
ACG CASE REPORTS JOURNAL

CASE REPORT | SMALL BOWEL

Multidisciplinary Diagnosis and Management of a Rare
Dysplastic Adenoma Involving a Pancreas Transplant
Cemil Kayaalp, MD1, Vijay S. Are, MBBS1, Raja Kandaswamy, MBBS2, and Stuart K. Amateau, MD, PhD1,2

1Department of Medicine, University of Minnesota Medical School, Minneapolis, MN
2Department of Surgery, University of Minnesota Medical School, Minneapolis, MN

ABSTRACT

A 52-year-old man with a history of type 1 diabetes mellitus with diabetic nephropathy who underwent simultaneous pancreas–
kidney transplant over a decade ago presented with small bowel obstruction and was found by enteroscopy to have a carpeted lesion
encompassing the small bowel anastomosis in the region of the donor pancreas. As endoscopic mucosal resection was impracticable
because of technical limitations, the patient was referred to transplant surgical team for surgical exploration and ultimately required
organ resection. This represents a unique presentation of an ampullary adenomawith high-grade dysplasia requiring device-assisted
enteroscopy requiring multidisciplinary management.
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INTRODUCTION

Pancreas transplantation has improved the quality of life and life expectancy of patients with diabetes mellitus since it was first
described in 1966 at the University ofMinnesota. However, surgical revisionmight be necessary because ofmany procedure-specific
and long-term complications.1 In addition, immunosuppressive therapy, which is essential for prevention of allograft rejection,
makes these patients prone to developing malignancies at a higher rate than the normal population. In this article, we present a
patient who developed recurrent small bowel obstruction several years after pancreas transplantation, leading to evaluation by
device-assisted enteroscopy and diagnosis of a high-grade dysplastic carpeted lesion originating from the donor duodenum and
ampulla and spreading to encompass the native jejunum.

CASE REPORT

A 52-year-old man with a medical history of type 1 diabetes mellitus with diabetic nephropathy and distant simultaneous
pancreas–kidney transplant with small bowel exocrine drainage who was treated with the immunosuppressives mycophenolate
mofetil and tacrolimus presentedwith signs and symptoms of recurrent bowel obstruction. Notable imaging included intravenous
and oral contrasted computed tomography of the abdomen demonstrating a partial small bowel obstruction at the jejunum near
the transplanted organ (Figure 1). The patient was treated conservatively; however, these presentations recurred. A single-balloon
device-assisted enteroscopy was then organized revealing an estimated 43 2-cm sessile adenomatous-appearing lesion involving
the transplanted duodenum with lateral spread, expanding across the anastomosis to the patient’s jejunum (Figure 1). Biopsies
that were taken of the lesion confirming high-grade dysplasia without overt malignancy. Given the need for an enteroscopy with a
narrowworking channel and an unstable platform, piecemeal, endoscopicmanagement such as endoscopicmucosal resectionwas
not practical, and a collaborative decisionwasmadewith transplant surgical team to pursue surgical resection. During surgery, the
lesion was found to involve the donor ampulla, donor duodenum, the anastomosis, and a small portion of the recipient jejunum
(Figure 1). As a result, both the transplanted duodenum and pancreas were resected along with a short section of recipient
jejunum. Pathology confirmed an ampullary tubulovillous adenoma with multifocal high-grade dysplasia with lateral spread
across the anastomosis. Lymph nodes and pancreas were without dysplasia, although the pancreas demonstrated features of
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chronic pancreatitis. The patient recovered from the surgery
well without any complications and is currently on insulin and
pancreatic enzyme replacement therapy with ongoing con-
sideration for retransplant.

DISCUSSION

There are 2 types of surgical techniques used during pancreas
transplantation. Both methods involve harvesting a section of
duodenum, the ampulla, and the pancreas from the donor and
transplanting the organ into the right iliac fossa of the recipient,
securing arterial inflow from the iliac artery. Each differs,
however, in the modes of venous outflow (branch of iliac vs
hepatic portal vein) and exocrine drainage of the transplanted
pancreas (intestine vs bladder). Our patient had enteric drain-
age for the transplanted pancreas.

The principles of outpatient surveillance for patients after
pancreas transplant mirror those of other organ transplants.2

Graft function and the efficacy/toxicity of immunosuppres-
sives are the most critical. These patients are also known to be
vulnerable to multiple comorbidities, and therefore, they
routinely receive preventive care and are screened for car-
diovascular diseases, bone marrow function, nutrition and
metabolism issues, cancers, and infections.3 Developing a
small bowel premalignant lesion leading to recurrent small
bowel obstructions represents an unusually rare complica-
tion, and to the best of our knowledge, this is the first reported
case.

Long-term immunosuppressive therapy after solid organ
transplant is unfortunately associated with an increased risk of
dysplasia and malignancy. The most common regimen for
patients after pancreas transplant, such as with our patient,
involves a combination of tacrolimus and mycophenolate
mofetil.4 Although older agents such as tacrolimus and aza-
thioprine have been linked with post-transplant malignancies,

newer agents such as sirolimus and mycophenolate mofetil
have not. In fact, these newer agents may have antitumor
properties.5,6 The choice of immunosuppressive medications
after pancreas transplant is critical because these patients re-
quire higher doses of immunosuppression comparedwith other
solid organ transplant recipients and are therefore more vul-
nerable to the development of post-transplant malignancies.
Based on the location and late symptom onset of the lesion, we
detected in our patient; we suspect that the donor’s duodenum
and or ampulla had a preexisting lesion or at least amicroscopic
precursor. It is also possible this lesion progressed more rapidly
under immunosuppression.

This case has several unique features including a small bowel
premalignant lesion developing from donor tissue in a post-
transplant immunosuppressed individual presenting as re-
current small bowel obstruction and highlights the impor-
tance of collaborative and multidisciplinary care. Diagnosis
required balloon-assisted enteroscopy, and therapy dictated a
surgical approach. Although a wide range of techniques are
now at the disposal of modern advanced endoscopist, choos-
ing the right option for a particular patient often involves
thoughtful discussion and combination of interventions
across specialties.
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Figure 1. (A) Axial noncontrasted computed tomography image demonstrating small bowel dilation with suspected transition point in the
region of the pancreas transplant in the right lower quadrant. (B) White light enteroscopy images revealing a carpeted adenomatous lesion
appearing to involve both the native jejunum and transplanted duodenum with insert showing a higher powered view. (C) Intraoperative
photography of the sessile lesion between the large forceps.
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