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Gastrointestinal stromal tumors are the meseancymal neoplasms which may involve any part of gastrointestinal tract. C-Kit and
platelet derived factor receptor alpha polypeptide are believed to be responsible for the genetic basis. This case presentation aimed
to discuss the diagnostic and therapeutic modality of multiple small intestinal, omental, and mesenteric GISTs with different sizes
which caused occult bleeding in a 43-year-old male patient.

1. Introduction

Gastrointestinal stromal tumor (GIST) was first described by
Mazur andClark in 1983. It is a rare tumor thatmay involve all
parts of gastrointestinal tract [1]. It is believed that mutations
of c-Kit protooncogene and platelet derived growth factor
receptor alpha polypeptide underlie the genetic basis of the
disease. These mutations cause uncontrolled proliferation of
Cajal cells by increasing tyrosine kinase activity [2]. GISTs
constitute 0.2% of all gastrointestinal tumors and they are
mostly located in stomach. Some rare forms may be located
in small intestine, omentum, and peritoneum. Only 10–30%
of them show malignant transformation [3, 4]. This case
presentation aimed to discuss, in the light of the literature,
the diagnostic and therapeutic modality of multiple small
intestinal, omental, and mesenteric GISTs with different sizes
which caused occult bleeding in a young male patient.

2. Case Presentation

A 43-year-old male patient who was admitted to emergency
department with abdominal pain, nausea, palpitation, and
fatigue was describing a vague pain in the right lower
quadrant of abdomen. He had no concomitant disease other
than a previous diagnosis of iron deficiency anemia. He had
been receiving oral iron preparations. His family history

revealed nothing abnormal. On physical examination, con-
junctiva was found to be pale. Blood pressure was measured
as 100/70mmHg, heart rate was 110/min., and measured
body temperature was within normal limits. On abdominal
examination, a 5 cm sized mobile mass was palpated in
the right lower quadrant. Complete blood count showed
hemoglobin level of 9.2 g/dL and hematocrit of 27.5%, while
white blood cell and platelet counts were normal. Since
abdominal ultrasonographic (USG) examination demon-
strated a hypoechoic right lower quadrant lesion with a size
of about 6 cm which had vascularisation on color Doppler
ultrasonographic examination, the patient was referred to
hematology outpatient clinic for the investigation of the
etiology of intraabdominal lymphadenopathy and anemia.
The patient in whom performed endoscopic interventions
detected nothing pathological underwent computed tomog-
raphy (CT) which demonstrated semisolid mass lesions with
lobulated margins and necrotic centers, which were 3 cm in
the middle of the abdomen, 5 cm in the left upper quadrant,
5 cm in mesentery adjacent to superior mesenteric artery,
and 6 cm in the right lower quadrant (Figure 1). Tumor
markers were found to be normal. The patient was referred
to the department of general surgery with the diagnosis of
intraabdominal mass.

The patient was taken to operation after necessary preop-
erative arrangements were made. Laparotomy with midline
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Figure 1: Peroperative and postresection images of the lesions.

Figure 2: Computed tomography images of the lesions.

incision was performed. Abdominal exploration revealed
semisolid mass lesions which were related to intestines, had
lobulatedmargins, andweremeasured as 4, 5, and 6 cm, being
80, 100, and 180 cm away from treitz ligament, respectively
(Figure 2). In addition, there were multiple lesions with
different sizes on omentum and mesentery. Peritoneum,
liver, and other organs were intact. Three masses adjacent
to the intestines were excised. Tumors in the other loca-
tions were resected with safe surgical margins. In addition,
diverticulectomy was performed in the patient with Meckel
diverticulum 4 cm in size; prophylactic appendectomy was
also carried out. A drainwas placed in the abdomen following
bleeding control and anatomic layers were then closed and
the operation was terminated.

No problems were confronted during postoperative
period. Bowel movements started on the 3rd postoperative
day and oral feeding was started and drain was removed.The
patient was discharged from the hospital with normal vital
signs on the 5th postoperative day. Hismedical treatment was
arranged to include ironpreparations, protonpump inhibitor,
and oral antibiotic.

Histopathological analysis of the lesions was reported
as gastrointestinal stromal tumor. CD117 (c-Kit) was highly
positive in more than 75% of the cells. S100 and Vimentin
staining were found positive in immunohistochemical anal-
ysis, whereas CD34, SMA, Desmin, and Pancreatin were
found negative. The patient was referred to relevant clinic for
imatinib treatment.

3. Discussion

Gastrointestinal stromal tumor is a very rare neoplasm of
digestive system with an annual incidence of 1.5/100000 [5].
GIST is a mesenchymal tumor of digestive system and may
involve any region from mouth to anus. 90% of the patients
are over the age of 40 and the peak incidence occurs between
the ages 60 and 65. Its prevalence is slightly higher in males,
while it is not affected by geographic region and ethnicity [2].
Common locations of the disease are stomach in 60–70%,
small intestine in 20–30%, and esophagus, colon, and rectum
in 5–15%; omentum, peritoneum, and mesentery are rarely
involved [4]. The most common sites for metastasis are liver
and peritoneum, while lymph node involvement is a quite
rare condition [4].

It is quite difficult to make preoperative diagnosis of
GISTs other than gastric and colorectal forms. Most of
the patients are asymptomatic and present with nonspecific
symptoms. Failure to visualize small intestine by endoscopic
procedures, tendency of the lesion to demonstrate exophytic
extension, and limitations in the evaluation of small intestine
by CT under emergency conditions have an impact on the
difficulty of the diagnosis [6, 7]. GISTs causing bleeding have
been described in the literature [8, 9]. Our case also had
occult bleeding; he had been referred to hospitals for many
times with the symptoms of anemia; he had been repeatedly
examined and tested but no diagnosis could be achieved. He
had received medical treatment for iron deficiency anemia.
Patients with GIST may have bleeding. Bleeding is more
common in small intestinal GISTs when compared to gastric,
colonic, and rectal GISTs [7]. The origin of bleeding in small
intestinal GISTs has been thought to be ulcerated tumoral
mucosa, even if it is extraintestinal [7, 10]. Moreover, since
stromal collagen is less in amount in the patients with GIST,
it is suggested that these patients have thin-walled vessels
which are prone to bleeding [11]. Although it is rare, GIST
should be considered in the patients presenting with anemia
in which the etiology cannot be explained by colonoscopy
and endoscopy.

Radiological examination, especially careful evaluation of
abdominal CT, is very important in making the diagnosis of
the disease. CT gives information on the localization and size
of tumor, extension to liver, and peritoneal involvement. It is
the most effective imaging modality in the diagnosis of GIST
[12]. However, necrotic areas in the center of tumor may not
be differentiated from cystic degeneration and abscess, which
may lead to misdiagnosis [13]. CT appearance of most GISTs
is an exophytic lesion >5 cm in size which is well demarcated
and has lobulated margins, necrosis, or hemorrhage at the
center but no calcification [10, 14, 15]. CT examination of our
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case revealed 3 separate mass lesions which were 3–6 cm in
size and originating from small intestine and a mesenteric
lesion 5 cm in size. All lesions had necrotic areas in the
center and lobulated margins. CT images of our patient
were consistent with CT images of other patients with GIST
reported in the literature.

The main point of the treatment is surgical removal of
the tumor, which is best to achieve cure. It is important to
preserve pseudocapsule of tumor, while extensive intestinal
resection is not necessary [16]. Preservation of capsule is
important in that it prevents intraabdominal seeding during
surgery [17]. Rupture of tumor negatively affects the prog-
nosis [15, 18]. In our patient, tumor was removed leaving
negative surgical margins and the integrity of pseudocapsule
was not disrupted.

Mesenteric GISTs are quite rarely seen. c-Kit and platelet
derived growth factor receptor alpha mutations can be
detected in most of the cases. Presence of any of these
mutations is important for diagnosis [19].

Since GIST generally does not spread to lymph nodes,
lymphadenectomy is usually not required in surgical treat-
ment of GIST [16, 17]. In our case, no lymphadenopathy was
detected peroperatively and lymph node dissection was not
performed.

Literature data suggest that tumors smaller than 10 cm
are less likely to metastasize, have lower mitotic index and
no intraperitoneal spread, and may be treated by R0 surgery
[20, 21]. Our case also had tumors less than 10 cm in size,
which were excised according to the above criteria.

4. Conclusion

Small intestinal GIST should be considered in the patients
presenting with nonspecific abdominal pain and the symp-
toms of anemia. This disease should be remembered in the
patients with normal endoscopic examinations, in whom
large mesenteric lymph nodes which are conglomerated,
have lobulated margins and necrotic centers, and are located
adjacent to intestine are present. In addition, it should be kept
in mind that it may have multiple origins and various sizes
and may involve multiple organs.
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[1] K. Kramer,M. Siech, J. Sträter, A. Aschoff, andD.Henne-Bruns,
“GI hemorrhage with fulminant shock induced by jejunal
gastrointestinal stromal tumor (GIST) coincident with duo-
denal neuroendocrine carcinoma (NET) + neurofibromatosis
(NF)—case report and review of the literature,” Zeitschrift für
Gastroenterologie, vol. 43, no. 3, pp. 281–288, 2005.

[2] P. Sornmayura, “Gastrointestinal stromal tumors: a pathology
view point,” Journal of the Medical Association of Thailand, vol.
92, no. 1, pp. 124–135, 2009.

[3] H. Choi, “Response evaluation of gastrointestinal stromal
tumors,” Oncologist, vol. 13, no. 2, pp. 4–7, 2008.

[4] K. K. Roggin and M. C. Posner, “Modern treatment of gastric
gastrointestinal stromal tumors,” World Journal of Gastroen-
terology, vol. 18, no. 46, pp. 6720–6728, 2012.

[5] G. Gatta, J.M. van der Zwan, P. G. Casali et al., “Rare cancers are
not so rare: the rare cancer burden in Europe,” European Journal
of Cancer, vol. 47, no. 17, pp. 2493–2511, 2011.

[6] N. Abbassi-Ghadi, K. Bartlam, S. Rasheed, and T. Holme, “A
case of obscure gastrointestinal bleeding in a teenager,” Annals
of the Royal College of Surgeons of England, vol. 91, no. 5, pp. 1–3,
2009.

[7] D. A. Sass, K. B. Chopra, S. D. Finkelstein, and P. R. Schauer,
“Jejunal gastrointestinal stromal tumor: a cause of obscure
gastrointestinal bleeding,” Archives of Pathology and Laboratory
Medicine, vol. 128, no. 2, pp. 214–217, 2004.

[8] S. Daldoul, A. Moussi, W. Triki, R. B. Baraket, and A. Zaouche,
“Jejunal GIST causing acute massive gastrointestinal bleeding:
role of multidetector row helical CT in the preoperative diagno-
sis and management,” Arab Journal of Gastroenterology, vol. 13,
no. 3, pp. 153–157, 2012.

[9] M. Bianchi, B. De Pascalis, and M. Koch, “Jejunal GIST: an
unusual cause of gastrointestinal bleeding,” Digestive and Liver
Disease, vol. 42, no. 10, p. 744, 2010.

[10] K. Majdoub Hassani, F. Zahid, A. Ousadden, K. Mazaz, and K.
Taleb, “Gastrointestinal stromal tumors and shock,” Journal of
Emergencies, Trauma, and Shock, vol. 2, no. 3, pp. 199–202, 2009.

[11] C. D. M. Fletcher, J. J. Berman, C. Corless et al., “Diagnosis of
gastrointestinal stromal tumors: a consensus approach,”Human
Pathology, vol. 33, no. 5, pp. 459–465, 2002.

[12] G. D. Demetri, M. von Mehren, C. R. Antonescu et al., “NCCN
task force report: update on the management of patients
with gastrointestinal stromal tumors,” Journal of the National
Comprehensive Cancer Network, vol. 8, supplement 2, pp. S1–
S41, 2010.

[13] B.Nilsson, K. Sjölund, L.-G.Kindblomet al., “Adjuvant imatinib
treatment improves recurrence-free survival in patients with
high-risk Gastrointestinal Stromal Tumours (GIST),” British
Journal of Cancer, vol. 96, no. 11, pp. 1656–1658, 2007.

[14] W. C. Teoh, S. Y. Teo, and C. L. Ong, “Gastrointestinal stromal
tumors presenting as gynecological masses: usefulness of mul-
tidetector computed tomography,”Ultrasound in Obstetrics and
Gynecology, vol. 37, no. 1, pp. 107–109, 2011.

[15] S. Hirasaki, K. Fujita, M. Matsubara et al., “A ruptured
large extraluminal ileal gastrointestinal stromal tumor causing
hemoperitoneum,” World Journal of Gastroenterology, vol. 14,
no. 18, pp. 2928–2931, 2008.

[16] K. Sandrasegaran, A. Rajesh, J. Rydberg, D. A. Rushing, F.
M. Akisik, and J. D. Henley, “Gastrointestinal stromal tumors:
clinical, radiologic, and pathologic features,” American Journal
of Roentgenology, vol. 184, no. 3, pp. 803–811, 2005.

[17] J. Y. Blay, S. Bonvalot, P. Casali et al., “Consensus meeting for
the management of gastrointestinal stromal tumors. Report of
the GIST Consensus Conference of 20-21 March 2004, under
the auspices of ESMO,” Annals of Oncology, vol. 16, no. 4, pp.
566–578, 2005.

[18] J. Paral, I. Slaninka, H. Kalabova, and D. Hadzi-Nikolov, “Gas-
trointestinal stromal tumors: review onmorphology, molecular
pathology, diagnostics, prognosis and treatment options,” Acta
Gastro-Enterologica Belgica, vol. 73, no. 3, pp. 349–359, 2010.

[19] S. Zheng, L.-R. Chen, H.-J. Wang, and S.-Z. Chen, “Analysis
of mutation and expression of c-kit and PDGFR-𝛼 gene in
gastrointestinal stromal tumor,” Hepato-Gastroenterology, vol.
54, no. 80, pp. 2285–2290, 2007.



4 Case Reports in Gastrointestinal Medicine

[20] C. Mucciarini, G. Rossi, F. Bertolini et al., “Incidence and
clinicopathologic features of gastrointestinal stromal tumors. A
population-based study,” BMC Cancer, vol. 7, article 230, 2007.

[21] H. J. Yang, T. H. Kim, M. K. Park et al., “A case of primary
extragastrointestinal stromal tumor presenting as peritoneal
dissemination,” Korean Journal of Gastroenterology, vol. 56, no.
5, pp. 319–323, 2010.


