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A CASE OF TYPE 1 POORLY DIFFERENTIATED, SOLID-TYPE
ADENOCARCINOMA OF THE GASTRIC REMNANT WITH
GASTRIC SUBMUCOSAL CYSTS

Hiroshi NiMURA?!, Satoshi NIMURA?, Masahiro IKEGAMI?,
Sumio TAkAYAMAS®, and Teruaki AoOKI®

' Department of Surgery, The Jikei University School of Medicine,
2Department of Pathology, The Jikei University School of Medicine,
S Department of Surgery, Mashiko Hospital

An 80-year-old man, who had undergone distal gastrectomy with Billroth II anastomosis
for gastric ulcer 43 years ago, was admitted for further evaluation of elevated lesions of the
remnant stomach. Endoscopy revealed an elevated lesion of the suture line on the lesser
curvature which was diagnosed with biopsy as poorly differentiated adenocarcinoma. Endos-
copic ultrasonography revealed several hypoechoic lesions in the submucosal layer and invasion
of cancer cells beyond the serosa. The remnant stomach was completely resected. Histologic
examination of the resected specimen revealed type 1 advanced gastric cancer with submucosal
cystic dilatation of glands. These cystic glands were diagnosed as gastric submucosal cysts.
Mucin-histochemical and immunochemical studies showed 1) poorly differentiated adenocarc-
noma of solid type with predominantly gastric-type cells showing diffuse staining for Ki-67 and
scattered staining for pb3 and 2) gastric submucosal cysts with predominantly incomplete
intestinal type cells showing scattered staining for Ki-67 and no staining for p53. In this case,
the findings of gastric submucosal cyst glands did not suggest participation in carcinogenesis.

(Tokyo Jikeikai Medical Journal 2004 ; 119: 297-302)
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5 162 cm, A8 50 kg, MOEBE S B 2 E T
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B COLEME EE S, ABERRERT R
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RO E R L 2W L7z (Fig. 1a), HEERNHEERT
R BENCHENSAh, AL TET
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TIRE bR Tz (Fig. 1b), FiTATHE « TRl iHEE
WA bRD I, FRE /W 1H T+
Roux-en Y F&ST % fifT L7z, BEIREEEE 2 &
¥, stageIV Tho 7.

Fig. 1c
Fig.la. Endoscopic view of elevated type advanced gastric remnant cancer. Fig.1b. Endoscopic

ultrasonography showing several low echoic lesions in the submucosal layer. Gastric cancer invades
to over the serosa (arrow). Fig.lc. Macroscopic appearance of the resected specimen.
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Fig. 2¢

Fig. 2a. The histological appearance of the mucosal layer. The histological type of the lesion is poorly
differentiated adenocarcinoma. (H.E.)

Fig.2b. The histological appearance of the gastric submucosal cysts. These cysts are lined by a single
layer of cuboidal and columnar epithelium. (H.E.)

Fig. 2c. Cut-surface of the elevated lesion. The distal side of the elevated lesion: Cancer invaded over
the serosal tissue. The proximal side of the elevated lesion: Several cystic glands in the submucosal
layer. (panoramic view)
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Fig. 3. Phenotypic expression of poorly differentiated adenocarcinoma. a: Note the cancer cells with a
foveolar epithelial phenotype. (HGM) b: Weakly positive for the cytoplasms of the cancer cells.
(conA-III) c: MUC2-positive cancer cells are scattered. (MUC2) d: CD10-positive cancer cells are
scattered (not the brush border but the cytoplasms). (CD10) e: The Ki-67 labelling index is high.
(Ki-67) f: p53-positive cancer cells are scattered. (p53)
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Fig. 4. Phenotypic expression of the gastric submucosal cysts (GSC). a: The epithelia lining GSC with
a foveolar epithelial phenotype. (HGM) b: Weekly positive for the cytoplasm. (ConA-III) c: Note
the epithelia lining GSC with a intestinal phenotype. (MUC2) d: Negative for CD10. (CD10) e: Ki-
67-positive cells are scattered in GSC. (Ki-67) f: Negative for p53. (p53)
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2¢). F T BEATER A DR 2 13 R/ D ZERIR
HEIRE NS FE L T iz A3, gastritis cystica
polyposa (GCP) OFTRO VD TH % kiR
BRI EED 2% - 7z (Fig. 2b) . ST %
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T, KT8 O ZERLIRBRE %2 e 0s DI B D5 8k
L, 3o REELEERL Tz (Fig. 20).
B & BRI & OESE IR ko 7z,
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Concanavalin-A IIT 2R Fe 1 (ConA-1II) &
Pt human gastric mucin (HGM) 4, it MUC2
Pidk, $1CDI10 Hifk, #ip53 Hifk (B E Novocas-
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