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ABSTRACT

Introduction. The tumours of the small intestine are
rare findings. These tumours are more common in
the duodenum than in the jejunum and ileum. The
symptoms are vague and non-specific. A complete and
thorough esophagogastroduodenoscopy plays a crucial
role in the early diagnosis of small bowel tumours, es-
pecially those localized after the second part of the
duodenum.

Case presentations. The first case is of a 43-year-old
man, who presented for important weight loss (19 kil-
ograms in one year). The upper digestive endoscopy
revealed a tumour in the third part of the duodenum,
with a positive biopsy for non-Hodgkin’s lymphoma.
The second case is of a 63-yearold male smoker pa-
tient, who presented to the emergency department for
melena. While the emergency upper digestive endosco-
py was non-diagnostic, a second evaluation highlighted
amass in the third part of the duodenum, that macro-
scopically and subsequently microscopically was con-
firmed to be a gastrointestinal stromal tumour. The
third case is of a 59-year-old woman who presented for
abdominal pain and in whom echo-endoscopy diag-
nosed a duodenal tumour.
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REsumE

Cacher a la vue ou aller au-dela de la papille duodé-
nale? Une série de cas

Introduction. Les tumeurs de l'intestin gréle sont une
découverte trés rare, tandis que le duodénum en est la
partie la plus touchée, avec une proportion de tumeurs
plus élevée que le jéjunum et I'iléon. Les symptomes
sont vagues et non spécifiques. Une cesophagogastro-
duodénoscopie compleéte et approfondie joue un role
crucial dans le diagnostic précoce des tumeurs de I'in-
testin gréle, en particulier celles situées au-dela de la
deuxieéme partie du duodénum.

Présentations de cas. Le premier cas est celui d’'un
homme de 43 ans avec une perte de poids importante
(19 kilogrammes en un an). Lendoscopie supérieure
a diagnostiqué une tumeur dans la troisiéme partie
du duodénum avec une biopsie positive pour un lym-
phome non-Hodgkinien. Le deuxiéme cas est celui
d’un patient fumeur de sexe masculin 4gé de 63 ans
qui s'est présenté au service des urgences pour méléna.
Alors que I'endoscopie gastro-intestinale supérieure
d’urgence n’était pas diagnostique, une deuxiéme éva-
luation a mis en évidence une masse dans la troisieme
partie du duodénum qui, macroscopiquement, puis
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Conclusions. While many duodenal tumours be-
come symptomatic when they are locally advanced,
an incomplete upper digestive endoscopy may further
delay the diagnosis and worsen the outcome. This
highlights the importance of performing a complete
esophagogastroduodenoscopy with the visualisation of
the entire duodenum.

Keywords: duodenum, tumours, esophagogastroduo-
denoscopy, weight loss.

INTRODUCTION

Primary neoplasms of the small intestine are a
very rare finding, accounting for about 0.3% of all
gastrointestinal tumours'. When comparing the most
often sites of neoplasms inside the small intestine,
the duodenum has a higher proportion of tumours
when compared to the jejunum and ileum. Duodenal
carcinomas account for 20-25% of all small bowel ma-
lignancies, whereas sarcomas, carcinoid and lympho-
mas are less common?. One large population study
has found that duodenum represents the site of ade-
nocarcinoma of the small intestine in 55.7% of cases,
most cases being reported in the second part of the
duodenum (D2), followed by the third/fourth parts
(D3/D4), cancers of the first part (D1), especially the
duodenal bulb, being extremely rare’. This low in-
cidence has three possible explanations: (a) because
of the more fluid content passing through, there is
less mechanical damage of the mucosa; (b) the transit
time inside the duodenum is faster, so the contact per
unit of length is reduced and (c) the mucosal cells
have a much higher turn-over rate than those of the
colon*.

Duodenal tumours pose diagnostic difficulties
because of their non-specific symptoms and their rar-
ity and because during esophagogastroduodenoscopy
(EGD) the duodenum is mostly overlooked. We re-
port the cases of two male and one female patients in
whom EGD and endoscopic sonography (EUS) have
been carried out further than usual, because of high
suspicion.

CASES PRESENTATION

The first case is of a 43-year-old male with no
significant medical history, who presented to the
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microscopiquement, s'est avérée étre une tumeur stro-
male gastro-intestinale. Le troisieme cas est celui d’une
femme de 59 ans qui s'est présentée a I’hopital pour
des douleurs abdominales et qui a subi une écho-en-
doscopie pour une masse duodénale.

Conclusions. Alors que de nombreuses tumeurs duo-
dénales deviennent symptomatiques lorsqu’elles sont
localement avancées, une endoscopie gastro-intestinale
supérieure incompléte peut retarder davantage le dia-
gnostic et aggraver le résultat. Cela met en évidence
I'importance d’effectuer une cesophagogastroduodé-
noscopie compléte avec la visualisation de 'ensemble
du duodénum.

Mots-clés: duodénum, tumeur, cesophagogastro-
duodénoscopie, perte de poids.

emergency department for fatigue, malaise and im-
portant involuntary weight loss (approximately 19
kilograms in 12 months), night sweats and fever.
Although non-specific, these symptoms were the
reason to investigate the patient further, by perform-
ing EGD and colonoscopy. The patient underwent
EGD and the initial findings along the oesophagus,
stomach, duodenal bulb and second duodenum were
non-diagnostic. The decision was made to advance
the endoscope further down, and when entering the
D3 we encountered a large mass that occupied ap-
prox. 50% of the circumference of the intestinal lu-
men (Fig. 1, 2). Biopsies were taken.

While waiting the results of the biopsies, the
patient was investigated further and the blood tests
revealed severe anaemia, with a haemoglobin of 7.1
g/dL, and a mild thrombocytosis of 376.9 x10°/
pl. Thorax and abdominal computed tomography
revealed a lympho-proliferative process with hepa-
to-splenomegaly, supra and subdiaphragmatic lymph
nodes organized in a large retroperitoneal mass that
infiltrates the D3, with hepatic, splenic and renal me-
tastases. Further biopsies were taken from a cervical
lymph node for immunohistochemistry, under local
anaesthesia. The biopsies taken from the duodenal
tumour yield the following result: low-grade small cell
non-Hodgkin’s lymphoma. The patient was referred
to the surgical department.

The second case is of a 63-year-old male smoker
patient, with history of stage 2 arterial hypertension
and chronic obstructive pulmonary disease, who
presented to the emergency department for melena
and fatigue. The blood tests detected severe anae-
mia, with a haemoglobin of 6 g/dL. Emergency EGD
was performed and no active signs of bleeding were
found. The patient was admitted in the gastroenter-
ology ward and a second EGD was performed a few



Archives of the Balkan Medical Union

Fig. 1. Esophagogastroduodenoscopy (EGD) —
a D3 mass that raised the suspicion of duodenal invasion.

V- a .

Fig. 2. Esophagogastroduodenoscopy (EGD) —
important doudenal stenosis.

Fig. 3. Esophagogastroduodenoscopy (EGD) —
a D3 mass that occupies >50% of the intestinal lumen;
macroscopic aspect of a GIST.

days after the patient was stabilized. During the sec-
ond EGD, a submucosal mass was detected, of ap-
proximately 2 cm, occupying >50% of the intestinal
lumen, that has normal mucosal lining, with a cen-
tral ulcerated depression, tender to the touch (Fig. 3).
Biopsies were taken. The macroscopic aspect was of
a gastrointestinal stromal tumour (GIST). The histo-
pathological microscopic results confirmed a GIST,
that is DOG1, CD117 and CD34 positive on immu-
nohistochemistry, without microscopic malignancy
criteria.

The third case is of a 59-year-old woman who
presented for abdominal pain, fatigue and dizziness.
Prior to the current presentation she underwent an
EGD, that was non-diagnostic, and because of the per-
sistence of symptoms she decided to ask for a second
opinion. Blood tests showed a moderate anaemia (hae-
moglobin 8.7 g/dL) and thrombocytosis of 429 x10°/
pl. EGD was performed and a D2 mass was found,
with a macroscopic aspect of a GIST. The biopsies

Fig. 4. Esophagogastroduodenoscopy (EGD —a D2 tu-
mour with a central ulceration.

were negative for a malignant transformation, prompt
ing the necessity of EUS, that visualized a 2.5/2 cm
submucosal tumour, near the ampulla, with a central
ulceration, and high vascularity on Doppler examina-
tion (Fig 4). The tumour was biopsied using fine nee-
dle biopsy (FNB), that was positive for a GIST, with
immunohistochemistry positive for CD117.

Discussion

The third and fourth parts of the duodenum are
often overlooked on upper digestive endoscopy. Its lo-
cation, with both intraperitoneal and retroperitoneal
segments and proximity to the gallbladder, pancreas,
stomach, spine, aorta, liver, and other segments of
the gastrointestinal tract, results in duodenal involve-
ment by a multitude of primary and secondary tu-
mours®”.

The evaluation by upper digestive endoscopy
plays a crucial role in the diagnosis of gastrointestinal
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tract tumours. Duodenal tumours may pose diag-
nostic challenges, because most often the symptoms
are vague and appear late, when the local extension
is important®'°, The most frequent symptom is ab-
dominal pain (56% of cases)!!, followed by malaise,
nausea, weight loss, fatigue, weakness, anaemia and
gastrointestinal bleeding or obstruction. EGD is the
preferred diagnostic method and it is crucial to be
performed by an experienced endoscopist, because
of the necessity to evaluate the entire duodenum?.

In a study by Zhang et al, EGD was the main
diagnostic investigation for primary duodenal cancer,
detecting 88.6% of the tumours'!. Sometimes, the
localization of duodenal tumours is inaccessible to
endoscopic viewing, which may result in a failure to
detect them during the examination'?.

GISTs are a type of non-directional differentia-
tion tumours that independently originate from the
primitive mesenchymal tissues of the gastrointestinal
tract”. The incidence of GISTs is approximately 1-2
/200,000, and they may occur across the length of
the entire digestive tract, the most affected sites being
the stomach and the small bowel, while tumours of
the duodenal stroma are less frequent, representing
only 10% of the small intestine tumours'. Duodenal
stromal tumours are mostly localized in the descend-
ing and horizontal portion of the duodenum, and
less often in the bulb and ascending portion. Some
authors have reported that recurrent black stool is
the most common clinical symptom of a duodenal
stromal tumour®’.

The gastrointestinal tract is the most common
extranodal site of involvement by non-Hodgkin’s
lymphoma. Primary lymphomas of the small intes-
tine are relatively rare and account for 4-12% of all
non-Hodgkin’s lymphomas and 19-38% of small bow-
el malignancies. Intestinal lymphomas usually mani-
fest with symptoms like dyspepsia, abdominal pain,
diarrhoea, loss of weight, nausea and vomiting, night
sweats and fever. Jaundice is a very rare initial pre-
senting sign of intestinal lymphomas and is seen only
in 0.2-0.5% of all cases". Hystologically, 80-90% of
primary gastrointestinal lymphomas are of B-cell ori-
gin. Mucosa-associated lymphoid tissue is the most
common subtype of duodenal lymphomas, followed
by diffuse large cell. The survival is largely depend-
ant on the histological grade and disease stage, with
a higher survival rate for B-cell lymphoma than for
T-cell lymphoma®'e,

The optimal treatment strategy for primary in-
testinal lymphoma is still a matter of debate, with
surgical resection and chemotherapy being the most
preffered methods of treatment, the their combina-
tion proving superior to any other treatment, leading
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to better survival rates. In a study by Kim et al., surgi-
cal resection was associated with survival benefits in
patients with B-cell lymphoma (p<0.001)".

CONCLUSIONS

EGD with visualisation of the third part of the
duodenum is an essential investigation for the diag-
nosis of certain small bowel tumours. While many
tumours become symptomatic after the disease is al-
ready advanced, it is crucial to pay increased attention
when performing a diagnostic EGD. Not performing
a full examination of the duodenum might result in
a further delay in the diagnosis and treatment of the
patient, with negative impact on the outcome of the
disease. Repeated endoscopy may be effective, even if
is costly, in selected patients.
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