J Korean Gastric Cancer Assoc
2007:7(4):261-265

JhEEism olmtist onistmal wWaalma
XMy - NPT -5 & - HolY

B MAEcE Ml 7 UMz Be o Ale 29
2 AR5t x| Hof K}El FHES XPOIE Holct. g
San ZHEEYe ciost ‘ZWE— e EF E#oich

Alel eiTdnl mes of £ Bee N2 ol
WerlEg JiD s 2oz s, § S| @
BRI SANCE wsts FSE of2 SSof HY
£ 00 WS, ool U2 ol 53 2 A3 e
2olo] olFjEioict 44 H HAE AdS = nE
%@— NHISHT, § on T71e) iz s % RF
3] m|gietol SAlo] FAfst 9 oz Helslgl
cf. olzfgt HMS SEXDH 9Molo] RWB0| £ X|o]
e goid 4 gt ¥el oz dasn EEDE
S28 2850l of#t THT # Buste Hlolch,

F-?“; ZG

B4 Bo: MY Y fiET 7HEEY A

M

rhu

AehS AAAH o o At U F 7 AR B
Ao deiA gon, $elvetilAE 1999~2001E % 5
Aol A, o] BFol| A 7h4 Tho] WA sl o wEH
v} 9= Hhﬁ ulFol| A& 138 A & Ae] el AAs)
T RAeZ 4HA k) foll A7lE I T 85~
90% 43 7199 4ol XAAS L 9o ) AT
AL YAl s Fuldr Y 94 F 73
3 Ao ® 52%7t follA dAsle Ao g ¥#A g,
u) o] 74 ndel] o 2,000~5,000607} wk s AR 1A
B AAETSY 1~3%1 Bt vl2d] =F Aolrh(3)

AAES] £ 24 w2, U8 3ate oA A=

£ 9o A543 AT HAFgo] FAHLE A7
= %TL AFNA 6749 ZFHRLE Foto] 1347} ¢
] Sk (4-9) 1960~700dullel] YEollA 4tz Hute
ZFe] FAA Foko] Ead vl 9o} w3 ete] Aol
o] Fo{A A okl Aol Huolmg $AH 7+ FdUA

¢

AP A, AEA JTET Y5 6244
HEdeta sage sz, 150.713
Tel: 02-3779-1170, Fax: 02-786-0802
E-mail: hmjeon@catholic.ac.kr

A4 - 2007 108 79, AASAY 20073 109 169

261

0& dd

HAs71E ot obA7A] felvztold FHEA €
i gl AeE A4 AREL 9 14764-‘?’-«1 Ao
& @A AR FEE A AAE HHFRE 5
Alell 7121 gtaell A 9] AAAEE AW =F A E
Ao, 71Eol Hud Felge 24 o FdES @

A R3she upoltt.

5 3
PR ol P2 I $E4L glov A% S
A YR Dol Bl vl zel 24 A 59l o
2 2§92 qglon, W4 49Re|n Hulg 4RY &
HAS a7 Y9 HE AT SoATE glste

N

w AR Z APt AR NA el S o
71919k e. 2 o4lsl s o] 3l gels]o] eubs] Si4]
ddsidck. ML HolA ¢gtor £HE= FrEsin
4 Al B e Qe AAALA A o] F
&7 g om B APt A oNA A Holl
4x4 cm 279 AAdure g el Hulsl Foko] WHE
T(Fig. 1A) 9 AAE-TE ol 1.0 cm, e o] 27191

an

Fig. 1. At the fundus, a tan colored intraluminal protruding mass,
which is mostly covered by intact mucosa, is noted (A). Also a 1.0
cm sized shallow ulcer at proximal antrum is shown, suspicious of
EGC IIc (B).
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Fig. 2. Computed tomography of abdomen shows 8.5 cm-sized
heterogeneously enhanced mass lesion at high body, most likely
gastrointestinal stromal tumor.

Fig., 3. The intraluminal mass located at the fundus is a well
circumseribed, pink colored nodule with rubbery consistency. The
arrow indicates the early gastric cancer lesion at antrum.
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Fig. 4. The protruding mass (Fig. 1A) is a spindle cell type GIST,
showing interlacing bundles and whorls of uniform spindle-shaped
cells (<100, H&E stain) and tumor cells are showing strong positive
expression of CD117 immunohistochemically (inlet).

Fig. 5. The ulcerative lesion (Fig 1B): well differentiated tubular
adenocarcinoma, composed of neoplastic tubules showing irregular
branching and anastomosis (x200, H&E stain).
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Table 1. Clinical features of the patients with synchronous gastric adenocarcinoma and GIST

Adenocarcinoma

GIST

Case No. Location Size (cm)  Stage

Differentiation/
Lauren’s classification

Location Size (cm) Mitosis (/SOHPF) Risk

*1 Antrum 5 T4NO n-¢ Body 2 2 Low

*2 Body 1 TING n-c Body 1 0 Very low
f3 Body 17 TINx Signet ting cell Fundus 11 n-c n-c

Ty Antrum 5.7 T3N1 PD Body 0.5 0 Very low
s Body 75 T2N1 MD Cardia 0.6 0 Very low
% Cardia 4 T2NO Intestinal type Fundus 50 n-c Borderline
i) Antrum 2 TINO Diffuse type Pylorus 6 n-c Malignant
%8 Antrum 4 T2N1 Intestinal type Antrum 5 n-c Borderline
Y9 Pylorus 1.2 T2N1 Intestinal type Body 5 n-c Borderline
10 Antrum 20 T2NO Intestinal type Body 0.6 n-c Benign
"1 n-c n-c n-c nC n-c 1.0 n-c n-c

"12 Pylorus n-c n-c n-c Fundus 4.5 n-c n-c

13 n-c n-c T3N1 PD n-c 2 5 n-c

**14 Antrum 0.5 TisNQ WD Fundus 9 0-1 Intermediate

*Wronski et al.(3);

TLin et al.(4); TBircan et al.(5); SAndea et al.(6);

! Agaimy et al.(7); "Rauf et al.(8); **Reported in this article.

n-¢ = not commented; PD = poorly-differentiated; WD = well-differentiated.
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Synchronous Occurrence of a Gastric Adenocarcinoma and a GIST (Gastrointestinal Stromal
Tumor): A Case Report

Sung Bae Jee, M.D., Kyung Jin Seo, M.D.", Hun Heo, M.D. and Hae Myung Jeon, M.D.
Departments of Surgery, 1Pathology, The Catholic University of Korea College of Medicine, Seoul, Korea

A gastric adenocarcinoma is the second most common cause of cancer deaths worldwide, but there are some
geographical differences in its incidence. A gastrointestinal tumor is an uncommon disease with a wide spectrum of
aggressive behavior. These two tumors have a distinct pathogenesis, and synchronous occurrence of an adenocarcinoma
and a GIST (gastrointestinal stromal tumor) in the stomach is very rare. We report a case of synchronous occurrence
of a gastric adenocarcinoma and GIST in a 64-year-old man. We performed the following tests: barium swallowing
test, gastroduodenoscopy, and CT scanning. We performed a total gastrectomy, and a 9 cm-sized GIST at the fundus
and a small early gastric cancer at the antrum were confirmed pathologically. Some explanations for this rare case
exist, but in our opinion, the synchronous occurrence is a rare but probable event that can happen in an endemic
area. We describe a case of synchronous occurrence of a gastric adenocarcinoma and GIST in the stomach, with
a review of the literature. {J Korean Gastric Cancer Assoc 2007;7:261-265)
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