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Abstract 

Background: Small bowel obstruction is a frequent cause of hospitalization and surgical intervention 

representing 20% of all surgical admissions for acute abdominal pain. Here we present a series of 10 uncommon 

cases leading to small bowel obstruction.  

Aim: To study the clinical, etiological factors and histomorphological findings of unusual causes of small 

intestinal obstruction.  

Material & Methods: A prospective case series study was conducted in a tertiary care hospital for duration of 

18 months consisting of 10 unusual causes of small intestinal obstruction presenting as an acute abdomen. 

Relevant clinical details, laboratory investigations, radiological findings and intraoperative findings were 

collected. Histopathological examination of specimens was carried out.  

Results: The present study revealed various unusual causes of small intestinal obstruction ranging from 

enterolith, non neoplastic lesions to neoplastic lesions. Affected patients were from 30-80 years with equal sex 

incidence.  Ileum was commonly involved in majority of the cases.  

Conclusions: The causes of small bowel obstruction vary widely. However, some unusual causes of small 

intestinal obstruction are detected incidentally during surgical intervention. A thorough clinical, radiological 

and histopathological examination will help to identify the cause of obstruction. 

 

Keywords: Carcinoid, enterolith, lipoma, lymphangiectasia, mesenteric vein thrombosis, pancreatic heterotopia 
 

Introduction 

Small bowel obstruction (SBO) refers to partial or 

complete blockage of the small intestine. It is a 

common clinical entity encountered in surgical 

emergency secondary to mechanical or functional 

obstruction of the small bowel, preventing normal 

transit of the contents. Small bowel obstruction 

accounts for 20% cases of surgical intervention 

presenting due to acute pain abdomen
1
. In this case 

series, herein we present 10 unusual causes of small 

bowel obstruction encountered in our hospital. The 

aim of this study highlights the need for careful 

evaluation of the underlying pathological cause for 

small bowel obstruction. 

Material & Methods:  

A prospective study of case series with 10 unusual 

causes of small bowel obstruction presenting as an 

acute abdomen was reviewed in our hospital from 

June 2019 to December 2020. Institutional ethical 

clearance was taken. Relevant clinical details, 

laboratory investigations, radiological findings and 

intraoperative findings were collected from case 

records with systematic review of pathological 

specimens. Haematoxylin and Eosin stained micro-
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slides were examined thoroughly. Special stains are 

performed wherever necessary.  

Statistical Analysis:  

Demographic, clinical, laboratory data and 

pathological findings of each patient were entered in 

statistical forms. . 

Results: 

Case 1: A 60 year old female presented with pain 

abdomen and vomiting since one day. Computed 

Tomography scan suggested intestinal obstruction 

with hypodense, non enhancing thrombus in the 

superior mesenteric vein. Patient underwent 

jejunectomy which measured 63.5 cm in length with 

dilated segment, stricture and areas of blackish 

discoloration on the external surface (Fig.1a). 

Mucosa showed loss of mucosal folds. Histology 

showed extensive ulceration of jejunal mucosa with 

transmural ischemic changes and venous thrombi 

(Fig.1b, 1c, 1d) suggestive of acute necrotizing 

ischemic enteritis secondary to mesenteric venous 

thrombosis. 

Case 2: A 38 year old male presented with non-

specific pain abdomen since 1 month which 

aggravated since 1 day and was associated with 

vomiting. Clinical examination and computed 

tomography scan of the abdomen favored intestinal 

obstruction secondary to an intraluminal space 

occupying lesion in the terminal ileum. Patient 

underwent ileal resection which measured 45 cm with 

a circumferential indurated area measuring 6 cm in 

length. Mucosal surface showed a grey white lesion 

measuring 3x3 cm. Histology showed features of 

ischemic enteritis with adjacent wall thickening, 

hyperplastic muscle bundles and proliferating spindle 

and myofibroblastic cells (Fig.1e) suggestive of 

Inflammatory pseudotumor. 

Case 3: A 65 year old female presented with gradual 

progressive diffuse abdominal pain associated with 

vomiting since 5 days which aggravated since 1 day. 

Computed tomography scan suggested acute Small 

bowel obstruction with multiple well defined radio-

dense foreign bodies in the ileum and distal jejunum. 

Patient underwent jejunal and ileal resection which 

measured 88cms in length with two strictures and 

adjacent bowel dilatation (Fig.1f). Mucosal surface 

showed partial loss of mucosal folds with three black 

calculi largest measuring 2.5 x 1.5 cm. Histology 

showed extensively ulcerated mucosa with 

transmural ischemic changes suggestive of acute 

necrotizing ischemic enteritis secondary to enterolith.
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Case 4: A 65 year old female presented with loose 

stools and abdominal pain since 2 weeks, aggravated 

since 1 day, associated with one episode of vomiting. 

Clinically, diagnosis of subacute intestinal 

obstruction was made. Patient underwent segmental 

resection of jejunum which measured 12.5 cm with a 

stricture on the external surface (Fig.2a). Mucosal 

surface showed a yellowish white lesion at the 

stricture  measuring 2x1.5 cm. Histology showed a 

submucosal lesion composed of tumor cells arranged 

in insular, organoid and peritheliomatous pattern 

having stippled chromatin, infiltrating deep into the 

muscularis propria (Fig.2b) and mitotic figures 2-

3/10 HPF suggestive of Well differentiated 

neuroendocrine tumor (NET Grade1). 

Case 5: A 53-year male presented with intermittent 

abdominal pain, distention and vomiting since 15 

days. Clinical examination revealed epigastric 

tenderness. Computed tomography scan showed 

mixed density mass measuring 4x3 cm, closely 

associated with jejunum. Patient underwent jejunal 

resection which measured 32 cm. Mucosal surface 

showed a grey white mass measuring 4× 3  cm. 

Microscopy showed nests of pancreatic ducts and 

acini in the submucosa (Fig.2c) and muscularis 

propria suggestive of pancreatic  heterotopia. 

Case 6: A 35 year old female presented with severe 

colicky pain in the right lower abdomen accompanied 

with vomiting for 2 days. Patient gave similar history 

over the last one month. Clinical examination 

revealed a tender mass in the right lower quadrant of 

abdomen. Contrast enhanced- computed tomography 

abdomen revealed typical target sign suggestive of 

intussusception with an intraluminal homogenous 

hypodense lesion at the apex of intussusception. 

Patient underwent ileal resection which measured 42 

cm. Mucosa showed a yellowish submucosal lesion 

measuring 5x4 cm with intact mucosa (Fig.2d). 

Histology showed submucosal encapsulated lesion 

composed of mature adipocytes arranged in sheets 

and lobules, separated by thin fibrous septa (Fig.2e) 

suggestive of submucosal lipoma. 

Case 7: 45 year old male presented with progressive 

intermittent diffuse abdominal pain, unintentional 

weight loss and intermittent diarrhea since 2 weeks. 

Clinical examination revealed diffuse abdominal 

tenderness and distention with shifting dullness. 

Computed tomography of abdomen revealed 

thickened terminal ileum and a part of caecum with 

ascites and right lower quadrant lymphadenopathy. 

Patient underwent ileocaecal resection which 

measured 24 cm in length with stricture on external 

surface. Mucosal surface showed an ulceration 

measuring 3x2 cm. Microscopy showed epithelioid 

cell granulomas surrounded by lymphocytes, fibrosis, 

foreign body and langhans type giant cells in the wall 

(Fig.2f) suggestive of Granulomatous   enterocolitis  

of Koch’s etiology positive for acid fast bacilli.
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Case 8: An 80 year female presented with vomiting, 

hematochezia and abdominal pain for 2 days. She 

gave a family history of inflammatory bowel disease. 

Computed tomography scan revealed pancolitis and 

small bowel intussusception. Endoscopy showed a 

subepithelial lesion in the duodenum causing luminal 

narrowing and obstruction. Patient underwent 

duodenectomy which measured 12 cm in length.  

Mucosa showed a yellow-tan nodule measuring 5x4 

cm. Microscopy showed villous blunting and erosion 

of duodenal mucosa with multiple dilated lymphatics 

filled with scattered lymphocytes in the lamina 

propria and submucosa (Fig.3a,3b) suggestive of 

Intestinal lymphangiectasia. 

Case 9: A 30 year female presented with abdominal 

pain, nausea and vomiting. Clinical examination 

revealed abdominal tenderness. Computed 

tomography scan showed an infiltrating mass in the 

jejunum extending into the pancreatic capsule and 

mesentery. Patient underwent jejunectomy which 

measured 23 cm in length. Mucosa showed an 

ulceroinfiltrative lesion measuring 10x6 cm. 

Histology showed a transmural, infiltrative tumor 

composed of epithelioid cells having eosinophilic 

cytoplasm within variably hyalinized edematous 

stroma (Fig.3c) with mitotic count >5/50 HPF 

suggestive of epithelioid  type of Gastrointestinal 

stromal tumor (GIST) of intermediate grade. 

Case 10: A 55 year old female presented with 

intermittent abdominal pain and loss of appetite since 

1 month. Computed tomography scan revealed a 

circumferential growth involving the small bowel and 

presence of free fluid in the peritoneal cavity. Patient 

underwent ileal resection which measured 28 cm. 

Mucosa showed an irregular grey white 

ulceroinfiltrative mass measuring 7 x 4.5 cm. 

Microscopy showed an infiltrating tumor with 

dysplastic mucosa composed of pleomorphic tumor 

cells arranged in clusters, cribriform pattern, 

glandular pattern and singles (Fig.3d) surrounded by 

desmoplasia suggestive of Moderately differentiated 

adenocarcinoma.
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Table 1: Distribution Of Cases 

 

 

Discussion: 

Small intestine is the long major portion of 

alimentary tract that extends from pylorus to the 

ileocecal valve and is about 6 meter long. The most 

common cause of small bowel obstruction is intra-

abdominal adhesions, accounting for approximately 

65% to 75% of cases, followed by hernias while large 

bowel obstructions are most often due to tumors and 

volvulus
1,2

. Causes for small intestinal obstruction 

may be divided into intrinsic, extrinsic and 

intraluminal. Intrinsic causes include benign or 

malignant tumors, crohn’s disease and radiation 

enteritis. Extrinsic causes are adhesions, fibrous 

bands, endometriosis and tumors. While intraluminal 

causes include swallowed foreign bodies, gall stones, 

trichobezoars or phytobezoars
1,3

.   

In our study, the age group ranged from 30-80 years 

with the equal sex predominance. Out of the 10 

uncommon conditions leading to small bowel 

obstruction, 5 cases were seen in ileum, 4 cases in 

jejunum and 1 case in duodenum with various 

underlying non-neoplastic and neoplastic pathology. 

 

 

Mesenteric Vien Thrombosis (MVT): 

Mesenteric venous thrombosis (MVT) is an 

uncommonly increasing recognized cause of 

intestinal ischemia. MVT are categorized into acute, 

subacute or chronic depending on the extent and 

rapidity of thrombus formation
4
. It frequently 

involves the superior mesenteric vein followed by 

inferior mesenteric vein or portal veins. It is 

important to look for the predisposing factors such as 

intra-abdominal inflammatory process and pro-

thrombotic states following the diagnosis of MVT. It 

has a better prognosis compared to other causes of 

mesenteric ischemia
5
. In our case, histopathological 

examination of the resected segment revealed venous 

thrombi in the blood vessels which was similar to a 

case reported by Al-Taee et al
4
. 

Inflammatory Pseudotumor: 

Inflammatory pseudotumor/inflammatory 

myofibroblastic tumor (IMT) commonly occurs in 

lungs and extrapulmonory sites like retroperitoneum 

and pelvis. It presents as a localized mass in the gut, 

most frequently in the gastric antrum and is not 

accompanied by allergies or eosinophilia. A very 

small number of IMTs have been reported in the 

small intestine. Maryam Rezaii Salim et al reported a 



Galleyproof 

Dr. HK Manjunath et al International Journal of Medical Science and Current Research (IJMSCR) 
 

 

 
Volume 5, Issue 4; July-August 2022; Page No 441-448 
© 2022 IJMSCR. All Rights Reserved 
 

P
ag

e4
4

6
 

P
ag

e4
4

6
 

P
ag

e4
4

6
 

P
ag

e4
4

6
 

P
ag

e4
4

6
 

P
ag

e4
4

6
 

P
ag

e4
4

6
 

P
ag

e4
4

6
 

P
ag

e4
4

6
 

P
ag

e4
4

6
 

P
ag

e4
4

6
 

P
ag

e4
4

6
 

P
ag

e4
4

6
 

P
ag

e4
4

6
 

P
ag

e4
4

6
 

P
ag

e4
4

6
 

P
ag

e4
4

6
 

P
ag

e4
4

6
 

P
ag

e4
4

6
 

P
ag

e4
4

6
 

P
ag

e4
4

6
 

case in terminal ileum which was similar to our case
6
. 

Ali Koyuncuer reported a case of IMT in the small 

bowel mesentry and William et al reported a case in 

first part of the duodenum
7,8

. 

Enterolith: 

Enterolithiasis is an uncommon cause of intestinal 

obstruction and can occur in patients of all age 

groups. Gut hypomotility and stasis is thought to be 

the most important cause for the formation of 

enterolith
 9

. Primary enterolith is stone formed within 

the bowel leading to hypomotility and stasis
10

 

whereas secondary enterolith are formed outside the 

bowel (associated organs like gall bladder)
 9

. Primary 

enteroliths are further classified into true or false 

types based on the chemical composition of stone and 

their location. False enteroliths are fecoliths, almond 

pits, fruit skin, oat stones, trichobezoars and foreign 

bodies that clump together. On the other hand, true 

enteroliths are formed de novo as a result of 

precipitation and deposition of substances from the 

alimentary chime
9,10

.  

In our case, enterolith was formed due to formation 

of stricture which on histopathological examination 

showed features of acute necrotizing ischemic 

enteritis. In two cases reported by Ashish Lal 

Shrestha, histopathology of the resected small bowel 

showed no specific finding
10

.  

Neuroendocrine Tumor: 

Neuroendocrine tumors (NET) are neoplasms of 

enterochromaffin cells which show neurosecretory 

activity resulting in carcinoid syndrome
11

. They 

cause a spectrum of symptoms ranging from chronic 

intestinal obstruction to systemic symptoms like 

sweating, diarrhoea and right side heart failure
12

. 

They are commonly seen in terminal ileum, appendix 

and less common in jejunum and ileum. The mean 

age at diagnosis of NETs is around 60 years 

according to Niederle B, which was concordant with 

our case. Archith et al reported NET in ileum 

whereas in our case the tumor was found in jejunum, 

which is a less common site.  

Pancreatic Heterotopia: 

Autopsy incidence of pancreatic heterotopia ranges 

from 0.5%–13.7%
13

. Heterotopic pancreas is a 

congenital anomaly in which pancreatic tissue is 

anatomically separate from the main gland without 

vascular or ductal continuity. Most patients are 

asymptomatic and are commonly found in proximal 

gastrointestinal tract, duodenum followed by stomach 

and jejunum
14

. Heterotopic pancreas is classified into 

four histologic types by Heinrich in 1909 and 

modified by Fuentes in 1973 based on histological 

components
13

. 

Tuberculous Enteritis: 

Gastrointestinal (GI) tuberculosis (TB) caused by 

Mycobacterium tuberculosis accounts for 1% to 3 % 

of all TB cases worldwide
15

. There are three gross 

morphological forms of tuberculous enteritis: 

Ulcerative, hypertrophic and ulcero-hypertrophic and 

Fibrous stricturing. The ulcerative type commonly 

affects the ileum and jejunum and is characterized by 

a single or multiple transverse ulcers. The healing of 

ulcers leads to stricture formation, perforation, 

bleeding or fistulas. The hypertrophic and ulcero-

hypertrophic types commonly affect the ileocecum 

and cause obstruction or present as a mass. Fibrous 

stricturing type will lead to fibrosis and stricture 

formation resulting in intestinal obstruction. 

Tuberculosis may be primary, from ingestion of the 

organisms or secondary to pulmonary Tuberculosis. 

Primary intestinal tuberculosis without pulmonary 

disease often results in hypertrophic mucosal 

changes
16,17

. 

Submucosal Lipoma: 

Lipomas of the gastrointestinal tract (GIT) are rare.  

Most common submucosal lipomas of GIT are 

present in the colon (65-75%), small intestine (25%) 

and rarely in stomach or jejunum.  In the small 

intestine most common site being the ileum. 

Submucosal type is most common followed by 

intermuscular and serosal types
18

. Lesions < 1 cm 

rarely cause any symptoms while 75% of those > 4 

cm in size invariably lead to intussusception. Small 

intestinal lipomas produce symptoms more often than 

colonic lipomas, irrespective of the size of the tumor. 

Intestinal Lymphangiectasia: 

Lymphangiectasia is a rare, benign cystic 

malformation of the lymphatic system, characterized 

by focal or diffuse dilatation of the mucosal, 

submucosal and subserosal lymphatic vessels. 

Commonly occurs in children in the first few years of 

life with predilection to neck and axilla. Other sites 

are lung, mediastinum and abdomen. Primary small 

https://www.sciencedirect.com/topics/medicine-and-dentistry/ingestion
https://www.sciencedirect.com/topics/medicine-and-dentistry/silo-fillers-disease
https://www.sciencedirect.com/topics/medicine-and-dentistry/silo-fillers-disease
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intestinal Lymphangiectasia has rarely been 

described and is characterized by dilated intestinal 

lacteals leading to loss of lymph into the lumen 

resulting in hypoproteinemia, hypoalbuminemia, 

hypogammaglobulinemia and lymphopenia
19

. A 

segmental area of edema and wall thickening leads to 

localized obstruction and occasionally resulting in a 

segmental intestinal resection
20

. 

Gastrointestinal Stromal Tumor:
 

Gastrointestinal stromal tumors (GISTs) are the most 

common mesenchymal tumors of the gastrointestinal 

tract which accounts for 1 - 3% of all GI neoplasms
21

. 

Their origin is traceable to interstitial cells of Cajal, 

which are dependent on stem cell factor receptor 

interaction. Stomach is the most common site (60%) 

followed by small bowel - jejunum and ileum (30%) 

and duodenum (4 - 5%). Three morphologic types - 

spindle (70%), epithelioid (20%) and mixed (10%) 

varieties are identified.  

Jejunal GISTs are usually symptomatic and presents 

with abdominal pain, symptoms secondary to 

obstruction or haemorrhage as reported in our case
22

. 

Prognosis depends on the anatomic location, size of 

tumor, age of the patient, histomorphology, 

immunohistochemistry and molecular genetics. In a 

study conducted by Lei Zouh et al, majority of the 

cases were seen in jejunum and were of spindle cell 

type
 21

. Epithelioid type of GIST was reported by Safi 

Khuri et al
 
which was similar to our case

22
. 

Adenocarcinoma: 

Small bowel cancer comprises less than 5% of all 

gastrointestinal malignancies
23

. Adenocarcinoma 

comprises 30–40 % of small bowel cancers, the rest 

being carcinoid tumor, lymphoma and sarcoma. 

Duodenum (55-82%) is the most common site of 

adenocarcinoma in the small intestine followed by 

jejunum (11-25%) and ileum (7-17%)
24

.  Li et al 

reported Adenocarcinomas in the small bowel in the 

advanced stage of disease with nonspecific symptoms 

of abdominal discomfort and intestinal obstruction as 

similar to presentation of our case. No good 

screening techniques are available for the early 

diagnosis of these cases.    

Conclusion: 

A comprehensive approach in the diagnosis of small 

bowel obstruction to know the underlying cause of 

obstruction will help the surgeon to delineate 

individual treatment. 
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