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Introduction

Neuroendocrine tumors (NETs) are rare malignancies that
arise from enterochromaffin cells, which are predomi-
nantly located in the epithelium of the gastrointestinal
tract.1 However, due to the widespread distribution of
neuroendocrine cells throughout the body,2 these tumors
can also occur in the respiratory tract and urogenital
system.3

Up to 90% of NETs originate in the gastrointestinal tract,
with the small bowel, particularly the terminal ileum, being
the most frequently affected site.4 Other common primary
locations within the gastrointestinal system include the
appendix, rectum and pancreas. When found in the mesen-
tery, NETs are usually metastatic, with primary NETs in this
location being exceedingly rare.5

Clinical Case

An 82-year-old patient with a 21-mm pulmonary nodule in
the right upper lobe, was referred to general surgery follow-
ing the incidental finding of a mesenteric mass on a fluo-
rodeoxyglucose-positron emission tomography (18F-FDG
PET-CT) scan performed for evaluation of the pulmonary
mass.

A computed tomography (CT) scan of the abdomen dem-
onstrated a 30-mm solid mass with poorly-defined borders
in the mesentery, adjacent to the ileocolic vessels. No other
pathological findingswere identified. The patient denied any
gastrointestinal or other symptoms. The physical examina-
tion was unremarkable. The patient had recently been sub-
mitted to an upper endoscopy and colonoscopy that did not
show any abnormalities.
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Abstract Neuroendocrine tumors (NETs) are rare malignancies originating from enterochromaf-
fin cells, with up to 90% arising in the gastrointestinal tract. Those located in the
mesentery are usually metastatic, and primary mesenteric NETs are exceedingly rare.
We herein report the case of an 82-year-old man referred to general surgery after an
incidental mesenteric mass detected on a fluorodeoxyglucose-positron emission
tomography (18F-FDG PET-CT) scan performed for the evaluation of a pulmonary
lesion. An abdominal computed tomography (CT) scan revealed a 30-mm mass in the
mesentery, adjacent to the ileocolic vessels. The patient underwent exploratory
laparoscopy and excision of the mass. A histopathological analysis confirmed a well-
differentiated NET. The patient was started on octreotide therapy, which continues to
date. At 24 months of follow-up, the patient remains asymptomatic.
Given the rarity of primary mesenteric NETs and the predominance of metastatic
lesions at this site, comprehensive exclusion of other potential primary-tumor sites is of
utmost importance.
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The patient underwent exploratory laparoscopy and ex-
cision of the mesenteric mass. The intraoperative explora-
tion of the abdominopelvic cavity, with particular attention
to the small bowel loops, revealed no additional lesions. The
mass arising from the mesentery near the ileum was identi-
fied, and a bottom-up mobilization of the right colon and
mesentery was performed, enabling the identification of the
duodenum, ileocolic vessels and superior mesenteric vein,
none of which showed signs of invasion.

The lesionwas excised using a harmonic scalpel. Adequate
vascularization of the small bowel was confirmed with
indocyanine green fluorescence. The resulting mesenteric
defect was closedwith STRATAFIX 2-0 sutures (Ethicon, Inc.).
The postoperative course was uneventful, and the patient
was discharged on postoperative day 4.

The surgical specimenwas submitted to a histopathological
examination. Immunohistochemistry testing demonstrated
positivity for synaptophysin, CDX2 (Caudal homeobox 2)
and chromogranin A, and negativity for TIF-1 (Transcription
Intermediary Factor 1). The Ki-67 (Ki-67 index) index was of
5%. These findings were consistent with a diagnosis of a well-
differentiated NET.

The Multidisciplinary Tumor Board recommended addi-
tional workup, including repeat upper gastrointestinal en-
doscopy and colonoscopy, as well as the performance of
capsule endoscopy, Ga-DOTANOC PET, and measurement
of chromogranin levels.

A 5-mm sessile polyp in the descending colonwas resected
during the colonoscopyand testednegative formalignancy.No
other lesionswere identified. The PET-DOTANOC demonstrat-
ed somatostatin receptor hyperexpression in mesenteric
lymphadenopathy, suggestive of nodal metastases from the
NET. No radiotracer uptake was observed in the pulmonary
lesion nor anywhere else. The chromogranin A level was of
21.3 ng/mL (normal:<100 ng/mL). The patient was started on
octreotide therapy, which is still being maintained.

A biopsy of the pulmonary nodule was performed, show-
ing no evidence of malignancy. The Multidisciplinary Tumor
Board decided that no further follow-up of the pulmonary
lesion was necessary. At 24 months follow-up, the patient is
asymptomatic and recurrence free. ►Figs. 1,2,3.

Discussion

Primary mesenteric NETs are rare, with only about 20 cases
described in the literature.5 Themesentery ismost common-
ly involved secondarily, either through direct extension from
a small-bowel primary tumor or as a site of metastasis.6

Therefore, a thorough diagnosticworkup is crucial to exclude
a primary lesion elsewhere.5

Clinically, these tumors are often asymptomatic and
discovered incidentally during unrelated procedures or im-
aging studies, as occurred in the patient herein reported.
When symptomatic, theymay present as an abdominalmass,
with pain or features of carcinoid syndrome.7

Surgical resection remains the cornerstone of therapy for
NETs.8 Larger lesions, particularly those larger than 2 cm, are
frequently associated with locally-advanced disease or dis-

tant metastases.9,10 However, in the case herein reported,
the tumor measured 3 cm, was well-circumscribed, and
showed no evidence of infiltration into the adjacent small
bowel or other intra-abdominal structures.

Most of the previously-reported cases1,8–10 describe the
tumor as being adherent to or involving a loop of small
bowel, thus requiring resection of the affected bowel seg-
ment alongwith themesentericmass. In contrast, in the case
herein presented, the absence of such adhesion or involve-
ment enabled the excision of the mesenteric lesion alone.

Fig. 1 Axial preoperative computed tomography (CT) scan showing a
30-mm solid mesenteric mass (arrow).

Fig. 2 Intraoperative identification of the mesenteric mass.

Fig. 3 Peritoneal defect resulting from the excision of the mesenteric
mass.
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Given the rarity of primary mesenteric NETs,11 this diag-
nosis should only be considered after exclusion of the more
common primary sources, particularly within the small
intestine.12 During surgery, the entire abdominal cavity,
with particular attention to the small intestine, was meticu-
lously examined, and no other lesions were identified. In
addition, postoperative investigations, including upper en-
doscopy, colonoscopy and video capsule endoscopy, revealed
no lesions, thereby supporting the diagnosis of a primary
mesenteric NET. The combination of imaging, endoscopic
studies and histopathological results is crucial for accurate
diagnosis, treatment, and follow-up.

Conclusion

Primarymesenteric NETs are extremely rare, with only a few
cases reported in the literature. Due to their rarity and the
fact that mesenteric lesions are mostly metastatic, it is
important to thoroughly exclude other potential primary
sites, as was done in the case herein reported.
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