


Case report 
Mesenteric Neuroendocrine Tumor Presenting as Ileal Stricture and Acute Small Bowel Obstruction - A Case Report

ABSTRACT
Background: Neuroendocrine tumors (NETs) are uncommon neoplasms arising from the neuroendocrine cells distributed throughout the body. These cells are most frequently found in the gastrointestinal tract. Mesenteric NETs are extremely rare and may present with features of small bowel obstruction due to fibrotic or desmoplastic reactions.
Case Presentation: A 72-year-old male, known diabetic, presented with abdominal distension and obstipation for three days. Imaging revealed multiple air-fluid levels and a mesenteric soft-tissue mass with distal ileal stricture. Exploratory laparotomy showed dilated proximal small bowel loops and a 5x5 cm greyish-white mesenteric mass encasing the ileocolic artery. Right hemicolectomy with distal ileal resection and ileo-transverse anastomosis was performed with proximal covering ileostomy. Histopathological examination confirmed a well-differentiated neuroendocrine tumor of the mesentery.
Conclusion: Though mesenteric NETs are rare, it should be considered in elderly patients presenting with intestinal obstruction and mesenteric mass. Early diagnosis is important and complete surgical excision remains the cornerstone of management.
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INTRODUCTION
Neuroendocrine tumors (NETs) are a heterogeneous group of neoplasms originating from neuroendocrine cells. These cells are capable of producing peptide hormones and biogenic amines. The overall incidence of NETs has increased significantly over the past two decades due to improved imaging modalities and immunohistochemical diagnostic techniques. The most common sites of origin remain the gastrointestinal tract (55%) and bronchopulmonary system (25%). The small intestine has also been reported as a frequent location of primary lesion [1,2].
Small intestinal NETs (SI-NETs), particularly those arising in the ileum or jejunum, represent the most common NETs of the small bowel. These tumors often follow an indolent course and may remain asymptomatic until they reach substantial size or produce complications via mass effect, desmoplastic reaction, or metastatic spread.
Mesenteric NETs are extremely uncommon and typically present as secondary involvement from small intestinal or ileal primaries. However, primary mesenteric NETs have been reported in literature and can mimic other mesenteric neoplasms such as lymphoma, desmoid tumor, or metastatic carcinoma [3]. They often induce fibrotic and desmoplastic reactions, leading to bowel obstruction, ischemia, or kinking of small bowel loops [4,5].
A characteristic feature of mesenteric and SI-NETs is their tendency to induce mesenteric desmoplasia - a dense fibrotic stromal reaction in the mesentery, often associated with metastatic lymph nodes or nodal tumor deposits. This desmoplastic reaction may lead to retraction, kinking, vascular compression, ischemia, or stricturing of adjacent small bowel loops. In a subset of patients, this can manifest clinically as chronic abdominal pain, intermittent obstruction, or enteric ischemia [6,7].
Despite their relatively slow-growing nature, mesenteric and SI-NETs are often diagnosed at an advanced stage because early symptoms are nonspecific (e.g., vague abdominal discomfort, subacute obstruction, weight loss) and diagnostic delays are common. In many series, the mesenteric mass or nodal disease dictates resectability. In about 10% of cases, mesenteric disease becomes locally advanced and may encase critical vascular structures, making complete (R0) resection technically unfeasible [8-11].
Surgical resection remains the mainstay of therapy for localized mesenteric NETs, both for symptomatic relief and for oncologic control [12-15].  In symptomatic, locally advanced settings, debulking or mesenteric mass reduction may be performed to relieve obstruction or vascular compromise, even when complete resection is not possible. In recent reports, most symptomatic patients derived significant relief of obstructive symptoms following mesenteric debulking, albeit with risk of morbidity [16-18]. 
In this report, we describe a rare presentation of a 72-year-old diabetic male with acute small bowel obstruction secondary to a distal ileal stricture caused by a primary mesenteric well-differentiated neuroendocrine tumor encasing the ileocolic artery. This case underscores the diagnostic challenges, surgical decision-making, and pathobiology of mesenteric NETs causing bowel compromise.


CASE PRESENTATION
The patient, a 72-year-old diabetic male, presented in the emergency with complaints of abdominal distension and obstipation for the past three days. He also gave history of two episodes of vomiting on the day of presentation. His diabetes was under control with oral drugs. At presentation his pulse rate (PR) was 116 beats/minute, blood pressure (BP) was 88/56 mmHg, respiratory rate (RR) was 18/minute and random blood sugar (RBS) was 99 mg/dL. After obtaining informed consent, all relevant clinical, biochemical, and imaging evaluations were performed.
Abdominal examination revealed - gross abdominal distension, mild tenderness and absence of bowel sounds. Empty and collapsed rectum was noted on digital rectal examination. Routine hematological and biochemical parameters were recorded (table 1). X-ray abdomen in erect posture revealed multiple air-fluid levels. Sluggish peristalsis with gaseous abdomen was noted in ultrasonography. Initially he was managed conservatively. Nasogastric tube and urinary catheter were inserted, intravenous fluids and electrolytes correction were started. 
Parameter	Patient Value	Reference Range
Hemoglobin	8.2 g/dl	12-16 g/dl
Total Leukocyte Count (TLC)	6400/mm³	4000-11000/mm³
Urea	44 mg/dl	15-45 mg/dl
Creatinine	1.1 mg/dl	0.4-1.5 mg/dl
Sodium	134 mmol/L	135-145 mmol/L
Potassium	3.1 mmol/L	3.5-5.5 mmol/L
Total Bilirubin	1.6 mg/dl	0.3-1.1 mg/dl
Direct Bilirubin	0.7 mg/dl	0-0.3 mg/dl
S.G.P.T	29 U/L	<40 U/L
S.G.O.T	33 U/L	<40 U/L
ALP	112 U/L	40-130 U/L

Table 1: Hematological and Biochemical parameters
Contrast enhanced CT scan of abdomen was performed on the subsequent day of his admission. It showed dilated small bowel loops with distal ileal stricture. Mesenteric soft tissue mass was noted encasing the ileocolic artery. His vitals were progressively deteriorating despite of adequate conservative management. Abdominal girth charting showed progressive increase in the abdominal distension and high output was noted in the nasogastric drain. Urine output fell below 0.5 mL/kg/hour. Decision was made for emergency exploratory laparotomy.
Exploratory laparotomy findings included massive small bowel dilation with distal ileal stricture 30 cm proximal to the ileocecal junction and a 5x5 cm greyish-white mesenteric mass encasing the ileocolic artery (figure 1). There was no free fluid, no significant mesenteric lymph nodes, and no bowel deposit/mass. Right hemicolectomy with distal ileal resection and ileo-transverse stapled anastomosis was performed. Proximal covering loop ileostomy was created in view of hemodynamic instability. Resected specimen was sent for histopathological examination (HPE).
Histopathological examination revealed a well-differentiated, WHO grade I neuroendocrine tumor of primary mesenteric origin. Microscopy (figure 2) showed uniform round cells arranged in nests and trabeculae with granular cytoplasm and stippled nuclei (“salt and pepper” chromatin). Immunohistochemistry was positive for chromogranin A and synaptophysin, confirming the diagnosis. Ki 67 index was 2%. Margins were free. Total 15 lymph nodes were harvested - all of which were free of tumor.
Postoperative recovery was uneventful. The patient was discharged on postoperative day 10 and advised follow-up for ileostomy closure after 8 weeks.
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Figure 1: Intraoperative photograph showing markedly dilated proximal small bowel loops with a greyish-white mesenteric mass in the distal ileal region.

[image: C:\Users\nashra\Downloads\WhatsApp Image 2025-10-08 at 2.03.52 PM.jpeg]
Figure 2: Histopathological section (H&E stain, 10×) showing nests and trabeculae of uniform round-to-oval tumor cells with salt-and-pepper chromatin, consistent with well-differentiated neuroendocrine tumor.


DISCUSSION
Clinical presentation of mesenteric NETs is often nonspecific and may include intermittent abdominal pain, distention, and symptoms of bowel obstruction. Radiologically, NETs may present as enhancing mesenteric masses with radiating fibrotic strands on CT or MRI [6]. Histopathological and immunohistochemical studies remain the gold standard for diagnosis, with chromogranin A, synaptophysin, and Ki-67 index being essential markers [7].
Due to the rarity of primary mesenteric NETs, each case adds valuable insight into the disease’s clinical spectrum and management. We report a case of a well-differentiated, WHO grade I primary mesenteric neuroendocrine tumor presenting as small bowel obstruction in an elderly male, successfully managed surgically.
Mesenteric neuroendocrine tumors are rare, accounting for less than 1% of all gastrointestinal NETs [8]. Most commonly, they arise as metastatic deposits from ileal primaries due to rich lymphatic drainage in this region [9]. The present case showed a mesenteric mass with distal ileal stricture, likely secondary to local tumor fibrosis and vascular encasement, which caused mechanical small bowel obstruction.
CECT remains the preferred imaging modality to delineate mass characteristics, vascular involvement, and bowel obstruction [10]. However, definitive diagnosis relies on histopathology and immunohistochemistry [11]. Well-differentiated NETs (Grade 1–2) are typically slow-growing, expressing chromogranin and synaptophysin positivity with low Ki-67 index [12].
Surgical resection remains the mainstay of treatment for localized disease, aiming for complete excision of the primary lesion and associated mesenteric involvement [13-15]. In the present case, right hemicolectomy with distal ileal resection ensured removal of both the stricture and mesenteric mass. Recent literature suggests that early surgery improves survival, with five-year survival rates for well-differentiated NETs ranging from 75% to 90% [14,16]. Even in patients with advanced or metastatic NETs, surgical debulking helps to reduce their size and clear intestinal obstruction, which improves symptoms [17]. Adjuvant therapy with somatostatin analogues (octreotide or lanreotide) may be considered in functional or metastatic cases [18].
SI-NETs are often indolent and clinically silent until they provoke symptoms through mass effect, fibrosis, or vascular involvement. Indeed, small-bowel obstruction in an adult with no prior abdominal surgery should raise suspicion for an underlying neoplasm such as a NET. Galbraith et al. [19] emphasize that mesenteric tumor deposits and desmoplastic reactions contribute more prognostically than the primary lesion itself. Kumar et al. [20] documented an atypical presentation of small bowel NET causing acute obstruction, highlighting the surgical and diagnostic challenges of such lesions. Another case report of a distal ileal neuroendocrine mass with mesenteric lymphadenopathy, necessitating urgent surgical intervention in a 75-year-old male presenting with acute intestinal obstruction, highlighted the dilemma of differentiation between a primary mesenteric NET and a metastatic mesenteric deposit from a primary SI-NET [21]. 
Advanced functional imaging, which could have helped to identify the primary lesion and rule out possibility of metastatic spread, was not performed for the patient due to logistical and time constraints. Another limitation of this report was lack of long-term follow-up data to assess recurrence and prognosis.

CONCLUSION
Mesenteric neuroendocrine tumors, though rare, should be included in the differential diagnosis of elderly patients presenting with unexplained intestinal obstruction and mesenteric masses. Early surgical intervention with complete resection provides favorable outcomes, and histopathological evaluation is critical for confirmation and grading.
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