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ABSTRACT
Gastrointestinal stromal tumors (GIST) are rare tumors, constituting less than 3% of all GI malignant neoplasms
but are the most common mesenchymal tumors of the gastrointestinal (GI) tract. Diagnosis of GIST is based on
histologic and immunohistochemical criteria, the most important of which is the expression of transmembrane tyrosine
kinase receptor protein derived from the activated c-kit gene. Approximately 10% of GIST are extraintestinal and
mostly arise from the mesentery or omentum. A rare case of huge extraintestinal GIST of mesentry is reported.
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  INTRODUCTION

Gastrointestinal stromal tumors (GISTs) are rare and
account for 0.1%-3.0% of all gastrointestinal neoplasms.1
Extragastrointestinal stromal tumors, by definition, arise
from outside the GI tract but histologically resemble
their GI counterparts. Although stromal tumors in the
gastrointestinal tract commonly metastasize to the omen-
tum and mesentery, they may also occur as primary tu-
mors outside the gastrointestinal tract, especially in the
omentum and the mesentery.2 A case of a 35 year old
man who had a extraintestinal gastrointestinal stromal
tumor of mesentry is repoted.

  CASE REPORT

A 35 years old male patient admitted with complains
of abdominal distention for one years, abdominal pain
for three days and vomiting for one day. Abdominal
distension was gradual in onset which started from
lower abdomen. Now for the past 6 months it causes
difficulty in breathing. Patient complained of gradual
onset of generalized abdominal pain, continuous, severe

Fig. 1   Pre-operative Lateral View

in intensity and not relieved by analgesics. Patient also
experienced projectile vomiting for a day which contain-
ed food particle. On examination he was vitally stable
with anaemia and dehydration. Abdominal examination
revealed generalized tender distension and ascites. An
intra-abdominal hard mass was palpable, with distinct
margin, not moving with respiration, dull on percussion
and without any bowel sound over it (Fig.1).

Investigation showed haemoglobin of 12 gm%, WBC
count of 9,800 cm3. Abdominal X-rays showed. Ultra-
sound showed thick walled matted bowel loops with
complex mass of lymph nodes along the mesentry and
gross ascites with septa. CT scan showed matted, dilated
loops of bowel with abdominal lymphadenopathy. Gross



free and loculated ascites and mesenteric thickening
(Fig.2).

Patient was operated under general anaesthesia. Midline
incision was made and a huge mass of about 25-30 cm
in diameter adherent to the abdominal wall was identified
with multiple big and small nodules attached to it (Fig.3
and 4). In the centre of the mass there was a cyst present
filled with haemorrhagic fluid (chocolate coloured).
Cyst was punctured and nodule taken for biopsy. Tumour
was resected in toto. Resected specimen weight 14kg
and dimensions were 45 cm into 30 cm (Fig.5).

Profuse bleeding was encountered following resection
of tumour. Abdomen was closed with two abdominal
packs. Packs were removed after 48 hours and 200 ml
of body fluid drained. Abdominal wound was closed
after placing drains and patients had uneventful post-
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Fig. 5.   Tumor DimensionsFig. 2.   CT Scan Abdomen

Fig. 3   Per-operative View Fig. 4   Per-operative View

operative recovery. Drains were removed on 4th post-
operative day and patient discharge following removal
of stitches on 12th post-operative.

The histology confirmed it to be extra-intestinal gastro-
intestinal stromal tumor (GIST). Immunohistochemically
showed Vimentin, BCL2, CD117, S-100 positive while
CD 68 scattered positive.

  DISCUSSION

Gastro-Intestinal Stromal Tumor (GISTs) are defined
as spindle cell, epithelioid, or occasionally plemorphic
mesenchymal tumors of the gas-trointestinal tract, which
express the KIT protein detected at immunohistochemis-
try3. GISTs are commonly found in the stomach, follow-
ed by small intestine, colon and rectum and oesophagus.4,5

However, tumors arising outside the bowel wall cons-



titute up to 10% of cases6. The majority arise from the
soft tissue of the abdominal cavity while the remainder
arose from the retroperitoneum. Sites for extraintestinal
GIST includes mesentry, omentum, peritoneum, gall-
bladder and liver.2,7,8 Extra-intestinal GIST expressed
CD117 (c-kit receptor)(100%), CD34 (50%), neuronspe-
cific enolase (44%), smooth muscle actin (26%), desmin
(4%), and S-100 protein (4%).9

Large masses displace or stretch the mesenteric vessels,
but without vascular encasement. Bowel obstruction is
uncommon. Our patient presented with signs of intestinal
obstruction because of extraluminal compression from
large mass. GIST presenting as small-bowel obstruction
is reported in less than 10% of cases2.

Previously, the only proven treatment was surgicle res-
ection. Radiation therapy and chemotherapy have been
ineffective. However, specific therapy targeting the KIT
receptor with imatinib has resulted in improved outcomes
for patients with unresectable, metastatic, and recurrent
disease10.
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