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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.

A 57-year-old man was referred by his 
general practitioner to our surgical 
team as an emergency admission. 

Th e 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 
(35.3 lb). 

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. Th ere was 
nothing signifi cant about his family history. 
His regular medications included omepra-
zole, simvastatin, and aspirin. 

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

His signifi cant laboratory results were: 
•  hemoglobin, 11.6 g/dL
•  mean corpuscular volume, 93.0 fL 
•  ferritin, 17 mcg/L 
•  serum folate, 2.3 mcg/L 
•  albumin, 29 g/L
•  potassium, 3.3 mmol/L
•  urea, 13.2 mmol/L with normal creatinine 
•  sodium, 141 mmol/L 

❚ A barium meal test showed a large 
food residue in the stomach, a markedly 
dilated duodenal loop, and a stricture at the 
duodenal-jejunal fl exure. Computed to-
mography scan showed 2 simple liver cysts. 
Esophagogastroduodenoscopy showed mod-
erate refl ux esophagitis, a large residue of 

food and fl uid in the stomach, and a stricture 
that appeared to be malignant at the duode-
nal-jejunal fl exure.

❚ 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). Th e pa-
tient was started on total parenteral nutrition 
in light of his signifi cant 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 confi rmed the diag-
nosis of underlying celiac disease. Th e patient 
underwent adjuvant chemotherapy and was 
put on a gluten-free diet. 

Th e patient began to gain weight. On 
a follow-up visit, he was 20 kg (44.1 lb) 
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 history revealed that the patient had 
been anemic since the age of 20, had always 
had diffi  culty 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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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.1-4 Colon cancer, gastric cancer, and 
celiac disease are the most important gastro-
intestinal causes of iron defi ciency anemia.5

Th e 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.4,6-8 Th e most 
serious complication of celiac disease is 
the development of a malignancy.1,9-12 Inci-
dence of both gastrointestinal and nongas-

trointestinal neoplasms (as well as intestinal 
lymphoma) is higher in patients with celiac 
disease.1,9-11,13 Small-bowel lymphoma ap-
pears to be signifi cantly associated with un-
recognized celiac disease.7

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.9,10,13,14

❚ Follow the clues: Nutrient defi cien-
cies, including folate and iron defi ciency 
anemia—with all of their associated signs 
and symptoms—are not disease entities, but 
clues to diseases. We must remain vigilant in 
our investigative eff orts.                                      JFPJFP
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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. 

A B

CONTINUED

jfponline.comVisit us online at



626 THE JOURNAL OF FAMILY PRACTICE  |   NOVEMBER 2010  |   VOL 59, NO 11

 1.   Braunwald E, Fauci AS, Kasper DL, Hauser SL, Longo DL, 
Jameson JL. Harrison’s Principles of Internal Medicine. 
15th ed. New York, NY: Th e McGraw-Hill Companies; 
2001:662.

 2.   Menardo G, Brizzolara R, Bonassi S, et al. Population screen-
ing for coeliac disease in a low prevalence area in Italy. Scand 
J Gastroenterol. 2006;41:1414-1420.

 3.   Antunes H, Abreu I, Nogueiras A, et al. First determination of 
the prevalence of celiac disease in a Portuguese population. 
Acta Med Port. 2006;19:115-120.

 4.   Fruhauf P, Lojda Z, Fabianova J, et al. Changing clinical im-
age of celiac sprue in childhood. Cas Lek Cesk. 2006;145:
470-474.

 5.   Goddard AF, James MW, McIntyre AS, et al. Guidelines for 
management of iron defi ciency anaemia. British Society of 
Gastroenterology; May 2005. Available at: www.bsg.org.uk/
images/stories/docs/clinical/guidelines/sbn/iron_def.pdf. 
Accessed October 14, 2010.

 6.   Cronin CC, Feighery A, Ferriss JB, et al. High prevalence 
of celiac disease among patients with insulin-dependent 
(type 1) diabetes mellitus. Am J Gastroenterol. 1997;92:
2210-2212.

 7.   Johnston SD, Watson RG. Small bowel lymphoma in unrecog-
nized celiac disease: a cause for concern? Eur J Gastroenterol 
Hepatol. 2000;12:645-648.

 8.   Fowell AJ, Th omas PW, Surgenor SL, et al. Th e epidemiology 
of coeliac disease in East Dorset 1993-2002: an assessment of 
the ‘coeliac iceberg’, and preliminary evidence of case cluster-
ing. QJM. 2006;99:453-460.

 9.   Lo Russo L. Celiac disease and lymphoma: review of the lit-
erature. Clin Th er. 1997;148:267-275.

 10.   Holmes GK. Coeliac disease and malignancy. Dig Liver Dis. 
2002;34:229-237.

 11.   Wright DH. Th e major complications of celiac disease. Bail-
lieres Clin Gastroenterol. 1995;9:351-369.

 12.   Kroll MH, Jiji V, Jiji R. Microcytic hypochromic anemia associ-
ated with renal cell carcinoma. South Med J. 1984;77:635-637.

 13.   Green PH, Fleichauer AT, Bhagat G, et al. Risk of malig-
nancy in patients with celiac disease. Am J Med. 2003;115:
191-195.

 14.   Holmes GK, Prior P, Lane MR, et al. Malignancy in co-
eliac disease—eff ect of a gluten free diet. Gut. 1989;30:
333-338.

FAMILY MEDICINE PHYSICIAN 

Upper Midwest Eating 
Disorders Practice

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. Th e 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 off ers market competitive salaries and 
comprehensive benefi ts, 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
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Employment Opportunites

JOB SEEKERS
Exclusive Opportunities—Our sole focus is the 

career search needs of physicians and advanced 

practice clinicians. 

Easy to Use—Quickly search available positions, 

post your CV for employers to review, and receive

email alerts of new job postings. 

Thousands of Positions Available 

Customize Searches—that meet your criteria, 

including specialty and location. 

Privacy Protection—Only registered users 

have access to our site; you control who views 

your CV. 

Highly Respected—MedOpportunities.com 

is backed by the reputation of the leading medical 

journals you know and trust. 

EMPLOYERS 
Distinguished Candidates—Our content and search 

engine are focused on helping you fi nd top-quality 

physicians and advanced practice clinicians. 

Premium Recruitment Tools—Advanced, easy-to-

use features help you screen and manage candidates 

that fi t 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.

Brought to you by the publisher of

Where Medical Professionals and Career Opportunities Meet!

For advertising information contact: 
Annette Vanore   �   973-206-2323   � annette.vanore@qhc.com

References


