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Introduction 
The small bowel accounts for 75% of the length and 90% of the mucosal surface area of the gastrointestinal tract, fewer than 3% of gastrointestinal malignancies arise in this organ [1.2]. Small bowel adenoma is very rare disease and most common location in duodenum [3.6]. Ileal adenoma is very rare disease [1-4]. As in the colon, small bowel adenomas are histologically classified as tubular, tubulovillous, or villous [5.7]. Most common in the periampullary region, they can develop throughout the small bowel mucosa [1-3]. Increased size correlates with malignant potential, and excision is advised when diagnosis is established, often as an incidental finding [4.9]. Adenomas larger than 2 cm in diameter should be considered worrisome for malignancy. Large, periampullary duodenal adenomas may present with obstructive jaundice [4-6]. In these cases, ultrasound will reveal evidence of biliary obstruction, prompting upper endoscopy with endoscopic retrograde biliary and pancreatic duct evaluation (endoscopic retrograde cholangiopancreatography), which will reveal the presence of the ampullary lesion [1-3].
Case
A 42-year-old male presented to the emergency department with complaints of severe abdominal pain, vomiting, and abdominal distension for four days. He reported not passing stools for three days. On examination, he was conscious, oriented, and his vitals were stable. On digital rectal examination, the rectum was empty. Blood examination: WBC was 8.6*103g/dl, PLT=149*103/ul, CRP was 38.60mg/l. An ultrasound of the abdomen was done which showed dilated hyper-peristaltic small bowel loops of maximum caliber 3.0 cm and wall tickness. There was no free-fluid in the peritoneal cavity. Plain x-ray of the abdomen: Multiple air-fluid level in the small bowel loops. We are the patient was decided for an emergency exploratory laparotomy. Intraoperatively, there were no bowel adhesions. A 3×1.5 cm well-defined firm intraluminal mass was palpable in the ileum about 15 cm proximal to the ileocaecal junction. The bowel loops proximal to the mass were dilated and the loops distal to it were collapsed. The mass was motionless and softer, was found impacted at the transition area in the bowel. This mass was may be bowel cancer, therefore we decided right hemicolectomy operation. Operation: Exploratory laparotomy, right colectomy, anastomosis side to side.
Histology:
· Small bowel: Tubulo-villous adenoma with low grade dysplasia. Perifocal ulcerative ileitis, hemodynamic disorders.
· Cecum: Congestion

Discussion:
Small bowel adenoma was first described by Perry in 1893 and was named as duodenal papilloma [1.2]. The adenoma is usually located in the colon[3-4]. However, during endoscopic examination, 0.4% occur in the duodenum [1.3.4]. Adenomas make up about one-third of benign tumors and occur in all parts of the small bowel [4.7]. They make up <10% of all duodenal polyps, although they are most commonly located in the second part of the duodenum, particularly in the vicinity of the ampulla of Vater, which is the site of 80% of all small bowel adenomas [7-9]. Of these, two-thirds are periampullary, possibly reflecting exposure to bile [2.6]. Surgical series of resected ampullary adenoma report in situ or frank adenocarcinoma in 34–40% of patients [7]. Local recurrence is common for periampullary adenomas treated with excision only: 40% at 10 years, 25% of which were malignant, in a recent retrospective series from the Mayo clinics.






