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Cases for Upper GI tract Cancer
Case 1 – 56 Year Old Caucasian Male

· Truck Driver, uses Mylanta and Pepcid for chronic dyspepsia – PCP put him on it because he was complaining of dyspepsia
· Traveling through Kentucky has epigastric pain and vomits coffee grounds

· EGD (upper endoscopy) done in a small town shows large ulcer – measurements not done, cytology and deep biopsy not done
· He is discharged the next day and told to follow up with primary care in Texas

· Comes to GI clinic, is on Protonix which is a proton pump inhibitor and he feels a lot better, no dyspepsia – if you have a pt > 45 years with new onset dyspepsia and you put them on an H2 antagonist or PPI then that does not mean that they don’t have serious pathology going on.
· Gastric adenocarcinoma and lymphoma symptoms will get better if you take an H2 antagonist or PPI ( thus masking it

· EGD now shows giant ulcer (greater then 5cm) and adenomatous changes at edges of ulcer, edges are also heaped up, radiating folds only on margins. Base of ulcer is dirty and exudative and has stigmata – all the characteristics of not being a benign ulcer
· Found on greater curvature and no signs of healing with the Protonix

· Stigmata = has bled recently (d/t different ages of fibrin associated with this ulcer)

· What is the differential?

· gastric lymphoma, gastric adenocarcinoma, due to NSAIDS or aspirin

· What was done next?

· Cytology from edges to measure mitotic activity

· Stigmata is in the base and don’t want to mess with that – in fact inject with epinephrine to stabilize ulcer so he doesn’t bleed

· Also tattooed the ulcer so surgeons will know where to go

· diagnosis – adenocarcinoma w/ no nodal involvement or metastatic dz

· pt did fine after a partial gastrectomy

Case 2 – 36 Year Old Caucasian Female

· History of using NSAIDS

· Has epigastric discomfort questionable history of noticing “dark” stool every now and then

· HGB/HCT is stable at 10.0 / 31.0, chemistries are normal

· Previous well woman exams have been normal

· Physical examination shows no lymphadenopathy

· Go straight to an EGD if ( Wt loss, night sweats, fever, chills, lymphadenopathy, ascites, family history of GI cancer, history of melena or hematechezia, hyperchromic microcytic anemia

· EGD shows a large ulcer on the greater curvature of the body, no active bleeding biopsies and brushings are done and are found to be benign

· NSAIDS were stopped, patient told not to take any ASA medications

· Have patient stop smoking and drinking – can delay healing of ulcers

· Repeat EGD 4 weeks later shows ulcer unchanged, no healing noted, Protonix is doubled and patient comes back in 6 weeks with some night sweats and a 6-8 pound weight loss

· Repeat EGD again shows no healing, repeated biopsies have all been benign

· What are we thinking of now? – Now thinking of gastric carcinoma
· CT abdomen was normal, – used to stage the disease
·  repeat CT abdomen shows some thickening of the wall of the stomach 
· Long discussion regarding options, surgery consulted – discussed laparotomy and partial gastrectomy very soon (seeing systemic symptoms and imaging changes)

· patient went to surgery and was found to have a gastric lymphoma
Case 3 – 48 Year Old Caucasian Female

· Reports with dyspepsia, diarrhea, weight loss

· No travel, no one else sick

· No history of IBD in patient or family

· Patient is obese and diabetic

· Colonoscopy, stool studies with random biopsies negative 

· EGD with duodenal and jejunal biopsies negative for celiac disease –(diabetic patients may have an HLA marker associated with celiac disease), but ulcers noted in duodenum, biopsy benign

· Patient now also remembers having diarrhea which was intractable 2 years ago that got better

· Family history positive for hypercalcemia, nephrolithiasis and PUD

· NSAIDS and H. pylori are ruled out

· Endoscopic ultrasound done with needle aspiration

· CA 19-9 normal
· a case of pancreatic head gastrinoma – Zollinger Ellison syndrome
· Referred to Baylor medical center for further workup (endocrine, cell type, metastatic and geography)  -- did laparotomy  with partial pancretectomy with jejunostomy ( patient did well
What was going on behind your back with this case:

· serum gastrin level 1500 – Why? ( patient forgot to fast and intern had put patient on Prevacid which is a proton pump inhibitor – must be off of PPI 24 – 48 hrs prior to a gastrin level test
· Patient taken off meds for 72 hours fasting serum gastrin now 1500

· Thin cut  CT abdomen shows prominent pancreatic head

· HGB is normal (in some  cases of hepatocellular carcinoma the HGB will go up, especially in cirrhotic patients) liver function tests show mild elevation of AST, ALT, ALK phos 400, T.Bili 2.5, Direct 2.1 

· Did workup for MEN1:
· Patient had no skin lesions, no history of nephrolithiasis, no hypoglycemia, no headaches or visual field defects

· Surgery – pancreatic head mass removed

· Did well post operative – diarrhea stabilized, PUD controlled, LFT normalized
Several years later:

· LFOS increased and bilirubin increased
· Did antinuclear antibody, antimitochondrial antibody, and anti-smooth muscle Ab – all negative

· Already had colonoscopy to rule out chronic ulcerative colitis 

· Finally found cholangiocarcinoma at bifurcation of common hepatic duct

· Patient survives surgery and comes out of it disease free

Q – differentiate adenocarcinoma from lymphoma

· Adenocarcinoma:  glandular tumor, more aggressive, Tx/ resection ( then chemo
· H. pylori (cagA seropositive) – found to be protective against gastric adenocarcinoma

· Lymphoma:  Tx/ chemo ( then gastrectomy

