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Introduction

Comprising 8% of the small bowel, the duodenum is the site 
of 10–22% of its tumors, mainly adenomas. These benign 
growths are sporadic which are rare, or more common as in 
familial adenomatous polyposis (1). Tubulovillous adenomas 
encompass only 1% of duodenal tumors (2). Their growing 
prevalence revealed through endoscopy use, presents unique 
challenges due to their potential for malignancy. Their 
usual location in the second portion of the duodenum needs 
careful and individualized management (1).

Case presentation

A 79-year-old woman diagnosed with right breast cancer 
underwent an 18F-fluorodeoxyglucose (FDG) positron 
emission tomography/computed tomography (PET/CT) 
scan for staging and treatment planning. The scan confirmed 
the presence of right breast cancer [Figure 1, image 
maximum intensity projection (MIP) T] and axillary lymph 
node metastasis (Figure 1, image MIP, L). Surprisingly, it 
also revealed a duodenal lesion in the descending duodenum 
presented as a large (3.4 cm) homogeneous mass (Figure 1, 
image I, A). The PET/CT scan revealed an increased 
maximum standard uptake value (SUVmax) from 3.5 to 

4.5 in the delayed phase; a second lesion located in the 
hepatic flexure of the colon appeared as a discernible nodule  
(1.6 cm) (Figure 1, image I, B). The SUVmax for this 
nodule was 5.6 and 6.9, respectively, at the early and delayed 
phases, indicating a relatively higher metabolic activity 
compared to the duodenal mass.

Biopsy results and histopathological findings confirmed 
the presence of the right breast cancer with ipsilateral 
axillary lymph node metastasis. The biopsy results from the 
gastroscopy pathology confirmed the presence of a duodenal 
tubulovillous adenoma (Figure 1A). Histopathological 
examination revealed characteristics consistent with this 
diagnosis, including architectural complexity with tubular 
and villous components. During a colonoscopy, the lesion 
biopsy in the right colic flexure (Figure 1B) area revealed 
a tubular adenoma. Histopathological analysis confirmed 
the presence of dysplastic changes within the colonic 
tissue, indicative of an adenomatous growth. The patient 
underwent treatment with capecitabine 1,500 mg bid as a 
single agent for six cycles, then capecitabine 1,500 mg bid 
plus albumin-bound paclitaxel for three cycles. During the 
treatment, a follow-up CT scan showed that the duodenal 
lesion had significantly reduced to 1.3 cm, and the colon 
lesion was approximately the same. 
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Before breast cancer surgery, a second PET/CT scan 
was performed, which showed that the duodenal adenoma 
had disappeared but the colon lesion had slightly increased 
(IIB). The patient did not undergo further endoscopic 
examination, but abdominal CT follow-up showed no 
recurrence of the duodenal lesion. The colon lesion 
gradually increased in size, with the latest CT, showing an 
increase to a diameter of 2.16 cm.

All procedures performed in this case were in accordance 
with the ethical standards of the institutional and/or 
national research committee(s) and with the Helsinki 
Declaration (as revised in 2013). Written informed consent 
was obtained from the patient for publication of this article 
and accompanying images. A copy of the written consent is 
available for review by the editorial office of this journal.

Discussion

The utilization of PET/CT imaging as a tool for guiding 
cancer staging and evaluation has been firmly established 
and is expected to encompass a broader range of cancer 
types. The advent of PET/CT technology in oncology is 
a significant advancement, facilitating the development 
of personalized treatment protocols. It increases therapy 

outcomes but also minimizes the adverse effects on 
vulnerable organs (3).

An unexpected abnormal focal FDG accumulation 
within the digestive tract on PET imaging necessitates 
careful evaluation and consideration of other potential 
malignancies,  which may require bio-physiologic 
examination or surgery due to the underlying risk of 
malignancy (4,5). 

Although all patients presenting colon adenomas of 
a familial or nonfamilial nature may be at higher risk 
of synchronous duodenal adenomas, further workup 
should be undertaken (6-8). Additionally, evidence from 
previous studies illustrates that duodenal adenomas have 
similar homology with colorectal adenomas, irrespective 
of their position (7-9). After identification, all duodenal 
adenomas must be removed, especially for those with a 
high probability of harboring invasive lesions (a diameter 
superior to 20 mm and high-grade dysplasia) (10-12).

After a series of breast cancer chemotherapy, a total 
regression of the duodenal adenoma was observed, which 
raises interesting questions. 

While chemotherapy mainly focuses on eliminating 
cancer cells, less attention has been paid to its effects on 
adenomatous growths in research (13). The potential 

Figure 1 18F-FDG PET/CT scan: MIP showing right breast cancer (T) and axillary lymph node metastasis (L). On the transversely fused 
image, a homogeneous mass (3.4 cm) is located in the descending duodenum (I-A) and a nodule in the hepatic flexure of the colon (I-B). 
The SUVmax for the duodenal mass and colon nodule was 3.5 and 6.9, respectively. Gastro-colonoscopy pathology (hematoxylin and eosin 
staining, ×200 magnification) indicates a duodenal tubulovillous adenoma (A) and a tubular adenoma in the right colic flexure area (B). MIP, 
maximum intensity projection; 18F-FDG PET/CT, 18F-fluorodeoxyglucose positron emission tomography/computed tomography; SUVmax, 
maximum standard uptake value.
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underlying mechanisms at play may involve various 
elements.

The interaction between chemotherapy and cancer 
is influenced by several factors, including the specific 
medicines employed, their dosage, and the patient’s 
response (13). The growth and stability characteristics 
of the adenoma may have changed due to the new 
microenvironment created by chemotherapy in this case. 

To our knowledge, the phenomenon of a significant 
villous tubular adenoma in the duodenum disappearing after 
chemotherapy while the colon tubular adenoma remains 
unaffected has not been documented in existing academic 
literature. 

This case is an atypical scenario regarding oncology 
and adenoma management. Beyond this specific patient, 
it indicates that certain adenomas might react differently 
in the presence of chemotherapy. Comprehensive 
investigations are needed to clarify the fundamental 
mechanisms and identify which specific factors may 
induce a total regression of adenomas in the presence of 
chemotherapy.

In conclusion, when abnormal FDG accumulation is 
observed in the gastrointestinal tract, it is important to 
always perform a careful evaluation and consider all factors 
that may indicate potential malignancies. Additionally, 
while highlighting the atypical nature of certain adenomas’ 
responses to chemotherapy it also demonstrates, the 
importance of interdisciplinary approaches in oncology 
practice.

Acknowledgments

Funding: None.

Footnote

Conflicts of Interests: All authors have completed the 
ICMJE uniform disclosure form (available at https://qims.
amegroups.com/article/view/10.21037/qims-23-1767/coif). 
The authors have no conflicts of interest to declare.

Ethical Statement: The authors are accountable for all 
aspects of the work in ensuring that questions related 
to the accuracy or integrity of any part of the work are 
appropriately investigated and resolved. All procedures 
performed in this case were in accordance with the ethical 
standards of the institutional and/or national research 
committee(s) and with the Helsinki Declaration (as revised 

in 2013). Written informed consent was obtained from the 
patient for publication of this article and accompanying 
images. A copy of the written consent is available for review 
by the editorial office of this journal.

Open Access Statement: This is an Open Access article 
distributed in accordance with the Creative Commons 
Attribution-NonCommercial-NoDerivs 4.0 International 
License (CC BY-NC-ND 4.0), which permits the non-
commercial replication and distribution of the article with 
the strict proviso that no changes or edits are made and the 
original work is properly cited (including links to both the 
formal publication through the relevant DOI and the license). 
See: https://creativecommons.org/licenses/by-nc-nd/4.0/.

References

1.	 Yadav A, Nundy S. Case series of non-ampullary duodenal 
adenomas. Ann Med Surg (Lond) 2021;69:102730.

2.	 Fernandes DA, Boteon YL, Boteon APCDS, Sousa 
RMP, Martins DL, Penachim TJ, Barros RHO, Martins 
RCP, Costa LBED, Cazzo E, Gestic MA, Chaim EA, 
Caserta NMG. Tubulovillous adenoma of the duodenal 
papilla: radiological-endoscopic and anatomopathological 
correlation in the surgical proposal. Rev Assoc Med Bras 
(1992) 2020;66:1190-5.

3.	 Mallum A, Mkhize T, Akudugu JM, Ngwa W, Vorster 
M. The Role of Positron Emission Tomography and 
Computed Tomographic (PET/CT) Imaging for Radiation 
Therapy Planning: A Literature Review. Diagnostics 
(Basel) 2022;13:53.

4.	 Goldin E, Mahamid M, Koslowsky B, Shteingart S, 
Dubner Y, Lalazar G, Wengrower D. Unexpected FDG-
PET uptake in the gastrointestinal tract: endoscopic and 
histopathological correlations. World J Gastroenterol 
2014;20:4377-81.

5.	 Shmidt E, Nehra V, Lowe V, Oxentenko AS. Clinical 
significance of incidental [18 F]FDG uptake in the 
gastrointestinal tract on PET/CT imaging: a retrospective 
cohort study. BMC Gastroenterol 2016;16:125.

6.	 Jasperson KW, Tuohy TM, Neklason DW, Burt RW. 
Hereditary and familial colon cancer. Gastroenterology 
2010;138:2044-58.

7.	 Murray MA, Zimmerman MJ, Ee HC. Sporadic duodenal 
adenoma is associated with colorectal neoplasia. Gut 
2004;53:261-5.

8.	 Sharaiha RZ, Cohen MS, Reimers L, Khashab MA, 
Giardiello FM, Neugut AI. Sporadic duodenal adenoma 

https://qims.amegroups.com/article/view/10.21037/qims-23-1767/coif
https://qims.amegroups.com/article/view/10.21037/qims-23-1767/coif
https://creativecommons.org/licenses/by-nc-nd/4.0/


Abdoul Rachid et al. Duodenal adenoma regression after chemotherapy7756

© AME Publishing Company.   Quant Imaging Med Surg 2024;14(10):7753-7756 | https://dx.doi.org/10.21037/qims-23-1767

and association with colorectal neoplasia: a case-control 
study. Dig Dis Sci 2014;59:2523-8.

9.	 Ford AC, Rotimi O, Everett SM. Sporadic duodenal 
adenoma and colorectal neoplasia. Gut 2004;53:1056-7.

10.	 Lim CH, Cho YS. Nonampullary duodenal adenoma: 
Current understanding of its diagnosis, pathogenesis, 
and clinical management. World J Gastroenterol 
2016;22:853-61.

11.	 Ma MX, Bourke MJ. Management of duodenal polyps. 
Best Pract Res Clin Gastroenterol 2017;31:389-99.

12.	 Pavlovic-Markovic A, Dragasevic S, Krstic M, Stojkovic 

Lalosevic M, Milosavljevic T. Assessment of Duodenal 
Adenomas and Strategies for Curative Therapy. Dig Dis 
2019;37:374-80.

13.	 Anand U, Dey A, Chandel AKS, Sanyal R, Mishra A, 
Pandey DK, De Falco V, Upadhyay A, Kandimalla R, 
Chaudhary A, Dhanjal JK, Dewanjee S, Vallamkondu 
J, Pérez de la Lastra JM. Cancer chemotherapy and 
beyond: Current status, drug candidates, associated 
risks and progress in targeted therapeutics. Genes Dis 
2023;10:1367-401.

Cite this article as: Abdoul Rachid MM, Li JN, Zhe P. 
Total regression of a duodenal tubulovillous adenoma after 
chemotherapy: results of an 18F-fluorodeoxyglucose (FDG) 
positron emission tomography/computed tomography (PET/
CT) scan. Quant Imaging Med Surg 2024;14(10):7753-7756. 
doi: 10.21037/qims-23-1767


