



Case report 
TUMOR MIMICKING SMALL BOWEL MASS: A CASE REPORT
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ABSTRACT 

	
Aims: 
To highlight the diagnostic challenges of small bowel obstruction (SBO) in elderly patients caused by non-neoplastic inflammatory lesions mimicking tumors.
Presentation of case: 
We present an 85-year-old woman with SBO and a suspicious small bowel mass leading to oncologic resection. Histopathology revealed nonspecific inflammatory thickening without malignancy
Discussion: 
Pseudo-tumoral inflammatory lesions can clinically and radiologically mimic neoplasms, complicating diagnosis and management, especially in elderly patients
Conclusion: 
Considering non-neoplastic causes in SBO with mass formation is crucial to avoid overtreatment and guide appropriate management
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1. INTRODUCTION 

Small bowel obstruction (SBO) in elderly patients is often attributed to adhesions, hernias, or neoplasms. Occasionally, non-neoplastic lesions can present as mass-like formations, clinically and radiologically mimicking tumors, leading to diagnostic uncertainty [4,5]. Such pseudo-tumoral presentations pose a significant challenge, as they may lead to unnecessary concern for malignancy [6]. Accurate diagnosis, often requiring surgical exploration and histopathological examination, is crucial to guide appropriate management and avoid overtreatment.[1]	Comment by Kajal Hatgaonkar: The numbering of references should be on their order of appearance in the text. Kindly make changes accordingly.

2. PRESENTATION OF CASE 

We present the case of a 85-year-old woman with a history of hypertension, currently treated. Underwent right isthmic lobectomy 15 years ago. History of illness goes back 3 days prior to admission in our care, with the onset of epigastric pain and vomiting as well as an obstructive syndrome. 	Comment by Kajal Hatgaonkar: Please use the technical term for the surgery.	Comment by Kajal Hatgaonkar: Please elaborate properly the clinical history of the patient. Was endoscopy done in this patient ? 
Physical examination reveals an initially stable patient with a slightly distended abdomen as well as epigastric tenderness. 
[bookmark: _Hlk208158138][bookmark: _Hlk208158104]We performed biological tests, that showed White Blood Cells at 25,000 /mm³ and CRP levels at 250 UI/L. Rest of biological exams were within the normal range. 
A plain abdominal X-ray was performed and revealed small bowel-type air-fluid levels, which justified an abdominal CT scan that confirmed a small bowel obstruction due to adhesions. [Fig.1]
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Fig. 1: plain abdominal X-ray showing bowel-type air-fluid levels	Comment by Kajal Hatgaonkar: Please annotate.

Patient installed a hypotension (75/43 mmHg) a few hours within admission, which prompted the decision to perform an urgent exploratory laparotomy.	Comment by Kajal Hatgaonkar: The sentence is not able to express the justification for the urgent exploratory laparotomy. Kindly reframe the sentence.
Exploratory laparotomy revealed a suspicious small bowel mass located 1.80 meters distal to the first jejunal loop, responsible for the intestinal obstruction. The mass measured approximately 3 × 4 cm macroscopically. Associated with the mass was a suspicious mesenteric lymph node measuring 1 × 2 cm. [Fig. 2] A decision was made to perform an oncologic resection of the mass and the lymph node. A manual end-to-end resection-anastomosis was carried out. [Fig.3]
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Fig. 2: Macroscopic view of the resected specimen (arrow: mesenteric lymph node) 
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Fig. 3 End-to-end manual resection anastomosis

The postoperative course was uncomplicated. To our great surprise, histopathological analysis revealed a nonspecific inflammatory thickening of the small bowel wall. Postoperative investigations were unremarkable	Comment by Kajal Hatgaonkar: Please elaborate the histological features along with representative photos.


3. DISCUSSION	Comment by Kajal Hatgaonkar: Discussion falls short of elaborating the various other causes of pseudo-tumors which mimics malignancy. The various causes which can lead to inflammatory lesion should also be discussed, especially in elderly. 
Small bowel obstruction (SBO) in elderly patients is a common but challenging clinical scenario, often caused by postoperative adhesions, hernias, or neoplasms. Tumors are a significant concern in this population due to their relatively high prevalence and potential severity [7,8]. However, as illustrated by this case, not all masses causing SBO are malignant; some may represent non-neoplastic inflammatory lesions that mimic tumors both clinically and radiologically [9]. This pseudo-tumoral presentation can complicate diagnosis and management, particularly in elderly patients.[1]
Elderly patients frequently present with atypical or subtle symptoms, which can delay diagnosis and treatment. In this case, the patient exhibited classic obstructive symptoms—epigastric pain, vomiting, and radiological signs of obstruction—but imaging initially suggested adhesions as the cause. Intraoperatively, a suspicious small bowel mass and an adjacent mesenteric lymph node were found, raising concern for malignancy and leading to an oncologic resection.
In such situations, surgeons often opt for wide resection to ensure oncologic safety, especially in elderly patients where a malignant etiology is strongly suspected. Nevertheless, histopathological analysis revealed only nonspecific inflammatory thickening without evidence of tumor, highlighting the diagnostic challenges of differentiating between inflammatory pseudotumors and true neoplasms based on imaging and gross appearance alone [10]. Inflammatory pseudotumors may arise from chronic inflammatory reactions, infections, or autoimmune processes, though in this case, no specific underlying cause was identified.[2]
The management of these pseudo-tumoral lesions is complex. The primary challenge lies in the preoperative diagnosis, as imaging modalities, although advanced, may not reliably distinguish inflammatory masses from malignancies. Thus, exploratory laparotomy remains the definitive diagnostic and therapeutic approach, especially in cases with clinical deterioration or hemodynamic instability, as seen here with the patient’s hypotension. [3]
This case underscores the importance of multidisciplinary collaboration between surgeons, radiologists, and pathologists to optimize patient management and avoid unnecessary oncologic treatments. Histological confirmation is crucial before initiating further oncologic therapies, particularly in elderly and frail patients where the risk-benefit ratio must be carefully considered.
4. CONCLUSION
In conclusion, although clinical and radiological findings may suggest malignancy in cases of SBO with mass formation, non-neoplastic inflammatory lesions must be considered in the differential diagnosis. Awareness of such entities can prevent overtreatment and guide appropriate management based on definitive pathology.
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