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Abstract

The coexistence of gastrointestinal tumors (GIST’s) with other several primary malignant neoplasms has been demonstrated. However, there is
no study that reported simultaneous occurrence of primary small bowel adenocarcinoma (SBA) and a GIST located in the stomach. Here, we
report the first case of SBA and a synchronous gastric GIST. Surgical resection and clinicopathological characterization were performed for the
masses identified through endoscopic and radiologic studies. Computed tomography scan showed a 13 mm mass located at the gastric antrum
and another mass lesion partially occluding the jejunum. A biopsy specimen was obtained from the mass at the proximal jejunum by enteroscopy.
The tumor was reported as adenocarcinoma. The patient was operated by the general surgery team. The features of the submucosal lesion resected
from the antrum were consistent with a diagnosis of a GIST which contained spindle cells and showed positive staining with CD-117 and CD-
34. Mitosis was not observed, and Ki 67 index was below 10%. This is the first case of coexistence of GIST of the stomach and SBA to be
reported in English-language literature. The prominent characteristics of our case include its antral localization, male sex, absence of mitosis and

incidental diagnosis.
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1. Introduction

Gastrointestinal stromal tumors are the most prevalent
mesenchymal tumors of the gastrointestinal tract (Corless et
al., 2011). Approximately one-third of GIST’s are discovered
during investigations and treatment procedures undertaken for
other disorders (Agaimy et al., 2006). GIST’s have been shown
to coexist with other type of cancers either synchronously or
metachronously (Gongalves et al., 2010). There are studies
which reported the concurrent occurrence of a GIST
originating from the small intestine and gastric carcinoma
(Karahan et al., 2013).

However, the coexistence of a primary SBA with a GIST
located in the stomach has not been reported previously. Here,
we report the first case of coexistence of a surgically resected
SBA with a gastric GIST incidentally detected in a patient with
nausea and vomiting and discuss it in light of clinical,
radiological, endoscopic and histopathological findings.

2. Case report

A 79-year-old patient presented with a history of aggravating
nausea, vomiting and abdominal bloating in the last 3-4
months. His personal history included essential hypertension.
During physical examination, abdominal guarding was not
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observed, and bowel sounds were normoactive.

Laboratory investigations showed the following results:
Haemoglobin 13.40 g/dL, White Blood Cell count 7080/ puL
and CRP <3.36 mg/L. Computed tomography (CT) scan
revealed a round shaped, heterogeneous mass lesion with a
diameter of 13 mm in the posterior wall of gastric antrum
which showed a marked contrast uptake and slight protrusion
out of the wall and into the lumen (Fig. 1). During upper
gastrointestinal endoscopy, a submucosal lesion was detected
at the prepyloric antrum. Double balloon enteroscopy showed
a mass lesion obstructing the lumen at the proximal jejunum
and biopsy specimens were obtained (Fig. 2). Adenocarcinoma
was diagnosed by pathological examination (Fig. 3).

The patient was operated by the general surgery team.
Histopathological examination showed that the submucosal
lesion resected from the antrum was consistent with a
gastrointestinal stromal tumor composed of spindle cells. The
tumor showed diffuse and strong positive staining with CD-
117 and CD-34 and no staining with SMA, Desmin and S100
(Fig. 4). Mitosis was absent and Ki67 index was below 10
percent. The mass obtained from the proximal of jejunum was
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2.3x2x 1.7 cm in size. As a result, the tumor was reported as
pT3N1Mx, well-differentiated small bowel adenocarcinoma.

Fig. 1. A solid, round shaped, well-defined mass (arrows) located in
the gastric wall and another mass (arrow heads) that resulted in
symmetrical thickening of the wall at the level of small bowel in
contrast-enhanced sections as shown by abdominal computed
tomography

Fig. 2. Double balloon enteroscopy showed a mass lesion obstructing
the lumen at the proximal jejunum

Fig. 3. A well differentiated adenocarcinoma resected from the small
bowel (H-Ex40)
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Fig. 4. Immunohistochemical CD-117 positivity shown in a
gastrointestinal stromal tumor located in the stomach

3. Discussion

Stromal and mesenchymal tumors typically affect
gastrointestinal tract and are commonly located in the stomach
(50-60%) and small bowel (30-35%). However, they may
occur anywhere along the digestive tract including mesentery,
omentum and peritoneum (Corless et al., 2011; Joensuu et al.,
2013).

The most common symptoms include bleeding into the
intestine or abdominal cavity, anemia and abdominal pain as
well as dyspepsia, nausea, vomiting, constipation or diarrhea,
frequent urination and fatigue (Mucciarini et al., 2007,
Caterino et al., 2011; Biimming et al., 2006).

Morphologically, GIST’s are categorized into three groups
as spindle cell, epitheloid and mixed by pathological
examination (Kindblom et al., 1998; Fletcher et al., 2002). KIT
(CD-117) and anoctamin (ANO1) are the two markers with
greatest sensitivity and specificity for GIST’s (Sarlomo-Rikala
et al.,, 1998; West et al., 2004). Five percent of GIST’s are
negative for KIT expression but most of these express ANO1
(Medeiros et al., 2004). Masses suspected or diagnosed to be
GIST should be removed if they are 2 cm or greater in size.
However, smaller tumors may be excised or followed
endoscopically at intervals of 6 to 12 months. Complete (R0)
resection of GIST’s is the primary goal of surgical treatment
(Hohenberger et al., 2010).

Primary small bowel malignancies are rare tumors and
account for 1-3% of gastrointestinal tumors (Gill et al., 2001).
Malignancies that occur in the small bowel include carcinoid
tumors, adenocarcinoma, lymphoma and sarcoma (Bilimoria et
al., 2009).

Symptomatic tumors usually present at an advanced stage
and 50% of cases show metastasis (Talamonti et al., 2002).
SBA represents 33% of primary small bowel cancers, most
commonly affecting duodenum followed by jejunum and ileum
(Bilimoria et al., 2009).

In recent years, an increase has been seen in the diagnosis
of GIST with synchronous malignancies mainly as a result of
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advances in imaging techniques. Congenital genetic defects,
exogenous factors, common pathophysiology and underlying
immune suppression have all been implicated to contribute to
the development of double primary neoplasms (Dasanu et al.,
2011).

We did not identify any articles published in English-
language literature that reported on the coexistence of gastric
GIST and small bowel adenocarcinoma through PubMed
search. In this regard, our case is the first such case to be
reported. The lesions were visualized radiologically and
endoscopically and characterized by histopathological
examination of surgically resected materials. There are several
case reports published in literature describing coexistence of
GIST with malignancies including gastric carcinoma, gastric
lymphoma, colon carcinoma, pancreatic carcinoid tumor and
pancreatic adenocarcinoma (Agaimy et al., 2006). These
publications reported low mitotic activity in GIST’s coexisting
with synchronous and other malignancies (Maiorana et al.,
2000).

Contrastingly, GIST located in the stomach did not show
mitotic activity in our case. The prominent characteristics of
our case include its antral localization, male sex, absence of
mitosis and incidental diagnosis. As known, gastric
localization is frequent among GIST’s. However, it should be
borne in mind that, although rarely, other primary malignancies
located in the gastrointestinal tract may occur concomitantly
with GIST.
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