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Case report

Crohn’s disease associated adenocarcinoma of
ileocaecal region: a miscalculated approach

Royson Dsouza

SUMMARY

Adenocarcinoma of the bowel is a dreadful sequelae

of inflammatory bowel disease that can be difficult to
diagnose and has been shown to have poor prognosis. The
diagnosis is often made on histopathological examination
of the resected specimen for what is suspected to be an
exacerbation of the underlying intestinal Crohn’s. A 39-year-
old woman who was being treated for small bowel Crohn'’s
disease for 4years presented with features of intermittent
intestinal obstruction that was refractory to medical
therapy. A contrast CT of the abdomen was suggestive

of ileocaecal Crohn’s disease, and colonoscopy revealed

a stricture at proximal transverse colon with multiple
superficial ulcers. She underwent a mesentery sparing right
hemicolectomy and had an uneventful recovery. The biopsy,
however, was reported to be moderately differentiated
adenocarcinoma stage T3NO with a harvest of four pericolic
nodes. Adjuvant chemotherapy was advised, which she
deferred. Ten months later, she presented to the emergency
room with features of intestinal obstruction. Contrast CT

of the abdomen showed thickening at the anastomotic

site with intestinal obstruction. On exploratory laparotomy,
tumour recurrence was noted at the site of the anastomosis
and diffuse peritoneal metastasis. A palliative diversion
ileostomy was done due to inoperable obstructing disease.
She was then given palliative therapy and subsequently
succumbed to the illness. The inclusion of mesentery with
the resected specimen in Crohn’s disease has been a
debate over many years. Since the preoperative diagnosis of
carcinoma of the bowel in Crohn’s disease is challenging,
all ileacolic resections should be radical as done in
oncological resections. This would yield better oncological
safety and may improve survival rates.

BACKGROUND

Over the last several years, adenocarcinoma of the
bowel has been increasingly associated with inflam-
matory bowel disease as one of the complications.
The first case of small bowel carcinoma in Crohn’s
was reported by Ginzburg in 1956. The incidence
has been on a steady rise since then, and the exact
magnitude of the burden is impossible to deter-
mine.' The relative risk of developing carcinoma of
the bowel in patients with Crohn’s disease ranges
from 6 to 320.'7 Although the need to screen
the patients with Crohn’s disease for carcinoma is
well recognised, it is difficult to diagnose. Surgical
interventions are done for what is believed to be
an exacerbation or refractory to medical therapy.*
Unfortunately, the diagnosis is often made on histo-
pathology of the resected specimen. The main
debate in surgical resection of Crohn’s is whether

' Gigi Varghese,” Deepa Rebecca Korula,® Amit Kumar Dutta*

the mesentery should be included as part of the
specimen.?

In this case report, we describe a middle-aged
woman with Crohn’s disease who underwent a
conservative right hemicolectomy for a suspected
exacerbation with ileocaecal intestinal obstruc-
tion. The histopathology was however conclusive
of adenocarcinoma. She had a local recurrence and
peritoneal metastasis within a year after the surgery.
We believe that inadequate radicality and lymph-
adenectomy during the index operation led to the
recurrence and dissemination of cancer. The clin-
ical details, investigations and treatment have been
described with a relevant review of the literature.

CASE PRESENTATION

A 39-year-old woman with no known comorbid
illnesses presented with complaints of recurrent
abdominal pain and vomiting associated with loss
of weight and appetite. She was diagnosed to have
Crohn’s disease 4years before this presentation
in another centre for which she was being treated
with mesalazine 1.2g twice daily. She had recur-
rent episodes of abdominal pain, which was inter-
mittent colicky in nature and was confined around
the umbilicus. She also had multiple episodes of
bilious vomiting. There was no history of jaundice,
haematemesis, melena or bleeding per rectum. She
had undergone an open appendicectomy at 14 years
of age. There were no similar complaints, and there
was no history of colorectal or urogynaecological
malignancy in her family.

On examination, the vital parameters were
within normal limits. Her general physical exam-
ination was unremarkable. On examination of the
abdomen, there was mild distention, and fullness
was noted over the right lumbar region. In the
umbilical and right lumbar regions, there was an
intraperitoneal mass palpable, which was tender
and was firm to hard in consistency. Her bowel
sounds were exaggerated, and the digital rectal
examination was normal.

INVESTIGATIONS

Her routine blood tests were within normal limits
(table 1). She underwent a colonoscopy, which
revealed a stricture in the proximal transverse
colon with a near-complete luminal compromise.
There were a few superficial ulcers along the
luminal opening, and the mucosa of the trans-
verse colon was erythematous. The biopsy from
the lesion was suggestive of a tubulovillous lesion
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Table 1
Tests Results

Hb: 10.8 g/dL, WBC: 8500/mm’, platelets: 3.23 L/mm?

Relevant laboratory investigations

Complete blood count

CRP 6.05mg/L (<6)

ESR 38 at 60min

Faecal calprotectin 1829 pg/g (positive)
Albumin 4.4 g/dL

CEA 0.82 (<5)

CEA, Carcinoembryonic antigen; CRP, C-reactive protein; ESR, erythrocyte sedimentation
rate; Hb, Haemoglobin; WCC, white cell count.

with a high-grade dysplasia with background features suggestive
of inflammatory bowel disease. A contrast-enhanced CT of the
abdomen and pelvis was done, which showed a circumferential
enhancing mural thickening of the terminal ileum and ileocaecal
junction with surrounding fat stranding (figure 1). There was
ahaustral ascending and transverse colon with mural thickening
at the hepatic and splenic flexure. These features were also
suggestive of inflammatory bowel disease.

TREATMENT

After a discussion in the multidisciplinary inflammatory bowel
disease meeting, she was planned for surgical intervention with
suspicion of exacerbation of Crohn’s disease with recurrent
intestinal obstruction.

Intraoperatively, there was an ileocaecal mass with obstruction
and features of creeping fat over the transverse colon. The rest
of the bowel and solid viscera were normal. A mesentery sparing
right hemicolectomy was done by dividing the mesocolon close
to the bowel with an inadequate lymph nodal harvest. As a result,
the operation was not within the principles of oncological safety.
An end to side ileocolic anastomosis was done. Postoperatively,

Figure 1

Circumferential mural thickening of terminal ileum with
annular narrowing of ileocaecal junction and ahaustral ascending and
transverse colon with mural thickening of hepatic and splenic flexure.

Figure 2 Postoperative right hemicolectomy with thickening at

the site of anastomosis, pericolic nodular fat stranding involving the
omentum and mesentery, peritoneal thickening in the pouch of Douglas
and anterior wall of rectum.

she recovered well and was subsequently discharged in a stable
condition.

To the surprise of the treating team, the biopsy of the specimen
was reported to be moderately differentiated adenocarcinoma
T3NO with necrotising granulomatous inflammation. Only four
pericolic lymph nodes were harvested that were free of tumour.
After rediscussion in a multidisciplinary IBD meeting, she was
offered adjuvant chemotherapy and to continue mesalazine since
azathioprine was not recommended after the diagnosis of cancer.

OUTCOME AND FOLLOW-UP

The patient presented to the emergency department 10 months
later with intestinal obstruction and after having defaulted the
chemotherapy. A contrast CT of the abdomen showed features
of recurrence at the anastomotic site and peritoneal disease
(figure 2). She underwent an emergency exploratory laparotomy
for persistent acute intestinal obstruction and was found to have
inoperable hard mass at the site of the previous ileocolic anas-
tomosis with multiple nodules over the small bowel mesentery,
peritoneum and the liver. In view of the metastatic nature of the
disease, a palliative loop ileostomy was done, and the patient
was subsequently discharged. She was advised palliative chemo-
therapy with FOLFOX regimen, but she succumbed 3 months
after discharge.

DISCUSSION

The prognosis of intestinal carcinoma occurring from an under-
lying Crohn’s disease has been noted to be poorer than the de
novo carcinomas.” The diagnosis is often challenging as they
present at a younger age and are more diffuse and distally
located. Almost two-thirds of the patients present with intestinal
obstruction that can masquerade as an exacerbation of Crohn’s
disease.! Fifty-nine to seventy per cent of the carcinomas are
incidentally detected during histopathological examination of
the resected surgical specimens.! Two-year survival rates were
abysmal and was found to be as low as 27%, which may be
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attributed to non-adherence to principles of oncological safety
during the surgery and poorly differentiated grade of cancers.’ ¢

The treatment of choice is radical resection of the involved
segment of the bowel including the corresponding mesentery
and lymph nodes. The main dilemma during the operation
for ileocolic Crohn’s disease when the diagnosis of carcinoma
is uncertain is whether the mesentery should be included in
the resected specimen. The recent advances conclude that the
surgical recurrence in Crohn’s disease is significantly less when
mesentery is excised.” * However, the decision to proceed with
bowel resection including the mesentery in the surgical specimen
should be balanced carefully considering difficulty in haemo-
stasis due to severe mesenteric disease resulting in thickened or
friable mesentery.

While many studies support the inclusion of mesentery in
resections for Crohn’s disease, some suggest that the mesenteric
changes like fat wrapping are immunologically protective.” ' If
this is true, then radical resection of mesentery could lead to poor
clinical outcomes. On the contrary, excision of the mesentery
results in a better lymphadenectomy, which finally reduces immu-
nological inputs and improved postoperative outcomes.'! This
debate does not arise when the diagnosis of carcinoma is made
before surgical resection. However, the challenge lies when the
diagnosis is uncertain, or surgical intervention is planned for a
suspected exacerbation of Crohn’s disease.'? There is an ongoing
international multicentre randomised clinical trial comparing
mesenteric excision surgery versus conservative limited resection
in Crohn’s disease, which hopefully would address the issue of
radicality of bowel resection in Crohn’s disease.'* The intraop-
erative findings are seldom helpful in differentiating a carcinoma

Learning points

» Adenocarcinoma of the bowel is a rare but undeniable
complication of Crohn's disease and has a poorer prognosis
compared with de novo adenocarcinoma of the bowel.

» The diagnosis is challenging preoperatively and is often made
after histopathological examination of the resected specimen.

» Inadequate radical bowel resection and lymph nodal
clearance of ileocolic disease in the background of Crohn’s
disease may be associated with disease recurrence.

» Mesentery sparing bowel resection should be avoided in
Crohn’s disease even if the suspicion of malignancy is low.

» A radical bowel resection results in better oncological
outcome and should be the standard of care.

from the features of Crohn’s disease. Our patient underwent a
right hemicolectomy for a suspected exacerbation of Crohn’s
disease involving the ileocaecal region with no features suspi-
cious of a malignancy intraoperatively. Hence, a mesentery-
sparing ileocolic resection was performed, which resulted in a
less radical resection and inadequate lymph nodal clearance.
Consequently, there was local disease recurrence and perito-
neal metastasis within a year. Although lack of adjuvant chemo-
therapy could have contributed to the recurrence, the fact that
the surgical resection was not oncologically adequate cannot be
disregarded.
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