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Abstract
Gastroduodenal Crohn’s disease (CD) is rare and the 
response to standard medical therapy is often poor. 
Anti-tumor necrosis factor therapy has revolutionised 
the treatment of CD. We present a patient with py-
loric stenosis associated with CD which improved with 
Adalimumab therapy. We recommend considering anti-
tumor necrosis factor therapy in symptomatic gastro-
duodenal CD.
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INTRODUCTION
CD is a chronic inflammatory condition and can in-
volve the gut from the lips to the anus. Gastroduodenal 
involvement is seen in 0.5%-4% of  all patients with 
CD[1-4]. While most patients with gastroduodenal disease 
are asymptomatic[5], some of  them do develop features 
of  gastric outlet obstruction[2]. Historically, stricturing 
gastroduodenal CD has been treated with resection[6,7], 
gastrojejunostomy bypass[7] and strictureplasty[8]. These 
have been associated with recurrence and morbidity. 
Corticosteroids and parenteral nutrition have been re-
ported to be effective in acute gastric outlet obstruction 
secondary to CD while both thiopurines and methotrex-
ate have been effective in maintaining remission[9-11]. 
Endoscopic balloon dilatation as adjunct to aggressive 
medical intervention has been described but has high re-
currence rates[12,13]. There have been case reports describ-
ing the efficacy of  anti-TNF therapy in stricturing gas-
troduodenal CD[14,15]. The patients in these case reports 
went through the combined treatment with mesalazine, 
corticosteroids, proton pump inhibitors and total par-
enteral nutrition before being considered for infliximab 
infusions.

CASE REPORT
A 23-year-old woman presented to the Gastroenterology 
Clinic in September 2010 with a 11 mo history of  wors-
ening bloating, malodorous belching, vomiting, reflux 
symptoms, 3 kg weight loss and borborygmi. She was 
diagnosed to have Crohn’s disease (CD) in 2005 and had 
undergone a subtotal colectomy with ileorectal anastomo-
sis in 2006. The pathology of  the resected specimen was 
in keeping with CD. She later developed perianal fistulat-
ing disease in 2007 which was treated with initial Seton 
insertion and later marsupialisation. She was intolerant 
of  azathioprine, developing abnormal liver function tests 
and was on methotrexate 20 mg once a week orally since 
June 2008. She had also been treated for suspected small 
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intestinal bacterial overgrowth with intermittent antibi-
otics between October 2008 and August 2010, with no 
symptomatic improvement. During this time, her lower 
gastrointestinal and perianal disease was well controlled 
on methotrexate.

In August 2010, her C reactive protein started rising 
and reached 78 mg/L (normal range: 0-5 mg/L). Her fae-
cal calprotectin was high at 1840 ìg/g of  faeces (normal: 
< 60 ìg/g) in September 2010. However, a flexible sig-
moidoscopy in September 2010 showed a normal look-
ing mucosa up to 35 cm from the anal verge. Random 
biopsies from the rectum and remaining colon showed 
minimally active, mild colitis with granuloma formation 
consistent with CD. A gastroscopy done at the same time 
was inconclusive due to food residue suggesting delayed 
gastric emptying.

She had an magnetic resonance imaging (MRI) of  
her small bowel in October 2010 which showed gross 
gastric dilatation with possible duodenal stricture (Figure 
1A). The majority of  the oral contrast had not passed 
into her small intestine. The rest of  the small bowel was 
slightly dilated in keeping with post colectomy appear-
ance. A repeat gastroscopy, after a prolonged fast, in De-
cember 2010 showed reflux oesophagitis, a normal stom-
ach, and significant pyloric stenosis. The pylorus was 
negotiated and the first and second part of  duodenum 
appeared normal. The biopsies from the pylorus showed 
focally erosive active chronic antral gastritis with intes-
tinal metaplasia with no evidence of  helicobacter infec-
tion. The pyloric inflammation was likely due to her CD. 
She was discussed at a Multi Disciplinary Team meeting. 
The surgical consensus was that she would likely require 
a subtotal gastrectomy. She was offered a trial of  an anti-
tumor necrosis factor (TNF) alpha antagonist therapy 
and she opted for Adalimumab. In January 2011, she was 
started on adalimumab with induction dose of  160 mg 
and 80 mg with maintenance dose of  80 mg subcutane-
ously every fortnight in addition to methotrexate 20 mg 
orally once a week. Over the next 11 mo, her symptoms 
gradually improved. By November 2011, she had gained 
17 kg since starting Adalimumab and reported no fur-
ther vomiting, belching or borborygmi.

Her repeat MRI scan showed that the gastric dilata-
tion was significantly less (Figure 1B). The oral contrast 
was seen to be passing into the small intestine and colon. 
Though there were focal areas of  small bowel dilatation, 
they were likely to be secondary to adhesions or fibrotic 
strictures. The patient continues to take Adalimumab 
fortnightly.

DISCUSSION
There has been one case report of  a patient with isolated 
gastric CD with gastric outlet obstruction initially who 
went into remission with infliximab infusions[16]. When 
her symptoms recurred, she was restarted on infliximab. 
However, the patient developed mild arthralgias and 
later and acute infusion reaction. This led to the patient 
being started on Adalimumab in addition to azathioprine 
and prednisolone. However, there was no significant 
clinical improvement after 3 mo. Topical corticosteroid 
therapy in form of  fluticasone inhaler was introduced. 
The patient improved subsequently and went into clini-
cal remission. Duodenal CD has been treated successful-
ly with a combination of  azthioprine, adalimumab and 
pantoprazole[17]. The patient had isolated non-stenotic 
duodenal CD.

This is the first reported case in which the patient 
with symptomatic pyloric CD has responded to Adali-
mumab therapy. This patient was on an apparently ade-
quate doses of  oral methotrexate, although drug absorp-
tion may have been suboptimal, her lower gastrointesti-
nal and perianal disease were well controlled. However, 
this was apparently not enough to control disease activity 
in the upper gut. By opting for Adalimumab directly, we 
avoided the side effects of  long term corticosteroids and 
the morbidity associated with total parenteral nutrition, 
frequent endoscopic dilatations, surgery and repeated 
admissions to hospital for infliximab infusions.

In conclusion, we report a novel and safe way of  treat-
ing stricturing gastroduodenal CD with Adalimumab. 
Treatment can be imparted with minimal disturbance to 
patient’s routine life. Adalimumab merits consideration 
in symptomatic gastroduodenal CD.
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