
Palestinian Medical and Pharmaceutical Journal (PMPJ). 2023; 8(1): 41-44 

Small bowel adenocarcinoma in a Crohn's disease patient presenting as small bowel obstruc-

tion: a case report 

Abdelkarim Barqawi1 * , Alaa Rostom & Moutaz Sweileh 

1 Department of Surgery, An-Najah National University Hospital, Nablus, Palestine. 2Department 

of Pathology, An-Najah National University Hospital, Nablus, Palestine. 

*Corresponding Author: abdelkarim.barqawi@najah.edu 

Received:  (27/8/2021), Accepted: (5/6/2022). DOI: https://doi.org/10.59049/2790-0231.1140  

ABSTRACT  

Background: Small bowel adenocarcinoma (SBA) is a rare but dreaded complication of 

Crohn's disease with a poor prognosis. The evidence has concluded that it is difficult to differenti-

ate between SBA and benign strictures. Intraoperative and pathological diagnosis is the mainstay of 

treatment. Case presentation: The current case involves a 40-year-old male with a 12-year history 

of Crohn's disease who presented with symptoms of small bowel obstruction, which were con-

firmed by an abdominal C.T. scan. An exploratory laparotomy revealed a stricture, which raised the 

possibility of malignant disease. Histology revealed a well-differentiated adenocarcinoma. Conclu-

sion: The rarity of small bowel adenocarcinoma in Crohn's disease patients necessitates a high in-

dex of suspicion in patients presenting with features of small bowel obstruction or strictures.   
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BACKGROUND  

Small bowel adenocarcinoma (SBA) is 

sporadic, and they make up only 1-3% of all 

malignant gastrointestinal neoplasms (1). 

These neoplasms include carcinoid, adeno-

carcinoma, lymphoma, and sarcoma. SBA 

accounts for only one-third of all small bowel 

malignancies (2). Approximately half of SBA 

are located in the duodenum (3). SBA symp-

toms include abdominal pain, anorexia, and 

weight loss, which can be mistaken for IBD 

flares [4]. Small bowel cancers are a diagnos-

tic challenge because they lack specific phys-

ical findings. (4).  

Patients with inflammatory bowel dis-

ease (IBD), ulcerative colitis (U.C.), and 

Crohn's disease (CD) are at high risk of vari-

ous malignancies, the most common being 

SBA.(5). Patients with CD are reported to 

have 60 times more risk for SBA than the 

general population (6). Some risk factors for 

SBA in CD patients reported in the literature 

include long disease duration, young age at 

disease onset, male gender, distal localiza-

tion, and use of immunosuppressive therapy 

(7). 

Preoperative diagnosis of SBA in CD 

patients is rare, and most cases are only diag-

nosed incidentally in surgery done for benign 

complications or during routine histopatho-

logical examination (8, 9). Previous studies 

showed that most CD-related SBA could not 

be diagnosed preoperatively. The clinical 

presentation is similar, and imaging studies 

such as C.T. and MRI show no differences. 

Furthermore, the prognosis of SBA in CD 

patients is dismal, with only a 20-30% 5-year 

survival rate (10). We present a patient with a 

12-year history of CD who was incidentally 

found to have SBA following surgery done 

for obstructive symptoms.  

Case presentation 

A 40-year-old male patient with a 12-

year history of Crohn's disease was treated 

with azathioprine, 5-aminosalicylic acid, and 

prednisolone. The patient presented to the 

hospital complaining of sudden onset lower 

abdominal discomfort, nausea, and progres-

sive abdominal distention for 12 days. He 

was admitted to a nearby hospital and treated 

conservatively with hydration, IV antibiotics, 

and analgesia. An abdominal C.T. with IV 

contrast was performed, revealing signs of 

incomplete obstruction. The patient was then 

referred to our hospital for additional care. 

Upon admission, vital signs were stable. 

Abdominal examination revealed a hugely 

distended abdomen, hyper resonant on per-

cussion with sluggish bowel sounds on aus-

cultation. Initial lab results showed a white 
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blood cell count of 6.6 x 103/L, hemoglobin 

11.4 g/dL, and platelet count of 419.7 x 

103/L. Serum sodium was 140 mEq/L, serum 

potassium was 2.57 mEq/L, blood urea nitro-

gen was 4.8 mg/dL, creatinine was 0.3 

mg/dL, and CRP was 42.9. 

An abdomen C.T. scan with IV contrast 

showed evidence of bowel perforation, ex-

tensive intra-abdominal collection, multi-

loculated abscesses, and dilated small bowel.  

Initially, the patient was managed con-

servatively with total parenteral nutrition and 

kept NPO; significant clinical improvement 

was noted for a couple of days, after which 

he had another attack of abdominal pain, dis-

tention, and vomiting. A follow-up C.T. scan 

showed a focally severely dilated small bow-

el segment (up to 6.5cm) with distal luminal 

narrowing, a segment of small bowel with 

severe dilatation (up to 6.5 cm), with distal 

luminal narrowing, air-fluid level, and signif-

icant wall thickening (extending along a 20 

cm), features of small bowel loop stricture 

with significant proximal dilatation (Figure 

1). Based on the patient's clinical and radio-

logical status, he was taken for laparotomy.  

Laparotomy revealed severely dilated 

small bowel loops proximal to a mid-jejunal 

stricture. The patient underwent adhesiolysis, 

small bowel resection, and anastomosis, and 

the specimen was sent for routine histo-

pathology, which later showed well-

differentiated SBA (Figure 2). The postop-

erative profile was unremarkable, and the 

patient was scheduled to start oncologic ther-

apy.  

 

Figure )1(: Abdominal CT scan, coronal and axial views showing features of small bowel stricture.  

 

Figure )2(: Histopathology of the stricture showing malignant glands invading the small bowel 

wall. 
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DISCUSSION 

SBA is rare. The reported prevalence in 

Crohn's disease (CD) patients is only 1.6% 

(11). It is a dreaded complication with a poor 

survival rate (10). The pathophysiology be-

hind SBA is related to ongoing inflammatory 

processes and the dysplasia-carcinoma se-

quence (12, 13). 

Three cases reported SBA occurring at 

the site of stricturoplasty (13-15). A case-

control study by Lashner (16) concluded that 

hazardous exposure, proximal small bowel 

disease, and 6-mercaptopurine therapy were 

significantly associated with small bowel 

cancer in CD patients. Small bowel obstruc-

tion refractory to medical therapy and long 

periods of relative quiescence were reported 

as significant clinical indicators of malignan-

cy in CD patients (17).  

Distinguishing SBA and small bowel 

strictures is difficult as they present in most 

cases with non-specific symptoms. Moreo-

ver, there are no distinguishing radiological 

signs, and they are not accessible for diag-

nostic evaluation  (10). Most cases are thus 

diagnosed at advanced stages.  

Only 3.1% of cases were diagnosed pre-

operatively; on the other hand, the majority 

(61.5%) were only diagnosed during or after 

surgery (18). 

CONCLUSION 

We reported a case initially managed as 

small bowel obstruction and diagnosed with a 

small bowel stricture during surgery. A his-

topathological examination later revealed 

SBA. This highlights the importance of high 

clinical suspicion of SBA in CD patients pre-

senting with occlusive symptoms.  
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