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ARTICLE INFO ABSTRACT
Keywords: Introduction: Introduction of multimodality treatment as the standard of care for management of esophageal and
Esophageal cancer gastroesophageal junction (GEJ) cancer over the last years has led to significant improvement in survival for

Synchronous intestinal metastases patients with localized disease. Nevertheless, treatment with curative intent is not considered in the case of

PET-CfT metastatic disease. We report a case of a locally advanced GEJ adenocarcinoma with solitary resectable syn-
Curative treatment L. .
Esophagectomy chronous metastases at the jejunum and a good response to neoadjuvant therapy followed by esophagectomy

with curative intention.

Case presentation: This is the case of a patient with poorly differentiated adenocarcinoma of the GEJ with syn-
chronous metastases at the jejunum. The patient underwent extensive work-up including PET-CT. The metastases
at the jejunum were completely resected during an initial staging laparoscopy and there was no evidence of
further metastatic disease. The patient received chemotherapy and re-staging showed remarkable tumor
response. Esophagectomy with curative intent was performed. Histopathology showed complete pathologic
response after chemotherapy. Although our patient had a stage IV disease at presentation, he remained
metastasis-free for a significant period of time, with no evidence of any distant recurrence during a follow-up of
16 months after esophagectomy.

Discussion and conclusions: Synchronous metastasis to the small bowel from an esophageal carcinoma is a rare
entity. Routine PET-CT in addition to conventional CT may assist in more precise staging of a patient with
resectable disease. Stage IV esophageal cancer with limited and resectable metastatic disease and good tumor
response to oncological therapy may be considered for treatment with potentially curative intent.

Case report

1. Introduction treatment is not considered an option in the case of metastatic esopha-
geal cancer [1]. The objective of this report is to present the first case, to

The management of esophageal carcinoma has evolved significantly our knowledge, of a locally advanced gastroesophageal junction (GEJ)
during the last years. The main innovation in the current treatment of adenocarcinoma with resectable synchronous metastases at the jejunum
resectable but locally advanced esophageal cancer is the use of neo- and a good clinical response to neoadjuvant therapy followed by
adjuvant chemoradiation or peri-operative chemotherapy with the esophagectomy with curative intention. Based on this case, we aim to
intent to increase the possibility of an oncologically complete resection discuss possible diagnostic and therapeutic pathways with the intent to
and to improve disease free survival [1]. Nevertheless, curative intent achieve cure in selected patients with primarily resectable metastatic

Abbreviations: GI, Gastrointestinal; CT, Computed Tomography; FDG-PET, FluoroDeoxyGlucose - Positron Emission Tomography; GEJ, Gastroesophageal Junc-
tion; SCC, Squamous Cell Carcinoma.
* Corresponding author at: Karolinska University Hospital, Division of Surgery, Department of Clinical Science, Intervention and Technology (CLINTEC), Kar-
olinska Institutet, C1:77, 141 86 Stockholm, Sweden.
E-mail address: ioannis.rouvelas@ki.se (I. Rouvelas).

https://doi.org/10.1016/j.ijscr.2021.106164
Received 26 May 2021; Received in revised form 28 June 2021; Accepted 29 June 2021

Available online 30 June 2021
2210-2612/© 2021 The Authors. Published by Elsevier Ltd on behalf of IJS Publishing Group Ltd. This is an open access article under the CC BY license

(http://creativecommons.org/licenses/by/4.0/).


mailto:ioannis.rouvelas@ki.se
www.sciencedirect.com/science/journal/22102612
https://www.elsevier.com/locate/ijscr
https://doi.org/10.1016/j.ijscr.2021.106164
https://doi.org/10.1016/j.ijscr.2021.106164
https://doi.org/10.1016/j.ijscr.2021.106164
http://creativecommons.org/licenses/by/4.0/

B. Huang et al.

disease. This manuscript has been prepared according to the SCARE
guidelines for surgical case reports [2].

2. Case presentation

A 69-year-old male presented to his primary-care physician in March
2019 due to progressive dysphagia during a period of approximately one
year. He was previously healthy, except for urolithiasis and benign
prostatic hyperplasia. A barium swallow study was performed and
showed a stricture at the distal esophagus. Further investigation with an
upper-gastrointestinal (GI) endoscopy revealed a tumor at the distal
esophagus and biopsies confirmed poorly differentiated adenocarci-
noma. The patient was referred to our unit, Department of Upper
Abdominal Surgery, Karolinska University Hospital, Stockholm, Swe-
den, which is a tertiary referral center for upper-GI malignancies. Sub-
sequent computed tomography (CT) and fluorodeoxyglucose - positron
emission tomography (FDG-PET) were performed. The case was there-
after discussed at our upper-GI multidisciplinary team meeting. The
disease was classified as a 6 cm Siewert type-II tumor at the GEJ, with a
clinical stage of T3-4a, N1 (due to a 15 mm lymph node alongside the
lesser curvature of the stomach), and Mx due to equivocal lesions with
elevated FDG-uptake at the ampulla of Vater and at two segments of the
small intestine (Fig. 1). Further investigation with duodenoscopy did not
confirm any lesion at the ampulla of Vater.

The patient underwent a diagnostic laparoscopy in April 2019, which
revealed three suspicious lesions involving a 25 cm-long segment of the
proximal jejunum (Fig. 2), starting approximately at 25 cm distally to
the ligament of Treitz. There was no obvious, macroscopic, serosal in-
vasion of the primary tumor, no signs of peritoneal carcinomatosis or
ascites, and the duodenum was found to be normal. Because of risk for
leakage by taking jejunal biopsies as well as to avoid future risk for
bowel obstruction, the affected segment of the jejunum was resected
through a mini laparotomy. The pathologic examination showed three
separate, radically resected, poorly differentiated adenocarcinomas (3
x 1 cm, 5,5 x 1,5 cm and 3 x 1 cm, respectively, Fig. 3). Inmunohis-
tochemistry suggested that these tumors were most probably metastases
of the primary GEJ tumor. The cytology from the abdominal washout
taken during the laparoscopy was negative.

As the jejunal metastases were radically removed and there were no
other indications of disseminated disease, neoadjuvant chemotherapy
was decided with the intent for subsequent curative resection of the
primary tumor. The patient received four cycles of Docetaxel, Oxali-
platin, Leucovorin and 5-flurouracil (FLOT). The patient tolerated the

International Journal of Surgery Case Reports 84 (2021) 106164

Fig. 2. Finding in first diagnostic laparoscopy: suspicious lesions in jejunum.

Fig. 3. Specimen of resected segment of jejunum including all three suspi-
cious lesions.

oncologic treatment well, except for some diarrhea (Grade 1 according
to the common terminology for adverse events version 5). A new PET-CT
after the completion of chemotherapy showed remarkable tumor
response with only weak FDG-uptake in the primary tumor and the
previously described regional lymph node. However, a new site of focal

Fig. 1. Initial PET-CT findings: high FDG-uptake in the primary gastroesophageal junction tumor as well as in three lesions in small bowel indicating metastatic

disease. a. Axial section, b. Coronal section.
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FDG-uptake appeared in another part of the small intestine at the left
flank. Furthermore, there was also diffuse FDG-uptake in the left colon
probably due to chemotherapy-induced colitis. The patient underwent
another diagnostic laparoscopy, which did not show any suspicious
findings. The anastomosis from the previous jejunum resection appeared
as erythematous and fibrotic, corresponding to the suspicious lesion in
the PET-CT.

The patient subsequently underwent a minimally invasive Ivor Lewis
esophagectomy with two-field lymphadenectomy and gastric tube
interposition in August 2019. There were no complications intra-
operatively. Fig. 4 shows the surgical specimen. An enhanced recovery
program was implemented postoperatively and the patient was dis-
charged on postoperative day 15. The postoperative course was un-
eventful, until the patient was re-admitted due to paralytic ileus on
postoperative day 18, which was treated conservatively with gastro-
grafin. The pathology examination showed complete tumor regression
(ypTONO with 37 lymph nodes resected) and confirmed an RO resection.
The patient received adjuvant chemotherapy with additional four cycles
of (FLOT). One year and four months after the esophagectomy there
were no clinical or radiologic findings of tumor recurrence. At seventeen
months post esophagectomy, he developed left-sided weakness and mild
cognitive impairment. Magnetic resonance imaging revealed a 2,5 cm
parietal tumor. There were no other signs of recurrence on CT-scan of
the thorax and abdomen. The patient underwent surgical resection of
the brain tumor in February 2021. Histopathology confirmed a radically
resected metastasis of his previous GEJ cancer. He is now slowly
recovering and he is awaiting complementary radiotherapy.

3. Discussion

Our case consisted of a patient with a poorly differentiated adeno-
carcinoma of the GEJ with synchronous metastases at the jejunum (stage
IV disease). The patient underwent extensive work-up including a PET-
CT, which is routine practice at our center for the last ten years. All the
metastases at the jejunum were completely resected during the staging
laparoscopy and there was no evidence of further metastatic disease.
Therefore, we considered the possibility of treatment with curative
intent. The patient received the same therapy as for patients presenting
with locally advanced disease (stage III), which comprises neoadjuvant
chemotherapy followed by re-staging and, in the case of stable disease,
esophagectomy. Interestingly, there was a complete pathologic response
to the neoadjuvant regimen despite the poor differentiation of the tu-
mor's initial histology. Although our patient had a stage IV disease at
presentation, he remained metastasis-free for a significant period of
time, as there was no evidence of any distant recurrence during the
initial 16 months after esophagectomy. The isolated brain recurrence,
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Fig. 4. Specimen of resected primary tumor after esophagectomy inclusive
redundant gastric conduit.
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17 months post esophagectomy, despite the complete pathologic
response is most probably an expression of the given inadequate
chemotherapy penetration across the blood-brain barrier [3].

Esophageal cancer with synchronous metastasis to the small bowel is
a rare entity and there are very few data available in the literature. To
the best of our knowledge all reported cases are summarized in a recent
review by Ono et al. [4]. In total, there were 13 patients between 1988
and 2018 and all of them were male. Twelve had squamous cell carci-
noma (SCC) and only one patient had an adenocarcinoma, yet, in this
specific case the metastasis to small bowel was metachronous [5]. In one
SCC case there were two metastatic lesions in the small bowel, while the
rest had only one focus [4]. The most interesting finding was that almost
all these patients (12 out of 13) presented due to an acute abdominal
symptom caused by the intestinal metastases. Therefore, the presence of
metastatic disease to the small bowel was revealed during the emer-
gency treatment of a perforation (3 cases) or an obstruction (9 cases)
[4]. Intestinal metastasis was an incidental finding only in one patient
and it was noticed while placing the naso-jejunal feeding catheter during
planned esophagectomy [6]. Bearing all the above in mind, one could
summarize that the average profile of a patient with esophageal cancer
and synchronous metastases to the small intestine includes an un-
planned hospitalization due to acute etiology from the previously un-
known metastases.

The diagnostic and treatment strategy that was used in our patient
raises two issues. First, the importance of a routine PET-CT for the ac-
curate staging of resectable, locally advanced esophageal and GEJ
cancer, as an addition to conventional imaging should be advocated.
Indeed, the management of patients with metastatic esophageal cancer
(stage IV) differs as they commonly are not considered within the frame
of potentially curable disease, unless included in relevant research
protocols [1]. Palliative chemotherapy and radiotherapy or best sup-
portive care (including insertion of esophageal stent), depending on
patient's general condition, are the current options for synchronous
distant metastatic disease, as curative esophagectomy is precluded [1].
In our center, an FDG-PET-CT-scan is routinely performed in order to
more accurately stage locally resectable esophageal and GEJ cancer
regardless the evidence or not of metastatic disease in the CT-scan. The
rationale of routine PET-CT is to reduce the possibility of under-staging
due to missed metastases in the conventional CT-scan. To our knowl-
edge, our case is the only report in the literature where synchronous,
solitary intestinal metastases originating from GEJ adenocarcinoma
were detected during the staging work up and this is mainly attributable
to the utilization of PET-CT. Unfortunately, the evidence in the literature
concerning the additive role of PET-CT for resectable esophageal cancer
in conventional radiology is still limited. A small series showed that PET-
CT revealed distant metastases in 25% of the patients who had stage <III
disease in the conventional CT-scans with the drawback of 7% of false-
positive findings [7]. According to our experience with the herein pre-
sented case, we believe that further research is necessary in order to
assess the potential benefit of PET-CT in the accurate staging of patients
with resectable esophageal cancer.

A second issue to be considered is whether selected patients with
stage IV disease should be offered therapy with potential curative intent.
Our patient had resectable metastatic disease and once this was removed
the management algorithm that was followed was the same as for a
patient with primary stage III disease. The patient remained disease free
for 16 months of meticulous follow-up, which is a considerable period of
time for stage IV esophageal cancer at presentation. Our case could infer
that treatment with curative intent could be an option for a patient with
solitary distant metastases when there is a combination of resectable
metastatic disease and good tumor response to the neoadjuvant
regimen. It should be noted that current guidelines advocate
chemotherapy-only for stage IV disease [1]. Nevertheless, we believe
that curative management could be of consideration in well-selected and
well-informed patients after thorough clinical staging and careful
assessment of all the parameters, including patient performance status
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and co-morbidities, through a specialized multi-disciplinary evaluation.
4. Conclusion

Synchronous metastasis to the small bowel from an esophageal and
GEJ carcinoma is a rare, but well-documented entity. A routine PET-CT
in addition to conventional CT-scanning may assist in more accurate
staging of a patient with locally resectable disease. Stage IV esophageal
cancer with solitary resectable metastatic disease and good tumor
response to oncological therapy may be considered for treatment with
potentially curative intent.
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