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A Case of Duodenal Metastasis from Adenocarcinoma of the Lung
Seung Hyun Yoo, M.D.", Yun Su Sim, M.D.", Jin Hwa Lee, M.D.", Ki Nam Shim, M.D.", Jung Hyun Chang, M.D.",

Yoon Kyung Kim, M.D.2, Sun Hee Sung, M.D.2

'Department of Internal Medicine, gHadiology and ‘?Pathalogy, Ewha Womans University School of Medicine, Seoul, Korea

A gastrointestinal metastasis from lung cancer is rare and is quite often found during an autopsy. A 58-year-old man
was admitted with left upper back pain and a mass in the left upper lobe on the chest radiograph. The transbronchial
lung biopsy revealed an adenocarcinoma of the lung. A gastroduodenoscopy was carried out to evaluate the indigestion
and epigastric discomfort. The duodenofibroscopy revealed bulging mucosa on the minor papilla of the duodenum. A
metastasis to the duodenum from an adenocarcinoma of the lung was diagnosed by a duodenofibroscopic biopsy of the
bulging lesion. We report this rare case of an adenocarcinoma of lung with a metastasis to the duodenum.

(Tuberc Respir Dis 2007: 63: 283-288)
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Figure 1. Chest radiograph shows increased radio-
opacities in left upper lobe and left hilar area.

59%), @23 401,000 /mm’e]$13, AST 67 IU/L,
AST 74 ITU/L=E #a1x] 40 IU/L o]stHt} oFF &7}
o] Aden Gzl a4k 359 IU/LL.
2 7k Ao, FHEFHE Aot &
HAARA aekdlo] 1+ /HPFH AL, 244172 ekl
A2 293 mg, AFTA 82 60.3 mL/min/1.73m’°]
Ak EUEA A carcinoembryogenic antigen(CEA)
© 29 ng/mL= A/ WF93, neuron specific
enolase(NSE)&= 17.4 ng/mlZ 37k o] JATh

SAMMEY Anh g /‘Vd%}"éoﬂfﬂ S
B AHFigure 1).
THAAslaTE oA Gl A5 3HA A
= Aol 47 em? FH7}

ol ofe] gz do] FA%l AR
cm?! FH7F B3 o™ (Figure 2B),
Hzdol 714 At FI8-FDG-
A EZ-2 (positron emission tomography, PET)
A3 7 FFGoll hakEo] =2 (SUV max 17.7) &
H7b #FEH AL, #H5 HE T 9]r SHERE SAE
Az F-9lol Hol7t A=A o, =
5 Aol x tAbEe] AeE o
(Figure 3). 55 25oA= 38 =352
T 9oll= Solatgto] STt

T|MX|HAIE 2o 23 717 v A
8= AAY B (Figure 4), Zoi7| 574 7%
A& E3l A71BAABA S Al BT
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214 2 F(minor papilla)ol] o] EZ5 o] 9l
A S sk tHFigure 5).
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Figure 2. Computed tomogram of the chest shows a 4.7 cmrsized mass in the left upper lobe with invasion of
chest wall including left 3rd rib (A) and an about 6.3-cm sized conglomerated mass in the left hilar area (B).
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Figure 4. Bronchoscopy shows extrinsic compression
. around the orifice of apicoposterior segmental bron-

chus of the left upper lobe

Figure 3. F18-FDG positron emission tomogram of
whole body shows a large intense FDG-uptaked mass
in left upper lung (SUV max 17.7), intense hyper-
metabolic lymphadenopathy at left hilar, aortopul-
monary window, paraaortic, highest mediastinum,
and supraclavicular area. A large hypermetabolic
mass in the left adrenal gland and a focal increased
FDG uptake at the right axilla were also noted.

transcription factor-1(TTF-1) WA M-S A| 83t

A 4 ‘?lgg Ho] Aol 71 o] ofd HlH ¢t
o] dolel Aoz ¥ A th(Figure 6C).
X 1l 740} & I} H
A2 A 701}' ek A48 71 (T3NIML) = 212 Figure 5. Gastroduodenoscopy shows bulging mucosa
o] gotx| 7 o} ZAnjm E=of sl 1A WA A on the minor papilla of the duodenum.
5 Folth
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10.7%04 27 Aol & W38k aL, Stenbygaard ‘& g3 Aol v Sl Aulsh] Wil Ao
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Aol wAstd on Yoshimoto 52 #Hob 3} A A 5 A SR Yske Af
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Figure 6. (A) Transbronchial lung biopsy shows adenocarcinoma. (H&E, x100) (B) Gastroduodenoscopic biopsy
of the duodenum shows stromal infiltration of markedly atypical epithelial cells, consistent with adenocarcinma.
(H&E, x100) (C) Cancer tissue of the duodenum shows positive immunostaining for thyroid transcription factor-1
(TTF-1) for differentiating pulmonary adenocarcinoma from non-pulmonary adenocarcinoma. (TTF-1 stain, x100)

Aol 165 oS ¥A Rl Aoz dEA 9l
tF. Mosier 59 2%710] 342} 379 Fo] fE&S
HhE- g} 139 9] gt o] Sldolittal Hals

o} H o] AHolA Holof| thgh ] Harol A 4o]
QAR o8t ZAo 2 gete] 30 AEFo] |
i BEo| 1oty 0 B Zao|A= Anls
2slE S S aske] Aldsk SUIAI AARA A o]
A7 Hol7} wAE o, nEA el o3 S
o|& Ho= AZtEM HolxH Mol vluA 2
7] HHo|Att

BE gobo] 94 HolE Yo
o] wa} thEA T 94

ore] zAge APAELo] 71 &

i

2

Flot

ﬂ,

[

o
O



Tuberculosis and Respiratory Diseases Vol. 63. No.3, Sep. 2007

A AT, 2 9] A EY, AAESE BlwE o] 7}
2 5 Aoz A Yt AF7A #ge] Aol
A4 Aols Hugh o= Ed upeut 2z
Aot Mg 9FAEY L o) 4lske] YA
Ada Ak Aol A% bulbel A% Sk
DAY A7t giros B 2y
o] A% e H-(ampulla) & Mol ]
o}, el A By 4lolx oz 7ol
Y-S AFEd AGNEYT, 22 H Y
Ao 1, B Feo
H

Holg o= gl
P
T

gl
ot
of
&

m o
o
»
o,
N X2 mx N oo ol

¢

rr

(Ko
@ Mo
O

o

O

LT
o O

O

ojN
3
S
-
fi2af
o,
A,
o
2
X
e |o
Mo A b R

k1
N
N
e
lo
>,
o
)
o
1o,
10,
o
T
oX,
>
(]
2,
(o

=

~
olf
oX,
NIO ¢
1_;1

stolok sht, A 4
2 AE mefo] W,
<42l TTF-1 Wl ol alo] oA

RS = e |

17 o= F1E A

On_‘O_’
o,

)
R W
(o

Sy

&
o
e 1o A X
>
o

Mo, XN oy ox in
o

oo N oX Jm

o o X

A&I_Eéﬁﬁ
=
=

5,
2

=
1k
r
=2
2

o ©
N
)

" rlon
o,
=
=)
2
f

o
%&&r—{n
TBO“UE pot

B> m:u oX ffr > Lot

o
[
<
N
-

N
—_

W], 33t 48 7910 10)7} glol, 914
FANF AolZ MM ol o 57H
Fshha stk Sl wad sere] Aol
Qo] Selol M Telol FUAEE AW,
Aol WA A5 Adsson 214
o AbgelelaL, LA el At B Al X

N
278 Adsac

[
o

oo T o

|

RE A 3 = ] A A
AHE Aldsfof s Z1E oAl AL T
HAEA Bes AUARE A = 5 93
. 58], Askagolu 58 o4 Tl Ard S4S
Al epd

10.

. Stenbygaard LE, Sorensen JB. Small

Bojie] Av 5% WA olo] ti@ 247
al

o|Z ¥ At

. Sternberg A, Giler S, Segal I, Shmuter Z, Kott I.

Small bowel perforation as the presenting symptom of
squamous cell carcinoma of the lung. Clin Oncol
1980;6:181-6.

. McNeill PM, Wagman LD, Neifeld JP. Small bowel

metastases from primary carcinoma of the lung.
Cancer 1987;59:1486-9.
bowel
metastases in non-small cell lung cancer. Lung
Cancer 1999;26:95-101.

. Berger A, Cellier C, Daniel C, Kron C, Riquet M,

Barbier JP, et al. Small bowel metastases from
primary carcinoma of the lung: clinical findings and
outcome. Am J Gastroenterol 1999;94:1884-7.

. Leidich RB, Rudolf LE. Small bowel perforation

secondary to metastatic lung carcinoma. Ann Surg
1981;193:67-9.

. Antler AS, Ough Y, Pitchumoni CS, Davidian M,

Thelmo W. Gastrointestinal metastases from
malignant tumors of the lung. Cancer 1982;49:170-2.

. Lee MH, Hong SP, Hyun IG, Lee J, Sohn JH, Kwak

ST, et al. A case of duodenal and jejunal metastases
from squamous cell carcinoma of the lung. Korean J
Gastroenterol 1994;26:191-6.

. Jang JH, Kim YJ, Kim HD, Yoon HS, ILee YH, Lim

YK, et al. A case of obstructive jaundice by ampullary
metastasis of small cell lung cancer. Korean J
Gastroenterol 1993;25:1386-90.

. Lee KA, Park JS, Yoo CS, Lee SK, Joo YH, Yoo KS,

et al. Two cases of duodenal metastasis from lung
cancer with obstructive jaundice. Korean J Gastroin-
test Endosc 2000;20:312-6.

Yun BR, Lee YH, Ann JO, Kim YC, Baeck MS, Chung
JY, et al. A case of metastatic large cell carcinoma of

287



SH Yoo et al: Duodenal metastasis from adenocarcinoma of the lung

11.

12.

13.

the duodenum from the lung. Korean J Med 2000;
59:240-4.

Stenbygaard LE, Sorensen JB, Olsen JE. Metastatic
pattern at autopsy in non-resectable adenocarcinoma
of the lung-a study from a cohort of 259 consecutive
patients treated with chemotherapy. Acta Oncol 1997,
36:301-6.

Yoshimoto A, Kasahara K, Kawashima A. Gastro-
intestinal metastases from primary lung cancer. Eur
J Cancer 2006;42:3157-60.

Mosier DM, Bloch RS, Cunningham PL, Dorman SA.

Small bowel metastases from primary lung carcinoma:
a rarity waiting to be found? Am Surg 1992;58:677-82.

14. Kostakou C, Khaldi L, Flossos A, Kapsoritakis AN,

Potamianos SP. Melena: a rare complication of
duodenal metastases from primary carcinoma of the
lung. World J Gastroenterol 2007;13:1282-5.

15. Hinoshita E, Nakahashi H, Wakasugi K, Kaneko S,

Hamatake M, Sugimachi K. Duodenal metastasis
from large cell carcinoma of the lung: report of a case.
Surg Today 1999;29:799-802.

288



