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ABSTRACT:

Small bowel tumors are a rare cause of small bowel obstruction. Despite advances in diagnostic modalities, small
bowel is notoriously difficult to explore and tumors are often advanced at the time of diagnosis and treatment.
We describe the case of a 67-year-old patient admitted into our emergency department for intestinal obstruction
due to the presence of two masses in the jejunum that have created an impassable stricture. Surgical resection
involving the two masses in the ileum was performed, followed by an end-to-end anastomosis. Histopathological
examination of the resected tissue confirmed the presence of a double location of small bowel adenocarcinoma.
This report highlights the need for physicians to consider the diagnosis of small bowel malignancy when a patient
presents with clinical symptoms suggestive of gastrointestinal malignancy, but conventional endoscopic or
imaging investigations show negative results.
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l. INTRODUCTION:
According to the U.S. National Cancer Database, the incidence of small bowel tumors has increased rapidly, going
from 11.8 cases per million in 1973 to 22.7 cases per million in 2004 [1].
Duodenal adenocarcinomas account for about 50% of small bowel adenocarcinomas, while jejunal and ileal
primary tumors represent 30% and 20% of small bowel adenocarcinomas, respectively [2].

Most of the times, they are incidentally detected on histopathology [3].

We present a case of a 67 years old man who was recently diagnosed with small bowel obstruction and was initially
operated on for a preliminary diagnosis of intestinal occlusion due to abdominal adhesions, since he had a history
of previous surgery. It later turned out to be a small bowel adenocarcinoma in anatomopathological results.

1. CASE DESCRIPTION:

A 64-year-old male was admitted to the emergency department due to abdominal pain that had been
progressively evolving for a week, associated with the gradual onset of abdominal bloating and bilious vomiting.
He had a non-documented history of previous surgery for sigmoid volvulus two years earlier.

Clinical examination revealed a slightly distended, tender abdomen. On imaging, the diagnosis of flange
occlusion was adopted, in the absence of any other radiological sign indicating the cause of the occlusion.

Given the patient's stable general condition, both clinically and biologically (normal blood pressure and
heart rate, absence of ionogram disturbances, absence of dehydration), it was decided to treat him using
conservative treatment, consisting in fasting diet, nasogastric tube decompression, and intravenous fluid supply.
He was then administered gastrografin with clinical monitoring. Although the follow-up abdomen X-Rays showed
that the contrast didn’t reach the colon after 48 hours. A laparotomy was then indicated.

The intra-operative findings included a dilated jejunum and proximal part of the ileum, a narrowed distal
ileum; and the presence of two invaginated intestinal masses about 40 cm apart.

The surgery consisted first on adhesiolysis, then resection of a part of the small intestine, including the 2
solid masses. Intestinal continuity was achieved by a primary end-to-end manual anastomosis.
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Histology of the operative specimen showed a double location of a mucinous adenocarcinoma infiltrating
the intestinal wall extending to the subserosa. Surgical margins were clean. Tumour with pathological staging:
pT3.

The post-operative follow-up was without complications, with restoration of transit. Feeding was
authorized on day 4 and the patient was discharged on day 6. His case was then discussed in a multidisciplinary
team to complete treatment with adjuvant chemotherapy.

Fig 1: Operative findings of the obstacle that caused the occlusion (asterisk) with distended small bowel
upstream (circle).

Fig 2: peroperative findings (left) and surgial specimen (right) showing the two synchronous tumors of the
small bowel (1 and 2).
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1. DISCUSSION:

The small intestine is the longest part of the digestive tract, accounting for 75% of the total length (around
6m, 4 times longer than the large intestine) and represents 90% of the absorptive surface of the intestinal tract [4].

Small bowel obstruction is a frequently encountered emergency in senior patients, whose incidence is
rising in parallel with the increasing numbers of elderly patients who need acute medical treatment and emergency
surgery. Approximately 10-12% of patients over 65 years old admitted to the ER with abdominal pain are
diagnosed with small bowel obstruction.

The most commonly reported causes of small bowel obstruction are adhesions, tumors and hernias, which
are involved in over 90% of cases, with a percentage of around 60% attributable to postoperative adhesions alone
[5]-

Primary tumors of the small intestine are responsible for 1,5% of small bowel obstruction, although
intermittent partial obstruction has been identified as the most characteristic manifestation of malignancy in the
small bowel [6].

Compared to cancers of other organs of the gastrointestinal tract, cancers of the small bowel are rare all
over the world, representing only around 3% of all cancers affecting this organ system. Small bowel cancers affect
men and women in relatively equal proportions, with an incidence of 2.6 per 100,000 in men and 2.0 per 100,000
in women. The mean age at diagnosis is 66 [7].

The four most common histopathological types of primary small bowel cancer are adenocarcinoma,
neuroendocrine tumor, gastrointestinal stromal tumor and lymphoma.

Around 30-40% of cancers detected in the small intestine are adenocarcinomas, a much lower percentage
than in that of the colon, where the vast majority of cancers are adenocarcinomas [4].

Small bowel tumors are characterized by the non-specific nature of the symptoms they generate. This
allows tumors to develop and reach an advanced stage before being detected, as the contents of the small intestine
are liquid and can pass through even the smallest openings. The most common complaints are abdominal pain,
bleeding, nausea and vomiting, weight loss, but these often go undetected and usually manifest as a local
complication of the tumor [8].

The emergency clinical presentation may vary with histological type. It is believed that adenocarcinomas
can create perforations or obstructions, which was the case for our patient, who underwent emergency surgery due
to intestinal obstruction.

In terms of radiological diagnosis, the small intestine remains an area that is difficult to explore by
imaging compared to other parts of the body (including the proximal and distal parts of the gastro intestinal tract),
despite the wide range of investigational modalities available nowadays. [8]

Although surgical resection remains the treatment of choice for small bowel malignancy, curative
resection of the tumor is only possible in 40 to 65% of the cases by the time of diagnosis [6].

Surgery is the single potentially curative treatment. It remains the treatment of preference for localized
small bowel adenocarcinoma. Complete surgical resection with negative margins and a proper lymph node
dissection is the pillar of treatment [2, 9-11]. The guideline for surgical resection is to remove the tumour with a
proximal and distal margin of at least 5 cm, with resection of the adjacent mesentery and appropriate lymph node
dissection. The technique and type of resection will vary according to the segment of small intestine concerned.
Segmental resection with lymph node curage is the procedure of choice for tumours located in the jejunum and
ileum[2, 9, 10]. In the case of adenocarcinoma originating in the second part of the duodenum or with invasion of
the ampulla or pancreas, pancreaticoduodenectomy is to be considered [2].

V. CONCLUSION:
Small bowel adenocarcinoma is rare malignant tumour that can cause small bowel obstruction. The clinical
presentation is varied and unspecific, and suspicion of this diagnosis is essential for rapid identification and
treatment.
Fortunately, emergency surgery has saved our patient. But early diagnosis and treatment remain important to
improve prognosis of small bowel adenocarcinoma.
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