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Introduction

Cancer is second only to Coronary Artery Disease in overall mortality in the United 
States. Amongst all the cancers, lung cancer is the most common and is associat-
ed with the highest cancer related mortality amongst both genders. Lung cancers 
present with metastasis about 50% of the time [1]. The most common sites of lung 
metastases include the adrenal glands, brain, bone, liver, lymph nodes, and the con-
tralateral lung. However, gastrointestinal (GI) metastasis and manifestations are rare. 
Most of the reported cases of lung cancer metastasis to the gastrointestinal tract 
involve the small bowel (2-5) and occur through lymphatic spread. We present a rare 
case of a primary papillary (subtype) adenocarcinoma of the lung recurring as lower 
GI bleeding due to colonic metastasis.

Case Report

A 74 year old male with a past medical history of transfusion dependent anemia 
secondary to chronic kidney disease, a smoking history of 15 pack years, and an 
infiltrating papillary adenocarcinoma of the left upper lobe lung s/p resection was 
admitted for the management of severe symptomatic anemia. The patient presented 
with generalized body weakness and secondary acute on chronic renal insufficiency. 
The patient denied any abdominal pain, nausea, vomiting, melena, hemetemesis, 
anticoagulant/NSAID use and has never had any history of gastrointestinal bleeding 
in the past. Physical exam findings were positive for cachexia, conjuctival pallor and 
bilateral decreased air entry in the upper lobes. Rectal exam revealed hemoccult 
positive loose black stool while on iron therapy. The patient’s vital signs were within 
normal limits and were without any evidence of orthostasis. Laboratory findings re-
vealed a hematocrit of 16 % with a MCV of 87 fl and a subsequent workup revealed 
possible acute blood loss. An elevated BUN of 95 mg/dl and creatinine of 4.7 mg/dl 
(patient’s baseline 3.3 mg/dl ) was attributed secondary to a pre-renal etiology from 
gastrointestinal bleeding. CT scan of the abdomen and pelvis revealed multiple pul-
monary nodules, multiple hepatic lesions and a 3.2 cm X 2.5 cm intraluminal mass in 
the distal descending colon, which was concerning for a primary malignancy of the 
colon. Colonoscopy revealed a single large friable fungating mass in the hepatic flex-
ure, which was consistent with the classic presentation of right sided colon cancer. 
Conservative management was undertaken until the patient was hemodynamically 
stable enough to be considered for a colonic resection. Surprisingly, the colonic bi-
opsy revealed poorly differentiated papillary carcinoma and immuno-histochemical 
staining confirmed the tumor was primary, given the patient’s history of papillary 
adenocarcinoma lung, this finding was deemed compatible with a colonic metas-
tasis from a primary lung cancer. Due to our patient’s comorbidities and in-hospital 
complications, surgery was postponed and unfortunately, the patient expired in the 
interval. 



iMedPub Journals
This article is available from: http://www.transbiomedicine.com TRANSLATIONAL BIOMEDICINE 

2011
Vol. 2 No. 1:2

doi: 10:3823/419

2 © Under License of Creative Commons Attribution 3.0 License

Discussion

Papillary adenocarcinoma of the lung is one of the subtypes 
of non small cell lung cancer (NSCLC) and it arises from either 
mucin producing goblet cells, type 2 pneumocytes, or bron-
chial surface epithelial cells. Other common differentials in 
colonic papillary adenocarcinoma metastasis include primary  
malignancy from the thyroid, breast, and theoretically from bili-
ary papillary cancer. However, lung cancer metastasis would be 
the most common overall cause of colonic papillary adenocar-
cinoma metastasis, given the overall prevalence of lung cancer. 
Table 1 summarizes the literature review with respect to papil-
lary and lung cancer metastasis to the gastrointestinal tract. 

Primary lung carcinoma metastasis to the GI tract is rare de-
spite the prevalence at autopsy being about 4.7–14.0% (6, 7). 
The most common site of GI metastasis of lung cancer would 
be the small intestines, with metastasis to the stomach or colon 
occurring less frequently (2, 5, 8). Typically following diagnosis 
of a primary lung lesion, colonic metastasis usually occurs in 
the later stages of disease progression. 

GI metastasis of lung cancer is a diagnosis that is usually as-
ymptomatic and a diagnosis that is most likely obtained at au-
topsy (6, 7). Metastasis, initially is manifested in the submucosa 
and as the tumor expands, can cause symptoms. In a study by 
Yang et al, the clinical prevalence of symptomatic GI metastasis 
of lung cancer was about 1.77%(2). After the initial submuco-
sal growth, and further growth of the tumor, the presenting 
symptoms that manifest are abdominal pain, nausea, vomit-
ing, weight loss and anemia (9, 10, 11). These findings generally 
present after the diagnosis of the primary disease which was 
seen in our patient, but can occur synchronously or before the 
diagnosis of the primary disease (2, 10). Our patient manifested 

with severe anemia out of proportion to his anemia of chronic 
kidney disease and was most likely having subtle blood loss 
for a long period of time prior to his admission, which caused 
a pre-renal strain over the course of time. 

GI metastasis from lung cancer can be highly variable in terms 
of symptoms, temporal relationship, and in terms of presenta-
tion. Occasionally, the lung primary and colonic lesion pres-
ent synchronously (1). Lung cancer patients with GI metastasis 
have variable clinical presentations as described above, but 
can also present with upper GI bleeding, abdominal obstruc-
tion, abdominal perforation, fistula development, or peritoni-
tis. Colonic polyposis following colonic metastasis has even 
been reported. Overall there is one universal factor with gas-
trointestinal metastasis from lung cancer, a high short-term 
mortality and a poor prognosis, as seen in our patient, who 
unfortunately passed away soon after. Lung cancer with GI me-
tastasis has a poor prognosis regardless of choice of therapy, 
which is dependent on the extent of disease and the patient’s 
comorbidities. The role of surgical intervention is mostly pal-
liative and improves the quality of life while decreasing the 
duration of hospital stay in cases of perforation, obstruction 
or bleeding. However, the overall goal of surgery is to achieve 
sufficient palliation (11). Unfortunately in our patient, surgery 
was not possible due to numerous comorbidities.

In summary, we describe a rare case of solitary colonic pap-
illary adenocarcinoma metastasis presenting with lower GI 
bleed manifesting as symptomatic anemia in a patient with a 
previously resected lung papillary adenocarcinoma. We sug-
gest that in patients with a history of lung cancer, a new onset 
of gastrointestinal bleeding be thoroughly evaluated for the 
implications of gastrointestinal metastasis on the overall prog-
nosis and treatment of the patient. 

TABLE 1 ABBREVIATIONS: TAH-BSO- Total Abdominal Hysterectomy with Bilateral Salpingo-oophorectomy

Date of report
Type/Site of Primary 

cancer
Site of GI Metastasis or 

Manifestation
Symptom(s) at 
presentation

Patient treatment Patient end result

11/2006 
Chung D. 

Et al.

Papillary Thyroid 
Carcinoma

Familial adenomatous 
polyposis

Dark-red, bloody 
streaks in stool

Thyroidectomy, 
Prophylactic colectomy.

Persistent Iron 
Deficiency Anemia

12/2009 
Yang C.W.

Et al.

Papillary Thyroid 
carcinoma in struma 

ovarii

Recto-sigmoid 
 junction

Intermittent blood  
in stool

TAH-BSO Omentectomy, 
Thyroidectomy, 

Thyroid Ablation

Increased survival and 
disease remission

01/2010 
Weng, M.W

Et al.

Lung  
Adenocarcinoma

Colon
Acute abdominal  

pain
Palliative transverse 

loop colostomy
Death at 6 months of 

diagnosis

10/2010 
Okazaki, R. 

Et al.

Lung  
Adenocarcinoma

Stomach
Severe epigastric  

pain
Systemic Chemotherapy

Death at 1 year of 
diagnosis

01/2011 
Current Report

Papillary 
Adenocarcinoma of the 

Lung
Colon

Generalized body 
weakness

Supportive 
management

Death soon after 
diagnosis

TABLE 1 Papillary cancer and lung cancer metastasis to the gastrointestinal tract
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