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Distant metastases from lung cancer are usually 
found in the lung, bone, brain, liver, and adrenal 
gland; however, metastases in duodenum and 
pancreas are very rare (1-10). We report herein our 
experience with case of duodenal and pancreas 
metastases from lung adenocarcinoma.

A 56-year-old man was referred to our hospital due to 
an ill-defined mass, which was diagnosed as having 
lung adenocarcinoma pathologically, in the left lower 
lobe of the lung with ipsilateral mediastinal lymph 
nodes (Figure 1). The patient was treated with 
platinum-based chemotherapy for 5 months. The 
patient was readmitted with the two weeks history of 
epigastric pain. He also complained of anorexia, 
lethargy, and weight loss of 4 kilograms over past four 
months. Epigastric pain was not dull in nature, 
aggravated by food in take, and it had increased in 
intensity over two weeks, for which he was taking 
oxycodone/acetaminophen, but minimal pain relief.
The patient had 10-year history of systemic lupus 
erythematosus, which has been treated with 
prednisolone. He was ex-smoker with one pack a day 
for 20 years. On physical examination, he was found 
in fair general condition, but his vitals were stable. 

On abdominal examination, there was mild epigastric 
tenderness without any rigidity, guarding, orrebound 
tenderness. The rest of systemic examination was 
unremarkable. Complete blood count (CBC) showed 
hemoglobin 12.0 gm/dL, white blood cells (WBC) 
8200/microL; and platelets 336.000/microL. Liver 
and renal function tests were within normal limits. 
Fecal occult blood (FOB) test was found negative.
Upper gastrointestinal endoscopy revealed a 
tumorous lesion at the opposite site of papilla of Vater 
(Figure 2). Pathological specimen from the duodenal 
lesion showed adenocarcinoma and immuno 
histochemical staining for thyroid transcription  
factor-1 positive cells (Figure 3A: Hematoxylin-Eosin 
staining, Figure 3B: thyroid transcription factor-1: 
TTF-1). These findings strongly supported the 
diagnosis of metastatic adenocarcinoma of the lung 
origin. Computed tomography (CT) of abdomen 
showed ill-defined mass measuring 3.2×3.0 cm in 
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Figure 1. Chest radiograph on admission shows an ill-defined 
mass, which was diagnosed as having lung adenocarcinoma 
pathologically, in the left lower lobe of the lung with ipsilateral 
mediastinal lymph nodes.

Figure 2. Upper gastrointestinal endoscopy revealed a tumorous 
lesion at the opposite site of papilla of Vater. 

Figure 3. Pathological specimen from the duodenal lesion showed adenocarcinoma and immunohistochemical staining for thyroid 
transcription factor-1 positive cells. (A) Hematoxylin-Eosin staining, (B) thyroid transcription factor-1. 
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pancreas body, and two intrahepatic metastatic 
lesions, which were not detected in abdominal CT 
scan at the time of initial diagnosis of lung 
adenocarcinoma. CT-positron emission tomography 
(CT-PET) showed 18flouro-deoxyglucose (FDG) avid a 
mass in pancreas body [standardize duptake volume 
(SUVmax)7.45] and a mass in the left lower lobe of the 
lung [(SUVmax) 20.8] (Figure 4). ERCP was not 
performed considering metastatic condition in other 
sites and refusal of the patient. The patient had rapidly 
progressive disease and died of 2 months after the 
diagnosis of these metastases.

Patients with abdominal organ metastases from lung 
cancer have several symptoms (1-10). Among them, 
patients with gastrointestinal and pancreato-
hepatobiliary tract metastases exhibit symptoms such 
as nausea, vomiting, abdominal pain, appetite loss 
and weight loss, although some of them are 
asymptomatic (2). These symptoms can also be 
observed in lung cancer patients with chemotherapy. 
In our patient, we first evaluated that nausea, 
vomiting, epigastric pain, and appetite loss were 
chemotherapy-induced adverse events because intra-
abdominal metastasis were not found in the initial 
evaluation and rarity of the metastases to duodenum 
and pancreas.  

Among all duodenal metastasis, the second portion 
(descending portion) is most frequent (58.7%) as 
observed in our case (11). As for morphological 
features of duodenal metastasis, Miyakawa et al. 
proposed four types of them: compression, protrusion, 
ulcerand stenosis (11). Appearance of a metastatic 
lesion fromextra-abdominal primary cancer is all 
protrusion type with central ulceration, so called 
‘bull’s-eye’ (11). This type of metastatic lesion is 

probably hematogenous. The gross appearance of our 
case was protrusion type, but having no central ulcer 
and resembling a submucosal tumor. It is important to 
differentiate between primary and metastatic 
duodenal adenocarcinoma to make an appropriate 
choice of therapy, although it is difficult on occasion 
(1,12,13). Recently, TTF-1 has become one of the best 
immunohistochemical markers to determine the lung 
orthyroid gland origin and lung (12-15). However, it 
must be regarded that TTF-1 is expressed frequently 
only in small cell carcinoma (85%-90%) and in 
adenocarcinoma (75%-80%). 14 Sensitivity of TTF-1 
for primary lung adenocarcinoma is 57.5 to 76% and 
the specificity is almost 100%.13 Thus, TTF-1 is 
aspecific marker for these two histopathological types 
of lung cancer to determine the lung origin in 
duodenal metastasis, as shown in our case.

With regard to the incidence of pancreas metastasis 
from lung cancer, we previously studied it in 
consecutive lung cancer patients in our institution 
(16). In the report, we showed 26 (3.1%) of 850 
patients with primary lung cancer developed 
synchronous or metachronous pancreatic metastasis; 
10.5% of patients with small cell carcinomas, only 
2.3% of patients with adenocarcinomas, and we 
concluded that pancreatic metastasis from pulmonary 
adenocarcinoma was comparatively rare in 
comparison with small cell carcinoma of the lung 
(16). Differential diagnosis between a metastatic and 
a primary pancreatic tumor on the basis of only 
imaging modalities including CT, endoscopic 
retrograde cholangiopancreatography or 
ultrasonography is not easy, especially when a solitary 
mass isobserved (8,9). Most cases of pancreatic 
metastasis from lung cancer are unresectable at the 

Figure 4. Flouro-deoxyglucose/CT scanshowed ill-defined mass measuring 3.2 × 3.0 cm in pancreas body (arrows).
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time of diagnosis because the disease is already 
widespread. Isolated pancreatic metastases from 
pulmonary adenocarcinoma without widespread 
disease are extremely rare. It might be the possibility 
that the pancreatic lesion was a primary pancreatic 
tumor. As there was no abnormal finding in abdominal 
CT scan at the time of initial diagnosis of lung 
adenocarcinoma, we evaluated it as a solitary 
pancreas metastasis. In addition, it is interesting that 
our present case had only intra-abdominal metastases, 
but had no other metastatic site than abdomen.

Duodenal and pancreatic metastasis from lung 
adenocarcinoma is extremely rare. To our best 
knowledge, there has been no such a metastasis as 
initial presentation or in the clinical course. Taking 
our experience into consideration, physicians should 
recognize the possibility of the development of 
duodenal and pancreas metastasis not only at the 
time of diagnosis and intheir clinical courses, 
although it is very rare. If these lesions, whether it 
may be typical or not, are found in lung cancer 
patients, obtaining pathological specimens from the 
lesion and immunohistochemical examination using 
TTF-1 would be consideredto perform.
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