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ABSTRACT

Primary adenocarcinoma of the third portion of the duodenum
is rare. Therefore, few reports have investigated the diagnosis
and treatment of this malignancy. In October 2012, a 52-year-
old Japanese female was referred to our hospital complaining
of epigastric pain due to acute cholecystitis. Subsequent
esophagogastroduodenoscopy (EGD) revealed a depressed-
type duodenal tumor 15mm in size on the third portion, while
abdominal ultrasound and computed tomography scan revealed
cholecystitis with a gallstone. Thereafter, partial duodenectomy
and cholecystectomy was performed, with histological
examination showing well- and moderately differentiated
tubular adenocarcinoma without lymph node metastasis.
According, a definitive diagnosis of TINOMO, pStage [A
duodenal adenocarcinoma was established according to the TNM
classification of malignant tumors. The patient had an excellent
recovery, with no duodenal carcinoma recurrence having been
clinically diagnosed eight years post-surgery. The appreciation of
the distal duodenum by EGD is important for the proper diagnosis
and treatment of this rare early duodenal adenocarcinoma.
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INTRODUCTION

Primary adenocarcinoma of the duodenum (PDA) is a rare condition
accounting for 0.5% of all gastrointestinal tract cancers ™. Adeno-
carcinomas are the most common histological type of malignant
duodenal neoplasms, accounting for 50% of the cases, followed by
carcinoid, leiomyosarcomas, and lymphomas™®*. Most duodenal
adenocarcinomas occur at the second portion of the duodenum (74%),
followed by third (13%), fourth (9%), and first (4%) portions™. This
disease is often diagnosed late due to nonspecific and vague symp-
toms and signs, which are similar to those found in many benign
conditions™*””\. In cases involving the third and fourth portions of
the duodenum, the diagnosis may be even more delayed given the
poor success rates of endoscopic examination of the distal duode-
num™'”. We herein report a case of a 52-year-old Japanese female
with primary adenocarcinoma of the third portion of the duodenum
who presented with epigastric pain due to acute cholecystitis with a
gallstone.

CASE REPORT

A 52-year-old Japanese female with a body mass index of 22.7 kg/
m’ was referred to our hospital on October 2012 with acute chole-
cystitis. Physical examination revealed epigastric pain and a body
temperature of 36.6°C. Laboratory finding showed a white blood
cell count of 8,800/uL, C-reactive protein level of 0.30 mg/dL, Low
density lipoprotein-cholesterol level of 192 mg/dL, triglyceride
level of 281 mg/dL, carcinoembryonic antigen level of 3.9 ng/mL,
and carbohydrate antigen 19-9 level of 35 U/mL. Abdominal ultra-
sound and computed tomography (CT) revealed cholecystitis with
a gallstone. Thereafter, esophagogastroduodenoscopy (EGD) was
performed, revealing a depressed-type duodenal tumor 15 mm in
size on the third portion (Figure 1). India ink dye was then injected
at two opposite sites close to the lesion, after which biopsies were
performed. Histopathological examination confirmed a diagnosis of
adenocarcinoma. After obtaining informed consent, partial duode-
nectomy and cholecystectomy were performed to relieve the pain.
Macroscopic observation revealed a depressed-type duodenal tumor
measuring 15x8 mm (Figure 2). The tumor exhibited submucosal
invasion, 1000um in depth (Figure 3). Histological examination
showed a well-differentiated tubular adenocarcinoma partially com-
prising moderately differentiated tubular adenocarcinoma (Figure 4)
without lymph node metastasis. A definitive diagnosis of TINOMO,
pStage 1A duodenal adenocarcinoma was established according to
the TNM classification of malignant tumors. The patient had an
excellent recovery, with no duodenal carcinoma recurrence having
been clinically diagnosed eight years post-surgery.

DISCUSSION

Primary adenocarcinoma of the duodenum (PDA), excluding that
of the ampulla of Vater, is a rare condition first described in 1746 by
Hamburgur'”. Various etiological and risk factors, such as familial
adenomatous polyposis, Gardner’s and Turcot’s syndrome, Crohn’s
disease, celiac disease, polypoid lesions, and Lynch’s syndrome, have
been related to duodenal adenocarcinoma”®'”’. Moreover, the ex-
treme rarity and vagueness of presenting symptoms make duodenal
adenocarcinoma challenging to diagnose. The most frequent signs
and symptoms found in patients with duodenal adenocarcinoma have
been abdominal pain, weight loss, nausea, anemia, and vomiting BAT
Although abdominal pain was present in the current case, we consid-

ered this to have been caused by cholecystitis.
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Figure 1 (a) Esophagogastroduodenoscopy (EGD

) showing a small
depressed tumor in the third portion of the duodenum (white arrow). The
yellow arrow indicates the papilla of Vater. (b) The white arrow indicates
the depressed tumor. (c) Image showing a depressed-type tumor 15 mm in
size. (d) Image showing the tumor showed after an indigocarmine spray.

Figure 2 Macroscopy showing a tumor measuring 15x8 mm in size. Red
lines indicate submucosal inversion.

AP K

Figure 3 Adenocarcinoma with mucosal invasion (black arrows) at the low-
power microscope and a tumor with partial submucosal invasion, 1000 pm
in depth (yellow arrow).

Diagnostic methods may include barium meal, abdominal CT,
EGD, double balloon enteroscopy (DBE), and capsule endoscopy.
Barium meal radiography may also be extremely valuable in identi-
fying large endoluminal lesions™'”, while CT can be useful for vi-
sualizing and staging the tumor™. Although conventional endoscopy
may diagnose proximal tumors, it is inadequate for distal duodenal
tumors”’. DBE, first described by Yamamoto et al. in 2001, consists
of an enteroscope, an overtube and a balloon pump controller . This
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Figure 4 (a) Histological examination showing submucosal invasion
(40x). (b) Enlarged boxed section of Figure a. Well-differentiated
tubular adenocarcinoma partially comprising moderately
differentiated tubular adenocarcinoma (200x) in hematoxylin and
eosin-stained sections.

type of endoscope can be advanced by pushing it through the over-
tube, allowing endoscopic visualization of the entire small bowel,
biopsies, and therapeutic intervention”. Capsule endoscopy can sim-
plify the diagnosis of small bowel or duodenal adenocarcinoma!”.
Some studies have reported that lymph node status, duodenum in-
vasion, pancreas invasion, and tumor size can serve as predicators of
survival in patients with duodenal adenocarcinoma who had under-
gone surgery”™ "', Some studies have reported that radical resection
offers good long-term results for locally advanced duodenal adeno-
carcinoma. Resected patients and nonresected patients with PDA had
5-year survival rates of 25-75% and 0%, respectively” '* ', Reports
have shown 5-year survival rates of 100% and 52% for stage I and II
disease and 45% and 0% for stage IIT and TV disease, respectively".
Early stage duodenal carcinoma should be an indication for endo-
scopic mucosal resection. Patients with advanced-stage PDA who
are medically fit to undergo surgery should be given the option of

. . s
aggressive resection!”

. Duodeno-cephalo-pancreatectomy (DCP)
and segmental resection of the duodenum have also been employed
for treating PDA!"”. DCP remains the standard treatment for adeno-
carcinomas of the first and second portion of the duodenum, while
segmental duodenectomy has been the preferred resection method for
patients with adenocarcinoma of the third and fourth portions of the
duodenum™”.

Given that the present case suffered from a T1-stage, well-differ-
entiated tubular adenocarcinoma without histological lymph node
metastases around the pancreas, we opted for partial resection of the
duodenum, which resulted in excellent recovery and no sign of recur-

rence eight years post-surgery.
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The appreciation of the distal duodenum by EGD is important for the
proper diagnosis and treatment of this rare early duodenal adenocar-
cinoma.
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