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Abstract: Gastrointestinal stromal tumors are relatively uncommon mesenchymal tumors affecting the GI tract. Non palpable gastro
duodenal are difficult to diagnose. Here is one such case diagnosed on upper GI endoscopy and was evaluated. On evaluation features
were suggestive of CA stomach and endoscopic biopsy report was inconclusive. The patient underwent exploratory laparotomy and post
operatively histopathology report suggested of Gist. Hence on table surgeons decision of surgical procedure is gold standard in deciding
the further outcome of the disease.
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1. Introduction
Gastrointestinal stromal tumors are rare mesenchymal
neoplasms affecting the gastrointestinal tract. [1-3] GISTs are
defined as mesenchymal tumors arising from the
gastrointestinal
wall,
mesentry,
omentum
or
retroperitoneum. Most common sites being stomach (4060%) and small intestine (30-40%).[4] The most common
presentation is gastrointestinal bleeding which may be
chronic and mild or sudden and massive.[5] The next most
common presentations are abdominal discomfort, pain and
swelling.[6] Diagnosis can be made with upper GI
endoscopy.[6] Presentation of a non palpable gastro duodenal
stromal tumor is very vague and high likelihood of missed
diagnosis persists.

2. Case Report
An 83 year old patient presented with gradual onset non
colicky pain abdomen with 2-3 episodes of vomiting
everytime he had food since one week. On examination the
patient looked healthy with no evidence of pallor or
jaundice.
Per abdomen examination findings revealed tenderness in
the umbilical region with no e/o any palpable mass and,
bowel sounds were normal. Patient had no episodes of
constipation. Per rectal examination was normal. Neck and
inguinal region revealed no lymphadenopathy.
Patient underwent esophago-gastro-duodenoscopy which
revealed a sub mucosal lesion at pyloric region; biopsy was
taken and sent for analysis. The results of the biopsy were
inconclusive.
CT- homogenous well defined endophytic lobulated soft
tissue lesion in gastric antrum, pylorus, and 1st and 2 nd part
of duodenum with heterogeneous post contrast
enhancement.
Suggestive of carcinoma of stomach.
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Laboratory Investigations
Patient had microcytic hypochromic anaemia with Hb9.6gm/dl. All other routine laboratory investigations –
Haemogram Liver Function Tests and Renal Function Tests
were normal including serum electrolytes.
Upper Gi Endoscopy

On upper GI endoscopy a globular shaped swelling was
noted in the antral region
Tissue Diagnosis

3. Histopathology

Biopsy was taken on upper GI endoscopy and was sent for
tissue diagnosis which came as foveolar hyperplasia lined by
columnar mucinous cells, lamina propria shows oedema
with no e/o H pylori intestinal metaplasia or malignancy.
Treatment
The patient was electively posted for surgery. Distal
gastrectomy with end to end gastroduodenostomy was done.
A mass measuring 5*5*8 cm was found in the antrum
extending to pylorus and first part of duodenum

Macroscopy
Single nodular elevated mucosal growth measuring
7*5*2.8cm. no ulceration seen on surface. Cut section shows
multinodular submucosal growth, no necrosis haemorrhage
or calcification. The growth is 1.5 to 3.5cm away from
resection margins all around.omentum to greater and lesser
curvature revealed 12 lymphnodes measuring 1.5 to 2 cm.
Microscopy
Lobulated tumor in submucosa with focal involvement of
lamina propria composed of nodular masses surrounded by
fibrous stroma. These are composed of spindle cells in
fascicles with focal palisaded arrangement.
Other areas show epitheloid cells with clear cytoplasm and
oval to round nuclei with small nucleoli. Focal
hyalinase/fibromyxoid stroma seen. Spindle cells with
eosinophilic fibrillary cytoplasm and oval nuclei. Mitoses <5
per 50 HPF.
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No necrosis seen. Overlying gastric mucosa show features of
chronic non atrophic gastritis with focal large ulcerated areas
overlying the tumor, i.e., site of previous biopsy. Muscularis
propria appear non remarkable. Inked circumferential radial
resection margins are free of tumor.
Duodenal segment shows features of duodentitis. No
angiolymphatic tumor invasion seen.
12 lymphodes show no evidence of metastasis.
Interpretation
Low grade spindle cell tumor favours Gastrointestinal
stromal tumor.
Confirmed by IHC C-kit Dog1 Ki-67 SMA CD117 and CD
34

complete remission when thorough surgical resection is
performed.[7]
On histopathological examination diagnosis of GIST was
made confirmed by immuohistochemistry with no
significant mitoses that indicates the surgery was the
adequate treatment of choice.
Hence CT scans are not always helpful in specifying the
origin and extent of mass. In several cases reported in
literature mass was misdiagnosed of arising from head of
pancreas.[8] As local and regional lymphnode is rare in GIST,
routine lymphnode dissection is not advocated and outcome
depends upon pathological features of the tumor and
completeness of surgical resection.[8] Large tumors with high
mitotic counts behave much worse than small tumors with
low mitotic counts, which are considered benign.[8]

5. Conclusion
Postoperative Recovery
POD1 patient was extubated and shifted to stepdown ICU.
POD2 patient was orally allowed clear liquids and he
tolerated it with no features of vomiting.
POD3 patient was orally allowed semi solids and he
tolerated it.
POD4 drain was removed and patient was tolerating orally.
POD7 abdominal sutures removed and no e/o gaping or
wound infection.
POD21 Upper GI Endoscopy was done to visualize
gastroduodenal stoma .

4. Discussion
GISTs are many a times a missed/incidental diagnosis as
with our case, the patient was treated for acid peptic disease
with proton pump inhibitors, was referred to us for Upper GI
endoscopy.
Endoscopy revealed a mucosal growth, but endoscopic
biopsy report was inconclusive, CT scan showed gastric
carcinoma involving antrum pylorus and first part of
duodenum. This created a diagnostic dilemma as the entire
surgical line of treatment changes for GIST and Ca stomach.
The standard therapy for GIST is complete surgical resection
with safety margin of 1 to 2 cm. Patient can achieve

Gastroduodenal stromal tumors presenting as gastric
carcinoma pose a challenging problem for the surgeon to
decide the treatment modality, in such cases intraoperative
decision regarding type of surgery determines the further
outcome of the disease. Upper GI endoscopy in an elderly
male with anaemia of occult etiology helps to find out small
GISTs. Thus adequate surgical resection is still the treatment
of choice in the era of imatinib therapy.
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