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SUMMARY

Introduction The gastrointestinal stromal tumors (GIST) are the most frequent mesenchymal tumors of
the gastrointestinal tract. The surgery of resectable gastric GIST is the primary therapy for these tumors,
but the decision regarding the surgical radicality of the procedures is still a point of discussion among
surgeons and oncologists.

Case Outline A 74-year-old patient was admitted to hospital with signs of bleeding from the upper
parts of the gastrointestinal tract. Urgent gastroscopy was performed and a subepithelial gastric lesion
with bleeding ulceration was noted in the region of the fornix. A computed tomography scan of the
abdomen showed a tumor in the fornix region with the dimensions of 48 x 32 mm, which was growing
mostly intraluminally. After an adequate preoperative preparation the patient underwent a laparoscopic
wedge resection of gastric fornix with intramural tumor lesion. The histopathological analysis of the
specimen showed a well differentiated GIST (histological grade G1), of the spindle cell type. Based on the
immunohistochemical analysis of the specimen it was concluded that the patient was in the |A stage of
the disease with a low risk of malignant progression. In the population of patients with GIST, this is the
most common group (43%), with low malignant potential, and relapses present in only 3.6% of cases. The
patient started with oral food intake on the first postoperative day, the first bowel movement occurred
36 hours after surgery, and the patient was released from hospital on the fourth postoperative day.
Conclusion Based on the aforementioned, we consider that the laparoscopic gastric wedge resection
is a safe and efficient surgical procedure. This is primary therapy for most common group of patients

with resectable gastric GIST.
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INTRODUCTION

Gastrointestinal stromal tumor (GIST) is the
most frequent mesenchymal tumor of the gas-
trointestinal tract [1]. In the last decades, with
the advances made in the diagnostic and im-
munohistochemical methods, a clear cut edge
has been made between the GISTs and other
mesenchymal tumors. During the immuno-
histochemical examination of the GIST, dif-
ferent tumor markers are used. Among them,
CD117 (c-kit antigen) and CD34 show the
greatest sensitivity (94% and 70%, respectively)
for these tumors and are considered the main
diagnostic markers by which the decision if the
tumor is GIST or not is made. The most com-
mon sites for GIST include the stomach (60%)
and small intestine (30%) followed by duode-
num (5%), colon and rectum (less than 5%),
esophagus (less than 1%), and appendix (less
than 1% ) [2]. Size of these tumors is between
0.5 cm to 30 cm in diameter. Tumors with the
diameter greater than 5 cm with necrosis in the
tumor lesion are considered to have interme-
diate or high malignant potential [3]. Besides
tumor size and the presence of necrosis, mitotic
index and cellular atypia also have influence
on tumors’ aggressive behavior. Based on this

parameters, these tumors can be classified as
very low, low, intermediate, and high risk le-
sions [4]. The surgery for resectable gastric
GIST is the primary treatment option, but the
decision regarding the surgical radicality of the
procedures is still a point of discussion among
surgeons and oncologists. Since GIST is char-
acterized by an expansive type of growth and it
does not significantly invade primary organs,
wide resection margins are not necessary (less
than 1-2 cm). According to contemporary
surgical guidelines, marginal or segmental
gastric resection is a possible and sufficient
resection procedure. Laparoscopic resection is
recommended for gastric GISTs whose larger
dimension is smaller than 5 cm, but there are
still no clear consensus guidelines for gastric
GIST laparoscopic approach based on tumor
size and location. Tumor size and location
should not be an absolute contraindication to
laparoscopic techniques. Large tumors, mul-
ticentric and specific localization of gastric
GIST require open extensive resection (total or
subtotal gastrectomy) [5, 6]. The GIST do not
spread to lymph nodes and lymphadenectomy
is not recommended during the surgical proce-
dures [7]. In cases when we have unresectable
GIST or dissemination of the primary disease,
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the patients prognosis is adverse, and before the surgery,
biotherapy (imatinib or sunitinib) is recommended [8, 9].

CASE REPORT

A 74-year-old patient was admitted to hospital as an ur-
gent case, with signs of bleeding from the upper parts of
the gastrointestinal tract. After the admission an urgent
gastroscopy was performed, during which a subepithelial
lesion with bleeding ulceration was noted. The lesion was
located on the greater gastric curvature, in the region of
the distal fornix. The source of bleeding was treated with
adrenalin solution. After the intervention, the patient was
given proton-pump inhibitors, infusion solutions, and be-
cause of lower values of blood count, two units of blood.
After the abovementioned therapy, he hadn’t experienced
any bleeding episodes. A computed tomography (CT) scan
of the abdomen was perfumed, and it revealed a tumor in
the fornix region, toward the left diaphragm and in the
vicinity of the spleen, with the dimensions of 48 x 32 mm,
growing mostly intraluminally, but with a small extralu-
minal portion. There were no signs of dissemination of
the disease intraabdominally. On the second gastroscopy;,
no signs of bleeding were present, and the ulceration spot
was partially epithelized.

After an adequate preoperative, cardiologic and anesthe-
siologic preparation, the patient underwent a laparoscopic
surgical procedure, under the conditions of general endo-
tracheal anesthesia. After performing the pneumoperito-
neum, two 12 mm ports and two 5 mm ports were placed,
through which the optical instruments, forceps, ultrasound
scissors, and endoscopic linear staplers were introduced.
The patient was in the anti-Trendelenburg position. After
skeletization of the greater curvature of the upper third of
stomach corpus and fornix with ultrasound scissors, the
intramural part of the tumor was exposed form surround-
ing structures. With three staple loads of the endoscopic
linear 60 mm stapler, a wedge resection of the stomach
fornix with the tumor mass was performed. The resection’s
margins were free of tumor. During surgery, the patient lost
about 50 ml of blood. The resection specimen was pulled
out of the abdomen through an infraumbilical port by an
Endopouch (Ethicon, Inc., Somerville, NJ, USA). The sur-
gery duration was 100 minutes. The postoperative course
was uneventful. The patient started with oral food intake
on the first postoperative day, he got the first bowel move-
ment 36 hours after surgery and was released from hospital
on the fourth postoperative day. The surgical sutures were
removed on the seventh postoperative day.

The histopathological analysis of the specimen showed
a well differentiated gastrointestinal stromal tumor (histo-
logical grade G1), of the spindle cell type. The tumor was
not present on the surgical resection margins. The mitotic
count was that of a low risk tumor (1 mitosis / 5 mm? or
1 mitosis on 50 high-power fields). The tumor’s largest
dimension was smaller than 5 cm (46 x 35 x 30 mm). Ne-
crotic foci were not identified in the specimen. The im-
munohistochemical profile of the lesion was as follows:

Figure 2. Intraoperative photograph showing resected specimen

CD117 (+), CD34 (+), vimentin (+), desmin (-/+), DOG1
(+), alfaSMA (-/+), chromogranin (-), synaptophysin (-),
Ki67 (+, in about 20% of tumor cells).

DISCUSSION

Although GIST represents only 1-3% of all the gastroin-
testinal tumors, they are the most common type of mes-
enchymal tumor. The delayed diagnosis of these tumors
is usually due to the nonspecific clinical presentation.
Sometimes the symptoms are just nonspecific epigastric
pain, dyspepsia and swelling, based on which a clinical
examination is performed. Because of this, these tumors
can reach great size without significant clinical presenta-
tion. The first and most expressed clinical sign is bleeding
(in about 58-61% of cases) [10].

Our patient was diagnosed with a bleeding intramu-
ral tumor, smaller that 5 cm, located in the region of the
gastric fornix in the greater curvature, by gastroscopy
and abdominal CT scan. Regarding the data from the lit-
erature, women are affected by these tumors more often
than men (60% of patients are female), with an average
age of 60 = 10.2 (standard deviation). The upper third
of the stomach wall is the most common localization
(about 50%), and 61% of the tumors are sized 2-5 cm.
The standard diagnostic procedures are gastroscopy, in-
traluminal sonography, and abdominal CT scan [11]. In
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Figure 3. Gastrointestinal stromal tumor, spindle cell type (x 200, H&E)

our case, because of the emergent admission and risk of
recurrent bleeding, the intraluminal sonography was not
performed. The two diagnostic procedures that were per-
formed provided sufficient data about the size, localiza-
tion, and relationship with surrounding structures and the
esophagogastric transition zone. There was no data about
the dissemination of the disease.

Based on the preoperative diagnostics, it was decided
to perform a laparoscopic wedge resection of the stom-
ach. This type of surgical radicality was, according to the
literature data, sufficient for a tumor sized 5 cm and less,
without visible intratumoral necrosis [12]. At the same
time, we had preserved enough of the healthy stomach
tissue to have an adequate resection without having colli-
sion with the esophagogastric transition zone. Special care,
during the preparation and tumor extraction, was taken
to prevent peritoneal seeding and possibility of capsular
rupture. This iatrogenic peritoneal dissemination is the
cause of the recurrence of the disease in about 20% of pa-
tients. Due to this fact laparoscopic resection requires
trained and experienced laparoscopic surgeons. According
to the literature data, during GIST surgery, without signs
of dissemination of the disease, it is enough to reach clean
resection margins (1-2 cm) to have an RO resection [6, 13].
Since GISTs do not show lymphogenic spread, lymphad-
enectomy is not necessary.

In the last ten years, GIST has often been removed
laparoscopically. According to available data from the
literature, about 40% of patients underwent laparoscopic
surgery, and this fact reduced the postoperative morbid-
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JanapocKkoncKa KAMHAcTa pecekLuja enyua Kao metog usbopa y neuerby
raCTPOUHTECTUHANIHUX CTPOMANIHUX TYMOPA — NPUKa3 CAyyaja

[lejan CreBaHoBwuh'?, [iparow CrojaHosuh'2, amup Jawaposuh'? Hebojwa Mutposuh'2, 3opaHa bokyH-BykalumHosuh?

'YHuBep3utet y beorpapy, MeauumHckn dakynter, beorpag, Cpbuja;

2KnHNYKo-60nHMYKM LieHTap 3emyH, beorpag, Cp6uja

KPATAK CAOPXKAJ

YBopa lactponHTecTnHanHun ctpomantu tymopu (MACT) Haj3a-
CTYMJbEHUjU CY ME3EHXMMCKU TYMOPW FraCTPOUHTECTMHANHOT
TpakTa. XpypLKu TpetMaH pecektabunHux NMCT-oma xenyua
je NprmapHa Tepanuja oBUX TyMOpa, 8Ny je OAyKa O HauVHy 13-
BONetba XMPYPLUKOT 3aXBaTa M OMCEXHOCT peceKLuje enyLa oc-
Tana Ao fjaHac npeaMeT anckycuje n3mehy xmpypra n oHKosora.
Mpukas cnyyaja Y oBom pafly AaT je nprkas nauujeHTa cta-
por 74 roguHe, Koju je NpUMIbEH Ha GONHNYKO NleYerbe Kao
XUTaH cryyaj 360r 3HaKoBa KpBapetba 113 ropkbyxX NapTuja rac-
TPOMHTECTUHANHOT TpaKTa. [lnjarHoCTUYKMM npoueaypama
(racTpockonuja u komnjyTepusosaHa Tomorpaduja abgome-
Ha) AMjarHOCTUKOBaHa je MHTpamypanHa KpBapeha Tymopcka
npomeHa y pervju GopHuKca xenyua, npomepa 48 x 32 mm,
6e3 Konusuje ca esodaroracTpuyHum npenasom. Huje 6uno
3HaKoBa 3a AVCeMHaLWje OcHoBHe 6onecTn MHTpabgoMuHan-
Ho. Ha paTy KoH3epBaTuHY Tepanujy AOLIO je A0 CM1PUBakba
KpBapera Ha KOHTPOJIHOj raCTPOCKOMNMj1, AOK je MeCcTo er3y-
3ynuepaumje AeIMMUYHO eNUTeNIM30BaHO. HakoH agekBaTHe
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npeonepaTnBHe NpuNpemMe NauunjeHT je y y ycnoBmma onwte
aHecTe3mje oneprcaH TanapoCcKONCKMM nyTeM, Kafa je ypaheHa
KJIMHUCTa pecekumja GopHUKCa xenyua ca Tymopom. MimyHo-
XMCTOXEMMjCKOM aHaN/130M npenapara 3ak/by4eHo fja ce paau
0 raCTPOMHTECTUHANIHOM CTPOMAJIHOM TyMOPY KOju je o6po
AndepeHToBaH (XMCTONOWKY rpagyc 1), HUCKOr MUTOTOCKOT
MHAeKca (Matbe of 1 MmnTo3e Ha 50 nosba BeNMKOT yBenuyatba)
6€e3 NprcyTHe HEKPO3€, LLITO FOBOPY Y NPWIIOT TOME Aa ce paau
o ['MCT-omy Huckor manurHor noteHuujana. loctonepaTneHm
TOK NpOTeKao ypeAHo, NaLujeHT YeTBPTOr MOCTONepaTUBHON
AaHa nywTeH Ha KyhHo neyere.

3ak/pyyak Jlanapockoncka KimHacTa pecekuuja xenyua je
curypHa n eprikacHa onepaTtueHa npoLiefypa, Koja ce n3soau
Kao npyMapHa Tepanuja Koj Haj3acTyrsbeHuje rpyne nauunjeHTa
ca M'NCT-om xenyua. OBa npoueaypa ce oa/nKyje 6p3vm ono-
PaBKOM MaLujeHTa, ca MasiMM MPOLIEHTOM MOCTONepaTUBHNX
KomnnmKauuja.

KrmbyuHe peun: KnvHacTa pecekumja XenyLa; racTpouHTeCTU-
HasHW CTPOMaTHK TYMOP; Nanapockonuja
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