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A Case of Gastric Cancer with Rectal Metastasis
Developing Rectal Stricture

Jung Hwan Kim, M.D., Hyo Jin Park, M.D., Kwi Soon Lee, M.D.
Ki Hyun Byun, M.D.,, Kwan Sik Lee, M.D., Sang In Lee, M.D.
and In Suh Park, M.D.

Department of Internal Medicine, Yonsei University
College of Medicine, Seoul, Korea

A 59-year old female was admitted to Yongdong Severance Hospital due to diarrhea
and lower abdominal pain lasting for 2 months. She had a previous history of admission
for stomach cancer on September 1995. At that time, she underwent total gastrectomy
and gastroduodenostomy. The pathology of the specimen revealed a signet ring cell car-
cinoma of stomach. On admission, computerized tomography revealed rectal wall
thickness and no evidence of lymph node enlargement in abdomen and pelvic cavity.

Barium enema study showed stricture of rectum. After sigmoidoscopic biopsy, she was
diagnosed as a rectal metastasis resulted in rectal stricture and underwent sigmoid loop
colostomy. Hence we present a case of gastric cancer with rectal metastasis resulted in
rectal stricture. (Korean J Gastrointest Endosc 17: 867 —871, 1997)

Key Words: Gastric cancer, Rectal metastasis, Rectal stricture

4 3ol A AR fHe ez A

M g2 L2y 954 A A, FeF 94 ¥ 9

2 AA 240, Y, A0 1Y S EF

A g9AL o Aoz RE WA glow Hu A Fd 4oz dEdd.
oldle FAAFT ARl ov, WHH A4 FF Aolell A% HA HX) B4, o
g EL ¥ Ao A At W FE b A3 FIU RS fZAe

867



868 KIME{LBNRMERT B 17TH B 1997

FUE A& ARFY g &7 o LAyt
o, B7olut g B9)9 Aol £7 glo] g4
2 A4 PR E Fidsle e =8 olal
A U4 gel EXE AAFE 24 9 F
3 =R ogo] Hol £7 glo] AFA AR Ho)
ol o8] P oz WP 8 cm Zole] o4 7
A g2 194 BT ol sk ulojx).

8 |

8 X} 594 ofAk

F A 22U F2 W 38R Aulel] A
A wjukdyd 8%

UMY U JIR_Y: B4 Qe

B B2 1995 9 Bl A4 9
QF(13H M £ T3NIMO, stage Illa)o g Zot ub
3 EXA fobRAAEE Aoy, 34
E} A7) 2e] Aol £HL it ¥ /YT
6xtel|el BEA A3 8 W (5-FU+Cisplatin)&
Agg F A Rt AR AAS WA 9
2B A48 gE QAL A A glsich o
F 249 gk B ayg v A {gtow
S F4 WEF 47 $4E 42 JAYs

Ol8ts AH: WAZA &L 110/70 mmHg,
wjubs: 1008)/min, AL 36.7°CRT WYL
gHx gied, g4 Hasddd Aies HE
B3 Azstglon A PulstA) ggm ot
o 32 gyt AR AW £7AY AR W &
Y ZA=EE JZALe gk FE A% 244
IEFESE Aol n, 452 Ao 4

& B8R skt B8 3F L4 HHe
a ReEglon JAY4 ASL FUtEIAR o
52 Aol 3F A FeFFL BEEA
kgt E ANE HHFow o A A Z
A AA7 FE1A g

AR A2 Y A TxEl AL dyL
104 gdl, H¥T &4 308%, WHFSF 3,200/mm’,
Y3k 230,000/mm’Pon, I AN HA 9
Azt A4S A4PEFEAe) CEA 1.7 ng/ml, Widal

Fig. 1. Barlum eneima shows the lumifial narrowing of the
rectum measured 8cm length from 3cm above anal
verge.
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Table 1. Patient distribution and causes of rectal strictures

Patient Sex/Age Original diagnosis Cause of stricture formation
1 M/68 Stomach cancer Intrapelvic and rectal meiastasis
2 F/69 Cervical cancer Radiation
3 M/63 Rectal cancer Rectosigmoid anastornosis
4 M/32 Rectal cancer Radiation
5 M/72 Rectal cancer Rectosigmoid anastomosis
6 F/40 Stomach cancer Intrapelvic and rectal metastasis
7 M/64 Rectal cancer Stricture due to tumor mass
8 M/60 Stomach cancer Intrapelvic and rectal metastasis
9 M/57 Rectal cancer Rectosigmoid anastomosis

10 M/52 Stomach cancer Intrapelvic and rectal metastasis
11 F/65 Cervical cancer Radiation
12" F/59 Stomach cancer Rectal metastasis

* : Case of this article

AE 92l A g 2719 Aol RE &9l
371 9 AAG =AE asi. 9ite] 7, 3
Wq7A4, A4 9 YAtz HolA: AW As
off g o] E31w', Hgoze Mol i
2 Zuhy 324 dol, AR 29 =A Eo7h
Fabo] ¥ Aoz wHA Urk B, B 2
Holld RodE ASH, 2o} g A7z
Ao] glo] A&A Helz Aol HolE e
dlE EA 9ok w3, Fabdolel g Ay
2ol A4S iR Fuhl SHEA Aol o =R
Z9 Y=A Fojol] o8 A4 E3 Ao 9
3 o] REQAY £ ZaA" H7h do] 9
29 J=A Zuiglel F&A4 Aolol 98 8 em
Zol9] 71 sholZ Yele] @R Fuloll obF
Za 2ash siglch B s U] e wa
ujgy o} BB BEe FIragw, uhE oy =
deA Aoy T T, Fy Hoe HAA
Moyl wdelA ggw, BE A v
A B7h0 $19ke) Mo) o2} glol, A Aol
% A W AA g Aolol o7t 44 =
4 gaeA 9l 7ol oA} w§, SAARA
AL H22971 ¢F-Fhanal verge) 3 cm g4
BE AzEYE, R UF Fob 2R

2 s Aol Erbsstd HA A &
G 5-E FAY 5 qglon), HYA AR 4
5 AR HARE ¥ dol e AEH A
ol A4 el AE £7E BVl =
 Hele oA 2 gHo g A 4 U

A W2 Xae ¢4 5 9 veed
AgZ g F ok veEEed X8 Hola,
s} AiGuiking agent), B4}, 7] F-L Hegar 83,
Z 482", expandable stent insertion Eo| it}
4 AR YAF T AU FF 2¢ 29
A2 EE 2§ Al st Aol 4
B30 S5 dRRe e Ao} 1IAE
AYA =, A-E L] He Ao 4 A
ueb?. 3, Fao] AL ghe ttol 9
& A7t w@olel WAHE ol &8 FAEAE,
rubber bougies, foley cathether balloons E2 & 4]
Al A 87t s Az d8A dx, ®E Aol
5 cm ol FolH Fxule] HA-E ¥ FE 2
Hogy HRAy AYH Yo §F d+E
wWele Wy o 39 AR gE Fs dAe
AESS Alegcn g oy =g gzt
A5 HEEE €3 X587 4ol zEu,
hE5 3ate] 73 oln] eA7lol] Hel7t H A



A% 9] 69 :

7t g EEela ¢lFrl FA Yolol e A
E WA F4FAg<olt, expandable stent 4145
o uleEd Ay AR BAE 30 B &
ds HAgR ds 4 vied Xgd F
AGgAeE Agsision, FolAl A ol
Alg¥ HEH2 g QAR g¢7dl, 424
2848 APasc.

- g

AMASE I Aell 3719 A3 A fge s
Aetslo] XA fotiAdAes A4 Fge

o2 XNEF sjH 4 AT AL 24Y A
Y A% F2 W 555 Akl 2wt
A BEEE T4ty vhE A 24d€, 55 AL
3 S3ad, A5 4289 AR 9 sAERA
22 ZAAE AYE A epdviv dxde A
olglol 4oz Holsiol A HAE FUE
Fell & A Ladte wtolch

& 12 8

1) Green N, Goldberg H, Goldman H, Lombardo L,
Skaist L: Severe rectal injury following radiation for
prostatic cancer. J Urol 131: 701, 1984

2) Takayuki U, Katsuki I, Kouzou K, Ken K, Seiji A,
Hiroshi T: Pelvic actinomycosis presenting with a
rectal stricture: Report of a Case. Jpn J Surg 24: 648,
1994

OO WENIE W8 OO

Ao Aelslo] A Y HIT AL 14 871

3) Irvin TT, Goligher JC: Aetiology of disruption of
intestinal anastomoses. Br J Surg 60: 461, 1973

4) Ball WS, Seigel RS, Goldthorn JF, Kosloske AM:
Colonic strictures in infants following intestinal ische-
mia: treatment by ballon catheter dilation. Radiology
149: 469, 1983

5) Cutait DE, Cutait R, Da Silva JH: Stapled anastomosis
in colorectal surgery. Dis Colon Rectun 24: 155, 1981

6) Graham HK, Johnston GW, Broadwater JR, Thompson
BW: Five years in stapling the esophagus and rectum.
Br J Surg 68: 697, 1981

7) Drake DB, Pemberton JH, Beart RW Jr, Dozois RR,
Wolff BG: Coloanal anastomoses in the management
of benign and malignant rectal disease. Ann Surg 206:
600, 1987

8) Smith LE: Anastomosis with EEA stapler after anterior
colonic resection: Dis Colon Rectum 24: 236, 1981

9) Raijman I, Siemens M, Marcon N: Use of an
expandable ultraflex stent in the treatment of malig-
nant rectal stricture. Endoscopy 27: 276, 1995

10) Kim JP, Kim SC, Yang HK: Prognostic significance
of signet ring cell carcinoma of the stomach. Surgical
Oncology 3: 221, 1994

11) Nishi M, Ichikawa H, Nakajima T, Maruyama K,
Tahara E: Gastric cancer. Ist ed. p106, Tokyo, 1993

12) Goligher JC: Survey of the anus, rectum and colon.
4th ed. p606, London, Bailliere Tindall, 1980

13) Skereden K, Wiig J, Myrvold H: Ballon dilation of
rectal strictures. Act Chir Scand 153: 615, 1987

14) Claes Johansson: Endoscopic dilation of rectal stric-
tures: A prospective study of 18 cases. Dis Colon
Rectum 39: 423, 1996

15) Miles RP: Benign strictures of the rectum. Ann R Coll
Surg Engl 50: 310, 1972

Fig. 3. Esophagogastroduodenoscopy shows diffuse infiltrative type lesion in remnant stomach, suggesting recurrence

of gastric cancer.

Fig. 4. Sigmoidoscope could not pass through the circumferentially narrowed lumen of rectum.
Fig. 5A, B. Esophagogasstroduodenoscopic and sigmoidoscopic biopsies show uniform-sized tumor cells with abundant
mucin that pushes the nucleus to one side, giving the cells their typical "signet-ring” appearance.
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