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satiety and weight loss. He had no history of dysphagia, 
odynophagia or haematemesis. He had no history of 
ingestion of alcoholic beverages, smoked food or a family 
history of GI malignancy.

Physical examination revealed a chronically ill looking, pale 
young man, with no lymph node enlargement. Abdominal 
examination showed epigastric tenderness and succussion 
splash, but digital rectal examination was essentially normal.

Upper GI endoscopy findings revealed a distended stomach 
with a circumferential, firm, ulcerated mass with necrotic 
surface at the antrum obstructing the gastric outlet, and 
a deformed pyloric ring making it difficult to intubate the 
duodenum [Figure 1]. Histology of the biopsy specimen 
showed a moderately differentiated adenocarcinoma of the 
gastric mucosa with no evidence of H. pylori in the biopsy 
sample [Figure 2].

He was worked up and had a partial gastrectomy with 
Bilroth II drainage procedure, and was placed on anti‑cancer 
chemotherapy – Irinotecan and 5‑fluorouracil. His clinical 
condition improved initially but later deteriorated with 
worsening abdominal distention, ascites and pedal oedema. 
A second exploratory laparatomy done about 3 months 
later revealed disseminated disease with malignant ascites 
and bowel obstruction. He succumbed to the disease a few 
days later.

Case II
A 29‑year‑old male farmer presented with 4 months history of 
epigastric pain associated with recurrent vomiting, anorexia, 
early satiety and weight loss. He also had haematemesis and 
melaena. He had a history of ingestion of alcoholic beverages 
and ingestion of smoked food, there was no history of 
cigarette smoking and no family history of GI malignancy.

Physical examination revealed a chronically ill looking 
pale young man, but had no palpably enlarged peripheral 
lymph nodes. Abdominal examination revealed epigastric 

INTRODUCTION

Worldwide, gastric cancer is one of the most common 
cancers in the gastro‑intestinal (GI) tract, and it is the fourth 
most common cancer and the second leading cause of 
cancer‑related death, with about 700 000 deaths annually.1,2 
Typically, the average age of patients who suffer from gastric 
cancer is approximately 60 years; on occasion, however, 
about 1‑3% of gastric cancer cases occur in patients less 
than 30 years of age.3‑5 Gastric adenocarcinoma accounts 
for 95% of gastric malignancies.3 Gastric cancer in younger 
individuals is associated with a much higher rate of 
morbidity and mortality.6 The incidence of gastric cancer 
varies greatly across populations,7 with the highest incidence 
reported in Japan.2 Risk factors associated with gastric 
carcinoma include Helicobacter pylori (H. pylori) infection, 
low fat and protein diet, low intake of vitamins A and C, high 
intake of salted meat and fish, high intake of nitrates and a 
low socioeconomic status.8,9 Upper GI endoscopy and biopsy 
remain the main stay of diagnosis. The clinico‑pathological 
and endoscopic profiles of this group of patients are not well 
known. There is no previous endoscopic and histological 
report of gastric adenocarcinoma from Ilorin, Nigeria.

CASE REPORTS

Case I
A 34‑year‑old male civil servant presented with 6 months 
history of upper abdominal discomfort associated with 
recurrent vomiting of stale food residue, anorexia, early 
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tenderness, and a digital rectal examination revealed 
melaena stool. Upper GI endoscopy showed a dilated 
stomach with huge friable mass with necrotic surface, 
seen at the antral area of the stomach with distortion of 

Figure 2: Histology of the biopsied mass showing moderately 
differentiated gastric adenocarcinoma, magnification ×400

Figure 3: Huge friable mass at the antrum of the stomach (arrowed)

Figure 4: Biopsied mass showing poorly‑differentiated gastric 
adenocarcinoma, magnification ×400

Figure 5: Huge mass at the antrum of the stomach
Figure 6: Fragments from gastric biopsy showing malignant epithelial 
cells in poorly formed glands, magnification ×400

Figure 1: Huge friable mass at the antrum of the stomach (arrowed)

the local anatomy [Figure 3]. Histological examination 
of the biopsy specimen showed a poorly differentiated 
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adenocarcinoma of the gastric mucosa infiltrating and 
dissecting the muscularis propria; there was no evidence 
of H. pylori in the biopsy sample [Figure 4]. He had a partial 
gastrectomy, and is presently on chemotherapy. He is being 
followed up in the clinic.

Case III
A 38‑year‑old female primary school teacher who presented 
in August 2012 with a 12‑month history of recurrent 
epigastric pain, which responded initially to anti‑ulcer 
medications, but later developed anorexia, early satiety, 
weight loss and vomiting. She had no history of dysphagia 
or odynophagia. She also had no history of intake of 
smoked foods, alcohol consumption, cigarette smoking or 
family history of GI malignancy. Physical examination was 
unremarkable except for palor and epigastric tenderness. 
Upper GI endoscopy revealed a huge friable rounded mass at 
the antrum of the stomach making it impossible to intubate 
the duodenum [Figure 5]. Biopsy and histology showed 
malignant epithelial cells in poorly formed glands. There was 
no evidence of H. pylori in the biopsy sample [Figure 6]. She 
is presently being worked up for surgery and chemotherapy.

Staining for H. pylori in all the three patients was carried 
out with Haematoxillin and Eosin, and Giemsa staining, 
although immunohistochemistry would have been better 
in staining for the organism.

DISCUSSION

Although gastric cancer is largely a disease of the older 
age groups, it has also been reported in the young.3‑5 This 
condition is known to be more common in males compared 
with females,4,5 as was our experience in this report. The 
presenting symptoms were typical in our patients with 
epigastric pain, recurrent vomiting and weight loss. Bakare 
et al.5 in north‑eastern Nigeria, found the antrum of the 
stomach to be the most predominant location of gastric 
tumour, while Bai et al.3 found the gastric corpus to be the 
predominant location of the tumour among young Chinese 
patients. All our patients had their tumours located in the 
antrum of the stomach. Gastric adenocarcinoma is the most 
predominant histologic type worldwide.2,9 This also was 
our experience in this report. The only identifiable risk 
factor for gastric cancer was the consumption of salted 

and smoked fish by the 29‑year‑old farmer. Although the 
association of H. pylori infection and gastric cancer is well 
documented,9‑11 there was no evidence of H. pylori infection 
in our report.

In conclusion, dyspepsia in the young age group could 
herald gastric cancer. It is recommended that attending 
physicians should have a high index of suspicion for gastric 
cancer in young adults with dyspepsia especially when the 
dyspepsia is poorly responsive to therapy.
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