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INTRODUCTION 

Small bowel ulcers and strictures can occur in adults and 

children.1 These can be prolonged use of NSAIDS 

leading to small bowel diaphragm disease as described by 

Lang et al.2 There are many other causes also but when 

no specific cause is found a diagnosis of cryptogenic 

multifocal ulcerous stenosing enteritis can be made after 

excluding other diseases.1 However management of this 

condition is not well established and recurrences are quite 

common. We reported a case of 43 year old female with 

prolonged course of dull aching abdominal pain, 

presented with subacute small intestinal obstruction 

without any apparent cause.3 

 

CASE REPORT 

At the time of admission a 43 year old female had a 

history of chronic intermittent abdominal pain and 

episodes of subacute intestinal obstruction for 15 years. 

She had complains of pain associated with vomiting, 

which was yellow in color and projectile in nature, that 

was getting relieved after medication. No history of 

constipation, diarrhea was present with pain. She also had 

pain in suprapubic region which was associated with 

urinary retention, burning micturition and dribbling of 

urine for 1 and half month before presentation.  

CECT abdomen was done which showed thickening of 

proximal small bowel (jejunum) wall thickening 

approximately 9.6 mm (Figure 1). A transitional zone 

with narrowing was seen with intermittent dilation of 
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multiple jejunal loops largest measuring approxiately 43 

mm in left para umbilical region. Multiple calcified 

fecaliths were seen in small bowel loops. Multiple 

centimeter sized fecaliths were seen measuring 9.4 mm in 

short axis diameter. Minimal free fluid was seen in 

abdominal cavity she had Hb=5.7, total protein=4.56, 

albumin=2.72 and globulin=1.84. She was having 

microcytic hypochromic anemia with koilonychia. She 

was managed conservatively with blood transfusion and 

her anemia and hypoproteinemia was corrected. 

 

Figure 1: CE-CT of the abdomen. 

 

Figure 2: Segment of the small bowel resected. 

 

 Figure 3: Segment of the small bowel resected with 

multiple fecolith and multiple stricture. 

 

Figure 4: Extracted fecolith. 
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She was operated under GA and midline incision was 

given from xiphisternum to 5 cm above pubic symphysis. 

Multiple strictures from 50 cm distal to DJ to 100 cm 

proximal to the ileocecal junction were found. Resection 

and anastomosis of the remaining segment was done 

(Figure 2-4). 

The resected specimen was sent for histopathology which 

showed stricture of intestine showing ulceration of 

mucosa in few focal areas and ischemic necrosis and 

collection of lymphoid aggregates causing destruction of 

muscularis mucosa at places. The submucosa showed 

areas of congestion multiple lymph nodes showing 

reactive hyperplasia. Postoperative period was 

uneventful.  

On postoperative day 4 patient passed flatus and motion. 

On postoperative day 7 drain was removed. And alternate 

stitches were removed. On postoperative day 9 remaining 

stitches were removed and patient was discharged. 

DISCUSSION 

Ulcerations and isolated strictures of the small intestine 

are uncommon.3 CMUSE is a rare cause of strictures and 

ulcerations which can present as GI bleeding, small 

bowel obstruction, anaemia and perforation.4-7 These 

were mostly diagnosed by radiological investigations like 

contrast enhanced CT scan (as in our case) or 

macroscopic examination via capsule enteroscopy, 

however this capsule enteroscopy should only be advised 

to patients with iron deficiency anaemia.8-11 

Differential diagnosis of CMUSE included congenital 

malformations, lymphoma, carcinoma, tuberculosis, 

radiation enteritis, incarcerated hernias, trauma, chemical 

or drug irritation, vascular abnormalities, ischemia and 

Crohn's disease. This had been mostly reported in 

Mediterranean region. Some unexplainable strictures 

were termed as nonspecific or idiopathic. An entity 

included in this group, multifocal idiopathic stenosing 

enteritis was first described by Debray et al and consisted 

of the following clinicopathologic characteristics: onset 

in young people; iron-deficiency anaemia; recurrent, 

intermittent intestinal obstruction; absence of 

malabsorption; multiple, short annular strictures usually 

limited to the ileum; mucosal and submucosal ulceration 

involving the mesenteric margin and absence of villous 

atrophy between the strictures.12 This uncommon clinical 

entity had been described mostly in the Mediterranean 

region.12-16 Many reasons have been given for nonspecific 

ulcers and strictures in small intestine. These 

explanations included vascular disease, neuropathy, 

infection, trauma and hormonal or autonomic influences. 

No evidence of infection or trauma were found in our 

cases. An often reported cause was focal ischemic 

etiology for development of strictures and ulcerations. 

Secondary stenosis of the small bowel can be caused by 

partial necrosis of small bowel. Subacute or chronic focal 

ischemia of the small bowel may cause the development 

of collateral circulation. This could prevent a transmural 

infarct, but the partial necrosis of the intestinal wall could 

cause secondary stenosis. The fact that multifocal 

idiopathic stenosis had been described, mostly in 

Mediterranean countries, could imply a genetic or 

environmental component in the pathogenesis of these 

lesions. 

CONCLUSION 

In our case no specific cause could be identified. No 

genetic co-relations, infections or history of trauma could 

be recognized. Patient had severe iron deficiency anemia 

and hypoproteinemia with intestinal obstruction, severe 

malabsorption and multiple strictures as described by 

Debrey, that was corrected preoperatively and remained 

corrected after resection and anastomosis.. 
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