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Abstract
Adenocarcinoma of the gastro-esophageal
esophageal junction (GEJ) remains a significant clinical problem that
is increasing in incidence and is associated with a poor prognosis. The majority of patients present
with advanced disease and less than 50% undergo curative treatment. To diagnose GE junction mass
with conventional procedure
ure like Barium swallow where endoscopy cannot be performed,
performed CECT is
done to access the potential spread of disease.
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Introduction
The incidence of all malignant tumours in
children is estimated at approximately 10 per
100,000. Gastrointestinal malignancies represent
less than 5% of all these neoplasms. Primary
gastric tumors
rs in children are rare, and
carcinoma of the stomach is even more unusual.
The transitional nature of the anatomic GE
junction has added further confusion to the
understanding of this disease. Adenocarcinomas
of the distal esophagus, GE junction, and gastric
cardia have all increased in incidence, and many

studies have
ave grouped tumors at these locations
together.
The exact cause of this increased incidence is
unclear. Barrett’s esophagus is the single most
important factor for the development of
adenocarcinoma of the esophagus and GE
junction [1-4].
The classification
on of tumors, particularly at the
GE junction, has been a problematic issue that
has complicated the reporting of results. A
consensus conference of the International Gastric
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Cancer Association (IGCA) and the International
Society for Diseases of the Esophagus (ISDE) in
1998 defined and described adenocarcinomas of
the GE junction as tumors that have their center
within 5 cm proximally and distally of the
anatomic cardia [4]. Within this area, tumors are
differentiated into the following three distinct
entities.

Photo – 1A, 1B: Short segment narrowing with
mucosal irregularity is seen in distal esophagus
causing shouldering and apple core appearance
suggesting of malignant mass. Proximal
dilatation of esophagus and extenstion of
irregularity into the proximal stamoch is seen.

Type - I: Adenocarcinoma of the distal
esophagus, usually arising from an area with
specialized intestinal metaplasia of the esophagus
(i.e., Barrett’s esophagus); it may infiltrate the
esophago-gastric junction from above.
Type - II: True carcinoma of the cardia, arising
from the cardiac epithelium or short segments of
intestinal metaplasia at the gastro esophageal
junction; this entity is often referred to as
“junctional carcinoma.”
Type - III: Subcardial gastric carcinoma that
infiltrates the esophago-gastric junction and
distal esophagus from below [1, 3, 5, 6].

A

Case report
A 15 year old male patient was referred to
radiology department on January 2013 for
barium swallow with following complaints.
• Abdominal pain with nausea and
vomiting.
• Palpable epigastric lump.
• Reduced appetite and loss of weight.
• No family h/o gastric tumour.
Barium swallow was done. Double contrast
upper GI series and Barium swallow help in
delineating the extent of disease.
After barium swallow patient was advised for
USG neck and abdomen and CECT abdomen.
USG showed multiple lesions in liver having
target sign which suggest metastatic. No
evidence of any ascites or neck nodes. CECT
abdomen is the investigation of choice as to
access the local disease process and evaluate
potential spread of disease. (Photo – 1A, 1B, 2A,
2B, 3, 4A, 4B)

B

Discussion
Most patients with esophageal cancer present
with advanced stage disease. Symptoms at
presentation include this dysphagia, weight loss,
vomiting and bleeding. Precise histological
diagnosis and accurate tumor staging are
prerequisites for the selection of most common
treatment, especially if the patient is being
considered for clinical trials.
Clinical stages determined by the extent of the
disease, which is established by a variety of
diagnostic test and imaging studies. Pathologic
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staging is determined by evaluating a surgical
specimen after resection. The recent American
joint committee on Cancer (AJCC), staging
system, based on the primary tumor (T)-nodal
involvement (N)-distant metastases (M) system.

esophageal tumors. A barium swallow provides
essential
information
concerning
gastric
anatomy, location and extent of the lesion, and
whether there is pathology proximal or distal to
the primary lesion.

Photo – 2A, 2B: Axial CT scan showed irregular
mass lesion at GE Junction with irregular
multiple hypodense lesions in liver-metastasis.

Photo – 3: CT coronal cut shows in
homogenously enhancing mass lesion at GE
junction. Multiple metastases are seen in lung
and liver.

A

B

Barium studies are useful in evaluating the
morphology the tumor and have a high
sensitivity (approx 98%) for demonstrating

Though rarely the case with adenocarcinoma,
bronchoscopy is recommended to rule out
tracheal invasion when tumor lies at or above the
carina.
Once the histological diagnosis of esophageal is
established, staging of the extent of disease is
done. Computed tomography (CT) of the chest
and abdomen is considered the initial imaging
study of choice for evaluating lymph node
metastases, distant metastases and extra
esophageal tumor infiltration into mediastinal
organs.
Abdominal
ultrasonography and
magnetic resonance imaging (MRI) are
occasionally useful in evaluating liver
metastases. The use of positron emission
tomography (PET) for staging patient with
esophageal carcinomas has recently been
reported [2, 5, 7, 8].
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Photo – 4A, 4B: Lung window cuts show
multiple metastases in both lung fields.

A

esophageal junction should be R0 resection
including at least 15 lymph nodes, preferably
with 5 cm of grossly normal in situ proximal
esophagus for those with <6 positive lymph
nodes. Siewert and Stein have proposed clinical
classification systems, types I, II, III for Gastroesophageal Junction cancer to aid clinicians in
developing treatment strategies for this
heterogeneous clinical entity [1, 9, 10, 11].

Conclusion
Exploring the biologic basis of adenocarcinoma
of the GE junction will be central to expanding
and improving the therapeutic options necessary
to alter the natural history of this disease. The
urgency for defining effective treatment is more
pronounced when it is apparent that the incidence
of esophageal adenocarcinoma continues to
increase at an alarming rate.
B
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