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Abstract:

Introduction

Duodenal adenocarcinomas (DA\) are rare cancers, that represent less than 1% of gastrointestinal cancers. Patients typically

present with weight loss, nausea/vomiting, and jaundice.
Case presentation

In our 58-year-old lady, her inability to tolerate any food, plus associated incessant nausea/vomiting prompted her to report
to the emergency department. During her hospital stay, esophagogastroduodenoscopy, endoscopic ultrasound and CT scan
of the abdomen revealed that she had a duodenal mass complicated by duodenal stricture. Pathology revealed that the
duodenal mass was indeed a duodenal adenocarcinoma. CT of the chest and abdomen revealed possible metastases to the

lungs and liver.
Conclusion

In older patients with symptoms that bear a resemblance to a gastric outlet obstruction, it is necessary to rule out

gastrointestinal cancer as a possible etiology of the symptoms.
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Introduction

We report the interesting case of a 58-year-old lady who presented with
incessant nausea and vomiting to her primary care doctor. She was later
found to have a gastric outlet obstruction secondary to a stage IV DA.
Early diagnosis of small bowel tumors is difficult despite the significant
progress that has been made in radiographic and endoscopic imaging. The
presenting symptoms are vague and usually can mimic other
gastrointestinal pathologies.

Case Presentation:

A 58-year-old lady with a past medical history of hyperlipidemia,
essential hypertension, and a current smoker presented to the emergency
department with reports of abdominal pain. She reports incessant nausea
for the last 2 weeks which has consequently led to decreased oral intake
for the last 2 weeks. She is unable to tolerate any food whether solid or
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liquid. She also reports being constipated and has only passed a very tiny
amount of stool over the last couple of days despite having taken
bisacodyl. She reports a 401bs weight loss over the last 3 weeks.

Physical exam upon arrival to the emergency department was
unremarkable. Vital signs showed a BP of 118/78 mmHg, pulse 68bpm,
temp 98.5 °F (36.9 °C) (Oral), a respiratory rate of 18cycles per minute,
an oxygen saturation of 96%, and a BMI of 34.06 kg/m2.

Lab work revealed she had

CT scan of the abdomen/pelvis (Figure 1) revealed a heterogeneous mass
measuring approximately 5.8 x 3.4 x 5.6 cm involving the third portion of
the duodenum and pancreatic head with subjacent enlarged lymph nodes.
It also revealed several hypodense-like masses scattered throughout the
liver
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CTA chest (Figure 2) showed numerous pulmonary nodules.

Figure 1: CT abdomen/pelvis showing 57.7mm mass in the third portion of the duodenum. In the transverse view, the mass measures 57.7mm X
34.1mm in size. It abuts the pancreas. The sagittal view shows a heterogeneous mass with irregular borders with the longest diameter of 55.7 mm.

Figure 2: CT chest. Sagittal (Side) view of the Chest showing numerous pulmonary nodules.

The pulmonary nodules are of varying sizes with the largest being about ~ With the above findings, the patient was scheduled for a liver biopsy. A
7mm in size. The nodules are believed to be secondary to metastasis from  right hepatic lobe biopsy was done on Day 2 of hospitalization. CA 19-9
the primary duodenal mass. was 61,408.96 U/ml(normal:0.0 -37.0 U/ml), while CEA was also

elevated at 27ng/ml (normal: 0.0-3.0ng/ml). The biopsy revealed she had
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moderate to poorly differentiated adenocarcinoma that is cytokeratin 20
positive but CK7 negative.

The patient was subsequently admitted for dehydration, nausea, and
vomiting. She had esophagus-gastro-duodenoscopy and EUS. It revealed
a large duodenal mass in the second and third portions of the duodenum
resulting in duodenal stricture. EUS showed normal pancreatic
parenchyma and the pancreatic duct diameter was 1mm in the head and
1mm in the body. Due to the EGD findings, she was placed on a clear
liquid diet and the plan was palliative duodenal stenting vs
chemotherapy/radiation. EGD biopsy pathology report showed invasive
adenocarcinoma involving the duodenum.

In collaboration with the medical team, the patient opted for
chemotherapy and she was started on the FOLFOX regimen (folinic acid,
fluorouracil, and oxaliplatin). The patient was also started on total
parenteral nutrition since she was unable to tolerate any food. The patient
received her first chemotherapy session, started feeling better, and was
able to tolerate some liquid intake. She was then discharged, and she is
supposed to follow/up with her oncologist for additional chemotherapy
treatments

Discussion

Small bowel carcinomas are a rare form of cancer, contributing to only
around 0.3% of the cancers in the US[l]. Of those, duodenal
adenocarcinomas (DA) constitute approximately half[2]. Within the
duodenum, 1-15% of the tumors occur in the first portion of the
duodenum, 50-75% in the second portion, 14-33% in the third portion,
and 5-17% in the final portion[3]. It is understood that small bowel
adenocarcinomas follow the same pathologic path as colon cancer, arising
in the presence of a combination of environmental and genetic factors[4].

In most cases, the diagnosis of duodenal adenocarcinoma becomes
delayed due to nonspecific symptoms and signs[5]. Common initial
presentations of duodenal adenocarcinoma are abdominal pain (39%),
weight loss (35%), jaundice (25%), duodenal obstruction (25%), and
upper Gl bleeding (24%) [6]. These non-specific symptoms are usually
attributed to more common benign conditions, as the rarity of duodenal
adenocarcinoma makes it a more unlikely diagnosis. This results in an
average diagnosis delay of 2-15 months, and poorer prognostic outcomes
[7]. Surgery is the gold standard of treatment for the condition despite the
poor outcomes still seen. Carcinoembryonic antigen (CEA) and
carbohydrate antigen (Ca 19-9) are commonly tested. However, their
prognostic or predictive value is unknown[8]. Similarly, the biomarkers
CK20 and CK7 have shown variable positivity in detecting DA. This may
be due to the mixed subtype tumors present. In the future, it may be useful
to use a combination of markers such as MUC1, CK20, and CDX2 to
attain a higher predictive value [9].

Gastric outlet obstruction is most commonly associated with H. pylori
infection and peptic ulcers[10]. The incidence of gastric outlet obstruction
due to H. pylori has decreased after the advent of proton pump inhibitors,
and other benign causes have become more associated with GOO, such
as strictures from chronic pancreatitis, surgical anastomosis scarring, or
adhesions. As the rate of gastric outlet obstruction due to peptic ulcers is
decreasing, small bowel tumors have become a more commonly
considered cause of the condition. However, even in the cases where
small bowel tumors are the cause of GOO, the lesions are usually
asymptomatic[11].

In a similar case, gastric outlet obstruction was found as a presentation of
duodenal adenocarcinoma, in a tumor arising from the duodenal bulb[11].
Other cases of DA present with similar vague symptoms, late into the
disease [12].

As the causality of gastric obstruction is changing and the diagnosis of
duodenal adenocarcinoma is often delayed, this unique presentation may
help in further understanding of possible clinical pathways of DA and the

Auctores Publishing LLC — Volume 18(1)-485 www.auctoresonline.org
ISSN: 2690-4861

Copy rights@ Antoine Egbe,

variability of presentation. The prognosis of patients with DA remains
poor, but a heightened suspicion of DA among physicians seeing these
kinds of presentations may help hasten diagnosis and improve outcomes
in the future.

Conclusion

DAs are rare gastrointestinal cancers that make up less than 1% of
gastrointestinal malignancies. They typically present with vague
symptoms hence it is of utmost importance for physicians to remain
vigilant when clerking patients with uncontrollable nausea and vomiting
sometimes associated with abdominal pain. The disease process is
insidious and patients typically present when the malignancy has already
spread to surrounding/distant organs.
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