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Abstract

Introduction: Jejunal adenocarcinoma is a rare malignant neoplasm that represents less than 3% of
gastrointestinal tumors and presents a nonspecific clinical presentation, which leads to a diagnostic
delay and an unfavorable prognosis in advanced stages.

Case report: We present the case of a 29-year-old male patient with a clinical picture of six months'
evolution characterized by abdominal pain, melena, significant weight loss, and anemia.

Diagnostic Workshop: Initial endoscopic studies revealed no lesions. Subsequently, enteroscopy
identified an exophytic tumor in the proximal jejunum with partial involvement of the intestinal lumen.
Histopathological examination confirmed a moderately differentiated jejunal adenocarcinoma.
Imaging studies demonstrated advanced disease with retroperitoneal and intraperitoneal lymph node
conglomerates and invasion of adjacent structures, establishing criteria for unresectability, meaning the
tumor was not surgically viable. Therefore, the patient was referred to a clinical oncologist for systemic
treatment.

Discussion: Jejunal adenocarcinoma is associated with vague symptoms, difficulties in its diagnostic
evaluation, and the absence of specific tumor markers, which explains its late diagnosis. Surgical
resection with clear margins and regional lymphadenectomy is the treatment of choice in early stages.
In advanced stages, management is primarily systemic or palliative. In recent years, immunotherapy
has emerged as a potential therapeutic option in select subgroups, although the available evidence
remains limited.

Conclusions: Jejunal adenocarcinoma presents a diagnostic and therapeutic challenge due to its low
incidence and nonspecific clinical presentation. A high index of clinical suspicion and a timely
diagnostic approach are essential to improve prognosis. Further studies are needed to define new
therapeutic strategies, especially in advanced disease.
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Introduction

Small bowel tumors are rarely investigated in clinical practice due to their low frequency of
occurrence, representing less than 3% of all gastrointestinal tumors, and only 1% to 25% of
these are located in the jejunum [, 2]. The annual incidence of small bowel cancer is 0.3 to 2.0
cases per 100,000 inhabitants, with a higher prevalence in African Americans and a higher
incidence in men than in women. Diagnosis is most frequently made between ages 50 and 60,
and incidence begins to increase after age 40. The current §g-year survival rate in the United
States is 65% [3].

The most common malignant tumor of the small intestine is adenocarcinoma (33-45%),
which preferentially arises in the duodenum and proximal jejunum, followed in frequency by
carcinoid tumors, lymphomas, and sarcomas [4]. Jejunal adenocarcinoma is a rare type of
cancer that is difficult to diagnose because its symptoms are vague and nonspecific, often
leading to delayed diagnosis and, consequently, delayed treatment [5].

Several hypotheses explain the relatively low incidence of small bowel cancers. Unlike
the large intestine, the small intestine’s rapid transit time reduces exposure to luminal toxins
and carcinogens. The presence of the enzyme benzopyrene hydroxylase in the intestinal
mucosa facilitates detoxification and reduces the production of oxygen-free radicals in the
small intestine [6].

Risk factors include lifestyle choices such as alcohol and tobacco use, and inadequate
diets, including those low in fiber and high in processed meat and high-fructose beverages,
which are associated with a higher likelihood of small bowel adenocarcinoma. Furthermore,
several hereditary cancer syndromes, such as familial adenomatous polyposis and Lynch
syndrome, can predispose individuals to developing adenocarcinomas. Pro-inflammatory
conditions, such as Crohn's disease and celiac disease, can also predispose individuals to this
type of cancer.

Small bowel cancer is often asymptomatic in its early stages. As the disease progresses,
symptoms often appear and are nonspecific, so in most cases, diagnosis is delayed by an
average of 6 to 8 months [7]. The most common symptoms are abdominal pain and weight
loss. Bleeding, vomiting, nausea, and obstruction are less common and are generally observed
in advanced stages.

The diagnosis includes the clinical presentation, which is often nonspecific, as already
mentioned. Complementary examinations, such as direct visualization using video capsule
endoscopy or enteroscopy, are also used, with enteroscopy preferred because it allows
biopsies to be taken for histopathological examination. Imaging studies, such as non-contrast
and contrast-enhanced computed tomography, have greater sensitivity and specificity in
locally advanced and metastatic stages. Currently, there are no tumor markers that allow for
accurate characterization, but carcinoembryonic antigen, CA 19.9, and CA 72.4 may be
requested.

Capsule endoscopy has become the most sensitive and specific diagnostic method for
small bowel disease. An increase in the diagnostic rate of small bowel tumors has been
observed, with most detected in cases of gastrointestinal bleeding of unknown origin. Of
these, 50-60% are malignant [7]. This technique has limitations in patients with intestinal
obstruction or rapid transit and does not allow histological sampling.

The most common small bowel cancer, adenocarcinoma, is mainly located in the
duodenum and proximal jejunum, whereas the other types are located more distally [8].
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Small bowel adenocarcinomas present macroscopically as stenosing, ulcerative,
infiltrative, or polypoid lesions. Histopathological evaluation shows well- to poorly
differentiated tumors with a variable degree of mucin secretion [6].

The cornerstone of management is surgical resection, usually with a margin of at least 5
cm, and lymphadenectomy, which has a favorable oncological prognosis in early stages, with
5-year survival rates exceeding 85% [qg]. Adjuvant chemotherapy has not been shown to
improve survival, although a therapeutic response has occasionally been observed with
regimens containing FOLFOX, as well as irinotecan and gemcitabine, in palliative
chemotherapy [8].

Several poor prognostic factors in patients with adenocarcinomas include male sex, age
over 53, distant metastases, poorly differentiated tumors, and T4 tumors. However, duodenal
and/or ileal tumors have a worse prognosis than jejunal adenocarcinomas. In general, the
prognosis for small bowel tumors is poor. The 5-year survival rate depends on the tumor stage:
stage I, 50% to 60%; stage ll, 39% to 55%; stage llI, 10% to 40%; and stage IV, 3% to 5% [10].

Case report

Medical record

We present the case of a 29-year-old male with a history of hypertension. Family history:
mother with breast cancer and a paternal uncle with gastric cancer. Lifestyle: smoking and
alcohol use. He presented with a six-month history of abdominal pain accompanied by
melena. He was seen at the clinic, where an upper gastrointestinal endoscopy revealed erosive
gastritis, while a colonoscopy was negative. He was discharged with clinical treatment,
resulting in partial improvement. The patient's condition deteriorated, with a weight loss of
approximately 30 lbs, as well as asthenia and adynamia. One month ago, he experienced an
exacerbation of his abdominal pain, requiring hospitalization and a repeat endoscopy. On
this occasion, the endoscopist noted inflammatory findings in the gastric and duodenal
mucosa. In this study, the duodenum and, in the jejunum, the initial loop were found to have
an exophytic tumor occluding approximately 60% of their lumen. The biopsy result
demonstrated the presence of a malignant tumor without specifying its type. The paraffin-
embedded slides and blocks were sent to another pathology laboratory for review, which
revealed a moderately differentiated adenocarcinoma (Figure 1).
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Figure 1. Moderately differentiated adenocarcinoma in an endoscopic biopsy of the tumor in
the jejunum (hematoxylin-eosin technique).

Figure 2. Coronal section of abdominal and pelvic tomography scan.

Laboratory tests: hematocrit 29.2%, hemoglobin 9.4 g/dL. Tumor markers CEA, CA 19.2, and
CA 72.4 are within normal limits. Elevated LDH level (4174). Non-contrast and contrast-
enhanced CT scan of the abdomen and pelvis: a large infiltrative lesion occupying a large part
of the retroperitoneum and intraperitoneum due to a lymph node conglomerate invading
vascular structures, pancreas, and left adrenal gland (arrows); consider lymphoproliferative
disease (Figure 2). Physical examination: ambulatory. Weight: 60 kg, Height: 1.80 m, Body mass
index: 19 kg/m?. Generalized pallor. Lungs clear to auscultation. Abdomen with voluntary
muscle guarding in the epigastrium and mesogastrium; a hard, swollen area was palpable in
the mesogastrium. Bowel sounds present. A computed axial tomography-guided biopsy of the
retroperitoneal-left lateral-aortic lymph node conglomerate was requested, and the
histological findings revealed metastatic implants of an adenocarcinoma consistent with the
primary one in the small intestine (Figure 3).
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Figure 3. Metastatic Adenocarcinoma Implants. (Hematoxylin — eosin technique).

In light of the pathology report showing Stage IlIB: pT4, N2, Mo, and considering the criteria
for unresectability, the patient was referred to a clinical oncologist for neoadjuvant
chemotherapy. He received two cycles of chemotherapy based on fluorouracil and oxaliplatin.
At the end of his second cycle of chemotherapy, the patient died.

Discussion

Small bowel carcinoma is a rare malignant neoplasm that primarily comprises
adenocarcinomas and carcinoid tumors. Small bowel adenocarcinoma accounts for 30-40%
of cases and is predominantly located in the duodenum, whereas involvement of the jejunum
and ileum is infrequent and often presents with complications such as obstruction,
gastrointestinal bleeding, or perforation [11]. In this case, the patient presented with intestinal
bleeding, which led to acute anemia.

The overall incidence of small bowel cancer is very low, less than 1 per 100,000
inhabitants, which limits its study, understanding, and preoperative diagnosis [8]. However,
several series show an increase in the incidence rates of small bowel cancer in almost all age
groups, and it is important to highlight the very young age of our patient [12-15].

Several series published worldwide indicate that the average age for diagnosis of this
neoplasm is around 55 to 60 years old [1.3]. In the present case, the patient is a 29-year-old
male, an unusual age at onset that apparently delayed his diagnosis.

This neoplasm presents with nonspecific signs and symptoms, so in most cases its
diagnosis is delayed; in the vast majority of cases, as in the one we published, it is made at an
advanced stage of the disease.

The reasons for the diagnostic delay include nonspecific presentation, lack of awareness
of the diagnosis, and inaccessibility of the small intestine for study [7]. In the present case, the
patient initially underwent an upper endoscopic study that extended into the duodenum. In a
second study, almost 6 months later, the endoscopy extended beyond the first loop of the
jejunum, where the tumor was located.

Currently, complementary aids specifically designed for the study of the small intestine
include video capsule endoscopy, small intestine imaging techniques (computed tomography
enterography or magnetic resonance imaging), and device-assisted enteroscopy; the latter
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allows a detailed evaluation of the surface of the small intestine with the possibility of taking
biopsies, endoscopic treatments (hemostasis, polypectomy, removal of retained capsules,
etc.) [12].

The treatment of these tumors is primarily based on wide surgical resection with clear
margins, plus regional lymphadenectomy. If there is lymph node involvement, postoperative
chemotherapy will be administered. Treatment depends on the tumor stage at the time of
diagnosis. However, the use of neoadjuvant chemotherapy is not yet well-defined for these
tumors. In unresectable adenocarcinomas, palliative chemotherapy is indicated, and if there
is also extensive jejunal occlusion, palliative resection is indicated [14].

In the case presented, the histopathological diagnosis was made at a late stage.
According to the CT scan, a large infiltrative lesion was identified, occupying a significant
portion of the retroperitoneum and intraperitoneum, with a lymph node conglomerate
invading vascular structures, the pancreas, and the left adrenal gland, meeting criteria for
unresectability. A consultation was requested with the Clinical Oncology service regarding the
possibility of neoadjuvant chemotherapy.

For small bowel adenocarcinoma, systemic therapy is established in advanced cases,
particularly after progression on first-line fluorouracil- and oxaliplatin-based regimens. To
date, several cytotoxic regimens have been described, including those containing irinotecan
or taxanes; however, their efficacy is limited. Given the current situation, there is an urgent,
unmet medical need for additional treatment options to manage this neoplasm. Several
studies suggest that immunotherapy may be a potent strategy for a subset of patients with
advanced small-bowel adenocarcinoma [16]. Large-scale randomized trials are required to
confirm the utility of immunotherapy in the management of this neoplasm, as well as the role
of biomarkers [17].

In any case, given the rarity of primary tumors of the small intestine, they constitute a
real challenge for diagnosis and require a thorough medical history and a high initial index of
suspicion to avoid delays in treatment [14].

Conclusion

Jejunal adenocarcinoma poses diagnostic challenges because of its low incidence. Delayed
diagnosis can lead to complications and a low likelihood of cure; therefore, timely diagnosis
significantly improves patient prognosis. Clinicians should be vigilant and well-informed
about this rare condition. The consequences of underdiagnosis of small bowel adenocarci-
noma and its impact on patient survival warrant further investigation.
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