Article published online: 2021-06-17

Case Report

A Case of Synchronous Primary Gastric Cancer and Primary

Hepatocellular Carcinoma

Abstract

Synchronous occurrence of primary gastric cancer and hepatocelluar carcinoma is very rare. It
is mandatory to differentiate synchronous two primary lesions from metastatic lesion, because
treatment modality is different for each disease. We report an interesting case of double malignancy,
synchronous primary gastric cancer, and primary hepatocelluar carcinoma, who never had a cirrhosis,
family history of cancer as well as hepatitis B or hepatitis C infection. Our patient managed with
palliative chemotherapy due to multicentric hepatocelluar carcinoma with primary gastric cancer.
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Introduction

Synchronous double malignancies involving
different organs are relatively rare compared
to metastatic lesions. The incidence
of gastric cancer with a synchronous
second primary cancer varies from
2.0% to 10.9%.!"! The most common second
primary associated with gastric cancer
was colorectal, followed by hepatocellular
carcinoma, renal cell carcinoma, and
pancreatic  adenocarcinoma.’! It s
mandatory to differentiate synchronous two
primary lesions from the metastatic lesion
for the treatment purpose. Here, a case of
synchronous primary gastric cancer along
with primary multicentric hepatocellular
carcinoma was treated with palliative
chemotherapy.

Case Report

A 46-year-old female patient admitted
with a complaint of abdominal pain
for 3 months duration, gradual onset,
progressive, and dull aching with history
of nausea and vomiting for 3 months
duration. There was a history of loss of
appetite and loss of weight. No history
of hematemesis, early satiety, and
melanoma. No history of the ball rolling
movement or abdominal distension. No
family history of malignancies. Abdominal
examination showed irregular mass present
in the epigastric and right hypochondrial
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region which moves with respiration and
continuous with liver border. Provisional

diagnosis made as liver mass for
evaluation.

Investigations  showed anemia  with
normal renal function test and liver

function test. Serum viral markers for
hepatitis B virus, hepatitis C virus negative.
Coagulation profile was normal. Ultrasound
abdominal examination showed enlarged
liver measuring 28 cm with multiple
hypoechoic solid lesions present in the
liver, replacing the whole liver [Figure 1].
A provisional diagnosis is multicentric
hepatocellular carcinoma or metastasis.
Hence, we proceeded with serum
alpha-fetoprotein which is 26,835 ng/ml
(normal range 0.89-8.78 ng/ml). Lower
gastrointestinal ~ (GI)  endoscopy  was
normal. Upper GI endoscopy showed
ulceroproliferative  growth  present in
antropyloric region and biopsy was
taken [Figure 2]. Biopsy was poorly
differentiated adenocarcinoma arising from
gastric mucosa [Figure 3]. Triple phase
contrast CT showed the presence of arterial
enhancement followed by delayed hypo
intensity of the tumor in the portal venous
and delayed phases with antropyloric
growth with perigastric lymphadenopathy.
Provisional  diagnosis based on the
triple phase computed tomography was
multicentric hepatocellular carcinoma with
antropyloric growth [Figure 4a and b]. To
differentiate  alpha-fetoprotein producing
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Figure 1: Ultrasound abdominal examination showed enlarged liver
measuring 28 cm with multiple hypo echoic solid lesions present in the
liver, replacing the whole liver

Figure 2: Upper gastrointestinal endoscopy showed ulceroproliferative
growth present in antropyloric region and biopsy was taken

Figure 3: Biopsy was poorly differentiated adenocarcinoma arising from
gastric mucosa (H and E, x200)

gastric carcinoma and primary hepatocelluar carcinoma
we did fine-needle aspiration cytology with ultrasound
guidance. Fine-needle aspiration of the liver mass showed
atypical bare nuclei exhibit characteristic hepatocytic
nuclear features. Mallory hyaline is seen as reddish clumpy
intracytoplasmic material [Figure 5]. Final diagnosis
made as synchronous primary gastric cancer with primary
multicentric hepatocelluar carcinoma. The patient was
treated with combined palliative chemotherapy.

Discussion

Multiple primary malignant tumors can become synchronous
or metachronous depending on the interval between their
diagnosis. Synchronous cancer is diagnosed simultaneously
or within about 6 months, and metachronous cancers are
secondary cancers that developed more than 6 months
after the diagnosis and treatment of primary cancer.®’! The
criteria of multiple primary tumors include. (1) Each tumor
should present a definite picture of malignancy. (2) Each
tumor should be histologically distinct. (3) The possibility
of metastasis should be excluded from the study.

The etiology of multiple primary malignancies is unknown.
However, there are proposed hypothesis such as sharing
same carcinogens, childhood chemotherapy or radiotherapy,
genetic  susceptibility, family history of malignancy,
and increased life span.”! One more hypothesis is field
cancerization, which is exposure of carcinogens leads to
proliferation of clone of cells. The incidence of synchronous
gastric cancer is more with early gastric cancer compared
to advanced cancer. In synchronous malignancy, one cancer
does not affect the survival of another malignancy when
both malignancies resected simultaneously. Extra hepatic
primary cancer had no adverse effect on either patient
survival or disease-free survival after hepatic resection.™
The prognosis of early stage gastric cancer patients with a
synchronous second primary cancer were influenced more
by the presence of the second primary cancer than by
gastric cancer itself.[®

Diagnosis of synchronous primary gastric cancer with
synchronous primary multicentric hepatocellular carcinoma
is difficult without tissue diagnosis. The diagnosis is,
even more, difficulty when there is an alpha-fetoprotein
producing  gastric cancer with solitary  primary
hepatocellular carcinoma.l”? Since the only investigation
confirms diagnosis apart from fine-needle aspiration is
alpha-fetoprotein which is elevated in alpha- fetoprotein
producing gastric carcinoma.

Treatment for  hepatocellular  carcinoma includes
resection, transplantation and percutaneous ablation
with radiofrequency waves or ecthanol injection. Liver
transplantation is the only curative option when
hepatocellular carcinoma is associated with liver disease.l”
Patient with primary gastric cancer with solid hepatocellular
carcinoma without cirrhosis or altered liver function
can proceed with gastrectomy with hepatectomy.®! It is
mandatory to differentiate liver lesion whether primary or
metastatic lesion from the second primary. Because solitary
liver lesion with operable gastric cancer can be treated
curative indent, whereas multiple primary hepatocellular
carcinoma or primary gastric cancer with liver metastasis
treated by palliative indent. In our case, there are multiple
liver lesions which are multicentric hepatocellular
carcinoma with primary gastric malignancy. Hence, patient
treated with palliative chemotherapy. The most common
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Antropyloric growth
_'with multicentric HCC
% .

Figure 4: (a and b) Triple phase contrast computed tomography showed presence of arterial enhancement followed by delayed hypo intensity of the tumor
in the portal venous and delayed phases with antropyloric growth with perigastric lymphadenopathy

Figure 5: Fine-needle aspiration of liver mass showed atypical bare nuclei
exhibit characteristic hepatocytic nuclear features. Mallory hyaline is seen
as reddish clumpy intracytoplasmic material (Papanicolaou, x200)

cause of death in patient with primary hepatocellular
carcinoma and primary gastric cancer is the recurrence of
hepatocellular carcinoma.®™

Conclusions

Synchronous occurrence of primary gastric cancer and
hepatocellular carcinoma is very rare. It is mandatory to
differentiate synchronous two primary lesions from the
metastatic lesion because treatment modality is different
for each disease. Even though alpha-fetoprotein rose in
hepatocellular carcinoma, it is mandatory to differentiate
whether it is produced by alpha feto protein producing
gastric carcinoma or hepatocellular carcinoma. Our patient

managed with palliative chemotherapy due to multicentric
hepatocelluar carcinoma with primary gastric cancer.
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