Open Journal of Internal Medicine, 2015, 5, 92-95
Published Online December 2015 in SciRes. http://www.scirp.org/journal/ojim
http://dx.doi.org/10.4236/ojim.2015.54013

Primary Duodenal Adenocarcinoma
Revealed by Chronic Iron
Deficiency Anemia: Diagnostic
Difficulties in a Case Report in Internal
Medicine CNHU HKM-COTONOU
Angèle Azon-Kouanou1, Djimon Marcel Zannou1, Aboudou Raïmi Kpossou2,
Kouessi Anthelme Agbodande1, Roberto Dossou Torès Kouassi Prudencio1, Jean Sehonou1,
Gaspard Gbessi3, Freddy Gnangnon3, Gabriel Ade1, Fabien Houngbe1
1

Internal Medicine and Medical Oncology Department, National Teaching Hospital (NTH), Hubert Koudougou
Maga (HKM), Cotonou, Benin
2
Hepato-Gastroenterology Department, National Teaching Hospital (NTH), Hubert Koudougou Maga (HKM),
Cotonou, Benin
3
Visceral surgery Department, National Teaching Hospital (NTH), Hubert Koudougou Maga (HKM), Cotonou,
Benin

Received 24 October 2015; accepted 29 November 2015; published 2 December 2015
Copyright © 2015 by authors and Scientific Research Publishing Inc.
This work is licensed under the Creative Commons Attribution International License (CC BY).
http://creativecommons.org/licenses/by/4.0/

Abstract
The location of a primary duodenal adenocarcinoma is exceptional. Only few cases have been reported in the literature. We hereby report a case of primary adenocarcinoma of the duodenum
with a 60 years old patient admitted because of chronic iron deficiency anemia. Endoscopic examination revealed a budding and ulcerated process in the second duodenum. The biopsy analysis
showed primary adenocarcinoma. No other primary tumor was found. The staging directed
showed cephalic pancreatic invasion. The patient died in the aftermath of a surgical management.
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1. Introduction

Duodenal adenocarcinoma is uncommon. It accounts for about 50% of small bowels cancers which are also rare,
as they account for less than 2% [1]. In fact, D2 cancer ethiopathogeny is based upon the existence of many risk
factors such as familial adenomatous polyposis. There are other risk factors namely: Lynch syndrome, Crohn
disease, peptic ulcers, cystic fibrosis, tobacco, alcohol, cholecystectomy [2]-[4]. Based on medical history, the
patient was consulted several times for gastric ulcer and chronic anemia without any diagnosis; this largely explains the late diagnosis. In case of late diagnosis, the prognosis is generally fatal and living beyond 5 years is
less than 30% cases, with an average duration of 19 months [3]. We hereby report a case of D2 adenocarcinoma
whose diagnosis was conducted only after morphological examinations and repeated X-ray.

2. Case Presentation
This is a 60-year-old woman, who was hospitalized in the internal medicine department for etiological chronic
anemia. In her medical history, there was neither diabetes nor cancer. She didn’t take alcohol. There was no
family history of either cancer or diabetes. Dating back to the beginning, three months before the admission was
characterized by asthenia associated with mucocutaneous pallor. The gradual worsening of symptoms marked
characterized by severe deterioration in general condition with anorexia, asthenia, abdominal pain including
burning and recurrent anemia, has motivated her hospitalization in Internal Medicine Department.
In her medical history there was documented gastric ulcer. Physical examination revealed general poor condition with a performance status at level 3 and decompensated clinical anemia requiring multiple transfusions of
red blood cells. Blood count showed anemia (Hb = 5.8 g/dl) microcytic hypochromic and low serum ferritin (15
ng/ml).
Oesogastro-duodenal endoscopy revealed an atrophic fundus and bulbar duodenal erosion with no visible duodenal abnormality. Pathological examination of the corpus biopsies revealed chronic inflammation. Colonoscopy brought to light grade II internal hemorrhoids that were ligated under anuscopic control. She was readmitted 07 months later for an occlusive syndrome. A new upper endoscopy revealed a budding and ulcerated
process at the second duodenum (D2) (Figure 1). The histological examination of biopsies conducted by a
highly-ranked anatomy and pathology specialist revealed adenocarcinoma. The abdominopelvic x-ray with contrast-injection confirmed this duodenal tumor at pancreatic cephalic invasion stage, Figure 2. Surgical indication
was required. But during surgery the tumor was ineradicable. The post-operative complications were glazed type
respiratory distress and shock resulting in death after 15 days.

3. Discussion
Adenocarcinoma of the duodenum is uncommon. However, it is the most common neoplastic involvement of the
small intestine [1]. It is the most common histological type (50%), followed by endocrine tumors (31%), lymphoma (20%) and sarcomas (9%) [5]. The incidence of duodenal adenocarcinoma is increasing since the first
case described by Hamburger in 1746 [6] [7]. In a study of 346 tumors of the small intestine from the register of
digestive cancers of the Gold Coast during the period 1976-2001, the annual incidence rate increased over the
last ten years with a predominance for males with sex ratio of 2/1 [6]. The Age of onset is after 60 years in most

Figure 1. Endoscopic images showing the process of budding and
ulcerated tumor of the anterior surface of the second duodenal.
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Figure 2. Tomodensitometry findings of tumor invasion of the second duodenalwith pancreatic head.

cases [8] [9]. Epigastric pain is the most common symptom [10]. The other types are: cholestatic jaundice in 31%
of cases [11], upper gastrointestinal hemorrhage, late post prandial vomiting [10], an occlusive syndrome especially in sub-papillary forms, loss of weight and finally completely asymptomatic forms are described [11].
Chronic iron deficiency anemia (for occult bleeding) as in our case is rarely revealing. But when it is present, it
is generally associated with duodenal stenosis [12] [13]; which is a factor of poor prognosis [4]. The result of the
clinical examination depends on the type of tumor and its characteristics (size, location, extension) it can be entirely normal, causing the delay in diagnosis [14].
The diagnosis of duodenal adenocarcinoma is based on the upper endoscopy, which allows describing the injury and biopsies in search of histological evidence [1]. In our patient, the first endoscopy did not identify the
tumor. This shows the need to resume upper gastro intestinal endoscopyin case of persistent iron deficiency
anemia when initial endoscopic investigations (gastroscopy and colonoscopy) are negative. The trap here was to
consider anemia as the cause of internal hemorrhoids.
The preferred treatment of duodenal adenocarcinoma remains surgical, calling whenever it is possible for
radical resection. This is the cephalic duodeno-pancreatectomy (DPC) which has the advantage of removing
"block" the lesion and lymphatic drainage [4]. However, some authors emphasize the benefit that duodenal
segmental resections would present. This would have identical results with the DPC in terms of survival with
lower operative mortality; but they are reserved for lesions up to the 3rd and 4th duodena [15]. For unresectable
tumors, due to mesenteric vascular invasion, or a major extension to adjacent organs like the case of our patient,
or peritoneal carcinomatosis or distant metastasis, finally, we cannot use that simple derivations, type biliarydigestive gastroenterostomy or diversion with an average survival of six (06) months [16] [17]. The role of adjuvant chemotherapy is still sketchy though, according to some authors it increases survival in the medium to
long term [18]. Before an adenocarcinoma, we should carry out a screening investigation of other cancers that
may be associated or occur on the same lot by a colonoscopy or by genetic study [3].

4. Conclusion
Primary duodenal adenocarcinoma is uncommon but not unusual. Etiological investigation from senior citizens
can be surprising, and that is the case of our patient. The diagnosis was late and required several morphological
examinations as well as imaging for confirmation. When the clinical picture lacks distinctive characteristics
leading to a cancer of the digestive tract, the diagnosis is late and the prognosis is generally fatal. In this context
of chronic iron deficiency anemia, it is important to examine the second duodenum. A normal upper fibroscopy
does not exclude cancer, especially in this context. Examinations have to be taken several times.
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