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A 63-year-old man with neurofibromatosis type 1 (NF1) presented
to the emergency department with a loss of appetite and vomit-
ing for 3days. He had abdominal pain 3days prior to presentation,
which started after consumption of partially cooked fish. Although
the pain subsided, he was unable to eat. The patient had no other
medical history, including previous abdominal surgery. His vital
signs were normal. Abdominal examination revealed minor dis-
tention and no tenderness. Several neurofibromas and café au lait
macules were observed. Computed tomography (CT) revealed an
obstruction in the small intestine, suggesting an adhesion or cord-
like structure, which changed the caliber of the small intestine
(Figure 1A). Bowel rest was instituted with long intestinal tube (long
tube) drainage and intravenous fluid resuscitation. No significant
change in the drainage volume was noted 4 days later. Gastrografin
enterography revealed severe stenosis in the area of the adhesion
and caliber change; however, complete obstruction was not ob-
served. One week after hospitalization, contrast-enhanced abdom-

inal CT performed owing to persistently high drainage volume in
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the long tube revealed small bowel intussusception (Figure 1B). The
cause of the adhesion was not evident. Although the patient did
not complain of abdominal pain, surgery was performed the same
day because long tube drainage had not relieved the obstruction;
further, the long tube was suspected to cause the intussusception.
We considered that the prolonged use of the long tube might in-
crease the risk of ischemia in the bowel. During surgery, adhesions
were discovered between the greater omentum and mesentery,
invaginating the jejunum into a space bound by these tissues.
Open surgical adhesiolysis was performed, and a small nodular fi-
brous adhesion and part of the greater omentum were resected
(Figure 2A). The portion of the small intestine suspected of having
small bowel intussusception appeared normal on a repeat contrast-
enhanced abdominal CT, and there were no ischemic changes noted
intraoperatively. Moreover, two small nodules were identified at
the serosal surface of the jejunum, 170cm from the ligament of
Treitz. These were resected along with the surrounding small intes-

tine because they were suspected of causing the intussusception

FIGURE 1 (A)Abdominal CT showing
an adhesion or cord-like structure at the
portion where the caliber of the small
intestine changed. (B) An enhanced
abdominal CT scan showing a small bowel
intussusception with a long tube in the
intestinal lumen
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FIGURE 2 (A) A white nodule of approximately 0.5 cm was found in the resected greater omentum. This was pathologically detected to
have chronic inflammatory infiltration with fat necrosis, lymphocytes, and histiocytosis. (B) Two white nodules of approximately 1.5 cm were
discovered on the serosal surface of the jejunum. These were pathologically diagnosed as gastrointestinal stromal tumors (GISTs) and judged

as very low risk by the Modified Fletcher Classification System

(Figure 2B). These nodules were histopathologically found to be
gastrointestinal stromal tumors (GISTs). No other intraluminal tu-
mors were palpable intraoperatively. A small nodule approximately
5mm from the ligament of Treitz was not resected because it was
considered unlikely to cause symptoms. We retrospectively found
that the GISTs were not visible on the preoperative enhanced CT.
The patient's abdominal distention resolved, and he started con-
suming food orally 5days postoperatively. He was discharged from
the hospital 6 days later.

NF1 is a neurocutaneous disorder that causes 25% of all gastro-
intestinal tract lesions. This is usually in the form of multiple tumors
or plexiform lesions in the gastrointestinal tract and extraintestinal
sites.b? Multiple tumors in the small intestine, particularly the jeju-
num, are commonly NF1-associated GISTs.?

In this case, the adhesion and cord-like structure between the
greater omentum and mesentery caused the obstruction. The inser-
tion of the long tube may have induced bowel intussusception.® The
two GISTs in the jejunum may also have contributed to the intussus-
ception. Thus, the multiple NF1-associated intra-abdominal lesions
may have affected the onset and hampered treatment of the ob-
struction. The smaller lesions in the abdomen were not detectable
on the abdominal CT, and it is, therefore, important to be aware that
small gastrointestinal tumors may complicate the management of
patients with NF1.
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