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Adenosquamous carcinoma in a
gastroenteorstomy stoma

Squamous or mixed adenosquamous carcinoma of the stomach is
extremely rare, and such a tumour arising in a gastroenterostomy
stoma has apparently never been reported. In presenting this case we
wish to adduce evidence for the occurrence of adenosquamous
carcinoma in a gastroenterostomy stoma and comment on the diag-
nostic problems such a lesion poses.

Case report

A 75-year-old man, who had had a gastroenterostomy 42 years previously,
presented with a three-week history of vomiting and burning epigastric
pain. On examination he was thin and pale. There was no lymphadenopathy.
The liver was not palpable, but there was a suspicion of an epigastric mass;
Hb was 8-8 g/dl and white cell count 10-3 x 109/1 (10 300/mm3). A barium
meal examination showed the anastomosis to be patent but rigid. At gastro-
scopy the mucosa at the stoma Was oedematous and reddened but elsewhere
appeared normal. Two biopsy specimens showed only inflammatory changes.
At laparotomy the anastomosis wasJfound to be ulcerated and surrounded

by a mass extending to the fiver -which was first thought to be inflammatory.
A frozen section biopsy-from this region of the liver, however, showed a
carcinoma, almost entirely squamous in appearance (see figure). The
anastomosis, the distal end of the stomach, and the adjacent jejunum were
removed and an antecolic gastrojejunostomy was refashioned.

Section o'f liver biopsy showing infiltrating carcinoma of squnous appear-
ance in a fibrous stroma. (Haematoxylin -and eosin. x 33-65.)

Histologically, an ulcerated tumour was found encircling the gastro-
enterostomy. The greater part was composed of islands of malignant
squamous epithelium showing keratinisation and pearl forniation. Groups of
malignant glands were also present, and at the stoma proximally a transforma-
tion between normal and malignant glands was evident. The adjacent gastric
mnucosa showed neither squamous nor intestinal metaplasia. After- initial
recovery the patient's condition deteriorated and he died. Permission for
necropsy was not obtained.

&.~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

Comment

The riskoff developing carcinoma of the stomach is generally con-
sidered tO be increased after gastric surgery for benign conditions3 )2
alihoughi conflicting views have been held. In the cases described the
most common site of origin has been the pylorus, followed by the body
of the stomach. Eveg when a gastromterostomy has been performed
only a minority have been restricted to the stomaitselp l n

Histologically, the lesions have been adenocarcmnotnas showing
variable differentiation. The incidence of primary gadtjcsquamous or
adenosquamouw ntrcsqumouslow. If those also-affecting the lower
oesophagus are~ excluded (since these catlnot be'accepted wlith cer-
tronty as being ofpi stric origin) the incidencedhas been reported as
0n0rs0-7 w,asd no record has been found of this type.of tumour
affecting a pstroenterostomy sto.

Theories profposedfor the occurenc thest stomachofi malignant
squamous tissue hae lesn havelopment afrom a ruosal totipotential

cell, ectopic squamous epithelium, squamous metaplasia in either
normal or malignant glandular epithelium, or the endothelium of
blood vessels in the gastric wall.4 Transition between normal and
malignant gastric glands in our case tends to support a squamous
metaplasia of a pre-existing glandular carcinoma.
The long period between the initial surgery and the development of

carcinoma has been emphasised.2 The risk is increased sixfold in
patients operated on 25 years or more previously.5 Continuous ex-
posure to reflux of bile and intestinal or pancreatic juices is suggested
as a chronic irritating factor leading to mucosal damage.
From a practical standpoint our patient's symptoms suggested

simple stomal ulceration. We have reported this case to emphasise the
suspicion that must be attached to the development of gastrointestinal
symptoms many years after gastric surgery and to the possibility of a
primary gastric tumour when malignant squamous tissue is found in
a liver biopsy specimen.

We are indebted to Mr A H Haysom for permission to report clinical
details of this case and to Mrs W Jones for typing the manuscript.
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Reversal of finger clubbing after
resection of a leiomyoma of the
ib-ileum
Finger clubbing is associated with various diseases, but has not, so
for as we are aware, been associated with a leiomyoma of the ileum.
This case report is of such an association, the finger clubbing dis-
appearing after the removal of the tumour.

Case report

A 23-year-old man presented with a six-month history of colicky
abdominal pain, diarrhoea, and 13 kg weight loss. He was emaciated with
gross finger clubbing, visible abdominal peristalsis, and a mass in the right
iliac fossa. The concentration of haemoglobin was 10-6 g/dl, serum vitamin
B12 120 ng/l (120 pg/sal), serum folate less than 01 ug/l (0 1 ng/ml), and
serum albumin 28 g/l, the other liver function tests being normal. A chest
x-ray film was noraWl, as were the results of a barium enema and jejunal,
liver, and rectal biopsies. A barium follow through showed dilatation of the
small bowel, with a stenotic area in the ileum. A laparotomy showed that the
smll bowel was dilated, but otherwise macroscopically normal, except in the
mid ileum, where there was an intussuspepting "dumb-bell" tumour. The
mid ileum was resected, the patient miking an uncomplicated recovery.
Histologically the tumour was a leiomyoma of the ileum.
Three months after operation the patient was asymptomatic, and had put

on 10 kg in weight. His haemoglobin, serum B,,, folate, and albumin con-
centrations were normal. A striking feature was that his finger clubbing had
almost disappeared.

Comment

Such are the nature of the diseases commonly associated with finger
clubbing that reversal of this sign would seem uncommon, although
it is well described after. improvement.- in health in patients with
Crohn's disease.1 The aetiology of finger clubbing is unknown, but
it is tempting to speculate that dietary malabsorption may be relevant
in some istances, as clubbing is seen in coeliac and inflammatory
boweLdisease. Our patient with longstanding small-bowel obstruction
had clear evidence of. malabsorption, presumably secondary to
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