurological, lymphatic and vascular 
components. Abnormalities can arise in any of 
these and lead to either solid (tumour deposits, 
lymphatic metastases) or cystic lesions.  

• The supportive capacity of the mesentery is 
reflected in the finding of splenunculi, heterotopic 
pancreas, ossification, teratomas and even ectopic 
pregnancies in di�erent regions of the mesentery  
 



MESENTERIC HAEMATOMA  
can follow 

• Abdominal compression in trauma (e.g. seat-belt syndrome)  

•  During abdominal surgery, when the mesentery must be 
manipulated.  

• A haematoma may form and quickly enlarge to compress 
mesenteric veins.  



MESENTERIC ADENITIS  

 

 

. It mostly occurs in the ileocaecal region because of the 

volume of lymphatic tissue.  

   It is often the site of viral or infective lymphadenopathy 

(Yersinia spp., Campylobacter spp., Mycobacterium 

tuberculosis) and may follow an upper respiratory tract 

infection with either a viral or bacterial pathogen.  

   Severe acute respiratory syndrome coronavirus 2 (SARS-

CoV-2) is not uncommon.  

    The patient is frequently pyretic (often the temperature is 

markedly elevated) and may have enlarged cervical lymph 

nodes.  

 



• During childhood, acute, non-specific mesenteric 
adenitis is a common condition. The typical 
history is one of short attacks of central 
abdominal pain lasting from 10 to 30 minutes, 
commonly associated with vomiting. The patient 
seldom looks ill. In more than half of the cases the 
temperature is  elevated. Abdominal tenderness is 
poorly localised and, when present, shifting 
tenderness ( move to other side ) is a valuable 
sign for di�erentiating the condition from 
appendicitis. The neck, axillae and groins should 
be palpated for enlarged lymph nodes.  

(Looking for tonsillitis ). 

DDx : acute appendicitis 





   Investigation 
• There is often a leukocytosis of 10 000–12 000/μL or 

more on the first day of the attack, but this falls on the 
second day.  

• Ultrasonography may be helpful in differentiating this 
from appendicitis.  

• Sometimes a CT or exploratory laparoscopy is required. 

   Treatment 
• This is normally supportive.  

• Viral mesenteric adenitis normally resolves spontaneously 
but can recur.  

• In bacterial mesenteric adenitis include cramping pain, 
vomiting and diarrhoea. They can be severe and require 
hospitalisation.  



MESENTERIC ADENITIS AND THE MESENTERY 

IN CROHN’S DISEASE  

• Ileocaecal mesenteric adenitis occurs in ileocolic Crohn’s 

disease and the mesentery is thickened, shortened and 

oedematous with a tendency to bleed if handled. The 

mesenteric vascular pedicles may not be apparent, thus 

great care is needed when dividing the mesentery as 

normal techniques may not be suitable. 

• Specificly the mesentery can extend over adjoining 

intestine as ‘fat wrapping’ or ‘creeping fat’ . 

• There is mesenteric transition zone. ( surgical excision 

would be at its intersection with adjoining mesentery ).  

 





TUBERCULOSIS OF THE 

MESENTERIC LYMPH NODES  

• Is considerably less common than acute non-specific 

lymphadenitis. 

• Usually, but not necessarily, bovine in origin, are ingested and 

enter the mesenteric lymph nodes by way of Peyer’s patches.  

• Usually there are several, and occasionally massive 

involvement occurs. May be Calcified that can be 

demonstrated on a plain radiograph of the abdomen, DDX ( 

renal or ureteric stones ) .  

• The presentation may be with abdominal pain (a rare 

deferential for appendicitis) or with general constitutional 

symptoms (pyrexia, weight loss, etc.).  

• Ix : CBP, ESR,CRP, CXR, Sputum ( C+S ). 

• Rx : Anti TB. 



Mesenteric panniculitis  

• This is inflammation of the mesodermal mesentery (i.e. the 
mesenteric stroma).  

• It is always present in Crohn’s disease (Mesenteric adenitis 
and the mesentery in Crohn’s disease).  

• Often it is an incidental finding on cross-sectional imaging of 
the abdomen by CT (‘misty mesentery’  ( fat strandding ) . 

• It can arise secondary to inflammation in any digestive organ. 
It is associated with connective tissue disorders (including 
Weber– Christian disease).  

• Treatment is normally medical and surgery is rarely required. 
Serial CT scanning is indicated to ensure resolution.  
 



Adhesions 

- Peritoneal (sclerotic) adhesions  
- Areolar adhesions. 

- Dense adhesions.  
 



Peritoneal (sclerotic) adhesions  

• These are mesothelial adhesions between two 
mesothelial surfaces .They reflect mesothelial 
proliferation, resemble peritoneum and are 
generally soft and non-vascular.  

• These can be band-like linking a viscus . They may 
occur following laparoscopic surgery, . 

• Band adhesions can lead to focal abdominal pain, 
internal herniation (through the window created 
with surrounding related structures) or intestinal 
torsion around the band.  
 





Areolar adhesions  

• These flimsy connective tissue adhesions are 
identical to the connective tissue that fills the 
retroperitoneal space between the mesentery and 
posterior abdominal wall . 

• Given this appearance they have been called 
‘angel hairs’. 

•  In the most extremes cases, the peritoneal cavity 
may be obliterated or limited to small pockets at 
the flanks. This generates considerable technical 
challenges during reoperative surgery.  





Dense adhesions 

• Following severe intraperitoneal contamination (e.g. 

after perforation) 

• They can bridge the abdominal wall and intestine, or 

intestine and mesentery, and lead to fusion of the 

bridged structures. 

• Surgical division can be challenging. Sometimes it is 

not possible to separate conjoined organs without 

disrupting the integrity of one of them.  



Complications of adhesions  

• The most is small bowel obstruction (SBO). 
(Chapter 74).  

• As a major cause of secondary infertility (Chapter 
87).  

• Treatment : Guided division of adhesions ( 
adhesolysis )  

• To date, no agent or mechanism has been 
identified that reliably reduces adhesion 
formation.  
 



Management in SBO 

• Conservative. 

• Adhesolysis. 



VASCULAR ABNORMALITIES OF 

THE MESENTERY  

• Acute mesenteric ischaemia . 

• Chronic mesenteric ischaemia  

• Venous ischaemia  



Acute Mesenteric Ischaemia  

• Three major vessels: the coeliac trunk and the superior and 

inferior mesenteric arteries. 

• However, anastomoses between peripheral branches of the SMA 

and IMA, referred to as the marginal artery of Drummond, 

usually prevent critical ischaemia of the sigmoid and descending 

colon.  

•  Embolism : leads to ischaemia and necrosis of most of the 

intestine. 

•  At first, the severity of abdominal pain does not match clinical 

findings on examination. If ischaemia and necrosis occur, the 

patient develops peritonism as a result of irritation of the parietal 

peritoneum by the necrotic intestine.  

• If ischaemia is limited to the mucosa, the patient may experience 

cramping suprapubic pain and diarrhoea that normally settles. If 

ischaemia is transmural the colon may become necrotic and 

require resection.  

 

•  

 

 

 



Chronic Mesenteric Ischaemia 

• Is due to atherosclerotic narrowing at the origin of 
any of the three arterial trunks. 

• Presentation : postprandial abdominal pain that 
can be severe, resulting in a fear of eating with 
progressive weight loss.  

• The diagnosis requires CT angiography. 
Radiological stent placement may be successful, 
but surgical endarterectomy of bypass repair may 
be required.  
 



Venous Ischaemia 

• The venous drainage of the mesenteric domain is 
limited to the junction between the hepatic veins 
and the inferior vena cava (portal vein) organs , so 
an alternative drainage route opens (i.e. a portosystemic 
shunt) or is created  .  

• Narrowing or blockage of the lumen at this 
junction occurs in Budd–Chiari syndrome. It has 
major clinical implications. 

• Portal venous thrombosis impedes venous 
drainage of all abdominal digestive  organs unless 
an alternative drainage route opens (i.e. a 
portosystemic shunt) or is created  



ROTATIONAL DISORDERS  

• Malrotation . 

• Volvulus of the intestine and adjoining mesentery . 



Mesenteric cysts 

• They are most often observed in mesentery 

adjoining the small intestine (60%) or the 

colon (40%) and can be classified as follows: 

• Chylolymphatic. 

• Enterogenous. 

• Traumatic. 

• Hydatid.  

 



- Most commonly in adults with a mean age of 45 years 

- Twice as common in women as in men .  

 - Approximately a third of cases occur in children younger than 15    

    years. 

- The mean age of children affected is 5 years. 

   -  Common presentation is of a painless fluctuant  abdominal   

      swelling near the umbilicus 

   - Other presentation  recurrent attacks of abdominal pain with or    

      without vomiting (pain is due to recurring temporary  impaction of  

       a food bolus in a segment of bowel narrowed by the cyst or possibly   

       from torsion of the mesentery) and acute abdominal catastrophe is   

       due to: 

      - Torsion of the related mesentery.  

      - Rupture of the cyst . 

      - Haemorrhage into the cyst. 

       - Infection  



Chylolymphatic cysts 

• This is the most common variety arising in 
congenitally misplaced lymphatic tissue that has no 
efferent communication with the lymphatic system 
(most frequently in the mesentery of the ileum).  

• The cyst is filled with clear lymph or, less frequently, 
with chyle, ( watered milk to cream).  

• More often unilocular than multilocular, a 
chylolymphatic cyst is almost invariably solitary. 

• It has independent blood supply thus, enucleation is 
possible without the need for resection of the gut.  



Enterogenous cysts 

     These are believed to be derived either from :  

•  A diverticulum of the mesenteric border of the 

intestine that has become sequestrated from the 

intestinal canal during embryonic life.  

•  Duplication of the intestine . 

• It has a thicker wall than a chylolymphatic cyst and is 

lined by ciliated mucous membrane. The content is 

mucinous and either colourless or yellowish brown as 

a result of past haemorrhage.  

• It  have a common blood supply; consequently, 

removal of the cyst always entails resection of the 

related portion of intestine.  
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