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Key Clinical Message

Gastric adenocarcinoma can present uncommonly. This emphasizes the need for
intensified vigilance in the absence of typical gastrointestinal symptoms, particu-
larly in areas where infectious diseases are common.

Abstract

Gastric adenocarcinoma, a common advanced-age global malignancy is typically
associated with abdominal symptoms. However, atypical presentations such as
back pain and respiratory distress particularly in younger patients represent di-
agnostic challenges. We present a case of a late-30s male who presented initially
with back pain, shortness of breath, and constitutional symptoms. A diagnosis of
tuberculosis was established presumptively with immediate initiation of treat-

ment. Later on, he presented with abdominal pain and intractable vomiting.
Oesophagoduodenoscopy (OGD), tissue histology, and immunohistochemistry
confirmed a diffuse type gastric adenocarcinoma. He died as a result of complica-
tions from an advanced disease. This particular instance emphasizes the impor-
tance of maintaining a high index of skepticism even in atypical presentations,
as well as the significance of prompt OGD alongside potential genetic testing if
any. Gastric adenocarcinoma should be contemplated by clinicians in a variety of
clinical scenarios, especially when handling younger patients from settings with
limited resources to facilitate timely diagnosis and effective treatment.
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1 | INTRODUCTION malignancy is 4.5%, the median age of presentation is
52years, and gastric adenocarcinoma is the most com-
mon histological type.” The most common presenting
symptoms and signs of gastric adenocarcinoma include
abdominal pain, nausea and vomiting, indigestion, un-

intentional weight loss, anemia, and palpable gastric

Gastric adenocarcinoma is either an intestinal type or a
diffuse type.' Diffuse type gastric adenocarcinoma is an
aggressive malignancy of younger age with poor clini-
cal outcomes.>™ In Tanzania, the prevalence of gastric
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lump.>**” Occasionally, there are atypical presentations
including low back pain and respiratory symptoms indi-
cating an advanced stage of adenocarcinoma especially
in the younger demographic without obvious gastroin-
testinal signs and symptoms.® This highlights a need
for clinicians to have heightened suspicion of gastric
adenocarcinoma in younger patients from regions with
prevalent infectious diseases and broadening differen-
tials. Incorporation of advanced imaging techniques
such as Magnetic Resonance Imaging (MRI) spine and
chest computed tomography (CT) scan during diagnos-
tic workup is clinically significant.*>'® We present a
case of a male patient in his late 30s, who was diagnosed
with diffuse type gastric adenocarcinoma manifesting
atypically.

2 | CASE HISTORY/
EXAMINATION

We present a male patient in his late 30s, who was referred
from upcountry with a diagnosis of spondylopathy for or-
thopedic consultation and an MRI spine. At the referring
health facility, He presented with a non-traumatic insidi-
ous onset of low back pain in the past 4months. He rated
his pain as 7 on a scale of 0-10. His pain was getting worse
in the sitting position and while walking. Conversely, he
felt relieved to lying flat. He also reported numbness in
both lower limbs, however, there was neither lower limb
weakness nor urine or fecal incontinence. Besides, there
was no history of abdominal pain, coffee ground emesis,
or black tarry stool.

Shortly after arrival at our health facility, he attended
orthopedic clinic where an MRI spine was done and
the conclusion was keeping with tuberculous spondy-
litis. Therefore, the diagnosis was made presumptively
based on clinical-radiological findings and antituber-
culosis was initiated. After 2 months on treatment, he
developed shortness of breath, low-grade fever, drench-
ing night sweats, and unintentional weight loss. A chest
radiograph was requested and revealed a unilateral left
sided pleural effusion. Following analysis, the pleu-
ral fluid was exudative; (light's criteria: pleural total
protein/serum protein=0.8), pleural fluid Adenosine
Deaminase (ADA) was 471U/L, and there were no ma-
lignant cells seen. The index of suspicion was high for
pleural tuberculosis.

Two weeks following a diagnosis of pleural tuberculo-
sis, he developed intractable vomiting, abdominal pain,
and anorexia. However, there was no history suggestive of
gastrointestinal bleeding.

Physical examination was notable for conjunctival pal-
mar paleness and cachexia. His vital signs were within the

normal limits except for tachypnea and low oxygen sat-
uration (90%) on room air. Respiratory examination was
significant for reduced left-sided chest expansion, reduced
breath sounds, and stony dullness keeping with pleural
effusion. Neurologically, there was loss of anterolateral
sensory modalities on lower limbs with sensory level
(Thoracic vertebral number 6), deep tendon reflexes were
brisk and plantar reflexes were upgoing. The rest of exam-
ination was normal.

3 | DIFFERENTIAL DIAGNOSES,
INVESTIGATIONS, AND
TREATMENT

Disseminated tuberculosis (pleurisy and spine), brucello-
sis (pulmonary and spine), and metastatic tumor to the
lungs and spine were among the differential diagnoses.
Given that tuberculosis was not bacteriologically con-
firmed and that the patient's symptoms worsened during
a more than two-month treatment trial with tuberculous
chemotherapy, the odds of tuberculosis fell.'* Yet brucel-
losis was less likely because the MRI spine showed no
signs of spondylodiscitis or anterosuperior destruction of
the vertebral body (Pedro-Pons' Sign), which are radiolog-
ical features associated with brucellosis,'? and since the
serology (IgM and IgG) was both negative. Further inves-
tigations were performed to rule out the possibility of a
metastatic tumor from the breast, gastrointestinal tract, or
prostate to the lung and spine.

Laboratory investigations identified normocytic nor-
mochromic anemia with hemoglobin 9.4g/dL, serum
lactate dehydrogenase was elevated (1182 units per mil-
limeters) and acute phase reactants were significantly
elevated (C-reactive protein of 11.9mg per deciliter and
erythrocyte sedimentation rate of 75 mm per hour). Liver
chemistries were normal except for Aspartate transam-
inase which was elevated five times the upper limit of
normal. The tumor makers including alpha-fetoprotein
(3.61U/mL), and Carbohydrate antigen—125 (221U/
mL) were within the normal limits except for carci-
noembryonic antigen (2.7ng/mL) which was slightly
elevated. The serology test was negative for Human
Immunodeficiency Virus as well as Helicobacter pylori.
MRI spine revealed wedge collapse and burst fracture
of T6 and T10 vertebral bodies respectively (Figure 1).
CT scan of the chest and abdomen was notable for fluid
and air collection in left pleural cavity, multiple lung pa-
renchymal nodules and multiple hypodense enhancing
hepatic lesions (Figure 2).

OGD revealed a gastric mass at cardia of about
4.8 x59cm. Tissue biopsy of gastric mass identi-
fied diffuse gastric adenocarcinoma (Figures 3,4,5).
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Immunohistochemistry of the gastric mass was done
and the human epidermal growth factor receptor
(HER2/neu). Due to its unavailability, genetic testing
was not done.

3.1 | Outcomes and follow-up

Since the disease was in an advanced stage, support-
ive therapy was the only option and the following
were done: insertion of a gastrostomy tube for feeding
and underwater seal drainage to drain pleural fluid.
Additionally, other supportive therapies including pain

FIGURE 1 Thoracic spine MRI sagittal view image showing
marked anterior wedging collapse of T6 vertebral body with
subsequent retro-pulsed bony fragment seen, associated effacing
of the anterior epidural fat compressing the theca causing severe
canal stenosis. There is burst fracture of the T10 vertebral body
with loss of the anterior vertebral body height. The fracture line
breaches both the anterior and superior vertebral body cortex.
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management and intravenous fluids therapy were also
provided. Shortly after, he died due to multisystemic
complications.

4 | DISCUSSION

Diffuse gastric adenocarcinoma in younger age is due
to the interplay between genetics and environments
and portends poor clinical outcomes with a high mor-
tality rate occurring in less than 12months.”"*™*® The
clinical symptoms of gastric cancer in symptomatic
patients may include vomiting, dyspepsia, dysphagia,
early satiety, weight loss, and/or iron deficiency ane-
mia.'” The instance of gastric adenocarcinoma that is
being reported defies standard diagnostic assumptions
and highlights the importance of identifying unusual
Symptoms.3’6’8’18’19

The skeleton is a common metastatic site for certain
tumors, including breast and prostate cancers. Bone
involvement is unusual in gastric tumors.”’ Less fre-
quently, gastric cancer invades the bone (0.9%-13.4%)
or the bone marrow (0.024%)"; this condition is typi-
cally noted as the disease advances rather than as the
initial manifestation.”” The most commonly reported
sites of involvement when it comes to bones are usu-
ally the spine, pelvic bones, ribs, sternum, scapula, and
skull and the lesion type maybe osteolytic, osteoblastic,
or mixed.*

From published studies and a few case reports, low back
pain is the masquerading presentation for gastric adeno-
carcinoma and usually, appears in advanced stages due to
metastasis and not initial presentation of disease.”!*!%23
In this case, a 30-year-old male presented with low back
pain and difficulty breathing. During the presentation,
there was no family history of cancers especially in
first-degree relatives. A clinical picture that assured the

FIGURE 2 Panel (A) CT chest axial view lung window at the level of the base of the lungs showing air and fluid collections seen within

the anterosuperior part of the left pleural cavity keeping with hydropneumothorax. Also, there are multiple parenchymal lung nodules

seen widely disseminated in both lung fields, notably in the basal segment. Panel (B) CT abdomen post-contrast axial view soft tissue
window at the level of the liver showing multiple hypodense non-enhancing hepatic lesions of variable sizes scattered throughout the liver

parenchyma, most likely keeping liver metastases.
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FIGURE 3 Tissue histology showing neoplastic cells
infiltrating gastric stroma, suggestive of gastric adenocarcinoma.
(H & E stain x4).

FIGURE 4 Tissue histology shows neoplastic cells infiltrating
gastric stroma, suggestive of gastric adenocarcinoma. (H & E stain
x40).

primary care physician that tuberculosis was the most
likely diagnosis. Following a poor response to tuberculosis
chemotherapy, additional tests revealed advanced gastric
adenocarcinoma. The delay in getting the correct diag-
nosis underscores the challenges of recognizing unusual
presentations of gastric adenocarcinoma, particularly in
young patients from infectious disease-endemic areas.”'*
This is a learning point for physicians to be vigilant and
aware of various clinical circumstances and consider
modern imaging, including OGD to reveal concealed neo-
plastic processes.''® This is especially important in areas
where infectious diseases are common. A component of
genetic testing is critical®'>'*** However, the main chal-
lenge is its availability in resource-constrained environ-
ments such as Tanzania.

5 | CONCLUSION

Gastric adenocarcinoma with atypical presentation poses
diagnostic challenges, especially in regions with prevalent
infectious diseases. Low back pain and respiratory symp-
toms are red lights for clinicians to broaden differentials in

FIGURE 5 Tissue histology in higher magnification
showing neoplastic cells with eosinophilic cytoplasm and bizarre
pleomorphic nuclei. (H & E stain x100).

younger patients. So, any patient with low back pain and
other diffuse symptoms, indicating metastatic diseases
from the gastrointestinal system should be suspected and
investigated in detail.
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