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The Hidden Evil: Gastrointestinal Bleed and Small Bowel
Obstruction Caused by Carcinoid Tumor Found on
Exploratory Laparotomy

Parminder S. Minhas® ¢, Jaspreet K. Virdi?, Richard T. Goldhahn®

Abstract

Intestinal carcinoid tumors are uncommon malignancies which grow
slowly and rarely cause any symptoms. Small bowel tumors can, at
times, cause bowel obstruction and rarely, bleeding. We present a
52-year-old male who presented to the hospital for evaluation of me-
lena. His endoscopy and colonoscopy came back negative and patient
unfortunately failed to get capsule endoscopy as an outpatient. One
year later, patient presented with excruciating abdominal pain and was
found to have small bowel obstruction with multiple transition points.
Patient was found to have four nodular lesions in the small intestine
which were found to be carcinoid tumor. Surgical resection definitely
improved his outcome and patient did not need adjuvant therapy af-
ter surgery. This patient was a diagnostic challenge due to unusual
presentation and negative CT scan imaging during both presentations.
Carcinoid tumors are highly infiltrating tumors; hence, high degree
of suspicion should be kept for earlier detection and better outcome.
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Introduction

Carcinoid tumors are rare, slow-growing tumors that originate
in cells of the diffuse neuroendocrine system. They occur most
frequently in tissues derived from the embryonic gut. Fore-
gut tumors, which account for up to 25% of cases, arise in
the lung, thymus, stomach, or proximal duodenum. Midgut tu-
mors, which account for up to 50% of cases, arise in the small
intestine, appendix, or proximal colon. Hindgut tumors, which
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account for approximately 15% of cases, arise in the distal co-
lon or rectum [1].

As carcinoid tumors are slow growing, patients with these
lesions may be asymptomatic. Some patients may complain of
a long history of intermittent crampy abdominal pain, weight
loss, fatigue, abdominal distention, diarrhea, or nausea and
vomiting. Rarely, this primary lesion can also cause small
bowel obstruction or intestinal bleeding [2, 3]. Partial intes-
tinal obstruction can be the result of an intense desmoplastic
reaction characteristic of carcinoid tumors. Lower gastrointes-
tinal bleeding can result from ulceration of the mucosa over-
laying the tumor.

Case Report

We present a diagnostic dilemma case of a 52-year-old male
who initially presented to the hospital with black stools and
anemia. CT scan did not show any obvious mass, just non-
specific prominence of few mesenteric lymph nodes. Patient
subsequently had EGD and colonoscopy, which were both
negative. Patient was discharged with the instructions to fol-
low up with gastroenterologist as an outpatient for possible
capsule endoscopy. Unfortunately, patient failed to do so. One
year later, patient presented to the ER with extreme abdomi-

Figure 1. CT scan image of abdomen showing multiple dilated small
bowel loops with several transition points.

Articles © The authors | Journal compilation © ] Med Cases and Elmer Press Inc™ | www.journalmc.org
320 This is an open-access article distributed under the terms of the Creative Commons Attribution-NonCommercial 4.0 International License, which permits
unrestricted non-commercial use, distribution, and reproduction in any medium, provided the original work is properly cited



Minhas et al

] Med Cases. 2016;7(8):320-322

Figure 2. Histopathology. Medium magnification showing tumor pattern
into the muscle.

nal pain. CT of abdomen/pelvis was obtained demonstrating
multiple dilated loops of small bowel with haziness/fluid in the
mesentery, submucosal edema, and several transition points,
concerning for closed loop obstruction (Fig. 1). He underwent
exploratory laparotomy which did not reveal a clear transition
point. Four nodular areas were noted in the small bowel and re-
sected, the largest one being 1.5 cm. Three lymph nodes were
removed. All nodules were consistent with invasive carcinoid
tumor. All lesions invaded through the muscularis propria. All
margins were negative. Out of three lymph nodes, one was
positive for metastatic carcinoid tumor. There was also a sepa-
rate segment of small bowel resected with a mesenteric lymph
node that revealed marked follicular hyperplasia. All tumor
and metastatic lymph node sampling stained identically with
chromogranin, synaptophysin and pankeratin staining (Figs. 2-
4). His chromogranin A level was 8 postoperatively and a 24-h
urine for 5-HIAA was within normal limits.

Postoperatively, patient made uneventful recovery and
was started on clears after 3 days. Patient did not require adju-

Figure 3. Slide showing the immunoperoxidase staining to pankeratin
antibody, indicating the tumor’s epithelial characteristics. Original mag-
nification x 400.
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Figure 4. Slide showing the immunoperoxidase staining of the tumor
cells to chromogranin antibody, indicating the neuroendocrine nature of
the tumor. Original magnification x 400.

vant therapy with somatostatin analogues and was asked to get
surveillance CT scan every 3 months for first 2 years.

Discussion

We bring this case due to multiple reasons. First, intestinal car-
cinoid tumors are uncommon tumors and multiple tumors are
extremely rare. Carcinoids of the small intestine account for
15.4% of all gastrointestinal carcinoids and are multicentric in
20-30% of patients [4, 5]. Second, carcinoid tumors are mostly
asymptomatic but can sometimes cause small bowel obstruc-
tion and rarely, bleeding too. Third, CT and MRI may be used
for initial localization of the tumor only because both imag-
ing techniques may miss lesions otherwise detected by 111In-
octreotide scintigraphy; one study has shown that lesions in
50% of patients were missed, especially in lymph nodes and
extrahepatic locations [6, 7]. Last but not the least, progno-
sis can be markedly improved by early diagnosis and surgical
management. Hence, it should be considered as differential
diagnosis in patients who present with bleeding with normal
endoscopy and colonoscopy and patients presenting with small
bowel obstruction.
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