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ADENOCARCINOMA OF DUODENUM AT THE DUODENOJEJUNAL FLEXURE 

(Abstract): Adenocarcinoma of the duodenum is an exceedingly rare condition representing not 

more than 0.3% to 0.4% of all gastrointestinal tract cancers. Clinical presentation is usually due to 

partial or complete obstruction of the duodenum. Computed tomography scan has a high accuracy 

in detecting metastatic spread to stage the disease. CASE REPORT: A 60 year woman presented 

with chief complaints of persistent bilious projectile vomiting containing undigested food material 

and pain in the upper abdomen since 6 months. Upper gastrointestinal endoscopy up to 2
nd

 part of 

duodenum revealed no abnormality. Contrast enhanced computed tomography (CECT) scan of 

abdomen showed a dilated stomach and duodenal dilatation up to 4
th

 part along with a concentric 

growth seen in the fourth part of duodenum at the duodenojejunal flexure, and multiple 

retroperitoneal lymph-adenopathy. Exploratory laparotomy revealed a tumor of the 

duodenojejunal flexure with dilatation of all the parts of duodenum and stomach. The tumor was 

seen encasing the superior mesenteric vessels and aorta. A palliative gastro-jejunostomy was 

performed. Patient had an attack of acute myocardial infarction on post-operative day 6th and 

expired. Histopathology of the specimen confirmed adenocarcinoma of duodenum. 

CONCLUSIONS: Adenocarcinoma of duodenojejunal flexure is extremely rare and sometimes 

difficult to diagnose. Computed tomography scan has a high accuracy in detecting the disease and 

its metastatic spread to stage the disease. For unresectable tumors, palliative gastro-jejunostomy is 

the treatment of choice. 
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INTRODUCTION 

Adenocarcinoma of the duodenum is 

an exceedingly rare condition representing 

not more than 0.3% to 0.4% of all 

gastrointestinal tract cancers. 

Adenocarcinoma occurring at duodeno-

jejunal flexure is extremely rare and 

sometimes difficult to diagnose. [1,2] 

 

CASE REPORT 

A 60 year female presented with chief 

complaints of persistent bilious projectile 

vomiting containing undigested food 

material and pain in the upper abdomen 

since 6 months. On examination the patient 

was dehydrated and having a poor nutrition 

built. General examination revealed pulse 

100/min and blood pressure 90/60mm Hg. 

Abdominal examination revealed visible 

peristalsis in the upper abdomen, moving 

from left to right and presence of succusion 

splash without any obvious mass palpable. 

Routine haemogram showed 

haemoglobin 7.9 mg/dL, total leukocyte 
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count 4950/ mm
3
 and differential leukocyte 

count showing neutrophil 74%, lymphocyte 

16%, eosinophil 7%, monocyte 3%. Renal 

function tests and liver function tests showed 

normal values. Serum electrolytes showed 

Na
+
 121 mEq/L, K

+ 
3.1 mEq/L and Cl

-
 90 

mEq/L. Serum albumin revealed 2.1 g/dL.  

Upper gastrointestinal endoscopy up to 

2
nd

 part of duodenum revealed no 

abnormality.  

Contrast enhanced computed 

tomography (CECT) scan of abdomen was 

planned which showed a dilated stomach 

and duodenal dilatation up to 4
th

 part. A 

concentric growth was seen in the fourth part 

of duodenum at the duodenojejunal flexure, 

obstructing the lumen.  

Multiple retroperitoneal lymph-

adenopathy and mild ascites was also 

detected (Fig. 1-3). 
 

 
 

Fig. 1 CECT abdomen showing a dilated stomach and first, second, third and fourth part of duodenum 

 

 

Exploratory laparotomy was planned 

after correction of the serum electrolytes 

which revealed a proliferative growth at the 

duodenojejunal flexure with dilatation of all 

the parts of duodenum and stomach. The 

growth was seen encasing the superior 

mesenteric vessels and aorta. Multiple para-

aortic lymphadenopathies and mild ascites 

were also detected. Palliative gastro-

jejunostomy was done. Histopathology 

specimen was taken from the growth.  

Patient had an attack of acute myocardial 

infarction on post-operative day 6
th

 and 

expired. 

Histopathology of the specimen 

confirmed adenocarcinoma of duodenum at 

the duodenojejunal flexure. 

 

DISCUSSION 

On reviewing the literature, although 

45% of all carcinomas of the duodenum 

arise in the third and fourth portions of 

duodenum, the true incidence of 

adenocarcinoma of duodenum at the 
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duodenojejunal flexure is still unknown. The 

age of presentation reported is usually in the 

5
t 
to 6

th
 decade of life and the mean duration 

of symptoms around 10 months [1-6]. 

Clinical presentation is usually due to 

partial or complete obstruction of the 

duodenum with persistent bilious vomiting 

and upper abdominal pain. Loss of weight 

and anemia with hemoccult-positive stools is 

frequent, although frank upper gastro-

intestinal tract hemorrhage is unusual [3,5]. 

The diagnostic accuracy of duodeno-

jejunal growth by barium studies is around 

83%. Upper gastro intestinal endoscopy has 

got a limited role in diagnosing the tumor as 

the procedure is usually terminated before 

reaching the site of the lesion. Enteroscopy 

by the “push” method using the pediatric 

colonoscope can yield a biopsy or a “sonde” 

enteroscopy can be used to view the lesion. 

Capsule endoscopy and double balloon 

enteroscopy (DBE) are the newer diagnostic 

modalities. Computed tomography scan has 

a high accuracy in detecting metastatic 

spread to stage the disease but has got a 

limited role in diagnosing primary tumor. 

[3,6,7]. 

 

 
 

Fig. 2 CECT abdomen showing a concentric thickening of duodenum at duodenojejunal flexure 
 

 

Duodenojejunal segmentectomy is the 

treatment of choice for duodenal angle of 

Treitz tumors with lymph node clearance. 

Assessment of tumor resectability, search for 

an adequate cancer-free proximal margin, 

and attainment of a tension-free anastomosis 

have been described as heavily hindered by 

the anatomy of the duodenum, which is 

embedded in the retroperitoneum and 

anteriorly bound by the superior mesenteric 

artery. Tumor diameter, histological grading, 

and invasion into the periduodenal tissues 

have been strongly suggested as the main 

factors affecting the outcome of these 
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patients. Palliative gastro-jejunostomy is an 

ideal alternative for unresectable tumors 

[3,6]. 

 

CONCLUSIONS 

Adenocarcinoma occurring at 

duodenojejunal flexure is extremely rare and 

sometimes difficult to diagnose.  

Computed tomography scan has a high 

accuracy in detecting the disease and its 

metastatic spread to stage the disease.  

For unresectable tumors, gastro-

jejunostomy is the treatment of choice. 
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Fig. 3 CECT abdomen showing a concentric thickening of duodenum at duodenojejunal flexure 
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