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Introduction

In patients with lung cancer, distant metastases to the brain, 
bone, kidney, adrenal gland, and other organs are common 
but metastases affecting the gastrointestinal tract are 
relatively rare (1). We report a case of bleeding in the small 
intestine, secondary to metastatic lung cancer, a very rare 
complication in the natural history of this cancer.

Case report

A 78-year-old male was admitted complaining of “Passing 
dark red blood for 4 hours”. He had a 20-year history 
of diabetes, as well as a smoking history of 25 cigarettes 
per day since the age of 18. Four months previously, he 
was diagnosed with lung adenocarcinoma [TXN1M1 
(adrenal gland, bone, lymph node), stage IV] (Figure 1). 
After diagnosis, he had Alimta chemotherapy but this was 
terminated due to intolerance. From then on, he only 
took medicine to control his cough and sputum. Physical 
examination showed: a temperature of 36.5 ℃, blood Z His 
consciousness was clear. His face was pale. His abdomen 
was soft with mild but not rebound tenderness in the left 
upper abdomen. The liver and spleen were untouched and 

there were no masses. Fluid thrill was negative. Shifting 
dullness was negative. Borborygmus not heard. 

On admission, his blood test results were: leukocyte 
count 8.8×109/L, neutrophil count 75.1%, hemoglobin  
63 g/L, and platelets 122×109/L. We gave the patient 
fasting acid suppression, somatostatin hemostasis, a blood 
transfusion and intravenous nutrition. After 2 hours, the 
patient began to feel nauseous, and hematemesis was 
approximately 60 mL with blood clots. Blood pressure 
dropped to 90/50 mmHg. Bedside gastroscopy showed 
that there was no bleeding in the stomach. Superior 
mesenteric artery angiography digital subtraction 
angiogram (DSA) showed a superior mesenteric artery 
jejunal hemorrhage, but DSA cannot provide any further 
information. So we conducted an emergency laparotomy 
under general anesthesia. A 2.5 cm × 2.5 cm mass was found 
in the jejunum, about 3 cm from the ligament of Treitz. 
Jejunum wedge resection was carried out and bleeding was 
controlled. Two months after the operation, the patient died 
from severe pulmonary infection.

Pathology results showed a –2.2 × 1.8 × 0.8 cm submucosal 
nodule was in the intestinal wall. Microscopic findings 
confirmed the invasion of tumor cell growth, cell atypia, 
and mitoses (Figure 2). Immunohistochemical staining 
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showed that the cancer cells expressed TTF1 (+), villin (–), 
CDX2 (–), CK7 (+), CK20 (–). These findings confirmed 
a diagnosis of small intestinal malignant tumor, and poorly 
differentiated metastatic carcinoma.

Discussion

In lung cancer, metastasis to the gastrointestinal tract 
is rare, ranging from 0.2% to 1.7% in reported studies 
(2,3). However, autopsy reports state the prevalence of 
gastrointestinal metastasis in lung cancer is 4.7% to 14% (4). 
Most gastrointestinal metastasis has no obvious symptoms, 
and consequently they are very difficult to detect.

There is a male predominance over females in the 
development of symptomatic small bowel lung cancer 
metastasis in the literature; the mean age in patients with 
small bowel lung cancer metastasis was 64.5 years (5). The 
most common clinical manifestations were perforation 
(59%), followed by obstruction (29%), while hemorrhage is 
rare (10%) (6).

Small bowel metastasis has been shown to occur with 
all histological subtypes of lung cancer. Garwood et al. (5), 
found adenocarcinoma and squamous cell carcinoma to be 
the most common histological subtypes, which correlated 
exactly with the most common histological subtypes of 
primary lung tumors. 

Immunohistochemistry has a special role in the 
determination of metastatic tumor primary lesion. Our 
patient presented with immunohistochemistry staining of 
TTF-1 (+), CK7 (+), CK20 (–), villin (–) and CDX2 (–). 
The expression pattern of CK7, CK20 and villin in different 
carcinomas is helpful for determining the origin of some 
metastatic adenocarcinomas, and minimizing the range of 

origin of metastatic adenocarcinomas. Weihua et al. (7), 
found that CK7+/CK20– /villin– in 392 samples of tumor 
tissue there was a high positive rate for: breast invasive 
lobular carcinoma (100%), pulmonary adenocarcinoma 
(95%), and ovarian serous adenocarcinoma (70%). Then 
use corresponding organ-specificity antibody, such as the 
gastrointestinal tract with CDX2, lung cancer and thyroid 
cancer with TTF-1, to finalize the tumor organ source.

The general route for metastasis from lung cancer to the 
gastrointestinal tract has been suggested to be hematogenous 
metastasis via the spinal veins or lymphogenous metastasis 
from the mediastinum through the retroperitoneum and 
mesentery (8). In our patient, the metastasis was thought 
to be hematogenous because no obvious metastasis to the 
mesentery or dissemination to the retroperitoneum was 
seen during surgery, and a solitary nodule was found in the 
resected small intestine specimen.

Once intestinal bleeding, obstruction or perforation 
occurs following lung cancer metastasis, surgical resection 
of metastatic lesions can be performed. This is conducive 
to the improvement of abdominal symptoms. However, 
because of the primary disease, the overall prognosis is very 
poor, with a mean survival time of 2 to 4 months.

In conclusion, if elderly male patients with lung 
cancer present with painless gastrointestinal bleeding, 
gastrointestinal  metastasis  should be considered. 
Immunohistochemical pathological examination is the 
gold standard for diagnosis. Local operation resection can 
improve symptoms.
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Figure 1 Chest computed tomography scan shows high density 
mass in the right upper lobe.

Figure 2 Pathologic examination shows small intestinal malignant 
tumor, poorly differentiated metastatic carcinoma (H&E, 20×).
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