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Mucinous Gastric Adenocarcinoma
Presenting with Mediastinal

Lymphadenopathy Diagnosed by
Endoscopic Ultrasonographic Fine Needle

Aspiration Biopsy in a Patient with
Chronic Cough

AABBSS  TTRRAACCTT  A 57-ye ar-old wo man pre sen ted with the comp la int of chro nic co ugh. She had no
his tory of he mopt ysis, night swe ats, ano re xi a, dyspha gi a, vo mi ting or epi gas tric pa in. Com pu ted
to mog raphy sho wed mul tip le me di as ti nal lymph no des (LNs). The bronc hos co pic exa mi na ti on
sho wed no en dob ronc hi al le si ons. En dos co pic ul tra so nog raphy ea sily vi su a li zed the me di as ti nal
LNs, and en dos co pic ul tra so nog raphy-gu i ded fi ne ne ed le as pi ra ti on of sub ca ri nal lymph no de pro-
vi ded tis su e di ag no sis of a mu ci no us ade no car ci no ma con sis tent with gas tro in tes ti nal ori gin. Alt -
ho ugh the pa ti ent de ni ed any stomach comp la ints, sub se qu ent gas tros copy re ve a led a pri mary
gas tric ma lig nancy. The cur rent ca se is uni qu e in that a pul mo nary symptom was the pre sen ting
sign of an unk nown pri mary car ci no ma. In con trast to pre vi o usly re por ted ca ses, the pa ti ent had
no gas tro in tes ti nal or syste mic symptoms. Manifestation of me tas ta tic di se a se pro cess as me di as -
ti nal LNs was also unusual. En dos co pic ul tra so nog raphy-gu i ded fi ne ne ed le as pi ra ti on enab led the
di ag no sis of mu ci no us ade no car ci no ma, le a ding to dis co very of the pri mary gas tric ma lig -
nancy.

KKeeyy  WWoorrddss::  En do so nog raphy; sto mach ne op lasms; lymph no des; ne op lasm me tas ta sis 

ÖÖZZEETT  Elli yedi ya şın da bir ka dın has ta kro nik ök sü rük şika ye tiy le Gö ğüs Has ta lık la rı po lik li ni ği -
ne baş vur du. Ge ce ter le me si, iş tah sız lık, yut ma güç lü ğü, epi gas trik ağ rı ve he mop ti zi ya kın ma sı
yok tu. Ak ci ğer bil gi sa yar lı to mog ra fi de mul tipl me di as ti nal len fa de no pa ti sap tan dı. Bron kos ko pi -
de en dob ron şi yal lez yon yok tu. En dos ko pik ul tra so nog ra fik in ce le me ile  mul tipl me di as ti nal lenf
nod la rı or ta ya ko na rak, sub ka ri nal lenf no dun dan en do so nog ra fi eş li ğin de in ce iğ ne bi op si si ya pıl -
dı. Bi op si in ce le me si so nu cun da gas tro in tes ti nal kay nak lı mü si nöz ade no kar si no ma dü şü nül dü.
Has ta mi dey le il gi li hiç bir şika ye ti ol ma dı ğı nı ifa de et me si ne rağ men ya pı lan gas tros ko pi de pri mer
gas trik kan ser sap tan dı. Ol gu muz, kro nik ök sü rük ya kın ma sı ile pre zan te olan ilk pri mer gas trik tü -
mör dür. Bu li te ra tür de bil di ri len ilk va ka dır. Ön ce ki bil di ri le rin ak si ne, eş lik eden gas tro in tes ti nal
ve ya sis te mik semp tom lar yok tu. Gas tro in tes ti nal tü mör le rin me di as ti nal lenf no du me tas ta zı ile
pre zan tas yo nu da ol duk ça na dir dir. Da ha ile ri in va ziv tet kik le re ge rek kal mak sı zın,  en do so nog ra -
fi eş li ğin de in ce iğ ne bi yop si si ile me di as ti nal lenf no dun da  mü si nöz ade no kar si nom me tas ta zı ta -
nı sı ko na rak pri mer odak be lir len miş tir. 

AAnnaahh  ttaarr  KKee  llii  mmee  lleerr:: En dos ko pik ul tra so nog ra fi; mi de kan ser le ri; lenf no du; tü mör me tas ta zı  
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n dos co pic ul tra so nog raphy (EUS) is a fa irly
new to ol for chest physi ci ans as a di ag nos tic
ap pro ach for me di as ti nal lympha de no -

pathy.1 EUS com bi ned with fi ne-ne ed le as pi ra ti on
(EUS-FNA) for tis su e samp ling can iden tify po si ti -
ve lymph no des (LNs) in the me di as ti num.2 The
me di as ti num is a ra re si te for the me tas ta sis of gas-
tric car ci no ma ex cept for the ones at the esop ha -
go gas tric junc ti on.3-7 Gas tric car ci no ma pre sents
with di ges ti ve tract symptoms  as well as syste mic
symptoms. 

He re in, we re port an unu su al ca se of me tas ta -
tic gas tric car ci no ma iden ti fi ed by EUS-FNA of me-
di as ti nal LNs in an ot her wi se he althy pa ti ent,
who se ini ti al pre sen ta ti on was only chro nic co ugh.

CA SE RE PORT
A 57-ye ar-old wo man ad mit ted to the Chest Di se -
a ses ward of our hos pi tal the complaint of chro nic
co ugh that had star ted four months be fo re. She had
no his tory of he mopt ysis, night swe ats, ano re xi a,
dyspha gi a, vo mi ting or epi gas tric pa in. The pa ti ent
un der went in ves ti ga ti on for dry chro nic co ugh.

On physi cal exa mi na ti on, the re was no or ga -
no me galy or pal pa ted lympha de no pathies . Physi -
cal exa mi na ti on of the ab do men and tho rax was
un re mar kab le with no mass or pa in du ring pal pa -
ti on. The chest X-ray de mons tra ted bi la te ral hi lar
en lar ge ment in ad di ti on to mild me di as ti nal wi de -
ning. A com pu ted to mog raphy scan of the tho rax
sho wed nor mal lung pa rench yma, mul tip le LNs in
the aor ti co pul mo nary win dow, sub ca ri nal, pa rat -
rac he al, pre ca ri nal, and hi lar are as. The se fin dings
we re in di ca ti ve of pos sib le lung can cer, lympho -
ma, tu ber cu lo sis or sar co i do sis. A bronc hos co pic
exa mi na ti on sho wed no en dob ronc hi al le si on.

EUS exa mi na ti on using li ne ar pro be sho wed
en lar ged LNs, the lar gest one being 18.9 mm in di-
a me ter, lo ca ted in sub ca ri nal, aor ti cu pul mo nary
win dow and hi lar are as (Fi gu re 1a). The en lar ged
lymph no des we re hypo e co ic and ro und sha ped
with sharply de mar ca ted bor der. The sub ca ri nal
me di as ti nal LN was samp led by FNA using a 22-ga -
u ge ne ed le (Ec ho tip, Co ok En dos copy, Wins ton-
Sa lem, NC, USA) (Fi gu re 1b). Af ter the bi opsy, the

sco pe was ad van ced in to the car di a to exa mi ne for
any c e li ac ade no pathies. Two ce li ac LNs we re no -
ted, the lar ger one being 12 mm in di a me ter. By

FIGURE 1a: Radial EUS image demonstrating a 18.9 mm subcarinal lymph
node.

FIGURE 1b: Linear EUS image of the same lymph node showing the needle
lying within the node.

FIGURE 2: Fine-needle aspirate cytology specimen of the lymph node show-
ing atypical columnar cells with hyperchromatic nucleui next to mucoid ma-
terial ( x 200, hematoxylin and eosin).
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using a dif fe rent 22 ga u ge ne ed le, EUS-FNA was
per for med. Cyto logy of the ma te ri al ob ta i ned from
both me di as ti nal and c e li ac LNs re ve a led mu ci no -
us ade no car ci no ma me tas ta sis with an origin in the
gas tro in tes ti nal tract (Fi gu re 2). The pa ti ent de ni -
ed any comp la ints re la ted to the sto mach. Ho we -
ver, an up per GI en dos copy re ve a led an ir re gu lar,
dep res sed are a lo ca ted in the pos te ri or wall of mid-
cor pus of the sto mach (Fi gu re 3). Alt ho ugh the are -
a con ta i ned no ul ce ra ti on, gas tric rugae ap pe a red
con ver ged which sug ges ted a sub mu co sal in vol ve -
ment. The his to pat ho lo gi cal exa mi na ti on of the bi -
opsy specimen con fir med it to be a mu ci no us
ade no car ci no ma of the sto mach. EUS exa mi na ti on
using ra di al pro be per for med for sta ging of the tu -
mor de mons tra ted an hypo ec ho ic thic ke ning of the
sto mach wall in va ding mu co sa, sub mu co sa and
mus cu la ris prop ri a, but not se ro sa. 

DIS CUS SI ON
This ca se de mons tra ted the im por tan ce of EUS in
de tec ting me di as ti nal me tas ta sis of gas tric car ci no -
ma which is not sus pec ted first be ca u se the patient
was asym pto ma tic and dry co ugh was her so le pre-
sen ting symptom. Sin ce the de ve lop ment of a me-
di as ti nal me tas ta sis is mo re of ten se con dary to
cancers other than eastric carcinoma, and the pa ti -
ent had no comp la int or symptoms re la ted to di-
ges ti ve system, she was ini ti ally di ag no sed as

ha ving lung can cer, lympho ma, tu ber cu lo sis or sar-
co i do sis when the me di as ti nal LNs were taken info
consideration. EUS-FNA pro vi ded tis su e di ag no sis
of me di as ti nal and c e li ac LN me tas ta sis of gas tric
car ci no ma. 

The ini ti al symptoms at tri bu tab le to a gas tric
can cer de pend on the lo ca ti on of the tu mor. Symp-
toms inc lu de epi gas tric pa in, early sa ti ety, blo a -
ting, na u se a, vo mi ting, and we ight loss.8 The
di ag no sis of gas tric ade no car ci no ma is of ten de la -
yed un til an ad van ced sta ge, when syste mic symp-
toms be co me pro mi nent, and the li ke li ho od of
me tas ta ses in cre a ses. Gas tric can cer me tas ta si zes
prin ci pally by way of the lympha tics, along the c -
e li ac axis and to a mi nor deg re e along the sple nic,
sup ra pan cre a tic, por ta he pa tis, and gas tro du o de -
nal no dal gro ups.3,4 Me tas ta ses to me di as ti nal LNs,
as shown in our ca se with gas tric can cer in vol ving
the mid cor pus of the sto mach, are ra re, se en mo re
com monly in tu mors lo ca ted in esop ha go gas tric
junc ti on and car di a.6,7

Mu ci no us gas tric car ci no ma (MGC) is a ra re
subt ype of gas tric car ci no ma that rep re sents ap pro -
xi ma tely 3-5% of all gas tric epit he li al can cers.8,9 It
is cli ni cally use ful to be ab le to dis tin gu ish bet we -
en mu ci no us and non mu ci no us gas tric car ci no mas
in pa ti ents who ha ve this can cer using EUS, as
shown in our pre vi o us re port.10 Be ca u se, MGC may
ha ve dis tinc ti ve pro per ti es, and tu mors are of ten
fo und to be highly in va si ve at the ini ti al di ag no sis.
Ku ni sa ki et al re por ted that MGC pa ti ents had sig-
ni fi cantly mo re me tas ta tic lymph no des as well as
lympha tic and ve no us in va si on.11 Ho we ver, MGC
may be con si de red cli ni cally mo re ag gres si ve than
non mu ci no us gas tric car ci no ma be ca u se MGC tu-
mors are fre qu ently di ag no sed in the ad van ced sta -
ge.12

The cur rent ca se is uni qu e in that a pul mo nary
symptom was the pre sen ting sign of an unk nown
pri mary car ci no ma. In con trast to pre vi o usly re por -
ted ca ses, the pa ti ent had no gas tro in tes ti nal or sys-
te mic symptoms. Manifestation of the me tas ta tic
di se a se pro cess as me di as ti nal LNs was also unusual.
EUS-FNA enab led the di ag no sis of mu ci no us ade-
no car ci no ma, le a ding to dis co very of the pri mary
gas tric ma lig nancy.

FIGURE 3: Endoscopic image of the depressed gastric area located in the
midcorpus of the stomach (arrow). The lesion contains no ulceration. 
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