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CASE REPORT

Endoscopic removal of a pedunculated early duodenal cancer : diagnostic value

of endoscopic ultrasound
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Abstract

A 79-year-old Japanese woman was admitted to our hospital for
evaluation of a polypoid lesion in the second portion of the duode-
num. Radiographic and endoscopic examinations of the upper
gastrointestinal tract indicated that this mass was pedunculated
and had a nodular surface. Endoscopic ultrasonography demon-
strated a hypoechoic tumor limited to the mucosa without lymph
node involvement. Endoscopic polypectomy was performed.
Histologic examination showed a tubular adenocarcinoma arising
in an adenoma with invasion limited to the mucosa. Findings were
consistent with complete endoscopic resection. Follow-up over a
12-month period has disclosed no evidence of tumor recurrence.
Endoscopic polypectomy using information from endoscopic
ultrasonography would appear to be a safe and effective method
for diagnosis and treatment of pedunculated early duodenal can-
cers. (Acta gastroenterol. belg., 2002, 65, 52-54)
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Introduction

Primary duodenal cancer is rare, and is often detect-
ed in an advanced stage (1,2). However, with advances
in endoscopy and imaging of the second portion of the
duodenum, early lesions have been detected more fre-
quently (3-9). We report an early duodenal cancer that
was removed completely by endoscopic polypectomy.
Information obtained by an endoscopically guided ultra-
sonic probe was useful for assessing the lesion and plan-
ning treatment.

Case report

A 79-year-old Japanese woman who was periodically
reevaluated because of chronic hepatitis C infection,
underwent upper gastrointestinal endoscopy to evaluate
esophageal varices. Endoscopy disclosed a pedunculat-
ed polypoid mass in the second portion of the duode-
num. The patient was admitted to our hospital for further
evaluation and treatment.

On admission, the patient had no specific complaints.
Physical examination was unremarkable. No abdominal
mass could be palpated, and no abdominal tenderness
was evident. A complete blood count and serum chemi-
stry screening results were within normal limits. The
serum carcinoembryonic antigen (CEA) concentration
was normal. A test for occult fecal blood was negative.
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Hypotonic duodenography revealed a well-defined
pedunculated, lobulated polypoid lesion (diameter,
15 mm) in the second portion of the duodenum. Gastro-
duodenoscopy again showed a pedunculated polypoid
lesion with a stalk in the second portion of the duode-
num (Fig. 1). The tumor had a whitish, lobulated surface
with no erosions or ulcerations. An endoscopic biopsy of
the tumor yielded a specimen with the histologic appear-
ance of tubular adenoma. We inserted a flexible ultra-
sonic probe through the biopsy channel of the gastroin-
testinal endoscope during direct visualization of the
lesion to perform endoscopic ultrasonography (EUS).
An ultrathin mechanical radial scanning probe (SP-701,
Fujinon sonoprobe system, Fuji Photo Optical, Omiya,
Japan) was used at a frequency of 15 MHz. A hypoe-
choic tumor limited to the mucosa without involvement

Fig. 1. — Endoscopy demonstrates a slightly yellowish pedun-
culated polypoid lesion in the second portion of the duodenum.
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Endoscopic resection of early duodenal cancer
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Fig. 2. — Endoscopic ultrasonography indicates a hypoechoic
tumor limited to the mucosa without lymph node metastasis.

Fig. 3. — Histologic examination demonstrates cancer (arrow)
occurring in an adenoma. The cancer was limited to the
mucosal layer of the duodenum (hematoxylin and eosin, x 12).

of the stalk or lymph node was demonstrated by EUS ;
no abnormal submucosal vessel was observed in the
stalk (Fig. 2). These findings were compatible with
either a duodenal adenoma or a duodenal mucosal can-
cer and the lesion was judged to be safely resectable by
endoscopic polypectomy.

Endoscopic polypectomy was performed. After loop
snaring of the tumor, a mixture of cutting and electroco-
agulation current (UES-10, Olympus, Tokyo) was
applied for a few seconds. The tumor was transected and
removed with a tripod snare. No bleeding or other com-
plications occurred. The histologic diagnosis was adeno-
carcinoma arising in an adenoma without invasion
beyond the mucosal layer (Fig. 3). No malignant tissue
was seen at the margin of resection. Follow-up
endoscopy 2 weeks and 12 months after resection
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revealed no tumor. Specimens from multiple endoscop-
ic biopsies of the lesion site also contained no demon-
strable cancer. Transabdominal ultrasonography
(12 months after resection) showed no metastatic
lesions.

Discussion

Early duodenal cancer has been considered a rare dis-
ease (1). With widespread use of gastrointestinal endo-
scopy, especially examinations including careful evalua-
tion of the second portion of the duodenum, several
endoscopically diagnosed cases have been reported (3-
9).

When present, clinical signs and symptoms of early
duodenal cancer are variable and nonspecific (3-9). Our
patient had no abdominal symptoms. In some cases
abdominal pain or discomfort has been reported.

The diagnosis of early duodenal cancer usually has
been made by histologic examination of completely
resected lesions (6). Endoscopically, the features of
early duodenal cancer are neither uniform nor diagnosti-
cally specific. According to Nakagoe et al. (8), percent-
ages of each type of early duodenal carcinoma accord-
ing to Yamada’s classification (6) are as follows : type
1V, 53% ; type 111, 18% ; type II, 6% ; and unclassified,
23%. Lesions usually have a cauliflower-like appear-
ance, with a lobular, nodular, or granular surface. In only
62.5% of their cases was a preoperative diagnosis of car-
cinoma made by examination of biopsy specimens (8) ;
in our case the preresection specimen showed only duo-
denal adenoma. Therefore, short of complete resection
with histologic examination, early duodenal cancer
cannnot be ruled out.

Until recently, early duodenal cancer was treated by
surgery. Increasingly, however, some early duodenal
cancers are being removed by snare polypectomy (3-7).
The risk of lymph node metastasis is known to be low in
tumors in which invasion is limited to the mucosa (7).
Satake et al. (10) reported that no lymph node metasta-
sis was found in 14 patients with intramucosal carcino-
ma of the duodenum, and it was detected in one of
18 patients (5.6%) with submucosal cancers. Nagatani et
al. (11) analyzed 128 lesions in 127 cases of early duo-
denal carcinoma in Japanese patients and reported that
the incidence of lymph node metastasis is 0 % for intra-
mucosal carcinomas and 5 % for submucosal ones.
Endoscopic polypectomy is an effective treatment for
duodenal cancer if the lesion is limited to the mucosa
(3). Numerous studies have been published comparing
EUS staging to the findings at surgical exploration (12-
15). These studies document a high accuracy rate of
EUS for depth of invasion and nodal involvement (12-
15). In particular, the accuracy rate for elevated type
intramucosal GI tract cancer is extremely high (91%)
(12). Recently available endoscopically guided ultra-
sonography using an ultrasonic probe can be performed
easily during conventional gastrointestinal endoscopy,

Acta Gastro-Enterologica Belgica, Vol. LXV, January-March 2002



54

and is valuable in assessing the exact location and spread
of cancer (12). Accordingly, EUS has become indis-
pensable in planning their treatment (12-17).

Severe complications such as perforation or bleeding
have been associated with endoscopic polypectomy (16-
18,21,22). In particular, endoscopic surgery of the duo-
denum can be dangerous because of the thickness of the
wall. Perforation and profuse bleeding are attributed to
the ensnarement of the muscularis propria and large
intramural vessels. It is impossible to predict the exis-
tence of such dangerous intramural situations by super-
ficial observation with fiberoptic endoscopy. Previous
reports including ours (18-20) proved that EUS can
identify abnormal submucosal vessels. Furthermore
EUS can evaluate the thickness of submucosal layer and
intramural fibrosis (13,19,21). Such information, pro-
vided by EUS before resection, is very useful in avoid-
ing complications (18,21). In this case, preoperative
EUS revealed no abnormally large vessel in the stalk,
and there were no complications. The decision to per-
form endoscopic polypectomy for a duodenal cancer
should be made carefully, taking EUS results into
account for safety.

We have reported the case of a 79-year-old woman
who successfully underwent endoscopic polypectomy
for early duodenal cancer. EUS was highly useful in
diagnosis and treatment planning.
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