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Abstract

Background: Neuroendocrine tumours (NETs) of the ileum are the most common
malignant neoplasms of the small intestine. Their clinical presentation is often
nonspecific, resulting in delayed diagnosis. Recurrent episodes of subacute intestinal
obstruction may be the initial manifestation due to tumour-induced mesenteric
fibrosis and bowel tethering.[1-4]. Case Presentation: A 27-year-old female
presented with abdominal pain, abdominal distension, and vomiting. She had a
history of previous admissions for similar episodes of intestinal obstruction managed
conservatively. Contrast-enhanced computed tomography demonstrated dilated
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Chennai. synaptophysin, confirming the diagnosis.[8,11]. Conclusion: lleal neuroendocrine
tumours may present as recurrent episodes of intestinal obstruction despite their
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INTRODUCTION

Neuroendocrine tumour (NET) of the ileum, historically termed carcinoid tumour, is a well-differentiated neoplasm arising
from enterochromaffin (Kulchitsky) cells in the mucosa of the distal ileum. It is the most common primary malignancy of
the small intestine, accounting for approximately 40% of small bowel neoplasms and 70% of gastrointestinal NETSs, with
an incidence of 2-3 per 100,000 that has increased over the past three decades due to improved diagnostic imaging. [1-3]
lleal NETSs are typically small (<2 cm), firm, yellow-white, submucosal lesions that frequently occur in a multifocal pattern
(up to 30-40% of cases). A characteristic desmoplastic reaction in the mesentery produces fibrosis, calcification, and
tethering of bowel loops, often leading to recurrent subacute intestinal obstruction even when the primary tumour is small.
[4-6].

Histologically, these tumours show uniform round-to-polygonal cells arranged in nests, trabeculae, or glands with “salt-
and-pepper” chromatin. They express chromogranin A, synaptophysin, and NSE. WHO grading is based on Ki-67 index
and mitotic rate: G1 (<3%), G2 (3-20%), and G3 (>20%); poorly differentiated neuroendocrine carcinoma is a distinct,
more aggressive entity. [11,12]

Clinical presentation is often insidious, with vague abdominal pain, bloating, weight loss, and intermittent obstruction.
Carcinoid syndrome (flushing, wheezing, secretory diarrhea, right-sided valwular disease) occurs in <10% of localized
disease but in up to 70% of patients with liver metastases, as vasoactive substances bypass portal metabolism. [1,7]
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More than half of patients present with regional lymph node involvement, and many have distant metastases at diagnosis.
Despite its indolent growth, ileal NET has significant malignant potential; prognosis depends on tumour size, depth of
invasion, nodal status, metastatic burden, and histological grade. [2,13,14].

CASE REPORT

A 27-year-old female presented to the emergency department with complaints of colicky abdominal pain of one-day
duration associated with abdominal distension and a single episode of non-bilious vomiting. She reported previous episodes
of similar symptoms over the preceding months, during which she had been diagnosed with acute intestinal obstruction
and managed conservatively with symptomatic improvement.

On examination, the patient was afebrile and hemodynamically stable. Abdominal examination revealed mild distension
with tenderness over the right iliac fossa and suprapubic region. No palpable abdominal mass or organomegaly was noted.
Bowel sounds were exaggerated. Routine hematological and biochemical investigations were within normal limits.

Contrast-enhanced computed tomography (CECT) of the abdomen demonstrated dilatation of the distal jejunal, proximal
ileal, and mid-ileal loops with luminal fluid accumulation. A transition point was identified in the mid ileum within the left
iliac fossa with associated fecalization of bowel contents and prominent vasa recta. Further evaluation revealed a focal
smooth enhancing submucosal lesion within the mid ileal loop in the right lumbar region causing luminal narrowing and
proximal bowel dilatation. Minimal interbowel free fluid and mild ascites were also noted.

Figure 3: NET of ileum visualised during Diagnostic Laparoscopy.
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In view of recurrent intestinal obstruction and imaging findings suggestive of a focal obstructing lesion, the patient
underwent diagnostic laparoscopy. Intraoperatively, a localized lesion involving the mid ileum with associated narrowing
of the bowel lumen was identified. Segmental resection of approximately 6.5 cm of ileum with primary end-to-end
anastomosis was performed.

Gross pathological examination revealed a well-circumscribed submucosal tumour measuring 1 cm in greatest dimension.
Microscopic examination demonstrated a well-differentiated neuroendocrine tumour composed of uniform round-to-
polygonal cells arranged in nests and trabeculae with characteristic finely stippled (“salt-and-pepper”) chromatin. Mitotic
activity was inconspicuous (<2 mitoses per 2 mm?2). The tumour infiltrated the submucosa, muscularis propria, and serosa.
There was no evidence of lymphovascular invasion or perineural invasion. Surgical resection margins were free of tumour.
The pathological stage was pT3NO.

Immunohistochemical analysis showed diffuse positivity for chromogranin A and synaptophysin, confirming
neuroendocrine differentiation. The Ki-67 proliferation index was approximately 1%, consistent with a WHO Grade 1 well-
differentiated neuroendocrine tumour.

The postoperative course was uneventful, and the patient was discharged in stable condition and has been on regular
surgical and oncological follow-up.

DISCUSSION

Neuroendocrine tumours of the ileum represent the most common primary malignancy of the small intestine and account
for nearly 70% of gastrointestinal neuroendocrine tumours. They originate from enterochromaffin cells of the intestinal
mucosa and are characterized by slow growth and delayed clinical presentation. Despite their relatively indolent nature,
they possess significant metastatic potential, with regional lymph node metastasis identified in more than 50% of patients
at diagnosis. [1-3]

The clinical manifestations of ileal NETs are often nonspecific, leading to delayed recognition. Patients commonly present
with intermittent abdominal pain, bloating, nausea, weight loss, occult gastrointestinal bleeding, or recurrent episodes of
partial intestinal obstruction. [4,5] The obstructive symptoms are frequently disproportionate to tumour size because of the
intense desmoplastic reaction induced by tumour-secreted growth factors. This mesenteric fibrosis results in bowel
tethering, kinking, and luminal narrowing, producing recurrent subacute obstruction. [6,7]

Cross-sectional imaging plays a pivotal role in diagnosis. Contrast-enhanced CT may demonstrate a hyperenhancing bowel
lesion, mesenteric fibrosis, calcification, bowel wall thickening, or features of intestinal obstruction. CT enterography and
Ga-68 DOTATATE PET/CT provide superior sensitivity for detecting small primary lesions and occult metastatic disease.
[8-10]

Definitive diagnosis relies on histopathological examination and immunohistochemistry. Typical neuroendocrine markers
include chromogranin A and synaptophysin, while tumour grading is determined by mitotic activity and the Ki-67
proliferation index according to the WHO classification. Histological grade is one of the most important predictors of
prognosis. [11,12]

Surgical resection remains the cornerstone of treatment for localized disease. Complete resection of the primary tumour
with associated mesentery and regional lymph nodes offers the best chance of long-term disease control. In patients
presenting with bowel obstruction, surgical exploration is often necessary because imaging may underestimate the extent
of mesenteric fibrosis and bowel involvement. [13,14]

The present case is noteworthy because the patient was only 27 years old, which is considerably younger than the typical
age of presentation, usually occurring during the sixth or seventh decade of life. Furthermore, the tumour measured only 1
cm yet produced recurrent episodes of intestinal obstruction, highlighting the fact that even small ileal NETs can cause
significant morbidity through associated fibrotic changes. [15].

CONCLUSION

lleal neuroendocrine tumours are uncommon but clinically significant causes of recurrent small bowel obstruction. Their
diagnosis is often delayed because symptoms are nonspecific and imaging findings may be subtle. Recurrent or unexplained
episodes of intestinal obstruction, particularly in the absence of previous abdominal surgery or other obvious causes, should
raise suspicion for an underlying small bowel neoplasm including ileal neuroendocrine tumour. [6,7,13]
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Careful radiological evaluation, timely surgical intervention, and histopathological examination are essential for
establishing the diagnosis. This case highlights that even small, well-differentiated ileal NETs can present with recurrent
obstruction and should be considered in the differential diagnosis of young patients with repeated episodes of subacute
intestinal obstruction. [11,13,14].
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