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Bronchogenic carcinoma 
metastasizes so rapidly that it may do 
so before the primary site is 
diagnosed. A rare case is reported, 
believed to be only the ninth in the 
literature, in which primary 
bronchogenic carcinoma 
metastasized to the small bowel and 
the third reported in which the 
patient presented with an acute 
abdomen. 

A rare case of small bowel obstruction caused by 
metastasis of undiagnosed stage one bronchogenic 
carcinoma is reported. The patient presented with 
vague abdominal pain, distention, and nausea 
after being treated for recurring respiratory infec­
tions. On exploration, a large intraluminal mass 
was discovered in the distal ileum. Two other sites 
of involvement were found at the site of a Meckel's 
diverticulum. Nodal involvement was extensive. 
Preoperative chest x-ray showed a right lower lobe 
infiltrate. Following intestinal resection, bron­
choscopy was performed. The tumor was found ex­
truding from the right basilar segments. Biopsied 
specimens revealed squamous cell carcinoma. 

This is the ninth case report of primary broncho­
genic carcinoma metastasizing to the small bowel, 1-
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and only the third1-3 case report in which the pre­
senting symptoms of an acute abdomen were actu­
ally stage 2 to stage llung tumor. 

Report of case 
A 49-year-old white man was seen on consultation with 
a diagnosis of an acute abdomen. For 6 weeks prior, the 
patient had received three courses of antibiot ics for a 
respiratory infection. There was temporary resolution, 
but with repeated recurrences. Chest x-ray revealed 
consolidation of right basilar infiltrate consistent with a 
possible pneumonia. Examination also revealed a dis­
tended abdomen, generalized tenderness, and a palpable 

lower right quadrant mass. 
Auscultation revealed hyperactive bowel sounds with 

tinkles/rushes. Positive peritoneal signs were also not­
ed. Further examination elicited decrea sed breath 
sounds in the right base. 

The complete blood count, electrolytes, blood sugar, 
and BUN were within normal limits. SMA-12 report 
was not available at that time. 

The patient was taken to surgery for a two-part proce­
dure . The first consisted of an abdominal exploration 
through a right paramedian excision. The abdominal 
contents were explored. Approximately 10-12 em. from 
the ileocecal junction, a large luminal obstruction mass 
was found. The bowel was exteriorized and two other 
sites of involvement were found at the site of Meckel's 
diverticulum. Mesentery lymphadenopathy extended 
from tumor site to the root of mesentery. No liver in­
volvement was palpable and no pancreatic masses were 
found. 

The large tumor was removed by segmental small 
bowel resection with EEA. Each of the smaller tumors 
were removed by enteroplasty; lymph node biopsy and a 
Meckel's diverticulectomy were also performed. 

Frozen sections revealed squamous cell carcinoma­
metastatic. 

The second part of the operation was a bronchoscopy 
which revealed a tumor extending from the right basilar 
segment. Multiple biopsies were performed. 

The final pathology report was as follows: (1) bron­
choscopic cell block preparation-squamous cell carci­
noma; (2) segments of small bowel tumor resection 
showing a metastatic ulcerative squamous cell carcino­
ma; (3) Meckel's diverticulum with heterotrophic tis­
sue--pancreatic/gastric tissue; and (4) mesentery lymph 
nodes--metastatic squamous cell carcinoma. 

Postoperatively the patient did well and was main­
tained on total parenteral nutrition until recovery. On­
cologic consultation was obtained with recommendation 
for palliative chemotherapy. The patient survived 6 
weeks on palliative treatments. 

Discussion 
Perforation of the small bowel from metastatic 
stage 1 bronchogenic carcinoma is a very uncom­
mon and late phenomenon,8 which indicates a very 
poor prognosis. 1-8 The first case involving a small 
bowel perforation was reported by DeCastro. 1 He 
collected 25 cases of bowel obstruction caused by 
metastasis and found 26 other published reports. 
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One case out of 51 resulted from primary broncho­
genic carcinoma. Seven other cases of small bowel 
perforation have been reported, the most recent by 
Ejeckam and associates. 8 In 2 out of these 8 cases 
the presenting problem was an abdominal crisis. 
Four of the 8 cases which reported abdominal cri­
sis occurred after therapy and the radiation/ 
chemotherapy had been speculated to be the initi­
ating cause of perforation. Ejeckam8 proposed that 
compromise of the submucosa and mucosal vessels 
by the tumor leads to tumor necrosis and perfora­
tion. 

Bronchogenic carcinoma apparently spreads via 
the hematogenous route. 2 It will often metastasize 
before the primary site is diagnosed. 2 The most 
common sites of metastasis are the suprarenal 
glands, bones, brain, and the liver.2 Other meta­
static sites can occur. 

Inalsingh and associates2 postulated the influ­
ence of the unusual response from local tissue re­
action, radiotherapy, and trauma. In the 4 cases 
reported2 there was no evidence of secondary dis­
ease in the region of metastasis which was thought 
to suppress the tumor cells and allow metastasis 
elsewhere. Of the reported cases in the above pa­
per, therapy (radiotherapy/chemotherapy) had 
been instituted. It was postulated that failure of 
the immune response, local factors, and even 
growth-promoting factors may enhance the site of 
tumorous response. 

Traumatized tissue is known to have a higher 
probability of metastasis and previous factors dis­
cussed are felt to play an insurmountable role as 
the cause. 

In 1960, Midell and Lochman3 and Morgan4 re­
ported similar cases of small bowel perforation fol­
lowing resection of primary lung tumors. Morgan4 

suggested a relationship between perforation and 
chemotherapy which his patient underwent. 

DeCastro1 in his series of small bowel metasta­
ses, the skin, cervix, and kidney were frequent 
sites of primary tumor. Lung carcinoma was not 
listed. 

Midell and Lochman3 speculated that spread oc­
curred either by the lymphatics network connect­
ing the pulmonary structures and the intestines or 
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by hematogenous route through the vertebral ve­
nous plexus. They also alluded to the friability of 
tissue and tissue necrosis caused by radiotherapy, 
either subsurface or deep penetration.3
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Conclusion 
Of the cases reported of primary bronchogenic car­
cinoma metastasizing in the small bowel, 6 had 
previous diagnosis with post-therapy. The remain­
ing 2 were undiagnosed with no treatment. All 8 

cases reported perforation of the small bowel as 
presenting causes of an acute abdomen. This is the 
ninth case reported, third undiagnosed, and the 
first reported as small bowel obstruction. 

Various facts and theories have been presented 
and many conclusions can be drawn from there­
ported literature. The consensus is that failure of 
the immune response, trauma, and post-therapy 
treatments play an initial role in promoting tumor 
growth and complication. 
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