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PAPILLARY CARCINOMA OF THE THIRD PART OF THE DUODENUM :
A CASE REPORT AND REVIEW OF LITERATURE
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Abstract
Papillary carcinoma of the third part of the
duodenum is rare and difficult to diagnose.

A middle aged man presented with intractable
vomiting for six months with mild anemia. Repeated
upper GI endoscopy was reported normal.
Subsequent Endoscopy revealed a 3cm x 3cm
protruding tumor in the posterior wall of the third
part of duodenum. Endoscopic tissue histopathology
was inconclusive. C T scan revealed a low
attenuated soft tissue mass in the third part of the
duodenum. Duodenotomy and local excision of the
tumor was performed. Histopathology of the tumour
detected it as a papillary carcinoma. The patient
showed no sign of recurrence and has been disease
free for more than 24 months after surgery.

The rarity and its non-specific symptoms often lead
clinicians and patients to suspect other more benign
differential ~ diagnoses. Critical endoscopic
examination and imaging have enabled more of
these cases to be unearthed.
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Introduction

Although the small bowel comprises 75% of the
total length of the gastrointestinal tract, it gives rise
to merely 2-6% of all primary gastrointestinal
malignancies 2. The duodenum constitutes only the
first 25 c¢cm of the small bowel, yet duodenal
neoplasia accounts for 35% of all benign and 17% of
all malignant small bowe! tumours 34,

The surgical management of duodenal pathology is
challenging because of its retroperitoneal position
and shared blood supply with the pancreas. For
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supra ampullary and peri-ampullary neoplasms, the
conventional surgical - option 1s
pancreatoduodenectomy (PD), even if the pancreas
is not involved and even in premalignant disease.

A less radical procedure is local resection of the
papilla (ampullectomy) with the adjacent
pancreatic tissue containing the terminal bile and
pancreatic ducts >. More recently, pancreas-sparing
total duodenectomy (PSTD) has been described,
generally referring to total resection of the
duodenum including the papilla but not the
adjacent pancreatic tissue or the terminal biliary
and pancreatic duct ¢!'. Authors emphasized the
advantages over local resection that the dissection
is carried out in a defined tissue plane a long-term
solution for diffuse duodenal disease (e.g. in
familial adenomatous polyp sis) and simpler ductal
anastomoses'?'%. One report describes a pancreas-
sparing suprapapillary duodenectomy for an
exophytic hepatocellular carcinoma directly
invading the duodenum!’. Reports of the surgical
management of infrapapillary duodenal pathology
are largely limited to case reports and small
series!®?0. For neoplasms that arise in the third and
fourth parts of the duodenum (D3, D4), a
conservative duodenectomy that preserves the
pancreas and papilla can provide adequate tumour
clearance while avoiding the additional dissection
and risk associated with the biliary and pancreatic
anastomoses implicit in the common alternative
PD or PSTD?-%#. Other advantages of this
procedure include a shorter operative time and the
preservation of more normal anatomy and function
allowing postoperative endoscopic survillance?!-2.
We describe our experience with duodenotomy and
excision of the tumor in the 3rd part.

Case presentation

A 40-year male presented with a six month history
of vomiting after meals. He had no history of
abdominal pain, jaundice, maelena or features
suggestive of raised intracranial pressure. Physical
examination revealed mild anemia,abdominal
tenderness without a palpable mass. H is Hb was 9
gm%, S bilirubin 23.0 micromol/dl, plasma glucose
random 6.0 mmol/l, renal status and electrolytes
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normal. Ultrsonography of abdomen, chest X-ray
and ECG were normal.

Upper GI endoscopy was reported normal two times.
Subsequent endoscopy revealed a cauliflower like
growth at the third portion of the duodenum with a
smooth surface and no ulceration (Fig-1).

Biopsy revealed a duodenal tissue showing
dysplastic changes in gland epithelial cells and
evidence of overt malignancy was absent, an
abdominal CT scan revealed a nodular mass (Fig-2).
Operative findings were that the tumor was in the
posterior wall of the third part of duodenum.
Duodenum was kokerized, duodenotomy performed,
growth removed along with the attached duodenal
wall. Duodenal wall closed in layer. No regional or
metastasis enlarged lymph node was noted. Liver,
hepatoduodenal ligament was found normal. The
resected margins were free. Histopathology of the
resected specimen revealed a well differentiated
papillary adenocarcinoma (Fig-3). He had an
uneventful postoperative course. He has been
followed up for 2 years and remains recurrence free.

Fig 1 : Showing single nodular mass in the third part
of the duodenum

Fig2: Showing CT of the abdomen detecting a

mass in the duodenum
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Fig 3: Histopathological picture of resected
duodenal tumour
Discussion

Adenocarcinoma of the duodenum is an exceedingly
rare disorder. The most frequent symptoms found
are jaundice (11.1-55.8%), nausea/vomiting (21-
51.8%), pain (11.1-59.1%), weight loss (10.1-
57.6%) and anemia (22.5-60.6%)**. In fact, several
authors pointed out that on the average symptoms
were present before the diagnosis for a minimum of
3 months, but in the most important case studies the
duration of the symptomatology was around 6-8
months 234, :

The nonspecific clinical presentation, which often
mimics benign conditions, is the main pitfall for an
early diagnosis of duodenal cancer?*“. The index of
suspicion for the tumor remains very low, and the
lack of specific symptoms or physical signs
substantially delays diagnosis and treatment?- 26, The
present case presented with intractable vomiting and
rather absent jaundice took 6 months time to
establish the diagnosis.

For predominantly anatomical reasons, upper GI
endoscopy has limitations in the diagnosis of tumors
located in the third and fourth portions of the
duodenum. When there is clinical suspicion of
tumour in these sites, CT, MRI, ultrasonography is
warranted.

Papillary tumors are uncommon before the age of 45
years; 80% of papillary tumors occur between the
ages of 60-80 years * . At diagnosis, the average
person is aged 62 years (range of 4 months to 79
years) °. No gender predilection exists. A slight male
predominance exists in the incidence of papillary
tumors, although this may be beginning to change®.
Our patient was male and of 40 years age. As
endoscopic biopsy material showed dysplastic
change and even low grade malignancy like
neuroendocrine carcinoma duodenotomy and local
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excision is suggested?’. Although the best treatment
of papillary carcinoma of duodenum is, whipple’s
operation to avoid risk of biliary and pancreatic
anastomosis we performed duodenotomy and local
excision.

The significance of the primary location in regard to
prognosis remains controversial > %, Lowell et al.”
reported longer survival among patients with distal
tumors, whereas Sohn et al?® reported longer
survival in patients with proximal tumors. Other
authors did not find statistically significant
differences in survival based on site, even though it
is evident that there is a more favorable prognosis
for distal duodenal adenocarcinoma. Patient
selection and stage probably account for such
differences?®. The role of postoperative adjuvant
therapy is still unclear, and efforts are underway
with 5-fluorouracil based chemotherapy regimens?.
We performed duodenotomy and local excision. We
have not applied chemotherapy in our patient.

Conclusion

Although carcinoma of the duodenum, other than of
the ampulla of Vater region, is very rare and
diagnosis is often late. The disease should be
suspected, even if symptomatology is poor. It is
sometimes needed and possible to visit the distal
duodenum to - evaluate symptomatic patients with
intractable vomiting. However, this requires careful
observation of the mucosa, including that of the
distal duodenum, at duodenoscopy. PSTD is an
acceptable option of treatment, duodenotomy and
local excision of the tumour is one step advancement
and safe procedure.
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