ISSN: 2320-5407 Int. J. Adv. Res, 5(2), 1342-1345

Journal Homepage: - Www.journalijar.com INTERNATIONAL JOURNAL OF

ADVANCED RESEARCH (IJAR)
ISSN 23205470

INTERNATIONAL JOURNAL OF
ADVANCED RESEARCH (IJAR)

Article DOI: 10.21474/1JAR01/3289
SRy Do BT DOI URL: http://dx.doi.org/10.21474/1JAR01/3289

RESEARCH ARTICLE

RARE PRESENTATION OF DUODENAL ADENOCARCINOMA IN A YOUNG ADULT - A CASE
REPORT.

Dr. Midhun. P. Gopalakrishnan MS. DNB?!, Dr. Satheesan B MS. DNB. MCh? Dr. Dipin Jayaprakash
MS!and Dr. Basavaraj Ankalakotti MS.DNB?
1. Senior Resident in Surgical Oncology, Malabar Cancer Centre, Thalassery, Kerala, India.
2. Director, Malabar Cancer Centre, Thalassery, Kerala, India.
3. Assistant Professor in Surgical Oncology, Malabar Cancer Centre, Thalassery, Kerala, India.

Manuscript Info Abstract

Manuscript History The incidence of duodenal adenocarcinoma in general population
_ is very rare. It may arise from duodenal polyps seen in familial

Received: 10 December 2016 polyposis or can be associated with celiac disease. Usually

Final Accepted: 14 January 2017

- duodenal adenocarcinoma is seen in middle or elderly age group.
Published: February 2017 y age group

It can occur in young age also when it is associated with
polyposis syndromes or with any inflammatory diseases affecting

Key words:- small bowel. But when there is no such syndromes or diseases,
Duodenum, Adenocarcinoma, Young duodenal adenocarcinoma in young age is very rare. We are
adult reporting a case of 28 years old male who presented to us with

history of recurrent abdominal pain. After evaluation it was
diagnosed as adenocarcinoma arising from junction of first and
second part of duodenum without any associated polyposis
syndromes or inflammatory bowel diseases.

Copy Right, 1JAR, 2017,. All rights reserved.

Introduction:-

Duodenal adenocarcinoma is an aggressive malignancy though it is seen rarely*. Primary malignant tumors
of the duodenum makes 0.3% of all gastrointestinal tract tumors and up to 50% of small bowel
malignancies. Duodenal adenocarcinoma must be differentiated from malignant tumors of the ampulla,
pancreas and common bile duct’. It may arise from duodenal polyps seen in familial polyposis or can be
associated with celiac disease. The common location of the tumour is second part of duodenum. Usually
duodenal adenocarcinoma is seen in middle or elderly age group. It can occur in young age also when
it is associated with polyposis syndromes or with any inflammatory diseases affecting small bowel. But
when there is no such syndromes or diseases, duodenal adenocarcinoma in young age is very rare. We
are reporting a case of 28 years old male who presented to us with history of recurrent abdominal
pain. After evaluation it was diagnosed as adenocarcinoma arising from junction of first and second part
of duodenum without any associated polyposis syndromes or inflammatory bowel diseases.

Case Report:-

28 years old male ECOG performance status 1 with no co morbidities presented to us with upper
abdominal pain and vomiting of one month duration. There was no history of any malignancy in family.
Local and systemic examination was within normal limits. Routine blood investigations were normal.
Upper gastrointestinal scopy done showed (Fig 1 & 2) ulcerating lesion present in D1and D2 junction of
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duodenum with stenosis of that area. Endoscopic biopsy was suggestive of moderately differentiated
adenocarcinoma of duodenum. Colonoscopy done was normal. Contrast enhanced CT scan showed (Fig 3)
mild circumferential irregular wall thickening up to 1.3 cm in D1 part of duodenum with extension in to
the D2 segment. There was a large node seen in the peripancreatic location superior and medial to the
pancreatic head measuring 3.2 cm in size. Another node of size 2.8 cm present in the porta hepatis. No
evidence of periduodenal fat stranding, para aortic or distal adenopathy or distant metastasis.

After completing evaluation Whipple’s resection was done for this patient. Post operative period was
uneventful. Histopathological report came as moderately differentiated adenocarcinoma duodenum with a
tumour of size 3*3 cms with 1.7 cms thickness, infiltrating through the muscularis propria in to the sub
serosal connective tissue and invades adjacent pancreatic tissue with positive lymphovascular invasion.
Metastatic carcinomatous deposits in four out of twenty two lymph nodes dissected seen. Extra capsular
spread in one lymph node noted. Periportal lymph node dissected is negative for malignancy. All resected
surgical margins are free of malignancy. pT4b pN2 (AJCC 7" edition).

After discussing the case in institutional multi specialty board, it was decided to give 8 cycles of
chemotherapy (CAPEOX). Now the patient has completed 5 cycles of chemotherapy and is doing well.

Fig 1:- Ulceroproliferative growth in D1 - D2 junction.
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Fig 2:- Duodenal lesion causing D1 - D2 junction Stenosis
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Fig 3:- CECT scan showing duodenal lesion with peripancreatic and periportal lymph nodes

Discussion:-

The most common tumour of the duodenum is adenocarcinoma®. The other histological varieties seen are
carcinoid tumors, lymphomas, stromal tumours, leiomyosarcomas and gastrinomas. Adenocarcinoma of the
duodenum may arise from duodenal polyps observed in familial adenomatous  polyposis, Gardener's
syndrome, Lynch syndrome, Muir Torre syndrome, Puetz Jeghers syndrome, and are or it can be
associated with Crohn’s disease and Celiac disease®. Duodenal adenocarcinoma is usually seen in middle
or elderly age group. But it is seen in young age also when it is associated with polyposis syndromes
or inflammatory diseases. But occurrence of duodenal adenocarcinoma without such syndromes in young
age is very rare.
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The common symptoms of duodenal carcinoma is nausea and vomiting, mass in the abdomen, abdominal
pain, acid reflux, unexplained weight loss, upper gastrointestinal bleeding and obstructive jaundice. The
diagnostic investigations for duodenal carcinoma includes upper gastro intestinal endoscopy, contrast
enhanced CT scan, barium study and routine blood investigations. Upper gastrointestinal endoscopy shows
the exact location of the tumor and endoscopic biopsies can be taken to confirm the diagnosis. Contrast
enhanced CT scan helps to confirm the anatomical location of the lesion, operability of the lesion and to
rule out any metastasis. Barium study usually reveals an irregular stricture of the duodenum but it can be
either benign or malignant stricture. If you are suspecting any syndromes like familial adenomatous
polyposis colonoscopy should be done to rule out colonic polyps.

If the lesion is operable and non metastatic after evaluation the treatment is curative resection by
Whipple’s procedure. The 5 year survival rate varies widely according to different series published, but is
generally reported to be >40% in case of curative resection®. The presence of lymph node metastases is
not a bad prognostic factor in most series and is not a contraindication for curative resection®.

Conclusion:-

Though rare, duodenal adenocarcinoma can occur in young age also. Primary malignant tumours of the
duodenum must be differentiated from malignant tumours of the ampulla, pancreas and common bile duct.
The prognosis of duodenal adenocarcinoma is better than peri ampullary, pancreatic or cholangiocarcinoma.
Treatment of this condition is by curative resection.
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