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Case Report

Synchronous Multifocal Early Gastric Cancer: How Important is A 
Meticulous Endoscopic Examination? A Case Report and Literature 
Review
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Introduction
Synchronous early gastric cancer is defined by two or more 
malignant lesions in the stomach, with a normal gastric wall 
between them and demonstrably one cannot be a tumoral extension 
of another [1]. The prevalence of synchronous or multifocal 
early gastric cancer is reported in the literature between 5 and 
15% and when compared to solitary early gastric cancer, its 
prevalence is higher in patients with atrophy of the gastric mucosa, 
elderly, male and with a family history of stomach cancer [2]. 
Synchronous lesions tend to be small, flat and increase the risk of 
gastric remnants not visualized at endoscopy , with some series 
showing more than 32% of synchronous lesions overlooked during 
endoscopic examinations [3-4].

Case Report
Female patient, 75 years old, Karnofsky performance status 
100, with mild arterial hypertension, complaining of nonspecific 
epigastric discomfort. She underwent endoscopic examination 
which showed: Elevated and irregular area in the proximal gastric 
antrum, on the anterior wall of the lesser curvature, measuring 
1.2 cm in diameter, friable to the touch of clamps and suspicious 
for early gastric cancer (Figures 1 and 2). In addition, there was 

atrophic pangastritis (Kimura C-2). The biopsy result showed well-
differentiated gastric adenocarcinoma. Chest tomographic staging 
without findings, tomographic staging with protocol for gastric 
cancer (Figure 3) did not show changes in the gastric wall, with 
no evidence of lymph node, liver or peritoneal involvement. She 
underwent endoscopic submucosal dissection (ESD) at another 
service (Figure 4) and analysis of the specimen showed: Early 
gastric cancer, 2 cm in size, well differentiated, absence of signet 
ring cells, absence of lymphovascular invasion, absence of ulcer, 
free radial margins, vertical margin with compromised submucosa 
(e-CURE C-2). She was admitted to our upper digestive tract 
surgery service for surgical complementation through D1+ 
videolaparoscopic partial gastrectomy, with partial omentectomy 
(Figure 5,6) and Roux-en-Y reconstruction. Preoperatively, 
she was submitted to the ERAS protocol: Physical therapy 
prequalification for muscle tone, during 20 days before surgery 
and immunomodulatory supplementary diet for 7 days before 
the procedure. There was no need for iron supplementation. 
Preoperative fasting was shortened with maltodextrin, 2 hours 
before surgery and use of epidural catheter and free opioid 
analgesia. Surgical time of 5 hours, without transfusion of blood 
products and without use of abdominal drain. Six hours after the 
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main procedure, the patient walked to the ICU and started using 
chewing gums for gastro-colic stimulation. Hospital discharge 
on the 4th postoperative day, with a light diet, without pain and 
established intestinal rhythm. In the anatomical pathological 
examination, in addition to extensive intestinal metaplasia and 
gastric mucosa atrophy, the surgical specimen was divided into 
three areas: Area 1, distal body / incisura angularis, presence of 
ulcer (topography of the ESD) (Figure 7), without neoplasia. Area 
2, distal third, slightly elevated and without neoplasia. Area 3, the 
entire upper third, slightly elevated measuring 0.8 x 0.5 cm and 
2.2 cm away from area 1, with the presence of normal mucosa 
between them (Figure 8), presence of gastric adenocarcinoma, 
well differentiated, restricted to mucosa, without lymphovascular 
invasion, classified as T1a. The surgical margins of the specimen 
were free and there was no lymph node metastasis in the 36 lymph 
nodes studied.

Figure 1: Lesion with slightly raised and friable edges

Figure 2: Lesion with irregular surface and 1.2 cm in diameter

Figure 3: Tomographic staging of the abdomen with protocol 
for gastric cancer. Stomach distended by liquid (yellow arrow)

Figure 4: Endoscopic submucosal dissection (ESD) in the lesser 
gastric curvature

Figure 5: Surgical specimen. Gastrectomy product with en bloc 
lymph nodes

Figure 6: Dissected and isolated lymph node groups

Figure 7: Presence of ulcer in the topograhy of the endoscopic 
submucosal dissection (ESD) scar
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Figure 8: Findings of the anatomopathological study of the surgical 
specimen. Area 1 (yellow arrow) presence of ulcer measuring 2.3 
cm without neoplasm. Area 2 (green arrow) corresponding to the 
gastric antrum, with the presence of an elevated region without 
neoplasia. Area 3 (red arrow) corresponding to the upper third of 
the gastric body, presence of adenocarcinoma in the gastric mucosa 
measuring 0.8 cm, 2.2 cm away from the ulcerated area (scar from 
the previous ESD) and with a normal gastric wall between them

Discussion
The high rates of gastric cancer in Japan and Korea resulted in 
population screening programs emphasizing the early detection 
of the disease and the possibility of endoscopic treatment [5-7]. 
For this reason, 50% of gastric neoplasms in these countries are 
discovered early [4, 9, 10]. On the other hand, the West does not 
have screening programs due to the lower incidence of stomach 
cancer compared to Asia, a fact attributed to the treatment of 
Helicobacter Pylori, lifestyle, environmental and genetic factors 
[8]. In the East and West, a deserved emphasis goes to synchronous 
early gastric neoplasms, whose incidence varies from 3.2% to 15% 
and the high number of neglected lesions during the endoscopic 
examination [1, 2, 11, 12]. Hyeong Seok Nam et al conducted a 
retrospective study with 488 patients with early gastric cancer who 
underwent endoscopic resection (ESD) and defined synchronous 
early gastric lesions as those diagnosed before ESD or up to 1 
year after this procedure [4]. Among 77 synchronous early gastric 
lesions, 25 (32.4%) were diagnosed only after the initial ESD and 
therefore neglected. Twenty-two of them were not photographed 
and even those whose images were registered, were not recognized 
by the endoscopists. In our case report, the synchronous lesion 
was endoscopically neglected, inadvertently discovered after 
the complementary surgical treatment to the non-curative ESD 
(e-CURA C-2 – compromised vertical margin) Otherwise, 
in our environment, where there is difficulty in following up 
these patients, the opportunity for early treatment of the disease 
would possibly have been lost. Unlike the East, which actively 
searches for early lesions, we do not focus on screening, but we 
routinely perform endoscopic examinations in populations with 
characteristics conducive to the development of synchronous 
early gastric neoplasia, such as: Age over 65, patients with gastric 
mucosal atrophy and intestinal metaplasia [5]. Therefore, the 
importance of a thorough endoscopic examination regardless 
of the country is evident. Furthermore, the presence of two or 
more malignant neoplasms in the stomach is defined as multiple 
synchronous lesions, an event more associated with early gastric 
cancer than locally advanced cancer [14]. Therefore, the suspicion 
of an early lesion during endoscopy, in itself, is already a sufficient 
risk factor for the immediate screening of other lesions. Seok Hoo 
Jeong et al retrospectively observed 68 patients with multiple 
synchronous early gastric cancer and the multivariate analysis 

showed male gender and submucosal invasion as independent 
risk factors in the association with synchronous lesions, P = 0.01 
(Odd radio - OR 2475; 95% confidence interval, 1234–4965) 
and P = 0.03 (OR 1850; 95% confidence interval, 1051–3256.) 
respectively [13]. Hyeong Seok Nam et al  retrospectively showed 
in multivariate analysis that the following are independent risk 
factors associated with synchronous early gastric cancer: Age ≥ 65 
years old (P = 0.042, OR 1.030–4.666; 95% confidence interval), 
moderate to severe endoscopic atrophic gastritis (P = 0.047, OR 
1012–4926; 95% confidence interval) and increased morphology 
of primary lesions (P = 0.012, OR 1191–4060; 95% confidence 
interval) [4]. Our patient was female, 75 years old, lesion with 
raised and irregular borders, Kimura C-2 atrophic pangastritis and 
submucosal invasion with 200µ, that is, 3 important risk factors 
requiring detailed endoscopy to actively search for synchronous 
injuries. The non-standardization of the endoscopic examination, 
the lack of endoscopic equipment necessary for the detection 
of small lesions, insufficient training, in addition to the lack of 
knowledge of the risk factors associated with synchronous early 
gastric cancer, are associated with the neglect of synchronous early 
lesions (14-17). Whenever there is macroscopic suspicion of early 
gastric cancer during endoscopy, multiple synchronous lesions 
should be considered and examination of this should be more 
thorough in male patients, ≥ 65 years old, presence of moderate 
to severe endoscopic atrophic gastritis and morphology elevation 
of the primary lesion [4]. The well-differentiated histological 
type compared to the undifferentiated and submucosal invasion 
compared to the mucosa, is more associated with synchronous 
lesion P = 0.003 and P < 0.001 respectively [4,17] , however, this 
information is not available in the initial endoscopy. It will depend 
on the biopsy and staging results. Kim JH et al in a retrospective 
study with 963 patients treated for early gastric cancer, 37 (3.8%) 
had multiple synchronous early gastric cancer [17]. The authors 
correlated characteristics between the main early lesion and the 
synchronous lesion and observed that both were located more 
in the lower third of the stomach, 64.9% and 46%, respectively. 
Furthermore, when the main lesion was in the upper third of the 
stomach, it was followed by 83.3% of the synchronous lesions 
also in this topography. This trend was seen in the middle third 
of the stomach with 85.7% of the synchronous neoplasms present 
there, as well as in the greater and lesser curvature. In other words, 
there is a perspective of proximity between the main lesion and the 
synchronic one; information that should be used during endoscopic 
screening. Another piece of data that helps to identify synchronous 
neoplasia is the macroscopic aspect. The same authors showed 
that the macroscopy was similar in 67.6% for both lesions, main 
and synchronous (P < 0.001). In our case report, the main lesion 
measured 2 cm, was located in the lower third of the stomach 
and had raised borders, and the synchronous neoplasm measured 
0.8 cm, was 2.2 cm away, slightly elevated (Figure 8); it was 
not identified in the initial endoscopy, being seen only in the 
surgical specimen. Another important point to be discussed is the 
involvement of the lymph nodes in multifocal synchronous early 
gastric cancer. Choi et al retrospectively analyzed 1717 patients 
with early gastric cancer, 1561 (91%) with solitary lesions and 156 
(9%) with multiple synchronous early lesions and showed a similar 
risk of lymphatic metastasis for both groups [17]. The controversy 
in the literature was that among the main factors associated with 
lymph node metastasis such as, tumor size, presence of ulcer, 
depth of lesion, histological type and lymphovascular invasion, 
the authors observed in multivariate analysis that in the group 
of multiple synchronous early lesions, only tumors P < 0,001 ≥ 
3cm and lymphovascular invasion were independent risk factors 
for lymph node metastasis with p = 0.001 (OR 8876; 95% CI 
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1871-42097) and p = 0.001 (OR 33456; 95% CI 7893-141803) 
respectively. In our case report, the multiple synchronous lesion 
was staged as T1a, well differentiated, 0.8 cm, without ulcer, 
without lymphovascular invasion and there was no lymph node 
metastasis in the 36 lymph nodes studied.

Conclusion
In this case, the patient had 3 risk factors for synchronic injury, but 
it was only discovered during the salvage gastrectomy. Thorough 
endoscopy should be performed in all patients and even more so 
in patients with risk factors. Failure to recognize these lesions can 
result in evolution to advanced cancer.
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