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INTRODUCTION:  Gastrointestinal  leiomyomas  are  often  clinically  silent  until  they bleed  or  grow  large
enough  to cause  local  mass  effect.
PRESENTATION  OF  CASE:  We  report  the unique  case  of  an  otherwise  healthy  69-year-old  male  who
developed  a small  bowel  obstruction  secondary  to  a mobile  small  intestinal  leiomyoma.  During  initial
evaluation,  computed  tomography  did not  demonstrate  the cause  of obstruction.  Because  of worsening
clinical  status  with  conservative  management,  the patient  required  emergency  laparotomy.  Operative
findings  were  significant  for an  intraluminal  leiomyoma  that  had  detached  from  its pedicle,  traveled
to  the  tight  lumen  of  the  distal  ileum  and acted  as  an  obstructive  “bezoar”  composed  of  native  tissue.
Removal  of the  mass  resulted  in  rapid  metabolic  stabilization  and  relief  of symptoms.
DISCUSSION:  This  case  report  illustrates  the  complexity  of diagnosing  obstruction  secondary  to  intralu-
minal  native  tissue.  Clinicians  must  be aware  that such  masses  may  clinically  present  as  but  not  have

corresponding  radiographic  stigmata  of typical  bezoars.
CONCLUSION:  In  the absence  of  clear  clinical  or radiographic  etiology  for obstruction,  developing  a  height-
ened  degree  of  suspicion  for native  tissue  “bezoar”  may  allow  quick  and  appropriate  management  of
similar  cases  and  limit  complications  associated  with  prolonged  obstruction.  To  our  knowledge,  this  is
the  first  reported  case  of  mobile  intraluminal  leiomyoma  causing  small  bowel  obstruction.

©  2017  The  Authors.  Published  by Elsevier  Ltd  on  behalf  of IJS  Publishing  Group  Ltd.  This  is an  open
he CC
access  article  under  t

. Introduction

Small bowel obstruction (SBO) is a common general surgical dis-
ase, accounting for more than 300,000 hospital admissions per
ear in the United States [1]. The most common causes of SBO
nclude intra-abdominal adhesions (66%), neoplasm (9%), hernias
8%), inflammatory bowel disease (5%) and miscellaneous causes
4%) [2].

Gastrointestinal stromal tumors (GISTs) account for only 15%
f small intestinal neoplasms. A fraction of these tumors are

eiomyomas [3]. Leiomyomas in the small intestine tend to be
symptomatic until they bleed or grow large enough to cause local
ass effect such as obstruction.
SBO also rarely occurs secondary to mobile masses of indi-
estible intraluminal material otherwise known as bezoars;
ommon substances include ingested hair and fibrous vegetables.

∗ Corresponding author at: 4422 Third Avenue, Department of Surgery, Bronx, NY
0457, USA.
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The bezoar material often bears a classic mottled gas appearance
on radiographic studies and may  present as an etiology of SBO in
the absence of previous abdominal operation [4].

We report the case of a dislodged gastrointestinal leiomyoma
that caused complicated SBO in a manner similar to a bezoar but
without the historical or radiographic stigmata of bezoars. To our
knowledge, this is the first reported case of mobile intraluminal
leiomyoma causing small bowel obstruction.

2. Presentation of case

A 69-year-old African-American male with no significant past
medical history and surgical history limited to bilateral open
inguinal hernia repairs presented to the emergency department of
an academic trauma center. His family history was  noncontributory
and he reported taking no medications at home. He complained
of four days of worsening generalized abdominal pain and dis-
tension associated with obstipation and non-bilious, non-bloody

emesis. His abdomen was softly distended with generalized mild
tenderness. Initially, there was no evidence of systemic inflamma-
tory response syndrome (SIRS) or bowel ischemia. Abdominal x-ray
revealed distended small bowel loops with air-fluid levels. Contrast
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Fig. 2. a and b. Microscopic pathology confirming leiomyoma.
ig. 1. Gross pathology of mobile indigestible intraluminal obstructive leiomyoma.
rrow denotes ischemic, detached pedicle.

omputed tomography (CT) confirmed small bowel obstruction of
ncertain etiology with a transition point in the distal ileum.

Attempts at conservative management with nasogastric tube
ecompression were unsuccessful as serum lactate levels climbed
apidly to 9 meq/L. The patient underwent emergency exploratory
aparotomy which revealed dilated, inflamed, dusky but viable
mall bowel proximal to an ovoid, well-circumscribed, mobile,
ntraluminal mass in the terminal ileum approximately 70 cen-
imeters proximal to the ileocecal valve. The mass was  removed
ia enterotomy.

On gross examination, the mass appeared teardrop in shape,
easuring six and a half centimeters in length by three centime-

ers in maximum diameter with a homogenously pale tan surface
Fig. 1]. Microscopic evaluation revealed diffuse ischemic necro-
is with centrally located viable tumor consisting of bland spindle
ells arranged in fascicles that showed expression of smooth mus-
le actin on immunohistochemistry (Fig. 2a and b). These findings
ere consistent with leiomyoma.

Repeat evaluation of patient’s pre-operative imaging confirmed
ubtle evidence of an intraluminal, homogenous ovoid native tissue
t the transition point (Fig. 3).

Following operation, the patient’s acute condition improved. His
ostoperative course was complicated by paralytic ileus and super-
cial wound infection. However, he healed well and presented in
table condition in the outpatient setting within a month after his
nitial presentation.

. Discussion

A bezoar is typically a mobile conglomerate of indigestible mate-
ial that obstructs at tight junctures in the gastrointestinal lumen
e.g. pylorus, terminal ileum or ileocecal valve). The leiomyoma in
his case behaved in a similar fashion by lodging approximately 70
entimeters proximal to the ileocecal valve, a location in the termi-
al ileum known to have a classically narrower lumen and slowed
otility.

Bezoars often present with a characteristic CT appearance
s round or ovoid heterogeneous intraluminal masses with a
athognomonic “mottled gas appearance.” These findings often
uide diagnosis and enable rapid operative intervention —typically,

ezoars must be excised by enterotomy. Unlike the presentation of

 typical bezoar, the mobile, intraluminal leiomyoma in our case
as homogenous on imaging without a classic mottled gas appear-

nce. Furthermore, its density was similar to that of native tissue

Fig. 3. Computed tomography demonstrating obstructive intraluminal mobile
leiomyoma. Note the homogenous appearance. Typically, indigestible masses that
cause obstruction present with a mottled gas appearance. Arrow denotes transition
point.



 –  O
3 l of Su

r
n

h
a
W
m
c
t
f
n

e
k
m

4

“
a
a
t
m
w

S

S

C

S

[

[

[

[

O
T
p
c

CASE  REPORT
8 E. Onursal et al. / International Journa

ather than foreign material, further complicating radiologic diag-
osis.

While it was immediately recognized that the patient in our case
ad SBO, the etiology was unclear. In hindsight, conservative man-
gement would have failed as is typical of SBO caused by bezoar.

ithout the classic imaging findings to inform optimal manage-
ent, a delay in operative intervention occurred, and the patient’s

linical status deteriorated. For future similar cases, awareness of
he atypical imaging findings would raise the degree of suspicion
or this complex diagnosis and prevent delay in the interventions
eeded.

Three authors (EO, MB  and GAB) independently performed
xtensive online literature searches for similar cases, and to our
nowledge, this is the first reported case of SBO caused by intralu-
inal native tissue obstructing in the manner of a bezoar.

. Conclusion

We  present a novel case of mobile intraluminal native tissue
bezoar” causing complicated SBO. While bezoars have a classic
ppearance on radiographic imaging, mobile native tissue with
typical imaging findings may  complicate diagnosis. Awareness of
hese atypical imaging findings may  allow quick and appropriate

anagement of similar cases and limit complications associated
ith prolonged obstruction.
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