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Abstract

Small intestinal metastasis from head and neck tumors is very rare. We herein report the case of a 71-year-
old male with severe duodenal stricture due to duodenal metastasis from head and neck cancer whose duodenal
stricture was conservatively relieved by endoscopic stenting. The patient had been treated with total laryngectomy
and postoperative radiotherapy 13 months before visiting our department with complaints of a loss of appetite and
vomiting. Esophagogastroscopy revealed a large submucosal tumor with severe obstruction in the duodenum. The
histological findings of biopsy specimens showed moderately differentiated squamous cell carcinoma. He was thus
diagnosed to have duodenal metastasis from the original supraglottic larynx cancer. Because his general condition
was not sufficient to allow additional chemo-radiotherapy or surgery to be performed, conservative endoscopic
stenting was employed to relieve the obstructive symptoms. After the stenting, the symptoms all immediately
disappeared. When patients with head and neck tumors present with gastrointestinal bleeding and/or symptoms
such as intestinal obstruction, endoscopic stenting appears to be useful for the palliative relief of such symptoms.

Keywords: Duodenal metastasis; Head and neck carcinoma;
Intestinal obstruction; Endoscopic stenting

Introduction

Distant metastasis after the initial treatment of head and neck
cancers is closely associated with a poor prognosis [1,2]. While the most
common sites of the distant metastasis of head and neck squamous cell
carcinoma are the lungs, followed by the bone and the liver [3-7], only
a few cases of metastases in the small bowel have been reported [8-
11]. The mechanism underlying distant metastasis is considered to be
associated with the microenvironment of certain organs, as well as the
lymphatic and vascular drainage pattern from the site of the primary
tumor [12,13]. We herein report a case of duodenal metastasis from
supraglottic laryngeal cancer with a severe intestinal stricture that was
successfully treated by endoscopic stenting.

Case Report

A 71-year-old male, who was diagnosed with supraglottic laryngeal
cancer with bilateral neck nodal metastases and had been treated by
total laryngectomy and post-operative radiotherapy 13 months before,
was admitted to our department complaining of a loss of appetite and
vomiting. Six months before this admission, lung metastasis had been
detected by computed tomography, but the oral administration of
5-fluorouracil had reduced the size of the lung metastasis and the tumor
progression had been inhibited until the present episode. The patient
had smoked 40 cigarettes/day for 40 years, but had not consumed any
alcohol. He had no history of diabetes, hypertension, hematemesis or
melena. His blood pressure was 103/52 mmHg and his pulse rate was

Figure 1: Endoscopic images of the duodenal metastasis from supraglottic
laryngeal cancer.

Esophagogastroscopy detected a large and smooth-surfaced submucosal
tumor with no ulceration. These findings suggested that the lesion was not
originated from the duodenal epithelia, and might be a metastatic tumor.
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81/minute. A blood examination revealed low levels of white blood cells
(1470/pl), hemoglobin (7.6 g/dl), total protein (5.2 g/dl) and albumin
(3.2 g/dl).

Esophagogastroscopy revealed a large submucosal tumor
with a severe circumferential obstruction in the second portion
of the duodenum (Figures 1 and 2). The histological findings of
biopsy specimens obtained from the submucosal tumor contained
moderately differentiated squamous cell carcinoma (Figures 3-5).
Therefore, the patient was diagnosed with a duodenal metastasis
from supraglottic laryngeal cancer. Computed tomography revealed
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Figure 2: Endoscopic images of the duodenal metastasis from supraglottic
laryngeal cancer.

A 3 cm-long circumferential obstruction was observed from the duodenal
bulb to the second portion of the duodenum. These findings suggested that
the lesion was not originated from the duodenal epithelia, and might be a
metastatic tumor.

Figures 3: The histological findings of the duodenal metastasis from
supraglottic laryngeal cancer. The histological findings of biopsy specimens
obtained from the submucosal tumor showed moderately differentiated
squamous cell carcinoma forming an alveolar pattern with an enlargement of
the nucleus in tumor cells and a flattening of villi X100.

L

the presence of severe stenosis at the duodenum, dilatation of the
stomach and the retention of gastrointestinal juice (Figure 6). Because
the patient’s general condition was not deemed to be good enough
to allow for additional chemo-radiotherapy or surgery, conservative
endoscopic stenting was performed to dilate the lumen using a Wall
Flex™ Duodenal Stent (Boston Scientific Co. America) in order to
relieve the symptoms that were considered to have been caused by the
obstruction (Figure 7).

After the treatment, the symptoms of appetite loss and vomiting
immediately disappeared, and oral intake was restored. The patient
has been doing well for three months after undergoing this palliative
procedure.

L

Figures 4: The histological findings of the duodenal metastasis from
supraglottic laryngeal cancer. The histological findings of biopsy specimens
obtained from the submucosal tumor showed moderately differentiated
squamous cell carcinoma forming an alveolar pattern with an enlargement of
the nucleus in tumor cells and a flattening of villi X200.

Figures 5: The histological findings of the duodenal metastasis from
supraglottic laryngeal cancer. The histological findings of biopsy specimens
obtained from the submucosal tumor showed moderately differentiated
squamous cell carcinoma forming an alveolar pattern with an enlargement of
the nucleus in tumor cells and a flattening of villi X400.

Figure 6: The computed tomography (CT) findings of duodenal metastasis
from supraglottic laryngeal cancer. CT revealed the severe stenosis at the
duodenum, dilatation of the stomach and the retention of gastrointestinal juice.
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Figure 7: An endoscopic image of the conservative endoscopic stenting. A
metallic stent was placed into the duodenum with the metastasis and severe
circumferential stenosis using an endoscopic stenting technique. After the
stenting, the symptoms of appetite loss and vomiting immediately disappeared,
and oral intake was restored.

Discussion

We herein described a successful case of conservative endoscopic
stenting for a rare duodenal metastasis from head and neck cancer
with severe stricture. Most of the metastatic sites from head and neck
tumors are in the lungs, bone and liver [3-9], and only five cases of
small intestinal metastasis from such tumors have been reported in the
English literature, including the present case (Table 1) [10-13].

The ages of the reported patients with duodenal metastasis from
head and neck squamous cell carcinoma ranged from 54 to 71 years old,
and all five patients were male. The stages at initial presentation were
IIT in one case, IV in three cases and not described in one case. Surgery
was chosen initially in four cases, radiotherapy was administered in
four cases and chemotherapy was used for two cases. In four of the
five cases, combination therapy with surgery, radiotherapy and/or
chemotherapy was performed prior to the detection of the metastasis.
The small intestinal metastasis was detected 10-13 months after the
initial diagnosis. Gastrointestinal bleeding was present in two cases,
intestinal obstruction in two cases and biliary obstruction was present
in one case. The site of intestinal metastasis was the ileum in two
cases, and the ampulla of Vater, jejunum and duodenum were affected
in one case each. The lesion was treated surgically in two cases, and
endobiliary stenting, endoscopic stenting and palliative chemotherapy
were each performed in one case. Most cases exhibited a poor prognosis
even after detection, and underwent surgery or stenting for the small
intestinal metastasis.

Small bowel metastasis from head and neck squamous cell
carcinoma is very unusual, and has been speculated to result
from hematogenous dissemination [10] or an abnormality of the
lymphovascular drainage. Small bowel metastases can also occur as a
result of the transperitoneal spread from colorectal, ovarian, gastric and
pancreatic tumors; however, no case of small intestinal metastasis from
head and neck squamous cell carcinoma with peritoneal dissemination
has been reported so far. Further accumulation of cases will elucidate
the process of small intestinal metastasis from head and neck tumors.

Intestinal obstruction is the most severe complication in many
advanced cancer patients, leading to the impairment of ingestion, the
suspension of oral intake and the oral administration of therapy, a
deterioration of the general condition and a decrease in the quality oflife.
Although surgery to remove the tumor responsible for the obstruction is
considered to be the most effective treatment, many patients with small
intestinal metastasis cannot undergo such operations due to their poor
general status. In the present case, endoscopic stenting immediately
improved the patient’s symptoms and allowed restoration of his oral
intake, suggesting that this endoscopic procedure is a practical option
for the palliative relief of an intestinal obstruction in patients with such
small intestinal metastasis.

As it is still controversial whether adjuvant chemotherapy with or
without molecular targeted therapy contributes to the improvement
of such intestinal metastasis [14-17], endoscopic stenting may be a
promising choice of treatment. Further trials evaluating more patients
with small intestinal metastasis are thus called for to establish the
proper use of and indications for this treatment strategy.

In summary, we herein described a rare case of duodenal metastasis
from supraglottic laryngeal cancer with a severe intestinal obstruction,
which was dramatically relieved by palliative endoscopic stenting.
When patients with head and neck tumors complain of gastrointestinal
bleeding and/or symptoms associated with intestinal obstruction,
then small intestinal metastasis might be present. Endoscopic stenting
therefore appears to be a practical option for relieving the symptoms of
such patients.
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