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A costly diagnostic failure

Our patient had been anemic since age 20. At age 57, he
found out why, but by then it was too late.

57-year-old man was referred by his
A general practitioner to our surgical

team as an emergency admission.
The patient had a 4-month history of post-
prandial nausea and vomiting, occasional
heartburn, and a change in bowel habits.
(His normal bowel habit was 3 times a day,
but it had changed to once every 2 to 5 days.)
Over the past 2 months, he had lost 16 kg
(35.31b).

His past medical history included esoph-
agitis, peripheral vascular disease, and an in-
guinal hernia repair. He was a self-employed
baker, a smoker of 8 pack-years, and his al-
cohol intake was 6.9 oz per week. There was
nothing significant about his family history.
His regular medications included omepra-
zole, simvastatin, and aspirin.

On examination, we noted bilateral fin-
gernail clubbing, but no peripheral lymphade-
nopathy. His abdominal examination revealed
mild, left upper quadrant tenderness.

His significant laboratory results were:

» hemoglobin, 11.6 g/dL

¢ mean corpuscular volume, 93.0 fL

o ferritin, 17 mcg/L

« serum folate, 2.3 mcg/L

e albumin, 29 g/L

¢ potassium, 3.3 mmol/L

¢ urea, 13.2 mmol/L with normal creatinine
e sodium, 141 mmol/L

I A barium meal test showed a large
food residue in the stomach, a markedly
dilated duodenal loop, and a stricture at the
duodenal-jejunal flexure. Computed to-
mography scan showed 2 simple liver cysts.
Esophagogastroduodenoscopy showed mod-
erate reflux esophagitis, a large residue of
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food and fluid in the stomach, and a stricture
that appeared to be malignant at the duode-
nal-jejunal flexure.

I Biopsies revealed severe, high-grade
dysplasia and a possible invasive tumor. In-
cidentally, one of the biopsies also showed
evidence of celiac disease (FIGURE 1A). The pa-
tient was started on total parenteral nutrition
in light of his significant weight loss. He was
transferred to surgical care and underwent
laparotomy and resection of a proximal jeju-
nal tumor.

Chemotherapy and a gluten-free diet
Final histopathology revealed a jejunal ad-
enocarcinoma with extension to the serosal
surface of the bowel (FIGURE 1B) and celiac
lymph node involvement. Histology of the
surgical specimen also confirmed the diag-
nosis of underlying celiac disease. The patient
underwent adjuvant chemotherapy and was
put on a gluten-free diet.

The patient began to gain weight. On
a follow-up visit, he was 20 kg (44.1 1b)
heavier than his presurgery weight. He was
moving his bowel once a day with formed
brown stool.

Anemic for years, but no one dug deeper
A detailed historyrevealed that the patienthad
been anemic since the age of 20, had always
had difficulty maintaining his weight, and had
been having bowel movements 3 to 4 times a
day throughout his life. It was unclear why his
condition was never properly investigated.

Progress was short lived
Unfortunately, while receiving adjuvant che-
motherapy, our patient developed a gastric
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FIGURE 1

Duodenal biopsy revealed celiac disease and adenocarcinoma

One of the patient’s biopsies showed evidence of celiac disease (A). Another revealed a jejunal adenocarcinoma (B) with extension to the serosal
surface of the bowel and celiac lymph node involvement.

outlet obstruction that required further sur-
gery and a palliative gastroenterostomy. De-
spite good palliation, the patient died several
months later from progressive cancer.

A valuable reminder for us all
Celiac disease is not an uncommon cause
of malabsorption of 1 or more nutrients in
Caucasians—especially those of European
decent."* Colon cancer, gastric cancer, and
celiac disease are the most important gastro-
intestinal causes of iron deficiency anemia.’
The seroprevalence of celiac disease is as
high as approximately 1% in North America
and Western Europe, with a high ratio of un-
diagnosed to diagnosed cases.**® The most
serious complication of celiac disease is
the development of a malignancy."*** Inci-
dence of both gastrointestinal and nongas-

trointestinal neoplasms (as well as intestinal
lymphoma) is higher in patients with celiac
disease."*!"1* Small-bowel lymphoma ap-
pears to be significantly associated with un-
recognized celiac disease.”

Data from various studies suggest a pro-
tective role for a gluten-free diet against ma-
lignancy in celiac disease and give further
support for advising all patients to adhere to a
strict gluten-free diet.®1%1314

I Follow the clues: Nutrient deficien-
cies, including folate and iron deficiency
anemia—with all of their associated signs
and symptoms—are not disease entities, but
clues to diseases. We must remain vigilant in
our investigative efforts. JFP
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Upper Midwest Eating
Disorders Practice

SANFBARD

Sanford Health (Fargo Region) is currently seeking a BC/
BE Family Medicine trained physician to join staff in the
Eating Disorders Institute. Established in 1997, the Eat-
ing Disorders Institute, located in Fargo, North Dakota is
a comprehensive program involving professionals from
Sanford Health, University of North Dakota School of
Medicine and Sanford’s Neuropsychiatric Research Insti-
tute. The practice includes inpatient and outpatient medi-
cal needs as well as some general family medicine. Can-
didates with an interest in all aspects of eating disorders/
obesity are preferred.

Sanford Health offers market competitive salaries and
comprehensive benefits, paid malpractice insurance and
a generous relocation allowance. To learn more about
these excellent opportunities visit our website www.
sanfordhealth.org or contact:

Jean Keller, Physician Recruiter
Direct Phone: (701) 280-4853
Fax: (701) 280-4136
Email: Jean.Keller@sanfordhealth.org
AA/EOE - Not subject to H1B caps
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Privacy Protection—Only registered users
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your CV.
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is backed by the reputation of the leading medical
journals you know and trust.
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Distinguished Candidates—Our content and search
engine are focused on helping you find top-quality
physicians and advanced practice dlinicians.

Premium Recruitment Tools—Advanced, easy-to-
use features help you screen and manage candidates
that fit your needs.

Timely Postings—Your opportunities are posted
within 24 hours.

Targeted Audience—Reach the highly desirable
readers of some of the industry’s most well-respected
journals.
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