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The patient was a middle aged, married, businessman having complaints of abdominal pain, 
weight loss and loss of appetite for short duration. His upper GI endoscopy revealed a growth restricted to 
duodenal bulb with multiple space occupying lesions (SOL) in liver. Histopathology of tissue obtained at 
endoscopic biopsy from duodenal growth and cytology of ultrasonography guided fine needle aspirate from 
hepatic SOL confirmed the diagnosis of primary duodenal adenocarcinoma with secondary metastasis to 
liver. 

  Duodenum, Adenocarcinoma, Hepatic Metastasis.
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CASE REPORT

His investigations showed haemoglobin 
12.6 gm/dl, TC of WBC 7800/cmm, neutrophil 

Primary malignancy of the duodenum is 
67%, lymphocyte 16%, eosinophil 6%, monocyte 

unusual. There are few reports of duodenal 97%, platelet count 409 x 10 /L and ESR 44 mm in 1 - 3adenocarcinoma in the literature.  Primary st1  hour. His random plasma glucose was 4.17 
carcinoma of the duodenum, not involving the 

mmol/L. The patient's liver panel showed serum 
ampullary region, is very rare accounting for only 

bilirubin 19 µmol/L, ALT 70 U/L, AST 64 U/L and 10.3% of all gastrointestinal carcinomas . The most 
prothrombin time 12.5 sec (control 12 sec.). 

common tumor site in the duodenum is the 
HBsAg was negative, AFP 1.07 ngm/ml, CEA 20.8 

periampullary region, which is affected in 62.9-
ngm/ml and CA 19.9 >500 U/ml.281.8% cases.  Resection is curative in 43.4-87% of 

 Ultrasonography of whole abdomen cases and 5-year survival is 29-86% in such cases.
2 showed normal size liver with multiple hypoechoic  On the other hand, unresectable cases have very 

SOLs of variable sizes, involving both lobes. The poor prognosis. 5-year survival is 0% and median 
2 finding was compatible with hepatic metastasis. survival is only 7 months.  

The biggest SOL was in right lobe measuring 3.1 x 
Here we present the case report of a 2.9 cm. CT scan of upper abdomen was done and 

patient with primary duodenal adenocarcinoma features were strongly suggestive of hepatic 
with hepatic metastasis for the first time from secondaries. Fine needle aspiration was done from 
Bangladesh. hepatic SOL under ultrasonography guidance and 

cytology confirmed secondaries to the liver.  

Upper GI endoscopy was done and 
The patient a 38 year old businessman, 

revealed growth in the duodenal bulb (figure 1). 
coming from middle c lass socio-economic 

Endoscopy repeated at 10 days interval showed 
background, presented to us with complaints of 

significant increase in size of the growth (figure 
abdominal pain, weight loss and loss of appetite 

2). On both occasions gastric antrum and post-bulb 
for 5 months. Pain was colicky in nature radiating 

area of duodenum were found to be tumor free 
to right shoulder and aggravated after meals. He 

(figures 1 & 2). Meanwhile biopsy taken from the 
was non-diabetic, normotensive, non-smoker and 

growth at endoscopy showed anaplastic epithelial 
non-alcoholic.

cells arranged in glandular pattern. The tumor cells 
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were moderately differentiated invading the 
surrounding stroma (figure 3). The patient was 
diagnosed as a case of pr imary duodenal paraganglioma. Adenocarcinoma of the major 

papilla is relatively common and is classified into adenocarcinoma with secondary metastasis to liver. 
two types, namely intestinal and pancreatobiliary 
types, based on the epithelium of its origin. The 
former is derived from duodenal mucosa covering Primary duodenal carcinoma has been 
the papilla, whereas the later is associated with reported in the literature. There is report about a 
pancreatobiliary epithelium lining the common 58 year old Japanese gentleman initially diagnosed 
channel and duct systems within the papilla. This as a case of gastric cancer. However gastroendos-
classification is supported by immunohistochemical copy revealed malignancy in the antrum of the 
staining.stomach and also a tiny, shallow depressed lesion 

in the third part of the duodenum. Magnifying 
When primary duodenal carcinoma is 

endoscopy with crystal violet staining showed 
resectable, pancreato-duodenectomy is the most 

irregular pit pattern which suggested non-invasive 
common operative procedure, since majority of tubular adenocarcinoma. Biopsy revealed papillary 
such tumors originate in the periampullary region. adenocarcinoma in the s tomach and wel l -

3 There are few reports of aggressive therapy for differentiated adenocarcinoma in the duodenum.  
unresectable cases. Radical surgical resection is 

A paper from Japan reports a patient with thought to provide a favorable prognosis for 
duodenal carcinoma in which the tumour extended 
across the pyloric ring. Gastric portion of the 

 tumor revealed adenocarcinoma while it's duodenal 
4portion showed neuroendocrine cell carcinoma.  

Another group from Japan has reported a 
case of malignancy in posterior wall of the second 
part of duodenum detected on duodenoscopy. The 
patient was a 50 year old Japanese. On further 
investigation it was found that he had associated 
hered i ta ry nonpolypos i s co lorec ta l  cancer 
(HNPCC). Although extra-colonic malignancies are 
associated with HNPCC, duodenal cancer is very 
rare and only two more cases have been reported 

5over the past 20 years.  

There are only two reported cases of 
adenocarcinoma of minor duodenal papilla in the 

6,7literature.  Most cases report of benign tumors of 
minor papilla including carcinoid, somatosta-
tinoma, adenoma, adenomyoma and gangliocytic 
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Figure 1

Figure 2

Figure 3

FIRST ENDOSCOPY SHOWING GROWTH 
IN BULB WITH UNINVOLVED ANTRUM 

AND POST-BULBAR AREA 

SECOND ENDOSCOPY SHOWING 
SIGNIFICANT INCREASE IN GROWTH 

SIZE.  ANTRUM AND POST-BULBAR 
AREA ARE STILL UNINVOLVED 

HISTOPATHOLOGY SHOWING 
DUODENAL ADENOCARCINOMA



8,9duodenal carcinoma.

A report from the Department of Radiation 
Oncology of Duke University Medical Center, 
Durham, USA mentions only 32 cases from Duke 
University Medical Center and affiliated hospitals 
between 1975-2005. Surgery alone was performed 
in 16 patients. The other 16 patients received 
either preoperative or postoperative concurrent 
chemotherapy and radiation therapy (CT-RT). 
Median RT dose was 50.4 Gy. All patients treated 
with RT also received concurrent 5-fluorouracil-
based CT. 5 year overall survival, disease free 
survival and local cure for the entire group were 
48%, 47% and 55% respectively. 5 year survival 
did not differ between patients receiving CT-RT 
and surgery alone. However in patients undergoing 
resection, CT-RT appeared to improve overall 
survival. The study concluded that given the 
pattern of relapse with surgery alone and favorable 
outcome in patients undergoing complete resection 
with CT-RT, the use of CT-RT in selected patients 

10may be recommended.

There is one case report of remission of 
primary duodenal adenocarcinoma with liver 

11metastases with S-1 chemotherapy.  The patient 
survived 1.7 years. S-1 is an oral anticancer drug, 
composed of tegafur, gimestat and otastat 

12potassium at a molar ratio of 1:0.4:1.  It is based 
on the biochemical modulation of 5-fluorouracil 
and reported to be effective in patients with 

13advanced gastrocolorectal cancer.  

Survival of a pat ient with pr imary 
adenocarcinoma of the duodenal bulb with multiple 
liver metastases for 3.4 years has also been 

14reported from Japan.  The patient received UFTM 
regimen that consists of UFT, a combination of 

2600 mg tegafur (400 mg/m ) and 1344 mg/day 
uracil for oral use, plus 8 mg mitomycin (5.3 

2mg/m ). 

There is another reported case of a 
primary adenocarcinoma of the fourth part of the 
duodenum with multiple hepatic metastases, in 
which 3 year survival was associated with 5-

15fluorouracil chemotherapy.

Since primary duodenal adenocarcinoma is 
not only very rare, but also unresectable in most 
cases, no firm chemotherapeutic regimen has been 
established. However it is worth mentioning that in 
all reported cases, duodenal cancer patients who 
responded to chemotherapy were treated with 
protocols using 5-fluorouracil or its modulators. 
Therefore 5-fluorouracil may be an adoptable 
therapeutic modality for treatment of unresectable 
primary adenocarcinoma of the duodenum.

REFERENCES

CONCLUSION

1. Spira IA, Ghazi A, Wolff WI. Primary 
adenocarcinoma of the duodenum. Cancer 
1977; 39:1721-6.

2. Scott-Coombes DM, Williamson RC. Surgical 
treatment of primary duodenal carcinoma: a 
personal series. Br J Surg 1994; 81:1472-4.

3. Saka M. A Case of Small Duodenal Cancer. 
Jpn J Clin Oncol 2006; 36 (6): 398.

4. Fukui H, Takada M, Chiba T,  Kashiwagi R, 
Sakane M, Tabata F, et al. Concurrent 
occurrence of gastric adenocarcinoma and 
duodenal neuroendocrine cell carcinoma: A 
composite tumour or collision tumours ?   Gut 
2001; 48:853-856.

5. Yagyu T, Aihara T, Murayama M, Kikuchi S, 
Nakamura E, Hase K, et al . Mucinous 
carcinoma of the duodenum associated with 
hereditary nonpolyposis colorectal cancer: 
report of a case. Surg Today 2006; 36:1129-32.

6. Kajiwara M, Fujii S, Takahashi S, Konishi M, 
N a k a g o h r i  T ,  G o t o h d a  N ,  e t  a l .  
Adenocarcinoma of the minor duodenal papilla 
with intraepithelial spread to the pancreatic 
duct. Virchows Arch. 2007; 451(6):1075-81.                                       

7. Yamao K, Ohhashi K, Furukawa T, Mizutani 
S, Matsumoto S, Banno T, et al. Primary 
carcinoma of the duodenal minor papilla. 
Gastrointest Endosc 1998; 48:634-6.

8. Scott-Coombes DM, Williamson RC. Surgical 
treatment of primary duodenal carcinoma: a 
personal series. Br J Surg 1994; 81:1472-4.

9. Barnes G Jr, Romero L, Hess KR, Curley SA. 
Primary adenocarcinoma of the duodenum: 
management and survival in 67 patients. Ann 
Surg Oncol 1994; 1:73-8.

10. Kelsey CR, Nelson JW, Willett CG, Chino JP, 
Clough RW, Bendell JC, et al. Duodenal 
adenocarcinoma: patterns of failure after 
resection and the role of chemoradiotherapy. 
Int J Radiat Oncol Biol Phys. 2007; 69 
(5):1436-41. 

11. Katakura Y, Suzuki M, Kobayashi M, 
Nakahara K, Matsumoto N, Itoh F. Remission 
of primary duodenal adenocarcinoma with 
liver metastases with S-1 chemotherapy. Dig 
Dis Sci 2007; 52:1121-4.

12. Shirasaka T, Shimamato Y, Ohshimo H, 
Yamaguchi M, Kato T, Yonekura K, et al.  
Development of a novel form of an oral 5-
fluorouracil derivative (S-1) directed to the 
potentiation of the tumor selective cytotoxicity 
o f  5 - f l uo rou rac i l  by two b iochemica l  

283JPMI

A CASE OF PRIMARY DUODENAL ADENOCARCINOMA WITH HEPATIC METASTASIS: FIRST REPORT FROM BANGLADESH



modulators. Anticancer Drugs 1996; 7:548-57. H. Primary adenocarcinoma of duodenal bulb 
benefitted by chemotherapy. Dig Dis Sci 1991, 13. Sakata Y, Ohtsu A, Horikoshi N, Sugimachi K, 
36:1653-6.Mitachi Y, Taguchi T. Late phase II study of 

novel oral fluoropyrimidine anticancer drug S- 15. Witham M, Harnett PR. Adenocarcinoma of 
1 (1 M tegafur-0.4 M gimestat-1 M otastat the duodenum with liver metastases. Complete 
potassium) in advanced gastric cancer patients. remission and long-term survival with 5-
Eur J Cancer 1998; 34:1715-1720. fluorouracil chemotherapy - A case report. Am 

J Clin Oncol 1996; 19:305-6.14. Ohkusa T, Ohtomo K, Yamamoto N, Fujimoto 

284JPMI

Address for Correspondence: 
Dr. Mamun-Al-Mahtab 
MBBS, MSc, MD, FACG,
Assistant Professor,
Department of Hepatology,
Bangabandhu Sheikh Mujib Medical University,
Dhaka – Bangladesh.
Email: shwapnil@agni.com

A CASE OF PRIMARY DUODENAL ADENOCARCINOMA WITH HEPATIC METASTASIS: FIRST REPORT FROM BANGLADESH


	Page 1
	Page 2
	Page 3
	Page 4

