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Abstract
Mucinous adenocarcinoma of stomach and synchronous jejunal gist is a rare entity and here we present a case of 63 year old female with mucinous gastric adenocarcinoma in antropyloric region of stomach and gastrointestinal stromal tumor at proximal jejunum just distal to duodenojejunal flexure and the complexity faced in surgical management of the above case.
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Introduction
Histologically, human GC can be mainly divided into well differentiated (intestinal) and poorly differentiated (diffuse) types according to the presence or absence of tubular tissues [1]. In brief, the well differentiated carcinomas contain papillary, well-differentiated, and moderatelydifferentiated subtypes. While, the poorly differentiated carcinomas include mucinous, signet ring cell, poor-differentiated and undifferentiated subtypes. Mucinous gastric carcinoma (MGC) is a specific subtype of poorly differentiated gastric carcinoma [2]. The incidence of GISTs in the alimentary tract is very low (2 in 100,000) and is about 1% of all gastrointestinal (GI) malignancies [3]. However, jejunal GIST is extremely rare, accounting for 0.1-3% of all GI tumors [4]. The synchronous occurrence of mesenchymal tumors and other primary gastrointestinal malignancies has been rarely reported in the literature [1,2].

Case Presentation 
A 63 year old female presented with pain in epigastric region since 9 months usually after intake of food, decreased apetite and ocassional watery vomiting episodes there was no history of hematemesis jaundice weight loss or altered bowel habits she is k/c/o hypertension since 10 years, no significant family history ,Initially she underwent cect abdomen which showed thickening involving antrum of stomach length of involvement 5.9cm, maximum thickness 13mm,and a hetrogenous enhancing mass in proximal jejunum 41mm×44mm,upper gi endoscopy large ulcerative lesion with slough at base figure (a) , PET scan showed hypermetabolic nodular wall thickening in antropyloric region suggestive of ca stomach and hypermetabolic mass in proximal jejunum suggestive of gist d/d metastatic deposits figure (b)
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(a)                                                                                                (b)
Ulceroproliferatrive growth 5×3 cm in pylorus serosa figure (c), perigastric lymphadenopathy , no evidence of distant metastasis , large mass in proximal jejunum 6×4 cm 2-3 cm from dudenojejunal flexure figure (d) ,Patient underwent diagnostic laprascopy with lap assisted D2 gastrectomy , excision of proximal jejunal GIST , duodenojejunostomy , roux en y gastrojejunostomy Histologically gastric growth showed mucinous carcinoma involving subserosal connective tissue 11/12 gastric lymph nodes showed metastatic deposits pathological staging pT3 N3a figure (e) Jejunal growth shows spindle cell tumour located outside muscle wall of jejunum , immunohistochemistry showed ckit positive, DOG1 positive figure (f)
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                               (c)                                                                                                    (d)                                                               
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                                             (e)                                                                                (f)
Discussion
GISTs are rare tumors with an estimated incidence of 1.5/100,000/year. This only covers the clinically relevant GISTs, since it is likely that a much higher number of microscopic lesions could be found pathologically, if looked for [5]. Statistically, GISTs are most common in the stomach (60-84.8%), followed by small intestine (10.5 30%), colon and rectum (3.5-5%), and esophagus (1.2-5%) [16,17]. The most important manifestation of stromal tumors is their indolent, slow growing nature, As per the literature, jejunal GISTs are the rarest among all types of GISTs [4] Mucinous gastric carcinoma (MGC) is also a rare histological subtype of undifferentiated gastric carcinoma, accounting for 2.6–6.6% of all gastric cancer cases [6-10], so simulatenous occurrence of jejunal gist and mucinous gastric carcinoma makes it even rarer Entity,Synchronous occurrence of a GIST with a tumor of different histogenesis is very rare and has been documented in the literature mainly in case reports. GISTs have been reported to occur synchronously with colon adenocarcinoma, gastric cancer, lymphoma and carcinoid [11-13]. In our case the gist was in proximal jejunum 6×4 cm 2-3 cm from dudenojejunal flexure which posed a difficulty in construction of biliopancreatic limb patient underwent excision of gist with duodenojejunostomy with jejunum being ananstamosed with 3 rd part of Duodenum ,for gastric cancer part patient underwent D2 gastrectomy with roux en y gastrojejunostomy At present, the etiology of Gastric cancer co-occurrence with GIST is unclear. Some researchers believe that it is an accidental phenomenon [11-14], and others believe that several unknown carcinogens induce simultaneous proliferation and tumorigenesis of epithelial and stromal cells, such as gene mutation, nitrite, and Helicobacter pylori [3-12]. Through next-generation sequencing, Liu et al. [15] detected that GC and GIST had significantly different gene mutations at the molecular level (TP53 and KIT gene mutations, respectively). Some researchers have hypothesized that there might be a field effect, with etiological cofactors leading to these two lesions [16]. Based on the high correlation between clinical and microscopic GIST and GC, it is believed that GC and GIST may be affected by the same unknown carcinogen, resulting in the simultaneous proliferation of epithelial and stromal cells.For patients with synchronously occurring GC and GIST, studies have shown that regardless of the Fletcher grade of GIST, GC is the main factor affecting the prognosis[17-19].
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