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ABSTRACT 
Gastric stump carcinoma is a carcinoma arising in the stomach remnant following previous gastric resection. It is a distinct disease 
entity with its unique aetiology and pathogenesis. We report 3 cases of gastric stump carcinoma encountered in the department over 
the past 5 years and review current literature pertaining to its clinical presentation, aetiology, pathogenesis, treatment strategy and 
the role of screening endoscopy. The disease is characterised by its kite presentation and dismal prognosis and will continue to pose 
a surgical challenge in the years to come. 
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CASE 1 

A 76 -year -old Chinese male was admitted in March 1993 with 
the complaint of easy satiety and epigastric fullness following 
ingestion of food. 1 -le had a history of gastrectomy 33 years ago. 
Clinical examination revealed that he was in poor general health 
with cachexia and pallor. Abdominal examination was essentially 
normal, except for an upper abdominal midline scar. Gastroscopy 
showed an infiltrative lesion involving almost the whole stomach 
wall from the gastrojejunostomy anastomosis to the cardia. 
Biopsy revealed moderately differentiated adenocarcinoma. 
Computerised axial tomogram (CT Scan) showed enlarged lymph 
nodes in the retrocaval area, right paratracheal area, subcarinal 
space, subaortic arch and the peripulmonary areas. Palliative 
remnant gastrectomy with a Roux -en -Y anastomosis was done. 
Postoperative recovery was uneventful and he was discharged 
from hospital after the skin stitches were removed. Six months 
later, he was readmitted for severe loss of weight and right 
hypochondriac pain. Severe cachexia and gross abdominal 
distension were noted. Abdominal examination revealed 
hepatomegaly and gross ascites. Multiple liver secondaries as 

well as enlarged lymph nodes in the coeliac axis were noted on 
ultrasound. He was treated conservatively and died 2 weeks later. 

CASE 2 

A 70 -year -old Chinese male presented in June 1994 with the 
complaint of epigastric pain on and off associated with early 
satiety and regurgitation for 3 months. He also had a history of 
gastrectomy 20 years ago. Clinically, he was cachexic and pale. 
Abdominal examination revealed a large epigastric mass 
measuring about 10 cm from the xiphisternum. Gastroscopy 
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showed a fungating tumour arising from the posterior wall of 
the stomach remnant. Biopsy revealed poorly differentiated 
adenocarcinoma with signet ring cells. Ultrasound and 
computer ised axial tomogram (CT Scan) did not show any liver 
secondary. Surgery was offered but the patient refused. He was 
treated conservatively and passed away six weeks later. 

CASE 3 
A 50 -year -old Malay male presented in February 1988 with the 
complaint of epigastric pain associated with malaena and 
syncope. He had a past history of gastrectomy 18 years ago. 

Gastroscopy showed a chronic stoma) ulcer at the efferent 
side of the anastomosis. Biopsy of the ulcer did not reveal any 
malignancy. He was treated conservatively with peptic ulcer 
medication. There was, however, no improvement in symptoms. 
Repeated gastroscopy and biopsy each time did not reveal any 
malignancy. Surgery for recurrent disease was offered but he 
refused. Two years later, he was admitted to hospital for acute 
intestinal obstruction. Barium study this time showed stricturing 
of the anastomotic site and shouldering of the adjacent stomach 
remnant. Gastroscopy showed a fungating tumour at the gastric 
stump. Biopsy taken revealed poorly differentiated 
adenocarcinoma. Ultrasonography of the hepatobiliary system 
was normal. A stump gastrectomy with a Roux -en -Y 
anastomosis, splenectomy, limited transverse colectomy, distal 
pancreatectomy and a feeding jejunostomy were carried out. 
Postoperative recovery was uneventful and he was discharged 
from hospital after the skin stitches were removed. 

Six months later, however, he presented with dysphagia and 
regurgitation. Clinically, he was dehydrated and cachexic. A large 
mass occupying the epigastric and right hypochondriac region 
was noted. He was treated conservatively and died two days after 
admission. 

DISCUSSION 
Gastric stump carcinoma is defined as carcinoma arising in the 
gastric remnant more than 5 years following previous gastric 
resection for benign disease, or more than 15 years after curative 
surgery for malignant disease. These time intervals arc necessary 
to eliminate cases of missed primary carcinoma in the former 
and to exclude recurrent carcinoma in the lattert0. 

Since Balfour described the first case of gastric stump 
carcinoma in 192212), there have been more reports on the 
condition. Incidence reported worldwide varies from 0.44% in 
the United Kingdom to 6.88% in Spainta'). There seemed to be a 

geographic variation in its occurrence with high incidences 
reported in Scandinavia and Western Europe but a relatively low 
Incidence reported in the United Kingdom and the United States. 
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Japan, with its high incidence of primary gastric carcinoma, has 
only a moderate incidence. In general, a definite increase in 

incidence has been noted over the years. Some reasons postulated 
for the rising incidence include: (i) increased gastric resections 
in the sixties and seventies as primary modality of treatment for 
peptic ulcer disease, (ii) increased awareness of the condition 
amongst clinicians, (iii) increased longevity of patients, and (iv) 

actual changing disease pattern[[. Incidence in males is eight 
times higher than in females. This is attributed to the higher 
incidence of peptic ulcer disease in malest'4). 

A direct correlation between the interval of gastrectomy and 

the development of gastric stump carcinoma has been noted. The 
incidence increases with post -operative interval. It is estimated 
that more than 50% of patients would develop gastric stump 
carcinoma 25 years after surgeryta4). Some authors even claim 
that all patients would eventually develop gastric stump 
carcinoma if they live long enough; thus suggesting that the 

gastric stump itself should be considered a premalignant 
conditions)! It is also noted that the older the patient, the shorter 
the interval required to develop the carcinomata). 

The aetiology of carcinoma of the gastric stump is thought 
to be related to changes in the gastric mucosa which arise as a 

result of the change in the anatomical relationship between the 
stomach and the small intestine following surgery['). Mucosal 
changes found vary from chronic gastritis, intestinal metaplasia, 
mild to severe dysplasia and carcinoma in-situts.°). Changes from 

one stage into another is unpredictable except those of severe 
dysplasia, whose progression to carcinoma in -situ has been 

widely obscrvedt6t. Enterogastric reflux plays a very significant 
role in the pathogenesis"o."). Other important aetiological factors 

cited include bacterial proliferation and hypochlorhydria which 
increase the mucosa! susceptibility to carcinogenesis by N- 

nitrosamines02). 
Clinical presentation of gastric stump carcinoma is usually 

late and the disease is advanced as illustrated by three cases 
reported earlier. 

Surgical resection remains the only effective modality of 
treatment. Overall average survival is 4.6 months and surgery, 

whether palliative or curative, has survival benefitos). In the cases 

of early gastric stump carcinoma, a radical resection of the 
remnant stomach with its lymphatic drainage is required. There 
is no role for marginal re -section in any casen4). 

The key to better survival is through early detection and 

treatment of early lesions. Screening endoscopy is the method 
of choice although it is not universally accepted". For screening 
to be worthwhile, the disease under consideration should be a 

serious health problem (ic high prevalence) in the population 

concerned. The screening test itself must be specific, sensitive, 
reliable, cheap and readily acceptable to the general public. 

Random biopsies have an inherent sampling error of up to 10%. 

Reliability of histological assessment varies amongst 
pathologists, especially for early changes["). Moreover, the 

procedure itself, especially amongst asymptomatic patients, is 

not well accepted. Thus endoscopy and biopsy are not 
satisfactory screening tools. Offerhaus however, reported a 

definite benefit in a screening programme conducted in Sweden. 
More than 50% of the carcinoma detected were early lesions 

and more than 50% of the cases with severe dysplasias eventually 
progressed to develop into carcinoma on follow -.e. 

CONCLUSION 
The hope for better survival amongst patients with the disease 
would be dependent on better awareness of the condition amongst 
clinicians and the detection of early lesions. Until such time when 

a better screening test or other more effective modality of 
treatment is available, the prognosis of gastric stump carcinoma 
will continue to remain poor. 

REFEEENCES 

1. Prinz H. Uber Kerbsbildung im Gastroenterostomiering undderen 
Bedeutung fur die Lehre von der Krebsentste-hung im Magen. Arch 
Klin Chir 1938; 191: 140. 

2. Balfour DC. Factors influencing life expectancy of patients operated 
on for gastric ulcer. Ann Surg 1922; 76: 405-8. 

3. Gandolfi L, Bertoni P, Solmi L. Cancer of the gastric slump in Italy, 
1979-1986. Gastrointest Endose 1988; 34: 242-6. 

4. Loscos JM, del Olmo AG, Nisa E, Baki W, Nazal R, Ramirez- 
Armengol JA. Gastric stump carcinoma. Gastrointest Endose 1986; 

32: 75-7. 

5. Clark CG, Ward MWN, McDonald A, Tovcy FI. The incidence of 
gastric stump cancer. World J Surg 1983; 7: 236-40. 

6. Offerhaus GJA, Huibregtse K, De Boer J, Verhoevent T, van Olfen 
GH, van de Stadt J, et al. The operated stomach: a premalignant 
condition? A prospective endoscopie follow-up study. Scand J 

Gastroenterol 1984; 19: 521-4. 

7. von Holstein CS, Hammar E, Eriksson S, Hutch B. Clinical 
significance of dysplasia in gastric remnant biopsy specimens. 
Cancer 1993; 72: 1532-5. 

8. Farrand PA, Blake IRS, Ansell ID, Cotton RE, Hardcastle JD. 
Endoscopie review of patients who have had gastric surgery. Br 
Med 1 1983; 286: 755-8. 

9. Hans UY Sons, Borchard F. Gastric carcinoma after surgical 
treatment for benign ulcer disease: Some pathologic -anatomic aspect. 

Int Surg 1987; 72: 222-6. 

10. Langhans P, Heger RA, Hohenstcin J, Schlake W, Bunte H. Operated - 
sequel carcinoma of the stomach. World J Surg 1981; 5: 595-605. 

Il. Kendo K, Suzuki II, Nagayo T. Influence of gastro-jejunal 
anastomosis on gastric carcinogenesis in rats. Gann Apr 1984; 75: 

362-9. 

12. Northfield TC, Hall CN. Carcinoma of the gastric stump: risk and 

pathogenesis. Gut 1990; 31: 1217-9. 

13. Perez D, Narayanan NC, Russell JC, Becker DR. Gastric carcinoma 
after peptic ulcer surgery. Am Surg 1984; 50: 538-40. 

14. Holstein SC, Eriksson S, Hammar E. Role of re -resection of early 
gastric stump carcinoma. Br I Surg 1991; 78: 1238-41. 

15. Logan RFA, Langgmann MSS. Screening for gastric cancer after 
gastric surgery. Lancet 1983; ii: 667-9. 

185 


