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Although the small bowel constitutes
about 75% of the gastrointestinal

(GI) tract, primary tumours in it are rela-
tively rare, making up only a small per-
centage of all GI neoplasms. Their exact
classification is still controversial. The
malignant nature of these tumours de-
pends on morphologic criteria. Lesions
larger than 5 cm, with infiltration of the
mucosa or adjacent structures, tumour
necrosis, an increased ratio of nucleus
to cytoplasm, and elevated mitotic activ-
ity are generally considered malignant.1

Small-bowel tumours are insidious, most
frequently presenting with moderate,
nonspecific symptoms. Small tumours
may be asymptomatic and detected only
when laparotomy is performed for other
reasons.2 We report a case of a small-
bowel tumour with an extremely rare his-
tologic type and uncommon location.

Case report

A 70-year-old man presented with
right lower abdominal pain. He had a

history of type 2 diabetes mellitus, cere-
brovascular disease, myocardial infarction
and hypertension. A painful mass about
12 cm in dimension was palpable in the
ileocecal region. He had moderate leuko-
cytosis (12.8 × 109/L) but no other
abnormal biochemical findings. Plain
abdominal and chest films were unre-
markable. Abdominal ultrasonography
indicated a diffuse parenchymal liver
lesion, gallstones and a pathologic bowel
conglomeration with a thick and hyper-
vascularized bowel wall. At emergency
laparotomy, a perforated Meckel’s diver-
ticulum with a necrotic wall, surrounded
by purulent peritonitis was found. A 15-
cm long bowel segment including the
perforated diverticulum was resected and
a side-to-side anastomosis performed.
Postoperative recovery was smooth, and
the patient was discharged 14 days after
surgery. At follow-up 3 years later, he
was asymptomatic with no evidence of
recurrent disease.

Histologic examination revealed a rel-
atively well-circumscribed but infiltrating
lesion with a low mitotic index. Testing
for focal S-100 protein gave positive re-
sults; for CD34, smooth-muscle-specific
actin and desmin gave negative results.
c-Kit (CD 117) antigen testing was not
done. The tumour was diagnosed as a
cellular schwannoma-like gastrointestinal
stromal tumour with neuronal differenti-
ation of borderline malignancy (Fig. 1).

Comment

Tumours of the small bowel are rel-
atively rare and generally present as
benign lesions. Here, the size of the
tumour was roughly 1.5 cm, and the
mitotic ratio was lower than in malignant
lesions; however, the invasion of the mu-
cosa suggested the malignant potential of

the neoplasm. Accordingly, it was consi-
dered to be of borderline malignancy.

In addition to the extreme histologic
rarity of the tumour, the presentation
was also special. Although Meckel’s
diverticulum is present in only 2% of
patients, it is a relatively frequent site of
small-bowel tumours. However, malig-
nant perforation is extremely rare; tu-
mours that give rise to perforation are
most frequently considered leiomyosar-
comas.3 In our case, schwannoma of bor-
derline malignancy occurred in the back-
ground of Meckel’s diverticulitis and
perforation. In this case, a rare complica-
tion of the tumour led to urgent explor-
ation, which resulted in a relatively early
diagnosis and tumour resection. 
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In this section we publish brief case notes that we believe contain information of interest to Canadian surgeons.

FIG. 1. Image taken from the central
part of the tumour. Note the plump spin-
dle cells with a pale eosinophilic cyto-
plasm, arranged in a storiform pattern.
The architecture of this tumour suggests
a neural differentiation of a gastrointes-
tinal stromal tumour. (Hematoxylin and
eosin stain, original magnification × 240.)
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