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Case Report

Early Gastric Cancer with Neurofibroma Mimicking a
Metastatic Node: A Case Report

Sungsoo Kim, Yoo Seok Kim, Ji Hoon Kim, Yong Don Min, and Ran Hong'

Department of Surgery, 'Department of Pathology, Chosun University College of Medicine, Gwangju, Korea

Neurofibromas are benign tumors that originate from the peripheral nerves, including neurites and fibroblasts. Generally, a solitary
neurofibroma is located in the skin and rarely in other places. A 72-year-old female suffered from epigastric discomfort for 2 months.
Endoscopic findings showed an early gastric cancer type llc at the antrum. Abdominal computed tomography revealed early gastric
cancer with a 1.6 cm-sized metastatic node posterior to the duodenum. Laparoscopic assisted distal gastrectomy and retro-pancreatic
dissection were performed uneventfully. Histological examination revealed gastric adenocarcinoma, invading the mucosa without nodal
metastasis, and a neurofibroma. Herein, we present a case of a gastric cancer patient with a solitary retroperitoneal neurofibroma which

mimicked a distant metastatic node.
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Introduction

Compared to advanced gastric cancer, early gastric cancer (EGC)
shows a favorable prognosis, with 5—year survival rates exceeding
9%,

Lymph node (LN) status is the most important prognostic fac—
tor. Even in EGC, the incidence of LN metastasis exceeds 10%; is
reported to be 14.1% overall and appears in 4.8 to 23.6% of cases
depending on cancer depth.’” It is important to evaluate LN status
preoperatively for proper treatment strategy: however, sufficient
results are not being obtained using various evaluation modalities.

According to Japanese staging guideline, N3 level node was
regarded as distant metastasis.” It is possible to cure local disease
without distant metastasis by gastrectomy and LN dissection. How—
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ever, there is no survival benefit from surgery for systemic disease
with distant metastasis such as para—aortic LN metastasis.* There—
fore, whether the disease is local or systemic is an important prog—
nostic indicator for gastric cancer, and the debate continues over
the importance of extended lymphadenectomy for gastric cancer.

Herein, authors present a case misdiagnosed as inoperable EGC.

Case Report

A T2—year—old woman, with no history of neurofibromatosis or
other systemic disease, was referred to Chosun University Hospital
(Gwangju, Korea) for EGC. She had undergone laparoscopic cho—
lecystectomy several years previously.

Abdominal computed tomography did not show the gastric
tumor lesion but revealed a well-defined, 1.6 cm sized ovoid retro—
peritoneal mass located posterior to the duodenum (Fig. 1). Before
her operation, she was diagnosed as EGC with distant nodal me—
tastasis posterior to the duodenum.

The patient was placed in the supine position under general
anesthesia. An operator and scopist stood to the right side of the

patient, and an assistant surgeon stood to the left of the patient. A
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Fig. 1. Abdomen computed tomography. Computed tomography
shows a 1.6 cm-sized metastatic node (arrow) posterior to duodenum.

Fig. 2. Intra operative image. Oval shaped mass (arrow) was located
between duodenum (D) and inferior vena cava (V).

total of 5 trocars (two 12-mm trocars and three 5-mm trocars)
were used. The first dissection began with the mobilization of the
duodenum from hepatoduodenal ligament and right gastrocolic
ligament. An assistant retracted the duodenum left laterally, and
an operator dissected between the pancreaticoduodenal unit and
inferior vena cava (IVC) and right renal vein. The mass was easily
exposed by a sharp dissection and removed (Fig. 2). Several ves—
sels from the mass to the TVC were ligated by the LigaSure™ vessel
sealing system (Valleylab, Boulder, CO, USA).

Frozen biopsy reported that there was no adenocarcinoma
component. After this report, laparoscopic distal gastrectomy with
gastrojejunstomy was performed. Operative time was 3 hours and
40 minutes.

The final pathological diagnosis was a gastric adenocarcinoma

Fig. 3. Immunohistology (positive for S-100, x200).

that invaded a mucosa (T1a) without nodal metastasis (0/20, NO)
and neurofibroma with immunohistochemical stains positive for
S-100 protein (Fig. 3).

Discussion

About 15% of EGC have LN metastases.” This makes the prog—
nosis of EGC better than advanced gastric cancer. Nevertheless,
while there is little chance of nodal or distant metastasis in EGC,
some case reports revealed stage IV EGC accompanied by exten—
sive LN and distant metastasis.”®

Accurate assessment of LN status is of crucial importance for
appropriate treatment planning and determining prognosis in gas—
tric cancer. But abdominal ultrasonography (AUS), endoscopic ul-
trasonography, multidetector-row computed tomography (MDCT),
magnetic resonance imaging (MRI), and 18F—fluoro—2-deoxy—
glucose positron emission tomography cannot reliably be used to
confirm or exclude the presence of LN metastasis.”

In this case, preoperatively the patient was diagnosed as EGC
with distant metastasis by MDCT. But a pathological report indi—
cated mucosa—confined adenocarcinoma (T1a) without nodal me—
tastasis (NO) and solitary neurofibroma.

A neurofibroma is a neurogenic tumor, which arises from the
nerve sheath. Typically, neurofibromas grow slowly and have
minimal potential for malignant transformation unless they are as—
sociated with neurofibromatosis type 1 (formerly known as von
Recklinghausen disease). A solitary neurofibroma is rare in cases
without neurofibromatosis. Specifically, solitary retroperitoneal
neurofibromas were studied in several case reports.” > Neurofi-

broma is more common in men, particularly in the 20~40 year age
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group.” But in this case, patient was a 72-year old aged woman.

Retroperitoneal masses not arising from major solid organs are
uncommon. Because the treatment options vary, it is useful to be
able to differentiate these masses by using imaging criteria.” Cur—
rently, imaging modalities such as MDCT, AUS and MRI show
progress technically. But there is still a considerable overlap of
imaging findings for these masses, and histological examination is
often required for definitive diagnosis.” Additionally, in gastroin—
testinal tract malignancy, a retroperitoneal mass is easily confused
with LN metastasis.

In conclusion, staging laparoscopy with frozen biopsy might be
helpful in treating a preoperatively EGC with distant metastasis.
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