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Beyin Metastazı ile Başvuran İnce Barsak Adenokarsinomu 
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Introduction
Cancer of the small bowel (SB) represents around less than 
2% of all gastrointestinal (GI) malignancies. The frequency 
of adenocarcinoma of the SB is about 40% in all SB tumours. 
Adenocarcinoma of SB is mostly present in the duodenum 
followed by jejunum and ileum.1 Because of its rare 
occurrence, nonspecific clinical features of presentation and 
difficulty of imaging the SB, the disease is usually advanced 
with either regional or distant metastasis at the time of 
diagnosis. Brain metastases were identified in less than 4% of 
all GI tumours. Although early treatment is associated with 
prolonged survival and improved outcomes, brain metastasis 
reflects a late presentation of GI cancers and remains an 
unpromising situation.

Case Report 
A 67-year-old man with history of diabetes mellitus, 
hypertension, hyperlipidaemia and disease of the coronary 
arteries and placement of stent at 3 years ago was presented 
with the complaint of speech impairment and vertigo. He did 
not show any symptoms of GI disease, and there was no weight 
loss. No history of haematemesis or melaena was found in the 
patient. The patient underwent a cranial magnetic resonance 
imaging that showed intracranial mass in the frontal lobe 
(Figure 1). Thus, the patient underwent a surgical resection 
of the metastasis by craniotomy. Postoperative recovery 
was uneventful. Histopathology of the specimen revealed 
metastatic adenocarcinoma; immunohistochemical staining 
results were consistent with GI system carcinoma. 

Her ne kadar ince barsaklar gastrointestinal (Gİ) traktın uzunluk ve mukozal yüzey alanı olarak çoğunluğunu oluşturuyor olsa da ince barsak 

adenokarsinomu diğer Gİ malignitelere oranla çok nadirdir. En sık başvuru nedeni kramp şeklinde aralıklı karın ağrısıdır. Bu hastalığın nadir olması 

ve başvuru semptomlarının nonspesifik ve değişken olması tanıda gecikmeye neden olmaktadır. Bu makalede beyin metastazına bağlı sadece nörolojik 

semptomlar ile başvuran bir jejunal adenokarsinom olgusunu sunuyoruz.

Anahtar Kelimeler: Adenokarsinomu, beyin metastazı, kanser, ince barsak

ÖZ

ABSTRACT

Although the small bowel (SB) comprises majority of the length of alimentary tract and its surface mucosal area, adenocarcinoma of SB is rare in 
comparison to other gastrointestinal malignancies. The most common presenting symptom is intermittent and crampy abdominal pain. Because of 
the rarity of these lesions and the non-specific and variable nature of the presenting symptoms, delay in diagnosis is common. In this article, we have 
presented a case of adenocarcinoma of the jejunum with only neurologic symptoms due to brain metastasis.
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The patient was then undergone colonoscopy and upper GI 
endoscopy without any abnormalities. Abdominal computed 
tomography (CT) scan showed a 10-mm serosal hyperdense 
nodule in the medial section of the splenic flexure that was 
reported as possible subserosal haemorrhage or calcific 
granuloma (Figure 2). Positron emission tomography CT 
(PET-CT) scan showed a hypermetabolic involvement in 
the left lower quadrant of the abdomen of 41x38 mm in 
diameter with metabolic activity (SUVmax: 8.3).

The patient underwent an exploratory laparotomy based on 
the results of CT and PET-CT scan with a high suspicion of 
the presence of small intestinal malignancy. A jejunal mass 
was seen covered by the greater omentum just inferior to 
the splenic flexure without any dilatation of the proximal 
bowel loops (Figure 3). Jejunal segmental resection with 
lymphadenectomy of the involved segment was done. 
Postoperative recovery was uneventful. The patient was 
discharged on postoperative day 3.

Histopathology of the specimen revealed adenocarcinoma 
of the small intestine. The proximal and distal resection 
margins were clear of tumour cells with the presence of 
three metastatic lymph node involvements. T3N2M1 was 
the pathological stage of the lesion. The patient was referred 
to an oncologist for adjuvant chemotherapy. However, 
the patient was died on postoperative month 8 because of 
recurrent cranial metastasis.

Discussion
SB adenocarcinomas are rare, and metastatic disease is 
associated with poor prognosis. There are limited reported 
cases in the literature on SB adenocarcinoma presenting 
with neurologic symptoms due to brain metastasis. In this 
report, we presented the case of a patient diagnosed with SB 
adenocarcinoma after surgical removal of intracranial mass.
SB adenocarcinomas have poor prognosis. Expected 5-year 
survival rate is less than 30%. Almost one-third of patients 
have distant metastasis, and one-third have lymphatic 
metastasis at the time of diagnosis. Upper GI endoscopy 
and colonoscopy should be performed to visualise proximal 
and distal SB tumours and also to clarify underlying diseases 
such as inflammatory bowel disease. Clinical staging can 
be done with chest-abdomen-pelvis CT scan. SB resection 
is performed with necessary lymphatic dissection. Surgery 
alone may be curative for stages I and II of the disease, while 
adjuvant chemotherapy is necessary for stages III and IV 
patients. Currently, surgical treatment is the only curative 
option for stages I and II. Fluoropyrimidine and platinum 
combination may be considered in systemic therapy.2 Our 
patient underwent SB resection with lymphadenectomy, and 
the final pathology revealed stage T3N2 of the disease.
Most common sites of metastasis for SB adenocarcinomas 
are lymph nodes, liver and peritoneum.3 Incidence of brain 
metastasising SB adenocarcinoma is unclear due to its rarity. 
Reported survival is median 10 (range: 3-28) months.4 
Surgical removal, and/or whole brain radiotherapy, is the 

Figure 1. Cranial magnetic resonance image showing intracranial mass

Figure 3. Intraoperative image of the primary tumour covered by 
omentum

Figure 2. Abdominal computerised tomography images showing the 
primary tumour
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most preferred treatment of choice for brain metastasis 
of SB adenocarcinomas.5 As the primary tumour was 
asymptomatic, our patient had to undergo upfront 
cranial mass removal. He received adjuvant whole brain 
radiotherapy after small bowel resection surgery.

In conclusion, SB adenocarcinomas are rare cause of GI 
malignancies. Resection with local lymphadenectomy is 
the procedure of choice for local disease. However, distant 
metastases exist at the time of diagnosis in one-third of 
patients. Metastatic disease has poor survival, even curative 
resection of the primary tumours and metastases can be 
achieved.
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