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Small Bowel Mesenteric Mass: A Rare Mystery
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Background Mesentery is an important continuation of the peritoneum encasing many arteries, nerves, veins, 
lymphatics, and fat. Therefore, since mesentery has such a robust vascular supply, there is a vast 
differential regarding the types of masses that can develop within its borders. One type of mesenteric 
mass that can develop is cysts. However, mesenteric cysts have a rare incidence, and with imaging 
alone, their diagnostic specificity can still be a mystery.

Summary A female in her late 20s presented to the ED with acute abdominal pain. With her age and lack 
of significant past medical history, although uncharacteristic, our most suspected diagnosis at the 
time was a small bowel obstruction. However, the abdominal computed tomography scan revealed 
a mesenteric mass. This case report describes this clinical scenario, our operative experience, and an 
unexpected pathologic analysis.

Conclusion A wide differential exists for masses arising from the mesentery. It is evident that computed 
tomography (CT) and magnetic resonance imaging (MRI) have enhanced our diagnostic capabilities, 
especially in determining benign versus malignant findings. Still, pathologic analysis serves as the best 
definitive tool. Although benign and rare, cystic mesenteric masses can present with many related 
complications that trigger the need for operative intervention.
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Case Description
A 29-year-old female with a past medical history of anxiety 
presented to the ED with mid-abdominal pain that started 
the night before presentation. The pain was sharp/stabbing 
in quality, radiated to the back, and was associated with 
one episode of nausea and vomiting at the onset. Noth-
ing alleviated or exacerbated the symptoms. She denied 
any fevers, chills, headaches, vision changes, chest pain, 
SOB, hematemesis, back pain, vaginal bleeding, hematu-
ria, dysuria, or melena. She reported regular bowel move-
ments, denied any history of kidney stones, and her last 
menstrual period was two weeks prior to symptom onset.

On admission, the patient was afebrile, normotensive, and 
in no respiratory distress, with oxygen saturation of 97% 
but was tachycardic to 105. Physical examination revealed 
a well-developed female who appeared her stated age. The 
patient had a soft, nondistended, diffusely tender abdo-
men without rebound, guarding, or evidence of trauma. A 
complete blood count revealed a leukocytosis of 13.9 with 
a normal comprehensive metabolic panel. After a clini-
cal exam and complete workup, the patient was thought 
to have a small bowel obstruction. With an inconclusive 
ultrasound (USG), she underwent radiographic evaluation 
via computed tomography (CT) imaging (Figure 1). CT 
revealed a LUQ mesenteric fat attenuating mass with mild 
adjacent mesenteric edema. A magnetic resonance imag-
ing (MRI) was obtained (Figure 2) to evaluate the mass 
better, including the localization and features of the tissue, 
revealing an approximate 5 × 4 × 4 cm jejunal mesenteric 
mass most consistent with a mature cystic teratoma, with 
induration of surrounding mesentery.

The patient was given options for management, includ-
ing laparoscopic assessment and removal of the mass, and 
she was agreeable with the proposed plan. The procedure 
was verified as diagnostic laparoscopy, possible small bowel 
resection with potential for conversion to an open proce-
dure if needed, and informed consent was completed. The 
patient was taken to the OR two days after presentation, 
and a Veress needle was used at Palmer’s point to insufflate 
the abdomen. Once insufflated, the Optiview technique 
with a 5/30 camera was used to enter the abdomen in the 
infraumbilical space. Additional trocars were introduced 
under direct vision, including two 5 mm trocars on the 
right hemi-abdomen and one in the LLQ. The mass was 
located in the LUQ and was initially adherent to the colon. 
However, adhesions were lysed without difficulty, and the 
mass was found to strictly involve the mesentery at the 

Scan demonstrating approximate 5 × 4 × 4 cm jejunal mesenteric mass 
most consistent with mature cystic teratoma, with induration of surrounding 
mesentery.

Figure 1. CT of Abdomen and Pelvis Demonstrating LUQ Mesenteric Fat-
Containing Mass. Published with Permission

Figure 2. MRI of Abdomen and Pelvis. Published with Permission



Paskey TL, Kohli AR, Kozak GP, Kohli AACS Case Reviews in Surgery

– 67 –American College of Surgeons ACS Case Reviews. 2022;3(8):65-68

mid-jejunum only. We alternated using the Maryland dis-
sector and Ligasure to skeletonize and fully resect the mass 
from the adjacent bowel.

Upon complete circumferential resection of the mass, we 
completed a careful examination of the small bowel in its 
entirety from the ligament of Treitz to the terminal ileum. 
The bowel appeared healthy, and the mass was removed via 
an extension of the umbilical incision. Pathological exam-
ination of the 6.5 × 4.4 × 4.2 cm yellow to red-tan, ovoid, 
encapsulated, soft mass revealed a fibroinflammatory pro-
cess with pseudocyst and benign lymph nodes.

Discussion
Mesentery is an important continuation of the peritoneum 
encasing many arteries, nerves, veins, lymphatics, and fat.1 
Whitley et al. describe the small bowel mesentery as layers 
that encircle and cradle the loops of small bowel, forming 
the root of the mesentery at the point where the jejunum 
and ileum attach to the posterior abdominal wall. This root 
begins at the ligament of Treitz and extends to the ileoce-
cal valve.2 Since the mesentery has such a robust vascular 
supply, there is a vast differential regarding types of masses 
that can develop within its folds. Examples of categories of 
masses included on the differential are neoplastic, infec-
tious, or inflammatory.3 In reference to neoplastic process-
es, secondary tumors developing as a result of metastasis 
are significantly more common than primary tumors due 
to the many potential sources of mesenteric dissemination. 
Routes of potential metastatic spread are direct via the 
adjacent vessels and adipose tissue, hematogenous spread, 
spread via the lymphatics, or intraperitoneal spread. With 
this in mind, a large study previously published by Whitley 
et al. found that out of 101 cases of mesenteric neoplasms, 
only one case was not attributable to metastatic disease.2

Some examples of rare mesenteric tumors included in 
the differential were sclerosing mesenteritis, neuroendo-
crine tumors, desmoid tumors, gastrointestinal tumors, 
such as gastrointestinal stromal tumors, and mesenteric 
cysts. Types of neuroendocrine tumors to be considered 
were well-differentiated tumors, such as carcinoid tumors, 
poorly differentiated neuroendocrine tumors, or neuro-
endocrine tumors that occur within a syndrome such as 
multiple endocrine neoplasia type 1 (MEN1) or neuro-
fibromatosis type 1 (NF1). The presence of a single mass 
in our patient without any additional concerning findings 
was presumably the result of a primary cause. And luckily, 
the symptomatic mass identified on imaging resulted in 

the diagnosis of a benign cyst. Mesenteric cysts have a rare 
incidence, with some sources citing only 1 in every 250,000 
hospital admissions.4 In terms of location, it is noted that 
most mesenteric cysts are located within the small bow-
el mesentery (60% in the ileum), the large bowel mes-
entery (24% in the ascending colon), the retroperitoneum 
(14.5%), and the omentum.5 In reference to this patient’s 
pathology, the term pseudocyst means that the wall of the 
cyst is composed of fibrous tissue with the absence of an 
epithelial cell lining. Many theories exist that attempt to 
explain the cause of these mesenteric cysts. Some theories 
include the potential for malformation or malposition 
of lymphatic tissue, lymph node degeneration, failure of 
fusion of mesenteric tissue, or formation secondary to 
trauma.6,7 Although USG was a useful initial exam tool to 
characterize the mass and its involvement with surround-
ing anatomy better, CT and MRI offered greater benefit. 
Mesenteric findings on CT that can represent pathologic 
involvement are a thickened appearance of the mesentery, 
an increasingly dense appearance of the surrounding mes-
enteric fat, and/or the presence of an encased mass(es). The 
radiologic report for our case was notable for mesenteric 
edema and induration surrounding the mass. When symp-
tomatic, some common presentations of mesenteric cysts 
include vague complaints such as abdominal pain, nausea, 
or vomiting.8 However, it is reported that many cases of 
mesenteric cysts are found incidentally, and there is lim-
ited literature on the ideal approach to managing patients 
with asymptomatic presentations.9 Despite being benign, 
some complications that need to be considered concerning 
the existence of the mass include compression of adjacent 
anatomy, potential size progression of the cyst, or leakage 
of cystic contents that may predispose to infection.

Due to the symptomatic obstruction evident in our 
patient, excision of the suspected benign cystic mass was 
determined to be the best treatment strategy. Additionally, 
the laparoscopic approach was ideal to allow for minimal-
ly invasive surgery. A major concern related to the exci-
sion was the possible involvement of surrounding vascu-
lar structures and the preservation of the small bowel to 
prevent intestinal insufficiency secondary to short bowel 
syndrome. The bowel was carefully examined for signs of 
adequate perfusion after mass removal. The patient had 
an NG tube placed after the surgery. The NG tube was 
removed POD 1, her diet was advanced, and she was dis-
charged (POD 2). At two-week follow-up, the patient had 
returned to baseline function, and incision sites were well-
healed without pain or complications.

c
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Conclusion
Mesenteric cysts are a relatively rare entity, but appropriate 
clinical workup is needed to rule out malignancy and be 
aware of potential complications resulting from the pres-
ence of the mass. CT and MRI have enhanced our diag-
nostic capabilities, especially in determining benign versus 
malignant findings. Still, pathologic analysis serves as the 
best definitive tool.

Lessons Learned
Our case report was representative of a young woman who 
presented with an acute symptomatic mesenteric cyst that 
was managed operatively with remarkable success. It is 
important in cases such as this to identify the presence or 
absence of clinical symptoms, anticipate potential compli-
cations related to the existence of the mass, and weigh the 
benefit versus the risk of surgical intervention.
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