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WHAT’S YOUR DIAGNOSIS?

Small Bowel Obstruction in a Surgically  
Naïve Abdomen
Rohit Gupta; and SreyRam Kuy, MD, MHS 

Finding the cause of small bowel obstructions can lead to the discovery of  
important and treatable underlying disease.
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A 53-year-old male veteran with a his-
tory of heavy tobacco and alcohol 
use presented with abdominal pain, 

emesis, and no bowel movements for  
2 days. He had no history of surgical 
procedures, malignancies, diverticulitis, 
inflammatory bowel disease, traveling 
abroad, parasitic infections, tuberculosis 
exposure, or hospital admissions for ab-
dominal pain. He reported experiencing 
no flushing, diarrhea, or cardiac symp-
toms. His medical history included hy-
pertension, depression, and osteoarthritis. 
His vital signs were within normal limits. 

A physical examination revealed a dis-
tended abdomen with mild tenderness. 
He had no inguinal or ventral hernias. 
He also had no abnormal skin lesions. 
A rectal examination did not reveal any 
masses or blood. His laboratory values 
were normal. X-ray and computed to-
mography (CT) scan revealed di-
lated loops of proximal small bowel, 
mild wall thickening in a seg-
ment of the midileum, and nar-
rowing of the distal small bowel 
suggestive of a partial small bowel 
obstruction (Figure 1). A 1-cm  
nonspecific omental nodule also 
was seen on the CT scan, but no en-
larged lymph nodes or mesenteric 
calcifications were seen. There was 
no thickening of the terminal ileum.

The patient underwent an explor-
atory laparotomy, which revealed no 
adhesions. In the midileum there 
was an area of thickened bowel with 
some nodularity associated with the 
thickness, but no discrete mass. In 
the mesentery there were multiple 
hard, white, calcified nodules, with 

the majority clustered near the thickened 
ileal segment. There also was a 1-cm hard, 
peritoneal mass on the anterior abdomi-
nal wall. The segment of thickened ileum, 
the adjacent mesentery, and the peritoneal 
nodule were resected.  

Pathologic examination of the re-
sected tissue showed immunohistochem-
ical stains that were positive for CD79a, 
CD10, and BCL-2 and negative for CD23, 
CD5, and CD3. Nineteen mesenteric 
lymph nodes were negative for malig-
nancy. The postoperative staging positron 
emission tomography (PET) scan did 
not reveal any fluorodeoxyglucose avid 
masses anywhere else, and bone marrow 
biopsy showed no infiltration. 

n What is your diagnosis?
n How would you treat this patient?

FIGURE 1 Abdomen and Pelvis 

(A) Abdominal X-ray; and (B) abdominal/pelvis computed 
tomography, showing dilated loops of proximal small bowel, 
mild midileum focal wall thickening, and narrowing of distal 
small bowel.
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DIAGNOSIS
Based on the pathologic examination of the 
resected tissue and immunohistochemical 
stains, this patient was diagnosed with ma-
lignant non-Hodgkin B-cell lymphoma, fol-
licular type, grade 1. PET scan and bone 
marrow biopsy revealed no other lesions, 
making this a primary lymphoma of the 
small intestine. The resected tissue showed 
negative margins and negative lymph 
nodes, indicating the full extent of the pa-
tient’s tumor was removed. He then under-
went nasogastric tube decompression and 
IV fluid resuscitation. Two days later, he 
had a large bowel movement, and his ab-
dominal pain resolved. He was provided the 
treatment options of observation only, radi-
ation therapy, or rituximab treatment. Based 
on the high risk of enteritis following radi-
ation therapy, the patient elected for obser-
vation only, with a repeat scan in 6 months. 
He also was counseled on alcohol and to-
bacco cessation. At the 6-month oncology 
follow-up, the patient showed no evidence 
of disease recurrence. 

DISCUSSION
Small bowel obstruction accounts for about 
350,000 hospitalizations annually in the 
US.1 The incidence is equal in men and 
women and can present at any age.2,3 Pa-
tients typically present nonspecifically, with 
intermittent, colicky abdominal pain, nau-
sea, vomiting, and constipation.2 A phys-
ical examination may reveal abdominal 
distention, rigidity, and hypoactive or ab-
sent bowel sounds.1 The 2 most common 
etiologies of small bowel obstruction are 
adhesions from prior abdominal surgery 

(65%) and incarcerated inguinal hernias 
(10%).1 However, in a patient presenting 
with a small bowel obstruction in a sur-
gically naïve abdomen with no hernias, a 
more detailed history covering current ma-
lignancies, past hospital admissions for ab-
dominal pains, pelvic inflammatory disease, 
diverticulitis, inflammatory bowel disease, 
and risks for parasite infection must be 
taken. The differential should include intra-
luminal causes, including small bowel ma-
lignancy, which accounts for 5% of small 
bowel obstructions,1 as well as extraluminal 
causes, including adhesions from diverticu-
litis, Meckel diverticulum, Ladd bands, and 
undiagnosed prior appendicitis. 

To provide a tissue diagnosis and defin-
itive treatment, surgical exploration was 
needed for this patient. Exploratory laparot-
omy revealed an area of thickened ileum and 
calcified nodules in its mesentery. Pathologic 
examination of the resected tissue revealed 
large lymphoid nodules in a follicular pat-
tern with coarse chromatin (Figure 2). Taken 
together with the immunohistochemical 
stains, this was consistent with malignant B-
cell non-Hodgkin lymphoma, follicular type, 
grade 1. 

Small bowel malignancy accounts for  
> 5% of all gastrointestinal tumors.4 Of 
these, small bowel neuroendocrine tu-
mors are the most common, followed by 
adenocarcinomas, lymphomas, and stro-
mal tumors.4 Primary follicular lymphoma 
(PFL) is a B-cell non-Hodgkin lymphoma, 
and comprises between 3.8% and 11% of  
gastrointestinal lymphomas, commonly in 
the duodenum and terminal ileum.5

PFL typically occurs in middle-aged fe-

FIGURE 2 Resected Ileum 

Resected ileum demonstrating large lymphoid nodules in follicular pattern with angular nuclei and coarse chromatin. 
Hematoxylin and eosin stain (A) original magnification ×10; and (B) original magnification ×40.
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males and can be difficult to diagnose, as 
most patients are asymptomatic or present 
with unspecified abdominal pain. Many are 
diagnosed incidentally when endoscopy bi-
opsies are performed for other reasons.4,5 
Histologically, PFL is composed of a mixed 
population of small (centrocytes) and large 
(centroblasts) lymphoid cells, with higher 
proportions of centroblasts corresponding to 
a higher grade lymphoma.6 The classic im-
munophenotype of PFL shows coexpres-
sion of CD79a (or CD20), CD10, and BCL-2; 
however, in rare cases, low-grade PFL may 
stain negative for BCL-2 and have diminished 
staining for CD10 in interfollicular areas.7

PFL generally carries a favorable progno-
sis. Most patients achieving complete dis-
ease regression or stable disease following 
treatment and a low recurrence rate. Treat-
ment can include surgical resection, radia-
tion, rituximab therapy, chemotherapy, or 
observation.8 Patient also should be coun-
seled in alcohol and tobacco cessation to re-
duce recurrence risk.

Other small bowel malignancies may 
present as small bowel obstructions as 
well. Neuroendocrine tumors and adeno-
carcinomas are both more common than 
small bowel lymphomas and can present 
as small bowel obstruction. However, neu-
roendocrine tumors are derived from sero-
tonin-expressing enterochromaffin cells of 
the midgut and often present with classic 
carcinoid syndrome symptoms, including 
diarrhea, flushing, and right heart fibrosis, 
which the patient lacked.9 Immunohistol-
ogy of small bowel adenocarcinoma often 
shows expression of MUC1 or MUC5AC 
with tumor markers CEA and CA 19-9.10

Primary intestinal melanoma, another 
small bowel malignancy, is extremely rare. 
More commonly, the etiology of intesti-
nal melanoma is cutaneous melanoma that 
metastasizes to the gastrointestinal tract.11 
This patient had no skin lesions to suggest 
metastatic melanoma. With intestinal mel-
anoma, immunohistochemical evaluation 
may show S-100, the most sensitive marker 
for melanoma, or HMB-45, MART-1/Melan-
A, tyrosinase, and MITF.12 

CONCLUSION
This case is notable because it highlights the 
importance of examining the cause of small 

bowel obstruction in a surgically naïve abdo-
men, as exploration led to the discovery and 
curative treatment of a primary intestinal ma-
lignancy. It also underscores the nonspecific 
presentation that PFLs of the small intestine 
can have and the importance of understand-
ing the different histopathology and im-
munohistochemical profiles of small bowel 
malignancies.  
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