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Laparoscopic segmental resection for complete 
obstructive jejunal adenocarcinoma
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ABSTRACT
Small bowel adenocarcinoma (SBA) is a rare entity and surgical resection is the mainstay treatment of ear-
ly-stage SBA. Laparoscopic surgery has become a well-established and popular treatment method world-
wide and is known to provide numerous advantages. In this report, we present an SBA patient who devel-
oped complete obstruction of the small bowel and underwent laparoscopic segmental resection.
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Introduction

Small bowel adenocarcinoma (SBA) is a rare malignancy 
comprising less than 5% of all gastrointestinal (GI) ma-
lignancies. Its incidence increases after the age of 40 and 
it is mostly diagnosed in the sixth and seventh decade. 
Moreover, SBA is the second most common small bowel 
malignancy after carcinoid tumors. The current 5–year 
survival rate in the USA is 65.5% and the cancer stage at 
diagnosis has a strong influence on the length of survival.
[1] SBA is challenging to diagnose, often presents at a late 
stage, and has a poor prognosis. Surgical resection is the 
mainstay treatment of early–stage SBA.[2] Laparoscopic 
small bowel resection results in less operative blood loss, 
earlier resumption of oral diet, smaller amount of postop-
erative analgesic consumption, and shorter postoperative 
hospital stay when compared to open surgery. Moreover, 
laparoscopic surgery has been shown to provide similar 
oncological outcomes to those of open surgery.[3–5]

In this report, we investigated the utility of minimal in-
vasive surgery in obstructive jejunal adenocarcinoma, 
which is a rare entity in clinical practice.

Case Report

A 74–year–old woman presented with a six–month history 
of a nonspecific abdominal pain and intermittent vomiting. 
The patient had no history of chronic diseases, drug use, 
or abdominal surgery. No significant findings were found 
in the abdominal ultrasonography (USG) and colonosco-
py that were performed in another center. However, the 
patient had been initiated on medication due to the detec-
tion of suspicious alkaline reflux gastritis by GI endoscopy. 
Physical examination revealed distension and increased 
tympanism in the epigastric and upper left quadrant. Lab-
oratory parameters were as follows: hemoglobin 9.5 (nor-
mal range, 12.2–18.1) g/dL, hematocrit 32% (normal range, 
37.7–53.7). No additional pathology was reported.
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Intravenous contrast–enhanced abdominal and pelvic 
computed tomography (CT) showed dilatation in the duo-
denum and proximal jejunum. Moreover, circular wall 
thickening encompassing 2–cm segment of proximal 
jejunum was also detected. Collapsed bowel loops were 
observed in the distal aspect of the complete obstruction 
caused by this segment (Fig. 1). Decompression was ap-
plied using a nasogastric tube. The patient and her rel-
atives were informed about the surgical procedure and a 
written consent was obtained. Laparoscopic exploration 
showed a circular mass causing complete obstruction at 
a location 30 cm distal to the Treitz ligament (Fig. 2A). No 
peritoneal implant or acid was observed. Following seg-
mental meso–jejunal resection, the specimen was placed 
in an endobag and then removed from the abdomen 
through the umbilical camera port (Fig. 2B). Anastomo-
sis was completed using the manual end–to–side suture 
technique. No postoperative complication was observed 
and the patient was discharged on postoperative day 6. 
Pathological examination was reported as moderately dif-
ferentiated adenocarcinoma infiltrating all layers of the 
bowel wall including the serosa. All the 13 lymph nodes 
that were dissected were reported as reactive lymph nodes 

(T3N0). The patient was followed up by the medical on-
cology department and was initiated on capecitabine 
therapy. At 6–month follow–up, the patient is free of re-
currence and symptoms.

Discussion

Despite the fact that the small intestine occupies a large 
surface area, it is surprising that neoplasms of the small 
intestine are exceedingly rare, accounting for approx-
imately 3–6% of all GI neoplasms. Almost 75% of small 
bowel tumors have a malignant character.[6, 7] Most pa-
tients have no known predisposing factors. However, the 
risk increases in Celiac and Crohn’s disease, as well as fa-
milial polyposis syndromes. These tumors typically cause 
a nonspecific abdominal pain and weight loss or may re-
quire emergency surgical care due to obstruction, bleed-
ing, and perforation. Intestinal obstruction is the most 
common clinical presentation, followed by bleeding, per-
foration, and detection of an abdominal mass.[1, 7, 8] Endo-
scopic evaluation of the small intestine is not performed 
in routine clinical practice except for terminal ileum and 
duodenum. Therefore, the detection rate of tumors is low 
and when they are discovered, they are frequently in ad-
vanced stages with poor long–term prognosis.[2, 7, 9]

Laparoscopic surgery has become a popular treatment 
modality for GI complications among surgeons. The po-
tential advantages of the minimally invasive approach 
to small intestinal neoplasm resection include compara-
ble surgical and oncological outcomes, decreased length 
of stay, cosmetically appealing scar, and improved pain 
scores. Additionally, it has lower rates of incisional hernia 
and adhesive ileus when compared to open surgery.[4, 10, 11] 
Some difficulties are encountered in laparoscopic surgery 
due to obstruction–related ileus. Injuries during the in-
sertion of the trocar, inability to achieve visualization and 
difficulty in manipulation are some of them.[12] In patients 
who have undergone previous abdominal surgery and in 
fragile patients with advanced age, trocar entry should be 
done carefully and it should be known that laparoscopic 
procedure will be difficult due to midline adhesions. Ex-
ploration should be started from the collapsed intestines 
and should not be held with a grasper. Conversion to open 
should not be perceived as a failure of a laparoscopic ap-
proach, but as a normal potential course of laparoscopic 
surgery of SBA.[13] Due to the rarity of small bowel adeno-
carcinoma, studies investigating the efficacy of adjuvant 
chemotherapy are limited. Nevertheless, this therapy has 
been shown to have a positive effect on disease–free sur-
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Figure 1. The view of the wall thickness increase created by 
the jejunal mass on axial computed tomography.

Figure 2. Laparoscopic (a) and pre-resection (b) view of the 
circular jejunal mass. While proximal dilatation (yellow arrow) 
is observed due to obstruction, the jejunum diameter is nor-
mal in the distal of the mass (white arrow).

(a) (b)



vival following curative resection.[14] 

The case presented in the current study had a six–month 
history of symptoms and had developed complete jejunal 
obstruction prior to admission. Following nasogastric de-
compression, minimally invasive surgery was performed 
in accordance with oncological principles. The treatment 
was completed with the capecitabine therapy that was 
initiated due to the detection of Stage IIB in pathological 
examination.

Conclusion

Complete obstruction of the small bowel caused by jeju-
nal adenocarcinoma is extremely rare. Laparoscopic seg-
mental jejunal resection provides several advantages and 
should be preferred in selected cases.
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