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Missed Diagnosis

Primary tumours of the duodenum

Naftali Kaminski, Dorit Shahamr and Rami Eliakim

Department ofMedicine and 'Radiology, Hadassah University Hospital, Mount Scopus, PO Box 24035,
Jerusalem 91240, Israel

Summary: Six primary duodenal tumours were diagnosed in our 300 bed institute during a period of 10
years. Two patients had benign tumours (leiomyoma and carcinoid) and four had malignant tumours
(adenocarcinoma). The most common manifestation was severe iron deficiency anaemia. Diagnosis was
usually delayed (with a mean time of 7.7 months from initial complaints), endoscopy being the most
common and useful diagnostic tool. A curative procedure was performed in two patients. Patients with
unexplained chronic iron deficiency anaemia should undergo thorough gastrointestinal evaluation,
including the small intestine, as a curable disease may be found to be the source of the complaint.

Introduction

Tumours of the small intestine are rare.' Although
the small intestine accounts for at least 75% of the
total length of the gastrointestinal (GI) tract, its
tumours represent about 5% of all alimentary tract
neoplasms. The duodenum, which constitutes only
4% of small intestinal length, incorporates a
relatively high proportion of all the tumours.2,3 A
duodenal carcinoma was first documented in 1746.4
Adenoma is the most common benign neoplasm

of the small intestine (30%), leiomyomas and
lipomas being almost as common (22% and 20%,
respectively).5 Of the malignant tumours, adeno-
carcinoma is the most common, constituting about
80% of the malignant tumours in most reported
series. 1,6 Duodenal carcinomas account for 20-
25% of all small bowel malignancies, sarcoma,
carcinoid and lymphoma being less common (7, 5
and 3%, respectively).7
The present report describes six cases ofprimary

duodenal neoplasms seen at Hadassah University
Hospital in the last 10 years and refers to the
specific clinical problems encountered.

Methods

The charts of patients suffering from either benign
or malignant tumours of the duodenum and hospi-
talized at Hadassah University Hospital in the
years 1980-1990 were evaluated. Patients with
periampullary tumours were excluded. The charts
were evaluated for age, sex, initial clinical presenta-

tion, the time from initial complaints to diagnosis,
the method of diagnosis, the type of tumour found
and the treatment given.

Results

Six patients, three males and three females, were
found to have either benign (two patients) or
malignant (four patients) tumours of the duo-
denum. The mean age was 60.6 years, ranging from
47 to 77 years (Table I). The initial presentation in
all cases included either severe iron deficiency
anaemia or acute gastrointestinal bleeding. Two
patients suffered from abdominal pain and weight
loss (33%). Two others were referred due to
extreme weakness, palpitations and shortness of
breath. Three patients had undergone thorough
small and large bowel examinations, the tests
yielding negative results.

Endoscopy established the diagnosis in five out
of the six patients. The two benign tumours
underwent local resection. Whipple's procedure
was performed in two of the four patients with
adenocarcinoma.

Discussion

The clinical presentation of duodenal tumours is
nonspecific and insidious. Benign tumours of the
small intestine may go undiagnosed and symptom-
less in as many as 60% of cases and are detected
only at autopsy. The most common symptom is
pain, most often releated to obstruction ofa partial
or intermittent nature. Proximal lesions may pre-
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Table I Clinical data and modes of diagnosis in patients with tumours of the duodenum

Time from initial Method of
Case Age Sex Clinical presentation complaints to diagnosis diagnosis Histology

1 77 F Severe iron deficiency 2 years UGI + passage Leiomyoma
anaemia, weakness

2 64 M Severe iron deficiency 2 months Endoscopy Carcinoid
anaemia, weakness

3 47 F Severe iron deficiency 8 months Endoscopy Adenocarcinoma*
anaemia, weakness,
epigastric pain

4 61 M Weight loss, melaena 6 months Endoscopy Adenocarcinoma
5 65 F Severe iron deficiency 6 months UGI + passage, Adenocarcinoma*

anaemia, weakness, endoscopy
weight loss

6 50 M Epigastric pain, 2 weeks Endoscopy Adenocarcinoma
melaena

*Denotes resectable tumours in patients who underwent Whipple's procedure.

sent as gastric outlet obstruction." 8 Bleeding,
occult or overt289 is the second most common
symptom (20-50%). The two patients with benign
tumours in our series (Nos 1 and 2, Table I) were
referred due to severe iron deficiency anaemia,
without abdominal pain. Most malignant tumours
eventually produce acute or chronic symptoms.
Acute symptoms, including melaena, massive
haemorrhage, obstruction or perforation, are com-
mon.5'9 These symptoms were not observed in most
of our patients. Chronic symptoms, including
anaemia, weight loss and abdominal pain,7 often
lead to evaluation of the upper and lower gastro-
intestinal tract. The small bowel is overlooked, as
was the case in most of our patients. The interval
between the initial complaints and diagnosis may
be delayed as long as 18 months; the mean time in
our patients was 8 months.
The diagnostic problem posed by duodenal

tumours is complicated by their rarity, nonspecific
signs and symptoms, and by the fact that the distal
portions ofthe duodenum are generally overlooked
during upper GI endoscopy. In none of our
patients was a duodenal tumour considered the
primary cause of the complaints. Retrospectively
such tumours have been found in 60-90% ofupper
GI barium series,'0 although correct diagnosis was
made in only 20-50% of symptomatic patients."
In our study 50% of the patients had undergone
negative bowel examinations before coming to our
attention. In one of our symptomatic patients (No.
4, Table I) the diagnosis was evident after an upper
GI barium series (Figure 1) had been performed.
Upper GI endoscopy is the main diagnostic tool,'2"13
and was used to establish the diagnosis in five of
our six patients. Computerized tomographic scan-
ning of the abdomen is useful, especially in detec-
ting extraluminal tumours, such as leiomyomas or

metastatic spread. None of our cases was diag-
nosed by computerized tomographic scanning,
although it was used for evaluating the extent of
metastatic involvement.
To date, there is no treatment other than surgery,

for primary duodenal tumours, provided there are
no metastases and the tumour is resectable. The

Figure 1 Adenocarcinoma of the duodenum presenting
as a large filling defect in the second portion of the
duodenum (arrow).
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only exception to this rule might be lymphoma of
the small intestine in which chemotherapy may
prove feasible. If the lesion is in the third or fourth
portion of the duodenum, segmental resection is
indicated.'4 In most malignant tumours, pancreati-
coduodenectomy (Whipple's procedure) is per-
formed, if a curative procedure is indicated. The
operative mortality in Whipple's procedure is
3 -21 %.15 16 The 5 year survival rate in patients with
adenocarcinoma of the duodenum is 10-20%; in
cases of nonresectable tumours most patients die
within the first year.'4"5"7 These survival rates
should not be considered absolute figures, as the
number of patients reported in the literature is
quite small. Of our patients with malignant
tumours, two underwent curative procedures and
one is alive and doing well 18 months following
surgery.

Conclusions

The six cases described represent typical problems
encountered in patients with duodenal tumours,
the difficulty and lag in establishing diagnosis due
to the relative rarity and inaccessibility of these
tumours, the lack of a simple curative procedure
and the grave prognosis.
The nonspecific signs and symptoms of these

tumours should prompt physicians to carry out
thorough examinations of patients presenting with
anaemia, weakness and abdominal pain. It is
recommended that the entire gastrointestinal tract,
including the small intestine, of patients with
unexplained pain with or without iron deficiency
anaemia, be explored. Alertness and thorough
investigation may expedite diagnosis and increase
the changes of the patient's survival.
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