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Fig. 1 Plain abdominal X-ray revealed a large, soft

tumor at the midline of the lower abdomen.
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Fig. 2 Pelvic MRI revealed large mass lesion. The
left side of the tumor had cystic components while
the right side had solid components and nonuni-
form signal intensity (a). Diffusion-weighted im-

ages showed abnormal hyperintensity (b).

Fig. 3 Both ovaries were separately identified.
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Fig. 4 An abdominal CT by the previous physician
indicated a venous structure originating from the
mesentery running to the right ventral part of the

tumor.

Fig. 5 Intraoperative findings were a pelvic mass
originating from the mesentery of the small
intestine. It was the size of an infant's head and
relatively soft, and it had partially invaded the
small intestine.
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Fig. 6 Macroscopic findings from resected speci-
mens indicated a relatively soft tumor 19 X 13cm in
size that partially perforated the small intestine.
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Table 1 Reported cases of the pPNET arising from the mesentery
Author Age/ Location Treatment Prognosis MIC2 ROSEtFe Vimentin Synapto—
Year Sex formation physin
Horiel® 40/M | Small bowel | Resection Died 7 months after | Positive yes Positive Positive
2000 mesentery the initial symptom
IshizulV 52/M | Mesentery | Resection Died 150 days after | Positive yes Not Not
2001 the operation described | described
Tokudomel!? | 24/F | Transverse | Resection Alive 20 months | Positive yes Negative | Negative
2002 colonic with no recurrence
mesentery
Morital® 41/M | Small bowel | Exploratory laparotomy | Died 2 months after | Positive no Positive Positive
2006 mesentery the intial symptom
Our case 24/F | Small bowel | Resection and adjuvant | Alive 12 months | Positive yes Positive Positive
mesentery | chemotherapy with no recurrence

Fig. 7 In histopathological findings, H-E staining
revealed naked, undifferentiated tumor cells grow-
ing in a sheet arrangement, and numerous mitoses
were noted. Rosette formation was noted (arrow),
and neuronal differentiation was indicated (a). In

immunohistochemical staining, cells membranes
were positive for MIC-2 (b). ax 200 ; b x 200
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A Case of Peripheral Primitive Neuroectodermal Tumor arising from Small Intestinal Mesentery
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Masao Kojima, Tetsu Amemiya and Koichi Homma*
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A 24-year-old woman with upper right quadrant pain and diarrhea, found to have a palpable mass in the lower
abdomen, and a tumor of the right ovary suspected from computed tomography (CT) findings and referred
to a gynecology department, was found in blood tests to have high CA125 of 348.9U/ml. Magnetic resonance
imaging (MRI) showed pelvic lesions extending to the supraumbilical region ; both ovaries were identified
separately. A tumor originating from the mesentery rather than ovarian tumor was suspected and surgery
conducted. Both ovaries were found to be normal. A pelvic mass originating from the mesentery had invaded
the small intestine. Tumor nodules occurring in the greater omentum were diagnosed by rapid pathological
diagnosis as undifferentiated malignancies, necessitating partial small intestine resection together with the tu-
mor originating from the mesentery. The woman’s postoperative course was satisfactory and she was dis-
charged on day 15 of hospitalization. Based on pathology, the patient was diagnosed as having a peripheral
primitive neuroectodermal tumor (pPNET). Nodes in the greater omentum had a similar histology, so the
woman underwent adjuvant chemotherapy. pPNETSs of the mesentery are rare, so we report this one to-
gether with a review of the literature.
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