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Abstract
We present the case of a 74-year-old male patient who was admitted with symptoms of upper digestive 
bleeding. Endoscopy of his upper digestive tract found an ulcerated lesion and a subepithelial lesion in his 
stomach. Complete studies including gastric endoscopic ultrasound showed a mucosal lesion infiltrating the 
submucosa which was suggestive of early gastric cancer as well as a subepithelial lesion on the muscle that 
was suggestive of a gastrointestinal stromal tumor (GIST). Staging showed no metastatic compromise, so 
surgery was performed, and histology subsequently confirmed the findings.
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INTRODUCTION

Gastric cancer’s (GC) prevalence and mortality rate are 
high all around the worldwide. In 2008, there were 988,000 
new cases of GC in the world, representing the fourth most 
frequent cancer after lung cancer, breast cancer and colon 
and rectal cancer: 738,000 deaths occurred making GC the 
second leading cause of cancer death. (1) In Colombia, it 
is the first cause of cancer death in men and the third cause 
of cancer death in women. (1) Digestive endoscopy is the 
diagnostic method of choice for GC, (2) but endoscopic 
ultrasonography (EUS) is a complementary method of 
choice for determining the depth of early GC. (3) It has the 
ability to visualize digestive tract strata with proven histo-
logical correlations. (3) Early GC is located in the mucosa 
and submucosa and may or may not involve lymph nodes. 
(4) Early GC is treated endoscopically by mucosectomy 

or endoscopic dissection of the submucosa, depending 
on the tumor’s size and morphological characteristics as 
determined by EUS. (5) Advanced GC invades beyond the 
submucosa and compromises regional and distant tissue. 
(5) Management includes surgery and chemotherapy and 
radiation therapy.

Gastrointestinal stromal tumors (GIST), with an inci-
dence between 10 and 15 cases per million people, are 
the most common tumors of the gastrointestinal tract. 
(6) Although they are usually diagnosed incidentally from 
radiological or endoscopic studies, their most frequent cli-
nical manifestation is gastrointestinal bleeding. (5) Their 
most frequent location is the stomach, (7) and histologica-
lly more than 95% of GIST are positive for the KIT protein 
(CD117). About 90% have a mutation either in the c-KIT 
gene or in the PDGFRA gene. (8) In endoscopy, it can 
be seen as a subepithelial lesion sometimes with a central 
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ulceration. (9) In EUS it is a hypoechogenic lesion that is 
homogeneous and dependent on the muscular layer. EUS 
can be used in a complementary way to guide performance 
of a biopsy for use in histological diagnosis. (10) Computed 
axial tomography (CAT) is the imaging method of choice 
for characterizing an abdominal mass since it evaluates 
local extension and distance which is important because 
GIST can metastasize especially to the liver, omentum and 
peritoneal cavity. (11)

Management of GC depends on its extension and size. 
The goal of surgical treatment is resection with free margins, 
but lymphadenectomy is not necessary in view of the fact 
that lymphatic involvement is rare. (11) Since forty to fifty 
percent of patients who undergo surgery may experience 
recurrences, (12) tyrosine kinase inhibitors appear to be 
an excellent alternative treatment. (13) Wedge resection is 
the surgical management of choice, (14) and laparoscopic 
techniques have fewer complications, shorter hospital stays 
and less bleeding than do open resection techniques. (15) 
The best way to treat lesions that are smaller than 2 cm is 
still not clear from the available evidence, so unless dis-
tance extension is documented, which is rare, management 
should be expectant. (16)

This article presents the interesting case of one patient 
with simultaneous presentation of both of the pathologies 
discussed above. 

CLINICAL CASE

The 74-year-old patient was admitted after three days of 
hematemesis and melena. Upper digestive endoscopy 
found an elevated, 20 mm in diameter lesion with an ulcera-
ted center in the middle of the corpus towards the anterior 
wall as well as a 60 mm subepithelial lesion in the antrum. 
The initial endoscopic diagnosis a type 0-IIa elevated gas-
tric lesion and a type 0-IIc subepithelial lesion (GIST?) 
(Figure 1). Multiple biopsies of the lesions were taken.

Based on the endoscopic findings, it was decided to extend 
the study through gastric endoscopic ultrasonography. It 
showed an elevated 20 mm hypoechoic lesion in the corpus 
that infiltrated into the mucosa and partially into the submu-
cosa. In the antrum, a 60 mm in diameter subepithelial lesion 
with cystic spaces inside was found in the muscularis propria 
(Figure 2). No perilesional or celiac trunk adenopathy was 
found, and a diagnosis of early GC and GIST in the fourth 
layer was made. The biopsy taken from the lesion in the gas-
tric corpus confirmed that it was a moderately differentiated 
gastric adenocarcinoma. A contrasted abdominal CT scan 
showed no metastasis from the GIST.

Submucosal dissection of the adenocarcinoma and sur-
gical resection of the GIST were planned, but the patient 

developed acute bleeding due to ulceration of the GIST, so 
a subtotal gastrectomy with resection of the two lesions was 
performed. The pathology of the surgical specimen showed 
a moderately differentiated adenocarcinoma which only 
extended to the superficial submucosa (Figure 3). There 
was also a 7 x 7 cm antral lesion for which immunohistoche-
mistry was positive for c-kit (Figure 4), positive for CD 34 
positive, negative for S100. The mitotic index and ki 67 were 
both less than 2% (Figure 5). All nodes were negative for 
metastasis. The patient is asymptomatic, and evolution has 
been very satisfactory to date (1 year of follow-up). Since this 
was a case of early GC was early and the GIST was low risk, 
there was no need for complementary treatment.

Figure 1. The image shows both lesions. The one on the left corresponds 
to early gastric cancer and the one on the right corresponds to GIST.

Figure 2. Gastric endoscopic ultrasound. GC on the left, subepithelial 
lesion on the right.
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Figure 3. Moderately differentiated gastric adenocarcinoma. Figure 4. GIST positive for c-Kit.

Figure 5. GIST positive for CD 34 but negative for S100.

DISCUSSION

GIST does not occur frequently with other malignancies 
although there are a few case reports and case series. A 
series of cases published by Krame et al. has demonstra-
ted a higher frequency of other types of tumors in patients 
who either had GIST at the time of the study or had suffe-
red from GIST earlier. (17) The study covered 836 GIST 
patients and found that 31.9% had other types of neo-
plasms. Of these 43.5% were  gastrointestinal, 34.1% were 

urogenital or breast cancer, 7.3% were hematological, and 
7.3% were skin cancer. Nevertheless, most of these were 
found up to 5 years after the diagnosis of GIST, and no 
synchronous neoplasms were described. Another series 
of 101 patients by Goncalves were found that 13.8% had 
other types of tumors. Of these, 57.1% (8 cases) had GC, 
but none of them were synchronous. (18)

Although a relationship between GIST and other neo-
plasms is already known, synchronous presentations have 
only been found in a very few case series. Wronski et al. 
published 28 cases of GIST with synchronous tumors and 
found that 57% of these were GC. (19) It is important to 
clarify that the type of studies that describe a relationship 
between GIST and GC cannot ascribe a causal association 
much less determine that one or the other pathology is a 
risk factor for the other.

Similarly, none of hypotheses about the occurrence of 
synchronous neoplasms with GIST have been proven 
yet. Larger follow-up studies and studies with larger sam-
ple sizes with comparisons with controls would be useful 
because they could establish whether there is a risk associa-
tion between these pathologies. Nevertheless, reports like 
this illustrate possible association and thus refine the search 
for early GC in patients with GIST and vice versa. 

In addition, the available evidence and its forcefulness 
require consideration of endoscopic management as the 
first-choice management for GC. The most effective type 
of endoscopic management is dissection of the submucosa. 
(5) On the other hand, laparoscopic wedge resection is the 
most appropriate choice for surgical management of gas-
tric GISTs because it is high effective and has lower rate of 
adverse events. (16) In the case of this patient, the decision 
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taken to perform subtotal gastrectomy was mostly guided 
by the development of severe bleeding.
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