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Abstract 

This is a clinical study on 41 gastric neoplasm subjects diagnosed by upper gastrointestinal endoscopy. These 

patients were evaluated with set of questions and monitored for clinical presentation with risk factors till the 

treatment. Forty one cases of carcinoma stomach which were serially monitored for signs and symptoms. It 

was noted patients had Dyspepsia in 18(43.9%) patients, pain abdomen in 37(90.2%), vomiting in 35(85.4%), 

loss of weight and loss of appetite in 39(95.1%) and mass per abdomen in 1 patient (2.4%)Pallor noted in 32 

(78%) patients, mass palpable in 17 (41.5%) patients, liver palpable in 8 (19.5%) patients, ascites in 10 

(24.4%) patients and Virchow’s node positive in 6 (14.6%) patients. Smoking and alcohol consumption were 

predisposing risk factors with 21 (51.2%), 17 (41.5%) respectively. This study helps to identify the common 

symptoms and signs of the Gastric cancer, which can be picked up by thorough clinical evaluation, which also 

helps patients to diagnose and subject to accurate treatment immediately thus reducing the morbidity and 

mortality. 
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Introduction 

Gastric cancer is one of the most common 

malignancies worldwide
1
. It tops the list of cancer 

related death in many countries of the world 

including countries in Asia. It is the fifth most 

common cancer among males and seventh among 

females in India
 2

 with the highest rate being in 

Chennai registry 
3-5. 

Gastric carcinogenesis is a 

multifactorial process
6
. In 400 BC, Hippocrates 

described about black vomiting in a patient and 

“KARKINOMA” of the stomach. 

NapoleonBonaparte was found, at autopsy, to 

have a largegastric cancer that had perforated and, 

in fact, several members of the Bonaparte family 

were reported to have died from gastric cancer
8. 

As there is historical importance, immense 

research has been done on gastric carcinoma. 

More recently, Marshall and Warrenwere awarded 

the 2005 Nobel Prize in Medicine and Physiology, 

in part for their discovery of Helicobacter pylori 

and its causative role in gastric cancer
9
. Recently 

it has been found that, there may be a relationship 

exists between H.pylori infection and gastric 

carcinoma. H. pylori cause chronic gastritis, 
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gastric atrophy and intestinal metaplasia 

ultimately leading to gastric malignancy
10

. 

Helicobacter pylori infection is associated with an 

approximately two-fold increased risk of 

developing gastric cancer 
11-13

. Pylori H have been 

categorized as a “Group-1 human carcinogen” by 

the International Agency for Research on Cancer 
14

. 

 

Materials and Methods 

41 cases of carcinoma stomach which were 

admitted during October 2008 till April 2010 at 

Justice K.S.Hegde Charitable Hospital, Mangalore 

are included.   

 

Inclusion criteria 

 All patients diagnosed to have carcinoma 

stomach confirmed by histopathology 

 Patients who gave consent for procedures 

were included. 

 

Exclusion criteria 

 Patients with chronic disease  

 Immunosuppressed  

 Patients using non-steroid anti-

inflammatory 

 Previous radiotherapy/ chemotherapy 

 Patients not willing/ refuse to give consent 

were excluded from the study. 

 

Statistical Analysis 

Descriptive statistics were used for analyzing the 

data using SPSS version 20 and results were 

presented in percentage and simple frequency. 

Results 

Age distribution  

In the present study age distribution was between 

37 years to 81 years. Table 1 

Table: 1 Age distribution 

Age Frequency Percentage 

30-39 3 7.3 

40-49 7 17 

50-59 14 34.2 

60-69 10 24.4 

70-79 5 12.2 

80+ 2 4.9 

     Mean = 57.17        Standard deviation = 11.81 

 

Sex 

In the study 26(63.4%) patients were male and 

15(36.6%) were females. There is male 

preponderance in this study. Table 2 

Table: 2 Sex distributions 

 Frequency Percentage 

FEMALE 15 36.6 

MALE 26 63.4 

Total 41 100 

 

Symptoms 

In the study 18(43.9%) patients presented with 

dyspepsia, 37(90.2%) presented with pain 

abdomen, 35(85.4%) patients presented with 

vomiting, 39(95.1%) patients presented with loss 

of weight and loss of appetite and mass per 

abdomen in 1 patient (2.4%).Table 3 

 

Table: 3 Symptoms 

 SYMPTOMS Present Absent 

1 PAIN ABDOMEN 37 (90.2%) 4 (9.8%) 

2 VOMITING 35 (85.4%) 6 (14.6%) 

3 DYSPEPSIA 18 (43.9%) 23 (56.1%) 

4 LOSS OF WEIGHT & LOSS 

OF APPETITE 

39 (95.1%) 2 (4.9%) 

5 MASS  ABDOMEN 1 (2.4%) 40 (97.6%) 
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Signs 

In this study pallor was present in 32 (78%) 

patients, mass palpable in 17 (41.5%) patients, 

liver palpable in 8 (19.5%) patients, ascites in 10 

(24.4%) patients and Virchow’s node positive in 6 

(14.6%) patients.Table 4 

 

Table: 4 Clinical examinations 

 Clinical examination Present Absent 

1 PALLOR 32 (78%) 9 (22%) 

2 MASS PER ABDOMEN 17 (41.5%) 24 (58.5%) 

3 HEPATOMEGALY 8 (19.5%) 33 (80.5%) 

4 ASCITES 10 (24.4%) 31 (75.6%) 

5 VIRCHOWS NODE 6 (14.6%) 35 (85.4%) 

 

 

Risk factors 

In this study of 41 patients 21(51.2%) were 

smokers and 17(41.5%) patients had history of  

 

alcohol consumption. None of the patients had 

family history of gastric cancer.Table 5 

 

Table: 5 Risk factors  

 RISK FACTORS YES NO 

1 SMOKING 21 (51.2%) 20 (48.8%) 

2 ALCOHOL 17 (41.5%) 24 (58.5%) 

3 FAMILY HISTORY 0 (0%) 41(100%) 

 

Discussion 

Gastric cancer has an extremely poor prognosis 

because of the aggressive nature of the disease. 

Once clinical manifestations appear, gastric cancer 

has poor prognosis where stage I disease has about  

60 to 80% five-year survival, this can be as low as 

a less than 5% five-year survival rate in stage IV
15

 

using currently available treatments, surgery and 

radio-chemotherapy. Therefore, the challenge in 

gastric cancer is to prevent its development by 

early detection and treatment of pre-cancerous 

lesions and elimination of known risk factors. In 

order to achieve this goal, it is necessary to 

understand the clinical presentation of gastric 

carcinoma. 

To improve the diagnosis of gastric cancer, age is 

an important factor. The risk of gastric cancer 

gradually increases with increase in age. Our 

study showed a similar pattern of high incidence 

in the age group of 50-59 years which had 14 

(34.2 %) patients. Male sex is also significantly 

associated with gastric cancer where 26 patients 

(63.4%) were affected 
16 - 19

. 

On clinical evaluation of patients the following 

symptoms were predominantly noted. Loss of 

appetite and loss of weight seen in 95.1% (37), 

pain abdomen in 90.2% (37), which was seen with 

higher incidence compared to other studies 
20 – 25

. 

Other symptoms are vomiting, dyspepsia, mass 

per abdomen 85.4%, 43.9% and 2.4% 

respectively. 

The predominant signs witnessed were pallor in 

78% (32 patients) and mass per abdomen in 

41.5% (17 patients) which explain slow and 

aggressive nature of the disease. Other important 

signs noted are hepatomegaly, ascites, Virchow’s 

node (19.5%), 24.4% and 14.6% respectively
26

. 

Risk factors like smoking and alcohol were noted 

in 51.2% (21 patients), 41.5% (17 patients) 

respectively
26

. 
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Conclusion 

Gastric cancer is an aggressive disease with 

rapidly progressing and high mortality. It becomes 

important to know the natural history of the 

disease for early diagnosis so that early and 

accurate treatment can be subjected. With this 

article we made an attempt to identify the 

common symptoms and signs of the Gastric 

cancer. As the results shows, if patients with 

gastric cancer are thoroughly evaluated with good 

clinical history and a careful examination of the 

patient many important symptoms and signs can 

be picked up which will help to subject the 

patients for further invasive evaluation and also 

helps in better prognosis of the disease.  
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