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A 50-year-old female with a history of high-grade metastatic soft tissue sarcoma (STS; type
not further classifiable), was referred for evaluation of GI bleeding. Initial diagnosis was
made 4 years previously after resection of a left atrial mass. Subsequent disease sites
included her buttocks, colon and adrenal gland. She had completed multiple courses of
palliative treatment with chemotherapy (ifosfamide/etoposide and a clinical trial of
bortezomib/vorinostat), radiotherapy, and surgical resections, including a right
hemicolectomy. At the time of referral, her disease was felt to be stable. Clinical
examination revealed pallor and a benign abdomen. Laboratory analysis showed iron
deficiency anemia with hemoglobin 7.8 g/dL (reference range, 11.6 to 15.6 g/dL),
hematocrit of 25% (reference range, 34% to 46%), iron of 10 mcg/dL (reference range, 50 to
160 mcg/dL), total iron-binding capacity of 182 mcg/dL (reference range, 250 to 450 mcg/
dL) and iron saturation of 5% (reference range, 16% to 50%). The patient required two units
of packed RBCs weekly to maintain a hematocrit of 25%. Initial procedures included upper
endoscopy and small bowel push enteroscopy to mid jejunum, which were both normal. A
colonoscopy revealed a small, linear, clean-based ulcer at the right hemicolectomy/
ileocolonic anastomosis (Fig 1). Biopsies of the ulcer demonstrated recurrence of her
sarcoma. However, with no stigmata of active, recent hemorrhage, this was not felt to be the
source of her GI bleed. Computed tomography scan of her chest, abdomen, and pelvis
showed no evidence of obvious disease recurrence, progression, or any small bowel or
colonic abnormalities. Video capsule endoscopy (VCE; SB PillCAM; Given Imaging,
Atlanta, GA) was performed to evaluate a possible source of obscure, occult GI bleed. This
revealed two large ulcerated submucosal lesions, with active bleeding, in the suspected
region of the distal jejunum to mid ileum (Fig 2). The video capsule endoscope remained in
this region of the small bowel for approximately 1 hour 47 minutes before advancing into
the distal ileum and across the ileocolonic anastomosis into the colon. The patient ultimately
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underwent exploratory laparotomy and surgical resection. Intraoperatively, an area of
intussusception with two large intraluminal masses in the mid to distal ileum was identified
approximately 1.5 feet proximal to the ileocolonic anastomosis (Fig 3). Surprisingly, the
capsule endoscope was not retained in the area of intussuception. Intraoperative enteroscopy
was performed to exclude any other proximal small bowel lesions. High-power view (×40)
of hematoxylin and eosin-stained sections of the mass lesions demonstrated a proliferation
of plump anaplastic spindle cells with frequent atypical mitoses (Fig 4), consistent
histologically with her prior diagnosis of high-grade STS, type not otherwise classifiable.
The differential diagnosis included GI stromal tumor, metastatic melanoma,
leiomyosarcoma, and malignant fibrous histiocytoma. An S-100 immunohistochemistry
stain was performed on the resected surgical specimen, and this revealed no tumor staining.
In addition, the margins of the specimen were negative, and there were four benign lymph
nodes. Prior tissue from our patient was negative for desmin, CD117, and S-100 by
immunoperoxidase. Therefore, tests for desmin and CD117 in this particular ileocolonic
surgical specimen were not performed. The patient survived for more than 2 years after
resection of the small bowel metastasis but subsequently died 8 years after initial diagnosis
as a result of left atrial recurrence.

STSs1 comprise a heterogeneous group of malignant tumors of mesenchymal origin and
account for less than 1 % of annual cancer diagnoses.2 Histopathologic subtypes encompass
a wide range as a result of maturation of mesenchymal cells into skeletal and smooth
muscle, adipose, blood vessels, and fibrous tissue. In most patients, no cause is discernible.
STSs commonly metastasize to the lung;3 however, as demonstrated here and described
elsewhere,4-8 they may metastasize to many tissues, including small bowel.9, 10 The
incidence of small bowel STS metastasis is unknown; however, on the basis of decades of
experience at our comprehensive cancer center, it is likely rare. Small bowel VCE is
performed to evaluate obscure, occult GI bleeding and can locate small bowel tumors.11

Presenting symptoms of primary and metastatic small bowel cancers are nonspecific and
include abdominal pain, bowel obstruction, and obscure overt or occult GI bleeding. Among
patients undergoing VCE, approximately 2.5% to 8.9% will have small bowel tumors
identified.12 Case reports describe the use of VCE to find primary STS lesions.13-16

However, to our knowledge, we provide the first report of the use of VCE to detect occult
small bowel STS metastasis. This case demonstrates the ability of VCE to diagnose cancer
metastasis when other radiologic and endoscopic investigations were negative. VCE may
benefit similar patients by permitting timely detection and improved clinical outcomes. One
should consider occult small bowel metastasis when anemia and/or bleeding occur in
patients with cancer believed to have stable or no active disease.
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Fig 1. Ulcer at ileocolonic anastomosis
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Fig 2. Metastatic sarcoma to small bowel on video capsule endoscopy
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Fig 3. Surgical intussusception specimen
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Fig 4. High-power (×40) H & E stain of small bowel mass
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