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Abstract- We report a case of EBM from gastric stump cancer and do a brief review of the associated articles. A 
59-year-old man who had undergone Billroth II gastrectomy for gastric ulcer was enrolled in our Department of 
Respiratory Medicine. He was admitted for dry cough and shortness of breath. On admission, a right 
supraclavicular lymph node, 1.0 cm in diameter, and bilateral pleural effusion were observed upon physical 
examination. Laboratory tests showed serum carcinoembryonic antigen and CYFRA 21-1 were extremely high, 
while several abnormal enlarged lymph nodes and bilateral pleural effusion were observed on CT scans. Fibrotic 
bronchoscopy revealed a spread submucosal infiltration which narrowed the back segment of the left lower lobar 
bronchus. The biopsy specimen suggested an identical immunohistochemistry to the gastric primitive cancer. 
Oesophagogastroduodenoscopy found an irregular, exophytic, circumferential and longitudinal tumor mass, of 
which the biopsied specimen showed poorly differentiated adenocarcinoma. The final diagnosis was EBM 
secondary to gastric stump cancer. The gastric cancer-derived EBM, although extremely rare, should be included 
in the differential diagnosis of lymph nodules enlargement and pleural effusion. 
 
IndexTerms- Adenocarcinoma; Case Reports, Neoplasm Metastasis; Stomach Neoplasms. 
 
I. INTRODUCTION 
 
A great range of primary tumors can lead to 
Endobronchial metastasis (EBM), especially breast 
cancer, colon cancer, and renal carcinomas [1][2]. 
However, it is pretty rare in light of the gastric stump 
tumor-derived EBM. In this report, we present a case 
of EBM from gastric stump cancer, and do a brief 
review of the associated articles. 
 
II. CASE REPORT 
 
A 59-year-old man presented with a 2-week history of 
dry cough and shortness of breath was admitted. This 
patient was a former smoker who smoked a pack of 
cigarettes per day between the ages of 30 and 49 years. 
He had 5-year work history of painter and a 
past-operation history of Billroth II gastrectomy for 
gastric ulcer 36 years ago and recovered well. 
 

 
Fig. 1 The chest x-ray and CT scans of the patient on admission. 
 
(a) CXR suggested bilateral pleural effusion; (b and c) 
chest CT demonstrated several nodules of various size 
(range, 0.8-1.5 cm) in mediastinum with bilateral 
pleural effusion. 

 
On admission, a hard and fixed supraclavicular lymph  
node, 1.0 cm in diameter, was observed in the physical 
examination. The rest of his general examination 
revealed no abnormality except for the bilateral 
pleural effusion. The relevant laboratory findings on 
admission were: hemoglobin of 146 g/L, white blood 
cell count of 10.01×109/L, CRP of 18.4 mg/L, serum 
carcinoembryonic antigen (CEA) more than 183.1 
µg/L (normal range: 0-5 µg/L), CYFRA 21-1 47.4 
µg/L (normal range: 0-3.3 µg/L) and neuron specific 
enolase (NSE) within normal limits. His CXR 
suggested bilateral pleural effusion (Fig. 1a), and chest 
CT indicated several nodules of various size(range, 
0.8-1.5 cm) in mediastinum and also bilateral pleural 
effusion (Fig 1b,c). The thoracentesis was performed 
and 600 mL yellow pleural effusion was drained. CEA 
and CYFRA 21-1 of pleural effusion were above the 
normal. Fibreoptic bronchoscopy showed a spread 
submucosal infiltration which narrowed the back 
segment of the left lower lobar bronchus (Fig. 2a). 
Biopsy, taken from this level, found adenocarcinoma 
cancer embolus in ducts of tunica mucosa 
bronchiorum gland (Fig. 2b). Immunohistochemical 
staining (Fig. 3.) showed that the tumor cells was 
negative for thyroid transcription factor-1 (TTF-1) and 
cytokine 7 (CK7), and positive for Mucin 5AC, Villin, 
CK20 and CD34. Therefore, the patient was suspected 
of EBM from gastric cancer. 
Oesophagogastroduodenoscopy revealed an irregular, 
exophytic, circumferential and longitudinal tumor 
mass with an irregular ulceration in the remnant 
stomach after Billroth II (Fig. 2c). The histological 
result from the biopsied specimen was confirmed to be 
poorly differentiated adenocarcinoma (Fig. 2d). 
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Fig. 2 Endoscopic and histologic images. 

 
(a) Endoscopic view from fibreoptic bronchoscopy 
revealed a spread submucosal infiltration which 
narrowed the back segment of the left lower lobar 
bronchus; (b) The corresponding histologic specimen 
after fibreoptic bronchoscopy demonstrated the 
conglobate adenocarcinoma cell could be found in 
cryptae of bronchia mucosal (indicated by arrow), 
histologically, the tumor was a poor-differentiated 
tubular adenocarcinoma [Hematoxylin & Eosin (HE), 
original magnification ×400)]; (c) Endoscopic view 
from stomach showed an irregular, exophytic, 
circumferential and longitudinal tumor mass on which 
surface there was an irregular ulceration; (d) 
Endoscopic biopsy from gastric lesion detected poorly 
differentiated adenocarcinoma (HE staining, original 
magnification ×400). 

 
Fig. 3 Immunohistochemical staining 

 
(a) TTF(-); (b) Mucin 5AC(+); (c) Villin(+); (d) 
CK7(-); (e) CK20(+); (f) CD34(+). 

Therefore, the final diagnosis of this patient was EBM 
secondary to gastric stump cancer. After admission, 
this patient had worse healthy and could not tolerate 
systemic chemotherapy. With the rapidly progressive 
jaundice and dyspnea worsening, his liver function 
showed un conjugated bilirubin 103 µmol/L, 
conjugated bilirubin 366 µmol/L, alanine amino 
transferase (ALT) 47 U/L, and aspartate 
aminotransferase (AST) 133 U/L. Moreover, 
extensive tumor metastasis was confirmed by MRI of 
the abdomen. To solve biliary obstruction, we called 
the Department of Interventional Radiology to do a 

consult and did a percutaneous transhepatic cholangial 
drainage (PTCD) plus biliary stent implantation for 
the patient. Ultimately, he died of respiratory failure 
due to tumor progression one month after his initial 
diagnosis. 
 
III. DISCUSSION  
 
To our knowledge, this is the first case report of EBM 
secondary to gastric stump cancer. Gastric stump 
cancer is defined as a cancer that develops in the 
stomach after a resection in cases of non-malignant or 
malignant gastric disease [3]. The most common sites 
of metastasis of gastric carcinoma are liver, lung, and 
peritoneum [4], however, EBM are rare. As far as we 
know, only six cases (including the present case) of 
EBM secondary to gastric carcinoma have been 
reported previously (Table Ⅰ) [5]-[9]. 
In most cases, the EBM is diagnosed following the 
clinical manifestations of the presence of a primary 
extrathoracic tumor [10]. Only dry cough and 
shortness of breath were features of this patient, 
symptoms attributed to gastric cancer were not 
apparent until the oesophagogastroduodenoscopy was 
taken. 
It is important to make a differential diagnosis 
between EBM and primary lung cancer because the 
management is totally different. Bronchoscopic 
biopsy is necessary for the differentiation. Two types 
of EBM could be identified by endoscopy: polypoid 
and mucosal infiltration. Dursun and colleagues 
reported 18 cases with EBM, of which 10 were 
polypoid and 8 were mucosal infiltration, respectively. 
[11] As Table Ⅰ shows, polypoid and mucosal 
infiltration half of each, and this case was the latter. 
The findings of histology and immunohistochemistry 
of the endobronchial tissue may make it easier to 
differentiate between an EBM and a primary tumor of 
the central airways. TTF-1 and CK7 are specific for 
primary lung adenocarcinoma cancer, while Mucin 
5AC, Villin, CK20 and CK34 are specific for primary 
gastric cancer [12]. Therefore, these proteins have 
been used as markers for distinguishing primary lung 
adenocarcinoma from gastric metastasis. According to 
this principle, the immunohistochemistry of this case 
demonstrated the tumor associated with the primary 
gastric cancer. Recently, new organ-specific markers, 
e.g. CDX2 and HNF4α have been reported to identify 
the gastric cancer  [9] [12]. The application of these 
higher specific molecular markers is improving the 
ability of pathological diagnosis. 
It has been generally accepted that endobronchial 
metastasis represents an advanced stage of disease 
with a poor prognosis[5]. The published survival time 
from diagnosis of EBM ranged from 0 to 150 months 
(mean 15.2 months), and it was 9.2 months (ranged 
from 1 to 33 months) for EBM secondary to gastric 
cancer according to Table Ⅰ. In this report the patient 
survived only one month after the diagnosis of EBM. 



International Journal of Advances in Science Engineering and Technology, ISSN: 2321-9009,                                 Spl. Issue-4 Oct.-2015 

Endobronchial Metastasis From Gastric Stump Cancer: A Case Report And Review Of The Literature 
 

120 

Table Ⅰ Reported cases of endobronchial metastasis from gastric cancer. 

 
*Between diagnosis of primary tumor and EBM. 
 
CONCLUSION 
 
In summary, we have reported a rare case of EBM 
from gastric stump cancer. The gastric cancer-derived 
EBM, although extremely rare, should be included in 
the differential diagnosis of lymph nodules 
enlargement and pleural effusion.  
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