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ABSTRACT

Gastrointestinal stromal tumours (GISTs) are mesenchymal tumours that can be located in any
part of the gastrointestinal system. Most often they occur in the stomach and in 20-30% of
cases they occur in the small intestine. About 30% of all GISTs are malignant. We report a case
of a 54-year-old patient with malignant GIST located in the small intestine and liver. The
patient complained of discomfort and heaviness in the abdomen and parts of the abdomen
were hard on palpation. Family physician performed an ultrasound of the abdomen which
showed a large mass in the right hemiabdomen. CT scan of the abdomen showed a tumour
mass of approximately 13x19x20 cm and GIST was suspected. Biopsy was performed and
histopathological finding spoke in favour of GIST. GIST resection and Meckel diverticulum
resection were performed. Histopathological finding confirmed it was a malignant GIST. After
nine months, a control ultrasound showed an oval formation of the liver and excision was
performed. The patient was discharged home and histopathological finding confirmed that
liver formations were also GIST. GIST should be considered as a possible cause of abdominal
difficulties and the treatment of choice is surgery.
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INTRODUCTION

Gastrointestinal
stromal
tumours
(GISTs) are the most common mesenchymal
tumours of the gastrointestinal tract [1]. The
incidence is 10-15 cases per million. In 60%
of cases, GISTs occur in the stomach, and in
20-30% of cases in the small intestine. They
can rarely be found outside the
gastrointestinal system - on the omentum,
mesentery and retroperitoneally [2]. About
30% of GIST cases are malignant [3]. They
can occur at any age, but most commonly are
diagnosed later in life and equally among
men and women [4]. The most common
metastatic sites are the liver and peritoneum
[5]. GISTs are usually asymptomatic but can
present as gastrointestinal bleeding; acute as
melena and haematochezia or chronic as
anaemia. In addition, they can be presented
as an abdominal mass that causes abdominal
pain, bloating, discomfort, early satiety [6].
GISTs are diagnosed with CT or MR and the
final
diagnosis
is
based
on
a
histopathological finding [7]. For resectable
tumours larger than 2 cm, the first choice of

treatment is surgery. Imatinib is given
preoperatively for tumour reduction and in
cases of unresectable tumours [1].

CASE

In the beginning of 2020, a 54-year-old
patient came to a family physician for a
request to change antihypertensive therapy
because he had been noticing erectile
dysfunction since taking the medication. In
2018, the patient underwent total
replacement of left hip, and a year later he
had a pulmonary embolism. He was then
diagnosed with genetic thrombophilia
(heterozygous for PAI-1 4G / 5G) and was
on anticoagulant therapy since. The patient
was given a medication for hypertension and
was ordered for a check-up in about 20 days.
Upon control, he stated that he still had
erectile dysfunction, but also a feeling of
bloating, discomfort and heaviness in the
abdomen. On palpation, part of the
umbilical region, hypogastria and the entire
right lateral and right inguinal regions of the
abdomen were hard. An ultrasound of the
abdomen was performed immediately in the
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Figure 1. Ultrasound of the abdomen in a 54-year-old patient

family medicine office, where a large mass was observed in
the right hemiabdomen (Figure 1). The patient was urgently
referred to a gastroenterologist with suspected expansive
tumour formation.
After examination by a gastroenterologist, a CT scan of
the abdomen was performed and a tumour mass of
approximately 13x19x20 cm was described. According to
radiological characteristics GIST was possible, and a
puncture of the formation was recommended. The patient
was afebrile all the time, without nausea and vomiting.
Appetite was good, body weight stationary. Mild anaemia
(Hg 115) and elevated CRP (54) had been reported in the
laboratory.
Over the next few days, under ultrasound control, a
biopsy of the tumour formation in the right iliac region was
performed and a histopathological finding was obtained that
spoke in favour of GIST. The patient was hospitalized in
March and a GIST resection and adjacent small bowel
curvature were performed. The histopathological finding of
the resected part of the small intestine confirmed that it was
a gastrointestinal stromal tumour, malignant. During the
stay, the patient received thromboprophylaxis, antibiotic
prophylaxis, analgesic and his previous therapy, as well as
2/5

parenteral fluid and electrolyte replacement. After discharge,
the patient was always in good general condition, afebrile,
cardiocirculatory compensated, the abdomen was soft,
elastic, palpably painless, regular peristalsis, normal
functions and habits.

The findings showed various large, partly necrotic round
formations in the IV, V, V / VI, VIII and VIII / VII segments
of the liver, and the radiogram of the thoracic organs was
orderly. Hospitalization and microwave ablation of
formations had been agreed upon. The patient was
hospitalized at the end of January and the excision was
performed. The early postoperative course was orderly.
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Figure 2. MR of the abdomen and pelvis in a 54-year-old patient

During the stay, the patient received thromboprophylaxis,
antibiotic prophylaxis, analgesic, his previous therapy,
parenteral fluid and electrolyte replacement. In further
course of the stay, fever occurred and antibiotic therapy was
changed after the observation. After that, the inflammatory
parameters normalized and further course of the stay was
without any problems. The patient was discharged home
with a recommendation of relative rest and a controlled diet.
The pathohistological finding corresponds to a
gastrointestinal stromal tumour of malignant behaviour. The
patient will be further monitored in the oncology clinic.

DISCUSSION

Stromal or mesenchymal neoplasms affecting the
gastrointestinal tract typically present as subepithelial
neoplasms. GISTs are neoplasms most often located in the
stomach and proximal small intestine, but they can occur in
any portion of the alimentary tract and occasionally in the
omentum, mesentery and peritoneum [8,9]. Furthermore, in
this area of the gastrointestinal tract we can found lipomas,
liposarcomas, leiomyomas, true leiomyosarcomas, desmoid
tumours, schwannomas, and peripheral nerve sheath
tumours but they are less common [10]. All GISTs have the
potential for malignant behaviour, even those 2 cm or less
www.jceionline.org

with bland histologic features and consensus classifications
focus on stratifying lesions according to the relative risk of
recurrence and metastasis [8,11,12,13].
In general, tumours that are larger than 5 cm are
lobulated, enhance heterogeneously, and have mesenteric fat
infiltration, ulceration, regional lymphadenopathy, or an
exophytic growth pattern on CT, are more likely to
metastasize [14-16]. In contrast, GISTs with less metastatic
potential tend to enhance in a homogeneous pattern and
often show an endoluminal growth pattern.
Nodal involvement is rare in GIST and routine lymph
node dissection is not indicated unless nodes are clinically
enlarged.
GISTs occur throughout the gastrointestinal tract from
the oesophagus to the anus. Within the gastrointestinal tract,
GISTs are most common in the stomach (40-60%) and
jejunum/ileum (25-30%) [17,18]. The duodenum (5%),
colorectum (5-15%), and oesophagus (≤1%) are less
common sites. Tumours lacking any association with the
bowel wall have been referred to as extragastrointestinal
stromal tumours (EGISTs) and occur in the
retroperitoneum, mesentery and omentum [18].
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The presentation varies depending on the primary
tumour location. In general, the distribution of clinical
presentation is as follows: overt or occult gastrointestinal
bleeding – 28% (small intestine) and 50% (gastric), incidental
finding
(asymptomatic)
–
13-18%,
abdominal
pain/discomfort – 8-17%, acute abdomen – 2-14%,
asymptomatic abdominal mass – 5% [1].

Preoperative biopsy is not generally recommended for a
resectable lesion in which there is a high suspicion for GIST
and the patient is otherwise operable. However, a biopsy is
preferred to confirm the diagnosis if metastatic disease is
suspected or if preoperative imatinib is considered prior to
attempted resection in a patient who has a large locally
advanced lesion thought to represent a GIST [8].

Paraneoplastic syndromes are rare in GIST however,
potential paraneoplastic syndromes have been reported in a
few patients, including consumptive hypothyroidism and
non-islet cell tumour hypoglycaemia.

The differential diagnosis of a subepithelial tumour
arising in the gastrointestinal tract is broad and can include
GIST, leiomyosarcoma, leiomyoma, malignant melanoma,
schwannoma, malignant peripheral nerve sheath tumour,
fibromatosis
(desmoid
tumour),
inflammatory
myofibroblastic
tumour,
or
even
metaplastic
(“sarcomatoid”) carcinoma [8].

GISTs frequently metastasize to the liver and
peritoneum, and rarely to regional lymph nodes. They
uncommonly metastasize to the lungs, the most common site
of metastasis for most soft tissue sarcomas.
About 20-30% of all cases are located in small intestine
and 30% of GIST cases are malignant so it can be said that
this presented case of malignant GIST located in small
intestine is rare [3]. Contrast-enhanced computed
tomography (CT) is the imaging method of choice to
characterize an abdominal mass, evaluate its extent, and
asses the presence or absence of metastatic disease, which
most commonly involves the liver, omentum and peritoneal
cavity [11].
Although magnetic resonance imaging (MRI) has a
comparable diagnostic yield and lacks radiation exposure,
CT is a preferred initial imaging study for screening and
staging, except perhaps in patients who cannot receive
intravenous contrast [19].

CONCLUSION

Gastrointestinal stromal tumours (GISTs) should be
considered as a possible cause of bloating, discomfort and
heaviness in the abdomen. It is necessary to do the diagnostic
method as soon as possible. The treatment of choice is
surgery.
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1.

MRI may occasionally be preferred for GISTs at specific
sites, such as the rectum, especially for evaluating anatomic
extent for surgery or to evaluate suspected liver metastases.
The usual CT appearance of a GIST is that of a solid,
smoothly contoured mass that enhances brightly with
intravenous contrast. Very large tumours (>15 cm) may
appear more complex due to necrosis, haemorrhage or
degenerating components [11].

2.

3.

Endoscopy may be useful to further characterize the
lesion if a gastric mass is identified. Both GISTs and
leiomyomas may appear as a submucosal mass with smooth
margins, with a normal overlying mucosa, and bulging into
the gastric lumen. Central ulceration is occasionally seen.
Endoscopy alone cannot accurately distinguish between
intramural and extramural tumours [15].

4.

Endosonographically, GISTs are typically hypoechoic,
homogeneous lesions with well-defined margins, although
they can rarely have irregular margins and ulcerations. Most
GISTs originate from within the muscularis propria; small
lesions may originate from the muscularis mucosa.
Infrequently, the tumours are inhomogeneous, which has
been attributed to liquefaction necrosis, connective tissue,
and cystic and hyaline degeneration [15].

6.

4/5

5.

REFERENCES

El-Menyar A, Mekkodathil A, Al-Thani H. Diagnosis
and management of gastrointestinal stromal tumors: An
up-to-date literature review. J Cancer Res Ther. 2017
Oct-Dec; 13(6): 889-900. doi: 10.4103/09731482.177499.
Nishida T, Blay JY, Hirota S, Kitagawa Y, Kang YK. The
standard diagnosis, treatment, and follow-up of
gastrointestinal stromal tumors based on guidelines.
Gastric Cancer. 2016 Jan; 19(1): 3-14. doi:
10.1007/s10120-015-0526-8.
Miettinen M, Lasota J. Histopathology of
gastrointestinal stromal tumor. J Surg Oncol. 2011 Dec;
104(8): 865-73. doi: 10.1002/jso.21945.
Joensuu H, Hohenberger P, Corless CL. Gastrointestinal
stromal tumour. Lancet. 2013 Sep 14; 382(9896): 973-83.
doi: 10.1016/S0140-6736(13)60106-3.
DeMatteo RP, Lewis JJ, Leung D, Mudan SS, Woodruff
JM, Brennan MF. Two hundred gastrointestinal stromal
tumors: recurrence patterns and prognostic factors for
survival. Ann Surg. 2000; 231: 51-8. doi:
10.1097/00000658-200001000-00008.
Akahoshi K, Oya M, Koga T, Shiratsuchi Y. Current
clinical management of gastrointestinal stromal tumor.
World J Gastroenterol. 2018 Jul 14; 24(26): 2806-17. doi:
10.3748/wjg.v24.i26.2806.

| Copyright © 2021 by Authors. Licensee Modestum. OPEN ACCESS for all.

www.jceionline.org

Gastrointestinal Stromal Tumour of the Small Intestine – Case Report

7.

8.

9.

10.

11.

12.

Demetri GD, Benjamin RS, Blanke CD, et al. NCCN
Task Force report: management of patients with
gastrointestinal stromal tumor (GIST)–update of the
NCCN clinical practice guidelines. J Natl Compr Canc
Netw. 2007; 5 Suppl 2: S1-S29; quiz S30. Review.
Erratum in: J Natl Compr Canc Netw. 2007 Aug; 5.
Rubin BP, Fletcher JA, Fletcher CD. Molecular Insights
into the Histogenesis and Pathogenesis of
Gastrointestinal Stromal Tumors. Int J Surg Pathol 2000;
8: 5. doi: 10.1177/106689690000800105.
Miettinen M, Lasota J. Gastrointestinal stromal
tumours--definition,
clinical,
histological,
immunohistochemical, and molecular genetic features
and differential diagnosis. Virchows Arch 2001; 43. doi:
10.1007/s004280000338.
Atlas of Tumor Pathology: Tumors of the oesophagus
and stomach. Electronic fascicle v2.0b, Armed Forces
Institute of Pathology, Washington DC.
Fletcher CD, Berman JJ, Corless C, et al. Diagnosis of
gastrointestinal stromal tumours: A consensus
approach. Hum Pathol 2002; 33: 459. doi:
10.1053/hupa.2002.123545.
Miettinen M, Lasota J. Gastrointestinal stromal tumors:
pathology and prognosis at different sites. Semin Diagn
Pathol 2006; 23: 70. doi: 10.1053/j.semdp.2006.09.001.

www.jceionline.org

13. Huang HY, Li CF, Huang WW, et al. A modification of
NIH consensus criteria to better distinguish the highly
lethal subset of primary localized gastrointestinal
stromal tumors: a subdivision of the original high-risk
group on the basis of outcome. Surgery 2007; 141: 748.
doi: 10.1016/j.surg.2007.01.024.
14. Chun HJ, Byun JY, Chun KA, et al. Gastrointestinal
leiomyoma and leiomyosarcoma: CT differentiation. J
Comput Assist Tomogr 1998; 22: 69. doi:
10.1097/00004728-199801000-00012.
15. Levy AD, Remotti HE, Thompson WM, et al.
Gastrointestinal stromal tumors: radiologic features
with pathologic correlation. Radiographics 2003; 23:
283. doi: 10.1148/rg.232025146.
16. Ghanem N, Altehoefer C, Furtwängler A, et al.
Computed tomography in gastrointestinal stromal
tumors. Eur Radiol 2003; 13: 1669. doi: 10.1007/s00330002-1803-6.
17. Tran T, Davila JA, El-Serag HB. The epidemiology of
malignant gastrointestinal stromal tumors: an analysis
of 1,458 cases from 1992 to 2000. Am J Gastroenterol
2005; 100: 162. doi: 10.1111/j.1572-0241.2005.40709.x.
18. Liegl B, Hornick JL, Lazar AJ. Contemporary pathology
of gastrointestinal stromal tumors. Hematol Oncol Clin
North Am 2009; 23: 49. doi: 10.1016/j.hoc.2008.12.002.
19. Scarpa M, Bertin M, Ruffolo C, et al. A systematic review
on the clinical diagnosis of gastrointestinal stromal
tumors. J Surg Oncol 2008; 98: 384. doi:
10.1002/jso.21120.

Copyright © 2021 by Authors. Licensee Modestum. OPEN ACCESS for all. | 5 / 5

