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Video case report

Gastric cancer: A de novo diagnosis after laparoscopic sleeve
gastrectomy
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Epidemiologic studies have suggested that obesity is
associated with an increased risk of several cancers [1]
such as colon and esophageal adenocarcinomas [2]. A
positive association between body mass index (BMI) and
gastric malignancies has only been described for adenocarcinomas of the gastric cardia, while the association between
BMI and gastric noncardia adenocarcinoma is unclear [3].
A recent systematic review [4] analyzed all reported cases
of esophageal or gastric cancers after several bariatric
procedures, including vertical banded gastroplasty, gastric
band, or Roux-en-Y gastric bypass; but only a case of a
lower esophageal adenocarcinoma has been described in a
patient who underwent a previous (4 months) sleeve
gastrectomy (SG) [5]. To the best of our knowledge, this
is the ﬁrst case of gastric cancer that has occurred after SG.
Case presentation and management
A 51-year-old, severely obese woman with a BMI of 65.1
kg/m2 and with obstructive sleep apnea, hypertension,
dyslipidemia, and gastroesophageal reﬂux disease underwent insertion of an intragastric balloon in December 2006
for 6 months. In February 2008 she underwent sleeve
gastrectomy (SG) (weight, 147 kg; BMI, 61 kg/m2). The
preoperative workup performed routinely before SG, which
include upper gastrointestinal endoscopy (UGE), has been
previously reported [6,7]. The histologic examination of the
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resected stomach revealed a signiﬁcant inﬁltration of
plasma cells in the lamina propria; the Helicobacter pylori
test was negative. Further examination with in situ hybridization for κ and λ immunoglobulin light chains was
negative for gastric plasmacytoma. No postoperative complications occurred. She lost 34 kg in the ﬁrst 18 months
(weight, 113; BMI, 47; EWL, 31,6%), but in the following
months the weight loss stopped. In April 2010 a duodenal
switch was planned, but the patient refused. During the
following year, the patient did not return for scheduled
follow-up visits. In August 2012, the patient presented with
complaints of vomiting after ingestion of solid foods,
dysphagia, epigastric pain, and asthenia. She underwent a
double contrast barium swallow that revealed delayed
gastric emptying and pyloric stenosis. A UGE showed a
mass in the body and antrum which, on microscopic
examination, was a signet-ring cell adenocarcinoma. Computerized tomographic scan of the chest, abdomen, and
pelvis with contrast showed a concentric thickening of the
wall of the gastric antrum. The liver was slightly enlarged
with no focal lesions. Mesenteric and ileocecal lymph nodes
were somewhat enlarged. In November 2012 the patient
underwent a total gastrectomy (Fig. 1) with a Roux-en-Y
intracorporeal esophagojejunostomy with D2 lymphadenectomy and prophylactic cholecystectomy. The histologic
examination revealed a poorly differentiated signet-ring cell
adenocarcinoma diffusely inﬁltrating the body, the antrum,
and the pylorus. The resection margins were free of tumor,
and there was a metastasis in 1/26 of lymph nodes isolated
(staging, pT4 a N1; grading, G3).Postoperative adjuvant
chemotherapy using capecitabine (Xeloda) and radiotherapy
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Conclusion
Although the current guidelines do not strongly recommend the UGE before bariatric surgery (Grade D) [10], the
present case suggests that a UGE should be mandatory
before SG and at scheduled follow-up to allow for an early
diagnosis and better management of concomitant or de novo
diseases.
Appendix A. Supplementary Materials
Supplementary data associated with this article can be
found in the online version at doi:10.1016/j.soard.2013.09.
009.
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Fig. 1. Resected stomach after total gastrectomy.

(45 Gy þ cumulative 180 cGy in fractions) was performed
after surgery. At 8 months of follow-up (July 2013), the
patient was still disease–free, and her weight was stable.
Discussion
Gastric cancer has become a relatively rare cancer in
North America, Northern Europe, and Western Europe [8].
The decline in gastric cancer mortality rate is mainly
attributed to a declined prevalence of H. pylori infection,
but also to an improved diet, including diet variety and
better food preservation [9]. To the best of our knowledge, a
positive association between BMI and gastric malignancies
has been previously described only for gastric cardia
adenocarcinomas [4]. This is the ﬁrst case of signet-ring
cell adenocarcinoma of the body and antrum of the
stomach, which occurred de novo 4 years after SG. The
only previous case report of cancer described after SG was a
lower esophageal adenocarcinoma diagnosed 4 months after
SG in a patient with several known risk factors for
developing esophageal carcinoma: smoking, severe obesity,
and probably gastroesophageal reﬂux disease, who did not
undergo an endoscopic evaluation before SG [5].
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