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A case of multi-focus gastric adenocarcinoma occurring
synchronously with an associated gastric GIST
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Summary
Background

The occurrence of multiple primary malignancies in the same patient is rare but,
in order to improve prognoses among gastric cancer patients, the early identiﬁcation of further cancers is considered to be of crucial clinical importance.

Aim

In this paper we have presented our observations relating to a case of multi-focus gastric adenocarcinoma occurring synchronously with an associated gastric
Gastro-Intestinal-Stromal-Tumour (GIST).

Case Report

We report a case of multi-focus gastric adenocarcinoma occurring synchronously
with an associated gastric GIST in a 78-year-old man treated in the Great Poland
Cancer Center.

Conclusions

We conclude, in common with other authors, that in order to increase the incidence of early diagnosis in cases of early stage carcinoma, and thus prolong the
patients’ lives, or even cure them completely, it is essential to identify high risk
patients, especially in the case of primary carcinoma recognition during the actual diagnosis or in the past. Diagnosis must be thorough and precise, while treatment applied should be adequate. After surgery, the patient should be continuously monitored.
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BACKGROUND
The occurrence of multiple primary malignancies in the same patient is rare. Such cases are described as synchronous or metachronous cancers.
Such cases may arise from different organs or different types of tissues. Synchronous tumours are
deﬁned as entities which are diagnosed within 6
months of the diagnosis of a primary malignancy.
Synchronous tumours are characterized by the
presence of different histological features with
no physical connection between the two or evidence of metastatic disease [1]. Improvements in
prognosis have led to an increased incidence of
second primary cancers, since patients with primary malignancies have an increased risk of developing a second primary cancer. This has had
a negative inﬂuence on the overall prognosis for
these patients [2].
Many authors have presented synchronous malignancies localized in different organs [2–6]
including gastric cancer. Synchronous or metachronous primary malignancies have been detected in organs other than stomach or in cases of multi-focus gastric adenocarcinoma [7,8].
The occurrence of both malignant gastric carcinoma and gastric malignancies arising from other tissues in the same patient is very rare. In the
synchronously observed cases which have been
described, gastric lymphoma was reported more
frequently than gastric adenocarcinoma [9].

AIM
In this paper we present our observations regarding a case of synchronous multi-focus gastric adenocarcinoma with an associated gastric GIST.
This is probably the ﬁrst publication in which
these two malignancies have been reported synchronously in the stomach.

CASE REPORT
In January 2005, a 78-year-old Polish man was admitted to the 2nd Surgical Oncology Department
of the Great Poland Cancer Centre, Poznań. The
patient complained of weakness and periodic
vomiting and had been diagnosed as suffering
from ischemia. A gastric tumour was suspected.
Gastroscopy showed: i) in the sub-cardiac region:
a polyp, 3cm in diameter, with a wide base and
covered by normal mucosal epithelium and ii) in
the pre-pyloric region: a polyp of non-uniform
shape, 3.5cm in diameter and covered by “dysplastic” mucosa with white plaques, iii) in the corpus
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of the stomach there were small solitary polyps
covered by normal mucosa. Histological examination revealed: 1) polypus adenomatosus; 2) dysplasia
epithelii gradu majoris. The biopsy material was insufﬁcient for pathological diagnosis and examination of the whole tumour was suggested. X-ray
examination of the upper digestive tract showed
a small peri-cardiac hernia and a well dissociated
shadow of a 4×5cm tumour resembling a calciﬁed
cyst in the stomach. Laboratory analysis showed
aniso-erythrocytes and poikilocytosis, carcino-embryonic antigen (CEA): 0.7ng/ml and alpha-fetal
protein (AFP): 3.64ng/ml. Clinical data (weight
loss, weakness) correlated with the results of gastroscopy (gastric tumours with dysplastic mucosa),
and though there was no pathological veriﬁcation,
ischaemia suggested a diagnosis of gastric carcinoma and the patient was referred for surgery.
After the patient was admitted, pre-surgical exams
were ordered. Haematological and biochemical
tests, an X-ray examination of chest and abdominal ultrasound were normal. There was no evidence of metastatic disease in the abdomen. We
recommended laparotomy, gastrotomy and wide
local excisions of the tumours. Consequently, after
obtaining the patient’s consent, an operation was
carried out on the 26th of January 2005. A hard
tumour, 5cm in diameter was discovered in the
gastric sub-cardiac region during the laparotomy.
There was a soft 3×2cm diameter tumour in the
pre-pyloric region. Both tumours were excised.
We performed gastrotomy for access and wide local excisions. The postoperative course was uneventful and the patient was discharged on the
fourteenth day after the surgery.
Histological examination revealed: i) a 3 calciﬁed tumour of 3cm in diameter in the sub-cardiac region and partially covered by mucosa,
initially diagnosed as: Neoplasma nonepitheliale
fusocellulare probabiliter benignum; in the differential diagnosis GIST and leiomyoma were suggested. Immunohistochemical studies on the
parafﬁn-embedded tissue showed positive staining for CD117(+), CD34(+), S-100(±) and negative for SMA(–), desmin (–), AE1/AE3(–) and
Ki67(–), which did not suggest proliferative activity. The complete pathologic examination revealed: tumour stromalis tractus digestivi benignus
(GIST); ii) in the pre-pyloric region was a tumour measuring 2.5×2.5×1.5cm, diagnosed as:
Adenocarcinoma tubulare G3 exulcerans in adenomate.
There was no certainty about free margins.
We recommended a second laparotomy and total
gastric resection. After the patient had agreed,
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he was again re-admitted for this further surgery. X-ray images of the upper digestive tract
showed: narrowings in the pre-pyloric region
with pre-stenotic high gastric movements. The
mucosa and gastric folds were normal. Surgery
was performed in April 2005. Total gastric resection was performed by the Roux-Y method.
Histological examination revealed: in macroscopic examination i) cicatrices with omental
adhesions in the anterior wall of the gastric corpus, ii) a ﬁeld of abnormal mucosa in the prepyloric region, measuring 0.5×0.5cm and lying
1.5cm from the distal excision margin and iii) a
lack of mucosa on the posterior wall of the gastric corpus. Microscopic examination revealed:
i) cicatrix on the anterior wall of the gastric corpus, ii) adenocarcinoma tubulare – carcinoma inﬁltrated muscular membranes of the mucosa in the
pre-pyloric region and iii) on the posterior wall
of the gastric corpus: adenocarcinoma tubulare G2
typus intestinalis s. Lauren, carcinoma inﬁltrated
muscular membranes of the mucosa and submucosa. In another part of stomach, histopathological examination revealed: metaplasia intestinalis
completa diffusa, gastritis chronic. Examination of
the regional lymph nodes of the greater curve
revealed adenocarcinoma metastasis in only
one node. The ﬁnal histopathology result was:
Status post resectionem tumoris corporis ventriculi
et polypi regionie pylori ventriculi. Adenocarcinoma
tubulare bifocale (regionie pylori et curvaturae maioris
corporis) ventriculi. Metastases carcinomatosae in uno
lymphonodo. G2,pT1,pN1. tumour stromalis tractus
digestivi (GIST) benignus.
The postoperative course was uneventful and the
patient was discharged on the thirteenth day after surgery. The patient was observed further on
an outpatient basis and underwent a metastatic work-up. To date, no metastatic disease has
been observed.

DISCUSSION
In this study two kinds of synchronous malignancy were recognized: a multi-focus gastric adenocarcinoma and an associated gastric GIST.
These arose from different tissue types. The occurrence of primary multiple malignancies originating from different tissues and arising in the
same organ is very rare. In this case, nonspeciﬁc
symptoms delayed and disturbed proper recognition. Both malignancies were detected as polypoid lesions, in one case the lesion was covered
by normal mucosal epithelium and in the other
it was covered by dysplastic mucosa with white
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plaques. Endoscopic biopsy material was inadequate for pathological diagnosis. Histological examination after the endoscopy and local surgical
excision was recommended. This kind of treatment, which depends on histological diagnoses
and free margins, could be deﬁned as ﬁnal operation. In this case, both malignancies were detected after local surgical excision but subsequent total gastrectomy led us to recognize another focus
of gastric adenocarcinoma. This focus of gastric
adenocarcinoma had been asymptomatic in prior examinations. Intra-operative histological examination was not carried out, in order to avoid
the loss of, or damage to, this unusual specimen.
Fortunately for this patient, the histological examination showed involved surgical margins and further surgery was performed. According to many
authors, a one-stage operation to excise both malignant tumours at the same time is an efﬁcient
and safe method of treatment [2,5]. In our case,
however, this kind of treatment was not possible
owing to the lack of earlier diagnosis.
The second malignancy was also detected as a
polyp. Gastrointestinal stromal tumors were deﬁned as one of the most common mesenchymal neoplasms of the abdominal cavity. GIST is
thought to arise from precursors shared with the
intestinal gut pacemaker cells (Cajal cells). Presurgical knowledge of the tumour is very important in treatment planning. For local advanced
GIST, wide local excision of the primary focus
or complete excision of invaded organs should
be performed, if it is possible without damaging
the tumour [10]. In total resections of tumours,
with intent to cure, the presence of clear resection margins is of crucial importance for patient
survival. It has been suggested that the results
of treatment are inﬂuenced mainly by the adequacy of surgical procedure [11]. Imatinib mesylate is an effective nonsurgical treatment for
patients with advanced metastatic or inoperable
GIST. Several clinical trials have conﬁrmed the
efﬁcacy of imatinib in the treatment of metastatic/inoperable GIST [12,13] though it should be
underlined that for patients with longer followup times, the rate of disease progression or resistant increases and complete remission is rare
[14–16]. The quality of GIST surgery therefore
has a crucial role in patients’ prognosis.
In the presented case, the size of the primary tumour and the histological type of GIST were found
to be characteristic features of a tumour of lower
recurrence potential. There were clear resection
margins around the primary tumour. We had no
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doubts concerning the extent of surgery after the
ﬁrst operation. Even before the second operation,
the prognosis of the patient was good.

CONCLUSIONS
The advisability of surgical treatment for multiple primary carcinomas seems to be indisputable. Radical surgery to excise both malignant tumours at the same time is recommended but, in
many cases, there may be problems associated
with early diagnosis [17]. In our opinion, which
is shared by many authors, in order to increase
the likelihood of carcinoma diagnosis at an early stage, and thus prolong patients’ lives, or even
cure them completely, it is essential to identify
high risk patients, especially in the case of primary carcinoma recognition during the actual diagnosis or in the past. Diagnosis must be thorough
and precise, while treatment applied should be
adequate. After surgery, the patient should be
continuously monitored. Many authors stress the
fact that the risk of postoperative complications
does not depend solely on the course of the operation. The stage and clinical advancement of
the carcinoma is the decisive factor and good results depend primarily on early diagnosis.

REFERENCES:
1. Dąbrowski A, Ciechański A, Wallner G: Association
of non-Hodgkin’s lymphoma of stomach with
other neoplasms of gastro-intestinal tract.
Gastroenterologia Polska, 1997; 4(4): 427–9
2. Ikeda Y, Saku M, Kawanaka H et al: Features of
Second Primary Cancer in Patients with Gastric
Cancer. Oncology, 2003; 65; 113–7
3. Ohtsuka H, Nozawa R, Kushida Y: Synchronous
microcystic adnexal carcinoma and gastric cancer with review of the literature. J Dermatol, 2005;
32(1): 43–7
4. Ikeguchi M, Ohfuji S, Oka A et al: Synchronous
and metachronous primary malignancies in organs other than the stomach in patients with early gastric cancer. Hepatogastroenterology, 1995;
42(5): 672–6
5. Gnanalingham KK, Hall CN, Bishop P: Synchronous
and metachronous gastric adenocarcinoma: case
report and literature review. J R Coll Surg Edinb,
1999; 44(1): 61–2

100

Rep Pract Oncol Radiother, 2006; 11(2): 97-100

6. Dinis-Ribeiro M, Lomba-Viana H, Silva R et al:
Associated primary tumors in patients with gastric
cancer. J Clin Gastroenterol, 2002; 34(5): 533–5
7. Kitamura K, Yamaguchi T, Okamoto K et al:
Clinicopathologic features of synchronous multifocal early gastric cancers. Anticancer Res, 1997;
17(1B): 643–6
8. Otsuji E, Kuriu Y, Ichikawa D et al: Clinicopathologic
characteristics and prognosis of synchronous multifocal gastric carcinomas. Am J Surg, 2005; 189(1):
116–9
9. Nakamura S, Aoyagi K, Iwanaga S et al: Synchronous
and metachronous primary gastric lymphoma and
adenocarcinoma: a clinicopathological study of 12
patients. Cancer, 1997; 79(6): 1077–85
10. Ng EH, Pollock RE, Munsell MF et al: Prognostic
factors inﬂuencing survival in gastrointestinal leiomyosarcomas. Implications for surgical mamaggement and staging. Ann Surg, 1992; 215: 68–77
11. DeMatteo RP, Lewis JJ, Leung D et al: Two hundred gastrointestinal stromal tumors: Recurrence
Patterns and prognostic factors for survival. Ann
Surg, 2000; 231: 51–8
12. Ruka W, Rutkowski P, Nowecki Z et al: The outcomes of patients with metastatic/inoperabile
gastrointestinal stromal tumors (GIST) treated
with imatinib – an interim multicenter analysis of
Polish Clinical GIST Registry. Nowotwory Journal
of Onclology, 2005; 55(3): 195–9
13. Heinrich MC, Grifﬁth DJ, Druker BJ et al: Inhibition
of c-kit receptor tyrosine kinase activity by STI 571,
a selective tyrosine kinase inhibitor. Blood, 2000;
96: 925–32
14. Demetri GD, von Mehren M, Blanke CD et al:
Efﬁcacy and safety of imatinib mesylate in advanced gastrointestinal stromal tumors. N Engl J
Med, 2002; 347: 472–80
15. von Mehren M, Blanke CD, Joensuu H et al: High
incidence of durable responces induced by imatinib mesylate (Gleevec) in patients with unresectable and metastatic gastrointestinal stromal tumors. Proc Am Soc Clin Oncol, 2002; 21: 413
16. Mietttinen M, Lasota J: Gastrointestinal stromal
tumors: Deﬁnition, clinical, histological, immunohistochemical and molecular genetic features
and differentila diagnosis. Virchows Arch, 2001;
438: 1–12
17. Knast W, Strutyńska-Karpińska, Rabczyński J:
Surgical treatment of patients with multiple carcinomas. Med Sci Monit, 2001; 7(6): 1256–62

