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To the Editor
Castleman disease (CD), also known as angiofollicular
lymph node hyperplasia, is a rare lymphoproliferative dis-
order first described in 1956 by Castleman et al. [1].
Histopathologically, three principal variants are recog-
nized: hyaline vascular, plasma cell, andmixed types. Clin-
ically and radiologically, CDmay mimic malignant lesions,
rendering preoperative diagnosis particularly challenging.
The hyaline vascular subtype is typically asymptomatic and
often detected incidentally, although symptoms related to
mass effect may occur in advanced disease. Acute mechan-
ical intestinal obstruction as the presenting manifestation of
mesenteric CD is exceedingly rare; only a limited number
of such cases have been documented in the literature [2,3,4].
Herein, we report a case of unicentric mesenteric CD pre-
senting as acute mechanical small bowel obstruction, and
discuss its diagnostic and surgical management.

Patient Report
A 61-year-old male with no significant past medical or sur-
gical history presented to the emergency department with
right lower quadrant abdominal pain, abdominal distension,
and inability to pass stool for four days. Laboratory eval-
uation revealed mild leukocytosis (white blood cell count
11.2 × 103/µL) and elevated C-reactive protein (CRP: 48
mg/L); tumor markers including carcinoembryonic antigen
(CEA) and cancer antigen 19-9 (CA 19-9) were within nor-
mal limits. Abdominal computed tomography (CT) demon-
strated dilatation of the small bowel loops with multiple
air–fluid levels consistent with acute mechanical intestinal
obstruction, and a well-defined, homogeneously enhancing
soft tissue density mass without calcification adjacent to the
terminal ileum causing near-complete luminal obstruction
(Fig. 1). The differential diagnosis included lymphoma,
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gastrointestinal stromal tumor (GIST), carcinoid tumor, and
mesenteric tuberculosis.
Emergency surgery was performed. Intraoperative explo-
ration revealed multiple enlarged lymph nodes within the
mesentery of both the colon and small intestine, and a mass
measuring approximately 3.5 × 4 cm adjacent to the cecum
causing luminal obstruction. An extended right hemicolec-
tomy with ileotransverse anastomosis was performed.
Macroscopic examination of the resection specimen re-
vealed an ileum segment measuring 54 cm and a lymph
node specimen measuring 4.5 × 3.5 × 1.6 cm showing
a dark gray, partially solid nodular structure on section-
ing. Microscopic examination at low magnification (×40)
demonstrated preserved nodal architecture with regressed
and atrophic germinal centers surrounded by expanded con-
centric mantle zones, imparting the characteristic “onion-
skin” appearance. At higher magnification (×200), promi-
nent vascular proliferation with hyalinized vessels penetrat-
ing the germinal centers was evident, producing the classic
“lollipop” follicle morphology. These features were con-
sistent with the hyaline vascular type of Castleman dis-
ease across fourteen mesenteric lymph nodes. Immuno-
histochemical (IHC) staining was performed to exclude
lymphoma. Findings included CD20 positivity in lym-
phoid follicles, CD3 positivity in paracortical areas, CD23
highlighting the follicular dendritic cell network, increased
Ki-67 proliferative activity confined to germinal centers,
B-cell lymphoma-2 (BCL-2) negativity in germinal cen-
ters (excluding follicular lymphoma), Cyclin D1 negativ-
ity (excluding mantle cell lymphoma), absence of a mon-
oclonal kappa/lambda immunoglobulin pattern, and hu-
man herpesvirus 8 (HHV-8) negativity (excluding HHV-8-
associated multicentric Castleman disease). No evidence of
neoplasia was identified (Fig. 2).
The postoperative course was uneventful and the patient
was discharged on postoperative day 8. Follow-up eval-
uations at 1, 3, 6, and 12 months revealed no recurrence or
additional pathology.

Discussion
Although Castleman disease has occasionally been reported
as a cause of intestinal obstruction [2,3,4], this presenta-
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Fig. 1. Abdominal computed tomography (CT) findings demonstrating acute mechanical intestinal obstruction caused by a
mesenteric mass. (A) Coronal contrast-enhanced abdominal CT image demonstrating marked dilatation of small bowel loops with
multiple air–fluid levels. Awell-defined soft tissue densitymass is observed adjacent to the terminal ileum, causing near-complete luminal
obstruction. (B) Axial CT image showing dilated small bowel loops consistent with mechanical intestinal obstruction. Amesenteric mass
lesion compressing the intestinal lumen is also visualized.

Fig. 2. Histopathological features of the excised mesenteric lymph node consistent with hyaline vascular Castleman disease
(hematoxylin and eosin staining). (A) Histopathological appearance of the excised lymph node demonstrating features consistent with
the hyaline vascular type of Castleman disease, including regressed germinal centers and prominent vascular proliferation (hematoxylin
and eosin staining). Lymphoid follicles showing an expanded mantle zone arranged in a concentric ‘onion-skin’ pattern surrounding an
atrophic germinal center. A hyalinized blood vessel penetrates the follicle, creating the classic ‘lollipop’ appearance. Scale bar: 500 µm.
(B) Higher magnification histopathological image demonstrating characteristic regressed germinal centers with concentric mantle zones
(“onion-skin” appearance) and increased vascularity typical of the hyaline vascular variant of Castleman disease. This image displays
characteristic germinal center twinning within one shared mantle zone. Scale bar: 100 µm.

tion remains exceptionally uncommon. Kartal et al. [2]
reported a case of mesenteric CD causing mechanical ob-
struction managed with surgical resection, emphasizing the
diagnostic challenge in the emergency setting. Similarly,
El Demellawy et al. [4] described localized mesenteric CD
presenting as recurrent intestinal obstruction, further high-
lighting the mass-effect potential of this disease. Most re-
ported abdominal cases are either asymptomatic or present
with nonspecific abdominal discomfort related to mass ef-

fect [5,6]. The present case is notable in that the obstruc-
tion was caused by unicentric hyaline vascular CD involv-
ing fourteen mesenteric lymph nodes, confirming that even
the typically indolent hyaline vascular subtype can produce
acute surgical presentations requiring emergency interven-
tion.

Preoperative diagnosis of mesenteric CD remains challeng-
ing. Radiological findings are generally nonspecific and
may resemblemalignant tumors or lymphoproliferative dis-
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orders [5]. In our case, the imaging features — a homoge-
neously enhancing, well-circumscribed mass without cal-
cification — were nonspecific and raised the suspicion of
lymphoma, GIST, or carcinoid tumor rather than CD. Nor-
mal tumor markers and the absence of systemic symptoms
were noted, yet no preoperative finding reliably suggested
CD, consistent with previous reports in which definitive
diagnosis is established only after surgical excision and
histopathological evaluation [3,4,7].
Surgical resection remains the treatment of choice for both
diagnosis and definitive management of unicentric CD.
Complete excision is associated with excellent prognosis
and very low recurrence rates [5,6]. The characteristic
histopathological findings in our case— regressed germinal
centers, preserved nodal architecture, prominent vascular
hyalinization, and a comprehensive immunohistochemical
panel effectively excluding lymphoma — were consistent
with the hyaline vascular subtype, which is the most fre-
quently reported form in unicentric disease [1,2]. Similar
features have been described in previously published cases,
further supporting the diagnosis [3,4].
In conclusion, unicentric mesenteric CD should be in-
cluded in the differential diagnosis of unexplained intra-
abdominal masses and mesenteric lymphadenopathy, par-
ticularly when clinical findings mimic malignant processes
or surgical emergencies. Although preoperative diagnosis
is seldom possible, complete surgical resection is both di-
agnostic and curative in localized disease, with excellent
long-term outcomes.

Availability of Data and Materials
All data generated or analyzed during this study are in-
cluded in this article.

Author Contributions
İES: study conception, guarantor, data collection, surgical
management, and manuscript drafting. AT: data collection,
surgical management, and manuscript review. FS: study
conception, surgical management, and manuscript draft-
ing and revision. SF: data collection and manuscript re-
view. PA: assistance with pathological diagnosis and prepa-
ration of histopathological slides, histopathological evalu-
ation, and manuscript review. All authors have been in-
volved in revising the manuscript critically for important
intellectual content. All authors gave final approval of the
version to be published. All authors have participated suf-
ficiently in the work to take public responsibility for appro-
priate portions of the content and agreed to be accountable

for all aspects of the work in ensuring that questions related
to its accuracy or integrity.

Ethics Approval and Consent to Participate
Ethical approval was not required for this study as it repre-
sents a single case. Written informed consent was obtained
from the patient for publication. This study was conducted
in accordance with the Declaration of Helsinki.

Acknowledgment
The authors would like to thank the department of pathol-
ogy for their valuable contribution to the histopathological
evaluation.

Funding
This research received no external funding.

Conflict of Interest
The authors declare no conflict of interest.

References
[1] CASTLEMAN B, IVERSON L, MENENDEZ VP. Localized medi-

astinal lymphnode hyperplasia resembling thymoma. Cancer. 1956;
9: 822–830. https://doi.org/10.1002/1097-0142(195607/08)9:4%3C
822::aid-cncr2820090430%3E3.0.co;2-4

[2] Kartal A, Atlı E, Vural G, Ferhatoğlu MF, Filiz Aİ. Castleman’s
disease presenting with mechanical intestinal obstruction: A rare
case. Ulusal Travma Ve Acil Cerrahi Dergisi = Turkish Journal of
Trauma & Emergency Surgery : TJTES. 2020; 26: 144–147. https:
//doi.org/10.5505/tjtes.2018.42273

[3] Lan F, Li T, Zhou L, Long L, Liu L, Li X, et al. Intestinal pseudo-
obstruction in systemic lupus erythematosus complicated by Castle-
man disease: a case report. Annals of Translational Medicine. 2022;
10: 1148. https://doi.org/10.21037/atm-22-4461

[4] El DemellawyD, Herath C, Truong F, Nasr A, Alowami S. Localized
early mesenteric Castleman’s disease presenting as recurrent intesti-
nal obstruction: a case report. Diagnostic Pathology. 2009; 4: 42.
https://doi.org/10.1186/1746-1596-4-42

[5] Waterston A, Bower M. Fifty years of multicentric Castleman’s dis-
ease. Acta Oncologica (Stockholm, Sweden). 2004; 43: 698–704.
https://doi.org/10.1080/02841860410002752

[6] Keller AR, Hochholzer L, Castleman B. Hyaline-vascular
and plasma-cell types of giant lymph node hyperplasia of the
mediastinum and other locations. Cancer. 1972; 29: 670–
683. https://doi.org/10.1002/1097-0142(197203)29:3%3C670::
AID-CNCR2820290321%3E3.0.CO;2-%23

[7] Peterson BA, Frizzera G. Multicentric Castleman’s disease. Semi-
nars in Oncology. 1993; 20: 636–647.

© 2026 The Author(s).

https://doi.org/10.1002/1097-0142(195607/08)9:4%3C822::aid-cncr2820090430%3E3.0.co;2-4
https://doi.org/10.1002/1097-0142(195607/08)9:4%3C822::aid-cncr2820090430%3E3.0.co;2-4
https://doi.org/10.5505/tjtes.2018.42273
https://doi.org/10.5505/tjtes.2018.42273
https://doi.org/10.21037/atm-22-4461
https://doi.org/10.1186/1746-1596-4-42
https://doi.org/10.1080/02841860410002752
https://doi.org/10.1002/1097-0142(197203)29:3%3C670::AID-CNCR2820290321%3E3.0.CO;2-%23
https://doi.org/10.1002/1097-0142(197203)29:3%3C670::AID-CNCR2820290321%3E3.0.CO;2-%23
https://creativecommons.org/licenses/by/4.0/

	Patient Report
	Discussion
	Availability of Data and Materials
	Author Contributions
	Ethics Approval and Consent to Participate
	Acknowledgment
	Funding
	Conflict of Interest
	References

