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Abstract  Case Report 
 

Small bowel tumors are rare, rating between 1% and 6% of all gastrointestinal tumors [1]. The association of small 

bowel tumor is reported in Crohn's disease (CD) [2]. We report a case of a 40-year-old female patient with a history of 

Hemorrhagic Recto-colitis admitted for an occlusive small bowel tumor, treated by a carcinologic resection. 
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INTRODUCTION  
Small bowel adenocarcinomas are 50 times 

less common than colonic adenocarcinomas [1-3], 

despite the fact that the small intestine accounts for 

75% of the length of the gastrointestinal tract and 90% 

of its mucosal surface [4-6]. The symptomatology of 

small bowel tumors is not very specific. Despite 

advances in endoscopic and radiological examination, 

the exploration of these tumors remains difficult. 

Surgery is the effective treatment [5]. The association 

of bowel cancer and Crohn's disease (CD) is well 

known [2]. The prognosis is often poor due to delayed 

diagnosis [5]. 

 

PATIENT AND OBSERVATION 
A 40-years-old female patientoperated for 

severe acute colitis on probable Hemorrhagic Recto-

colitis for which she underwent a total colectomy with 

ileo-rectal anastomosis 5 years ago have been admitted 

for an occlusive syndrome. 

 

In her medical history we find also adrenal 

insufficiency under hydrocortisone, cortico-induced 

diabetes, psoriasis, deep vein thrombosis under 

antiplatelet drugs, pulmonary tuberculosis declared 

cured. 

 

 

 

Clinical examination on admission found a 

tachycardy with a distended and tympanic abdomen. 

Rectal examination showed an empty rectal ampulla. 

Abdominal X-ray showed the presence of hydro-aeric 

levels. Abdominal CT scan revealed moderate intestinal 

distension upstream of a tumour-like thickening of the 

small bowel wish was responsible for an upstream 

occlusion (Figures-1). 

 

The patient was admitted to the operating 

room, where surgical exploration revealed a tumor-like 

stenosis located at 1.5 m from the Treitz angle and 1.9 

m from the ileo-rectal anastomosis (Figure-2), which 

was without any particularities. A bowel resection was 

performed, removing the stenosis and respecting the 

safety margins, with the creation of a bowel-gravel 

anastomosis. The postoperative course was uneventful. 

The anatomopathological examination of the surgical 

sample was in favor of a moderately differentiated and 

infiltrating adenocarcinoma reaching the subserosa with 

microscopically clean surgical resection limits. The 

diagnosis of the adenocarcinoma in this patient was a 

rare occurrence in our setting, so the initial suspicion of 

Hemorrhagic Recto-colitis was questioned, hence the 

suspicion of Crohn's disease. The patient was 

subsequently put under clinical, endoscopic and 

radiological surveillance with a favorable evolution.  
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Fig-1: moderate intestinal distension upstream of a 

tumour-like thickening of the small bowel 

 

 
Fig-2: Tumor-like stenosis 

 

DISCUSSION 
Small bowel tumors are rare, their incidence is 

low due to the rapid regeneration of the small bowel 

mucosa, the low bacterial density and the low 

production of carcinogenic metabolites, as well as the 

high concentration of IgA in the ileum which prevents 

tumor growth [4]. However, the association of 

adenocarcinoma with chronic intestinal disease (CID), 

particularly Crohn's disease, is recognized as a risk 

factor for colon cancer despite the low incidence 

estimated at 2% for disease duration of 25 years [4]. In 

Hemorrhagic Recto-colitis, the risk of colorectal cancer 

is estimated to be approximately 7-14% for 25 years of 

disease duration [7-9], with current data suggesting that 

the rate of colorectal cancer increases to 30% for 

duration of disease exceeding 35 years [7, 10, 11]. The 

diagnostic difficulty of small bowel adenocarcinoma in 

association with IBD is related to the absence of 

specific clinical manifestations and the difficulty of 

endoscopic exploration of the small bowel despite the 

reliability of certain examinations in the exploration of 

the small bowel, notably enteroscan, entero-MRI, and 

double balloon enteroscopy [4]. Surgical removal of 

these tumours in IBD, particularly by laparoscopy, 

remains the mainstay of treatment for small bowel 

cancer. The prognosis of small bowel adenocarcinomas 

remains poor as the majority of these are diagnosed at 

an advanced stage of the disease [1, 4-6]. The main 

factor of good prognosis is surgical excision with 

healthy surgical margins with absence of lymph node 

involvement [4, 12, 13].  

 

CONCLUSION 

IBD patients are recognized as a population at 

risk of developing digestive cancers. In the case of non 

response to treatment, especially in Crohn's disease, 

small bowel tumours should be suspected in order to 

allow early management of these tumors and to improve 

the prognosis of the patients. 
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