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Malignant Small Bowel Tumor - Case Series 
and Literature Review

Abstract
Introduction: The diagnosis of malignant small bowel tumors is difficult due to the 
rarity of these lesions and the lack of presenting signs and symptoms. This fact 
may delay the treatment and therefore worsen the outcome.

Material and methods: This article describes 6 cases of this rare disease, reviewing 
the literature on its clinic, pathological and treatment aspects.

Discussion: Malignancies involving the small intestine are rare and account for 
less than 3% of the gastrointestinal tract cancers. When the different regions 
of the intestine are considered, adenocarcinomas are mostly found in the 
duodenum while stromal tumors are usually spread throughout the entire small 
bowel. Adenocarcinoma represents 33% of MSBT and is best managed with wide 
segmental surgical resection and primary and regional node lymphadenectomy. 
Sarcomas represent 17% of MSBT and are treated with en bloc segmental resection 
with tumor-free margins, with preservation of the tumor’s pseudocapsule. 
Secondary neoplastic involvement of the small intestine is more common than 
primary small neoplasia and its treatment is palliative.

Conclusion: MSBT have a rare incidence, however attention and investigation of 
persistent symptoms may lead to an early diagnosis and treatment.
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Introduction
The diagnosis of malignant small bowel tumors (MSBT) is difficult 
due to the rarity of these lesions and the lack of presenting 
signs and symptoms. This fact may delay the treatment and 
therefore worsen the outcome [1]. The small bowel represents 
approximately 75 percent of the length and over 90 percent 
of the surface of the alimentary tract; however small bowel 
malignancies represent only 3 percent of all gastrointestinal 
tract neoplasms [2,3]. The MSBT histologic type incidence 
distribution is carcinoids (44%), adenocarcinomas (33%), stromal 
tumors (17%) and lymphomas (8%) [1]. Their pathogenesis is 
unknown, but risk factors such as hereditary cancer syndromes, 
chronic inflammation (inflammatory bowel disease), dietary 
factors, tobacco and obesity should be considered [4,5]. The 
most common presenting symptom is abdominal pain, typically 
intermittent and crampy. Weight loss, nausea and vomiting, 
gastrointestinal bleeding and intestinal obstruction are reported 

[6,7]. As compared to benign tumors, patients with MSBT are 
more often symptomatic, even though, the delay between 
onsets of symptoms to diagnosis may be up to 30 weeks [6]. As 
a result, by the time the diagnosis is made, the disease is usually 
advanced, with either regional or distant metastasis. Exploratory 
laparotomy is the most sensitive diagnostic modality in evaluating 
a patient with a high suspicion of having a small bowl neoplasm 
[8].

Materials and Methods
6 cases of MSBT were operated by Clinica Reis Neto staff 
(Campinas, SP, Brazil) from 2015 to 2017. Their medical records 
were reviewed retrospectively and presented after informed 
consent was signed by all six patients.

Case #1 presentation
66-year-old patient presented with bloody diarrhea, abdominal 
cramp and stool thinning for the past 2 months. There was no 
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history of fever or weight loss and physical examination was clear. 
Colonoscopy of no significance. Computed tomography (CT) and 
magnetic resonance image (MRI) showed a tumor lesion in the 
jejunum (Figure 1). The patient was submitted to a laparoscopic 
enterectomy with end to end anastomosis (Figure 2). The intra 
operatory showed advanced disease to the peritoneum, locally, 
due to extra luminal involvement. The patient had a good 
outcome and was discharged after three days. The pathology 
showed a low-grade 4 centimeters stromal tumor (positive CKit 
and less than 5 mitoses per 50 fields). The patient was sent to 
Oncology, received Imatinib chemotherapy and after two years 
of follow up she has no signs of recurrence.

Case #2 presentation
51-year-old female with intermittent general abdominal pain 
and melena. Presented a normal endoscopy and colonoscopy. 
CT scan showed intussusception of the proximal jejunum to 
the duodenum. Laparoscopic surgery was performed with a 
20-centimeter enterectomy. Pathology confirmed a stromal 
tumor (positive cKit, low grade) (Figures 3 and 4). The patient did 
not need post operatory chemotherapy and is disease free after 
8 months.

Case #3 presentation
74-year-old woman presented abdominal pain for 3 months. 
During investigation, ultrasound and CT scan evidenced a 
small hypoechoic lesion in the pelvis. Patient was submitted 
to exploratory laparotomy by the gynecology staff. During 
surgery a small bowel tumor was found in the jejunum and a 
10 centimeters enterectomy was performed. The postoperative 
pathology showed a high-grade stromal tumor (cKit positive and 
more than 5 mitoses per 50 fields). The patient was submitted to 
Imatinib chemotherapy (Figures 5 and 6).

Case #4 presentation
70-year-old patient with melena episodes for 1 year. Hospitalized 
previously with hemodynamic instability, requiring blood 
transfusion. Had a medical history of rheumatic cardiopathy, 
arterial hypertension and hypothyroidism. Colonoscopy and 
endoscopy were clear, however MRI showed a tumor in the 
jejunum (Figure 7). Enterectomy was performed and pathology 
defined a stage 1, low-grade stromal tumor (5 cm, cKit positive, 3 
mitoses/50 field) (Figure 8).

Case #5 presentation
57-year-old patient presented diffuse abdominal pain, abdominal 
distension, weight loss, nausea and vomiting for 2 months. 

Figure 1 MRI showed a tumor lesion in the jejunum.

Figure 3 Laparoscopic view: Intussusception.

Figure 4 Stromal tumor resection.

Figure 2 Stromal tumor resection.
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No comorbidities or family history worth noting. At physical 
examination important weight loss and abdominal distension, 
with no signs of peritonitis. CT scan showed an obstructive area 
in the terminal ileum with no significant distension (Figure 9). 
Exploratory laparotomy was performed with terminal ileum-right 
colectomy with ileotransverse anastomosis due to stenotic lesion 
(Figures 10 and 11). Pathology showed a stage III adenocarcinoma 
(Figure 12). The patient was referred to the Oncology center and 
underwent chemotherapy.

Case #6 presentation
32-year-old male reported with epigastric colic pain, fecal 
dryness, with melena, without frequency alteration for 10 
days. CT scan showed thickening of the bowel wall (Figure 13). 
Colonoscopy stopped at splenic angle duo to sharp angulation. As 
patient did not improve clinical picture, exploratory laparotomy 
was performed and found the presence of 3 small bowel 
intraluminal tumors at 15, 40 and 190 centimeters of Treitz 
angle. Enterectomies were performed and pathology reported 
amelanotic malignant melanoma (Figure 14). Patient started 
chemotherapy for metastatic melanoma, however two months 
later presented a left axillary tumor, also confirmed as metastatic 
melanoma. Chemotherapy was performed however patient died 
after 4 months.

Figure 5 CT - Mass in the pelvis.

Figure 6 Pathology – High grade stromal tumor with CD 
117 positivity.

Figure 7 MRI showed a tumor lesion in the jejunum.

Figure 8 Stromal tumor resection.

Figure 9 CT scan showed a terminal ileum obstruction.
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Results
Six cases of MSBT were analyzed, one metastatic and five of 
primary origin. In five patients (83.3%) the lesion was in the 
jejunum and one (16.7%) was in the ileum. Diagnostic confirmation 
was performed by surgical approach and histological study. 
The procedures adopted included: segmental enterectomy 
with lymphadenectomy in all six cases. One patient had a right 
colectomy with transverse ileus anastomosis and another case 
had a peritoneal resection due to peritoneal metastasis. There 
were no anastomosis leak and the average hospitalization time 
was 4 days. The pathological study of the resected specimens 
identified four stromal tumors (66.6%), one adenocarcinoma 
(16.7%) and one metastatic melanoma (16.7%). Five cases 
underwent chemotherapy. One patient died after four months 
due to metastatic disease (Metastatic melanoma case) and the 
other five are disease free.

Figure 10 Adenocarcinoma resection. Figure 13 Thickening of bowel wall.

Figure 14 Pathology confirmed melanoma.
Figure 11 Adenocarcinoma resection.

Figure 12 Pathology confirmed adenocarcinoma.
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Discussion
Malignancies involving the small intestine are rare and account 
for less than 3% of the gastrointestinal tract cancers [9]. The 
most common histological type is the carcinoid. However, this 
limited sample showed a higher incidence of stromal tumors. 
When the different regions of the intestine are considered, 
adenocarcinomas are mostly found in the duodenum while 
stromal tumors are usually spread throughout the entire small 
bowel [9]. Adenocarcinoma represents 33% of MSBT. They 
usually present between the ages of 50 to 70, with a male 
predominance. The risk for small bowel adenocarcinoma is higher 
in patients with chronic inflammation such as Crohn’s disease and 
in colorectal cancer [10,11]. The presenting symptoms are vague, 
such as abdominal pain, nausea and anemia. Therefore, most 
cases are diagnosed in an advanced stage (58% are stage III and IV 
at diagnosis) [10,11]. Localized adenocarcinoma is best managed 
with wide segmental surgical resection and primary and regional 
node lymphadenectomy. When located at the distal ileum must 
be treated with right colectomy that includes resection of the 
ileocolic artery [11]. Adjuvant therapy is indicated to lymph node-
positive [12,13]. Sarcomas represent 17% of MSBT. The most 

common type of intestinal sarcoma is a gastroduodenal stromal 
tumor (GIST), accounting 83% of the cases [14]. They usually 
present with abdominal pain, weight loss, bleeding and palpable 
mass. As they tend to enlarge extraluminally, obstruction is 
rare [14]. The primary treatment modality is en bloc segmental 
resection with tumor-free margins, with preservation of the 
tumor’s pseudocapsule. Small molecule tyrosine kinase inhibitors 
such as Imatinib can be used for adjuvant and neoadjuvant 
treatment [14]. Secondary neoplastic involvement of the small 
intestine is more common than primary small neoplasia [15]. 
That can happen by extraluminal involvement, erosion through 
the bowel wall or hematogenous spread. The small bowel is the 
most frequent site of gastrointestinal metastases in metastatic 
melanoma [15]. The treatment of theses lesions is palliative 
and procedures, such as limited resection or bypass, should be 
reserved to relieve symptoms [15].

Conclusion
MSBT have a rare incidence, however attention and investigation 
of persistent symptoms may lead to an early diagnosis and 
treatment.
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