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ABSTRACT 

Background: Small bowel metastases of lung adenocarcinoma represent a rare clinical entity, often diagnosed after 
complications due to obstruction, bleeding or bowel perforation. Case Report: We report a case of ileal metastasis 
discovered during an intestinal perforation. The patient was a 47-year-old man hospitalized in emergency for acute 
abdominal pain, with right lower quadrant abdominal defense and a clinical history of left lower pulmonary lobectomy 
for lung adenocarcinoma 6 months before. Exploratory laparotomy for peritonitis revealed a single ileal tumor which 
was resected with lymph nodes excision. Pathology finding revealed that it was compatible with an ileal metastasis of 
his lung adenocarcinoma. Conclusions: The suspicion of a small bowel metastasis of lung carcinoma, although rare, 
must be taken in consideration and to carry out an extensive surgery, because only this will have an improvement on the 
survival of these patients. The purpose of this investigation is to add a new case report to the few that exist in order to 
provide a therapeutic approach to these exceptional cases. 
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1. Background 

Broncho-pulmonary cancer represents a true problem in 
public health in all Western countries and is the leading 
cause of cancer related deaths [1]. The preferential extra 
pulmonary metastatic sites are lymph nodes, liver, brain 
and adrenal glands [2]. The digestive localisations are 
exceptional but they seem to be underestimated because 
they are rarely symptomatic, but it reach almost 11% on 
systematic autopsy of deceased patients of lung cancer 
[3,4]. In fact, they can affect the whole digestive tract 
responsible for a variety of symptoms: anaemia, dysphagia, 
obstruction and peritonitis due to digestive perforation, in 
this setting it has a significant impact on mortality, de- 
creasing 1-year survival to less than 3 per cent.  

2. Case Report 

A 47 years old man hospitalized in emergency for pain 
and muscular defense in the right iliac pit. Previously, he 
had a resection of a colon polyp that occurred three years 
before and an extended left lower pulmonary lobectomy 
for a lung adenocarcinoma that occurred about six months 

before (pT2N0M0), no tobacco smoke exposure after 
surgery. 

His clinical history begins 24 hours before hospitalisa- 
tion with the appearance of abdominal pain in the right 
lower quadrant that radiates in hypogastric in an oscillat- 
ing feverish context between 38˚ and 38.5˚. In front of 
the fast increase of the pains and the appearance of an 
occlusive syndrome with uncontrollable vomiting, patient 
is therefore directed to a surgical emergency. The patient 
reveals the presence of colorectal bleeding for about 1 
month. The initial clinical examination shows a 39˚ fever 
associated with an abdominal generalized defense and a 
complete disappearance of peristaltic sounds. Blood tests 
show a marked inflammatory syndrome with values of 
C-reactive protein to 125 (Nle < 5) associated with hyper 
leukocytosis (14,000). The remainder of the biological 
assessment is without characteristic in particular no ane- 
mia. Thoracic radiography as well as the radiography of 
abdomen without preparation is within the limits of nor- 
mal. Clinical is evocative of appendicitis complicated by 
local peritonitis, but the antecedents of the patient carry 
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to make an abdomino-pelvic CT scan. The CT scan do 
not find bowel obstruction, or liquid or air diffuse effu- 
sion, but finds a ileal handle with mural thickening and 

hyperdence in arterial phase associated to a mesenteric 
infiltration and local extra bowel air (Figures 1 and 2). 

A subombilical median laparotomy was made; it allowed 
 

 

Figure 1. Abdominal CT-scan. Black arrow: ileal metastasis; White arrow: hypervascularised mesenteric lymph node. 
 

 

Figure 2. Abdominal CT-scan. Black arrow: mesenteric abscess; White arrow: extra digestive air trapped.  
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finding an abscess, localized between 2 small bowel han- 
dles and the greater omentum. It was a purulent collec- 
tion (50 cc) associated with a small bowel neoplasm (4 × 
3 cm) perforated on the anti-mesenteric edge and local-
ized approximately to 30 cm to Bauhin valve. Many 
mesenteric lymph nodes have been found around this 
lesion.  

A short ileal resection (18 cm) associated to lymph 
node, and greater omentum excision was made in only 
one bloc. An end-to-end, ileo-ileal manual anastomosis 
was realized to the re-establishment of digestive continu- 
ity, followed with a triple probabilistic antibiotic therapy 
(cephalosporine, gentamicin and metronidazole).  

Pathological examination finds: a stenosing and per- 
forated adenocarcinoma cancer pT3N0Mx (N 0/12). Im- 
muno-histochemical complement finds: polyclonal anti- 
ACE antibody (+); Anti-CD138 antibody (–); anti CD3 
antibody (+); anti-Beta HCG antibody (positive 1/5); 
Anti-CK7 antibody (++); anti-CK20 antibody (–). The 
same result was found at the pathological examination of 
the left lower pulmonary lobectomy six months before 
concluding to a perforation of small bowel metastasis 
from the previous lung adenocarcinoma.  

No complication in the postoperative period was found. 
Chemotherapy with Cisplatine and Navelbine was initi- 
ated after surgery (4 cycles).  

One month after surgery, the thoraco-abdominal CT 
scan and PET scan, were normal without any new me- 
tastatic localization. At 3-year follow-up, was still alive 
without disease recurrence objectivated by CT-scan and 
PET-scan.  

3. Discussion 

Small bowel metastases of lung carcinoma are rare but 
must be known and suspected in all patients with small 
bowel neoplasm, in particular in this patient which an 
history of lung cancer but also in front of history to to- 
bacco smoke exposure [5,6]. 

It’s not rare that small bowel metastasis reveal the 
primitive cancer [7,8], but their existence is underesti- 
mated because rarely symptomatic [3]. MacNeill and all 
describes a series of 431 patients deceased for a lung 
cancer between 1974 and 1984. All the patients have 
been subordinates to autopsy. In 46 cases a small bowel 
metastasis were found (10.6%) [4]. In the same way 
Stenbygaard in 1999 describes 10 small bowel metasta- 
ses on 218 autopsies for lung cancer (4.6%) [9].  

This important incidence demands to seek metastasis 
in front of an abdominal symptomatology, especially in 
patients with bronco-pulmonary cancer. Metastasis can 
be characterised by abdominal pains, anaemia for diges- 
tive bleeding or small bowel obstruction or peritonitis for 
small bowel perforation [8]. These last ones rebel spon- 
taneously as in our observation, or more frequently dur- 

ing chemotherapy after primary surgery.  
In the rare cases described in the literature of small 

bowel perforations on small bowel lung metastases, the 
prognosis is difficult [2]. There is not case of survival 1 
year after surgery. The recommendations of the authors 
are to practise a minimal surgery [2,6]. 

In our observation, we made a small bowel resection 
associated with extend lymph node excision, because we 
didn’t have pathology intra-operative diagnosis, so our 
patient is still alive at 3 years follow-up, with CT and 
PET scan normal. 

This case must encourage practicing broad resection in 
small bowel neoplasm, even in the event of perforations 
and even in the doubt of a metastasis of lung cancer. 

In conclusion: any small bowel tumor must make to 
think as a lung cancer metastasis; in particular in patient 
with history to tobacco smoke exposure, even if their 
incidence is lowland, because rarely symptomatic. If 
there is not other known metastatic localizations, a broad 
resection must be proposed with lymph nodes excision. 
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