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CASE REPORT

ABSTRACT

Adenocarcinoma of duodenum contributes only 0.340adnong all Gastrointestinal malignancies thought @ all duodena
malignancies are adenocarcinoride reported incidence has been increasing dudeomdespread use of endoscopy.
Adenocarcinomas are the most common of small banalignancies, followed by carcinoid tumours, lympfas, and
leiomyosarcomas. We have reported adenocarcinorff years male. Surgery is the only means of ddgge evidence is
needed to help define the role of segmental duadenms and chemotherapy in the management of tei=adie.
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and left hypochondriac region, non-distended asdbloiwel
INTRODUCTION sounds were sluggish. Guarding and rigidity werseah
Adenocarcinoma of duodenum contributes only 0.340.4 Patient's abdominal ultrasonographic report showeitt
among all Gastrointestinal malignancies though #all  irregular circumferential thickening of duodenodjepl
duodenal malignancies are adenocarcinbmhe reported junction along with mesenteric lymph node enlargeime
incidence has been increasing owing to the widesprese ~ Barium meal follow through study of patient was gesfive
of endoscopy. Adenocarcinomas are the most comnfion ®f partial obstruction and stricture at duodenoxjej flexure
small bowel malignancies, followed by carcinoid turs,  (figure 1). Upper Gastrointestinal endoscopic extion
lymphomas, and leiomyosarcomas. Around half oalhll  revealed antral gastritis and Grade | oesophagitsnputed
bowel adenocarcinomas are located in the duodenuntomographic scan of abdomen showed solid mass
making this the most favoured sftaWe recently came circumferentially involving duodeno-jejunal flexuveth all
through a case of this rare tumour of small intestivhich ~ other abdominal viscera being normal.
was causing intestinal obstruction.

CASE REPORT

A 60 year old male presented with pain in abdomanes
last three months. His pain was aggravated afkémganeals
and was associated with nausea and bilious voniitintast
one month. Patient has also noticed loss of weagl loss

of appetite for last one month. The general exatitinaf
patient was normal. There was no generalized
lymphadenopathy, icterus, pallor, cyanosis or cingpbHis
pulse rate was 96 bpm and blood pressure was 13017 0f

Hg in rlght Upper arm in supine pqsmon. On e_xa"““!"_”" Figure 1 | mage showing widening of C-loop of duodenum in Barium
abdomen was found to be soft, mildly tender in agiidc Meal Follow Through
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A provisional diagnosis of duodeno-jejunal tumouasw
made and an exploratory laparotomy for resectiorthef
tumor was planed. Intraoperatively, a 2 cm circusniiial
mass was found at duodeno-jejunal junction alort) ¥f&w
enlarged mesenteric lymph nodes. (figure 2) A déueat
resection of mass was done with 1 cm healthy margthan
end-to-end duodeno-jejunal anastomosis was doigelréf3
and 4) A feeding jejunostomy was made to secure
anastomosis and the specimen was sent for hiswpgtbal
examination which revealed it to be mucous seaetin
adenocarcinoma.

[ ¥a 1]. e o
Figure 4 Image showing longitudinal section of ressected specimen

DISCUSSION

Adenocarcinoma of the duodenum is a rare tumor,
contributing less than 0.4% in all gastro-intedtitieact
tumours but about 45% of these tumours arise fitwerthird
and fourth part of the duodenum while it is beirggpsl
common in fourth part than third part of duodentftiThe
age of presentation reported is usually in tfiéo056" decade
of life.®

The presentation of this disease is vague and pecitc.

Figure 2 Image showing tumour at duodeno-jejunal junction Patients can present with abdominal pain, bleediveght

loss, obstruction or jaundice. Therefore a difféisn
Patient recovered well post-operatively and oratifieg was ~ diagnosis should be made in patients presentingh wit
started after seven days. He was discharged on dys  €pigastric discomfort. First-line investigations main
after surgery with feeding jejunostomy in-situ. Tpatient —0esophagogastroduodenoscopy and contrast studiésh w
was asked to fo||ow-up in SUngCﬂ' OPD after 15 Sd@n can usually demonstrate the site, Severity andtﬂeng the
follow-up as patient was tolerating oral feeds vl was lesion. While more proximal tumours can be pickgdhby

comfortable, his feeding jejunostomy was removed. oesophagogastroduodenoscopy, more distal tumoues ar
more commonly found using radiology-contrast stadie

computed tomography and more recently PET. Nonetkel
computed tomography is required in all biopsy-canéd
cases for staging and treatment planning. Endoscopi
ultrasound may help by measuring the thicknesh®fdsion
and allowing deeper biopsy of the lesion. Altervealiy,
especially when the obstruction does not allowdbepe to
pass, computed tomography and PET can help. The
demonstration of a mass lesion necessitates amtaperAn
intra-operative frozen section may be required dach a
final diagnosis and guide the surgery.

Metastasis to lymph nodes, advanced tumour stage an
positive resection margins are associated with poor
prognosis in patients with duodenal adenocarcinoAm.
aggressive surgical approach that achieves complateur
resection with negative margins should be perforrfad
better prognosis. Pancreaticoduodenectomy (Whipple®
operation) is usually required for cancers of thst fand
second portion of the duodenum while segmentalctiese
may be appropriate for tumours of the distal ducdeh

Figur3 Image showing end to end duodeno-jejunal anastomosis
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Findings indicate that an aggressive surgical aggTo similarity in outcome to gastric cancer. Ann Surg
should be pursued to improve outcome. Oncol 2004; 11: 380-6.

The b5-year survival rate after curative resectioh o

adenocarcinomas of the duodenum ranges from 50% to

60%2 In cases where the tumour has advanced beyond ieORRESPONDENCE ADDRESS

possibility of curative resection, bypass surgemg atenting  Dr Rahul Dubepuria,

have a palliative role. Radiotherapy is not apjbiesas the Resident, Department of Surgery

tumour is radio-resistant and the small bowel hasrp C R Medical College, Gwalior, MP, India.

tolerance to radiation. Chemotherapy has no rolerimary Email: rahul.dbp@gmail.com

treatment and there is only limited information abits use Please cite this paper as: Dubepuria R, Gupta AK, Gupta
as an adjuvant treatment. It is mainly reservedrégurrent A Gupta A, Gupta AK. Adenocarcinoma of Duode’najwjb

disease. junction: A case report. Inter J Medical Sci Read?2014; 1
(3): 100-102.
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