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Gastrointestinal Stromal Tumors (GISTs) are rare
tumors of the gastrointestinal tract, with an estimated
incidence of 1.5/100000/year. GISTs are nonepithelial
tumors originating in the interstitial Cajal’s cells (cells
of the autonomic nervous system). These cells express
antigens for CD 177 and/or CD 34 [1]. More than half of
GISTs start in the stomach but they can start anywhere
along the gastrointestinal tract. We report the case of
liver metastases as a first manifestation of GIST.

A 77-year-old female patient suffered persistent
gastrointestinal symptoms including abdominal pain,
eructation, nausea and early satiety. The duration these
symptoms were six weeks. The patient did not notice
any blood in her stools. The patient regularly saw a phy-
sician because of hypertension. At the clinical examina-
tion we observed enlarged abdomen due to adipose tis-
sue, hepatomegaly hard in consistency and slight sen-
sitivity at liver palpation. Laboratory test showed mild
hepatocytolisis (ALT = 42 U/I, AST 89 U/I) and cholesta-
sis (ALP = 178, LDH = 873 U/l and GGT = 206 U/I). The
rest of the laboratory tests (coagulation, kidney) were
normal. The level of CEA, CA 19-9 and AFP were normal.
Chest and abdominal radiography was normal.

We performed abdominal ultrasound and we ob-
served numerous focal hepatic lesions with cystic ap-
pearance. Computed Tomography (CT) showed multi-
ple hepatic cysts with thick wall and weak iodocapta-
tion and a weak mass at the fornix level (Figure 1). The

endoscopic ultrasound established the existence of a
polylobate submucous mass of 30/30 mm, originating
in the muscular layer. Pathological examination of bi-
opsy specimens of the liver showed a tumoral mass,
non-encapsulated, with dense tumoral cellular prolifer-
ation, medium size tumoral cells and frequent mitoses.
The immunophenotyping and the immunohistochemi-
cal profile showed positivity for C kit (CD 117) and vi-
mentine, as well as negativity for desmine, $100 and
keratine. The final diagnosis was gastric GIST with he-
patic metastases, stage IV. The patient was treated with
imatinib (400 mg/day). Four months after the beginning
of the treatment CT scan showed hepatic tumors most-
ly cystic and the gastric tumor was significantly reduced
in size (18/22 mm).

Figure 1: Computed Tomography (CT) showed multiple
hepatic cysts with thick wall and weak iodocaptation and a

weak mass at the fornix level.
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The term GIST was first used in 1983 by Mazur and
Clark, in the past, these tumors were classified as lei-
omyomas, leiomyosarcomas and leiomyoblastomas
[1,2]. GISTs are rare before the age of 40 years and very
rare in children, with a median age at diagnosis of 50-60
years. Some data show a slight male predominance.

Most GISTs are sporadic and have no established risk
factors. The association of gastric GIST, paraganglioma,
and pulmonary chondroma is known as Carney’s triad.

The symptoms of GISTs are non-specific and depend
on the size and location of the lesion. The most com-
mon symptom at presentation is bleeding (50%), but
the patients may also have various other symptoms
(abdominal pain or discomfort, early satiety, bloating,
obstructive jaundice, dysphagia, fever and anaemia-re-
lated symptoms such as fatigue and palpitations) or
they may present with an abdominal tumor with no
symptoms [2,3]. The symptoms may mimic those of
functional gastrointestinal disorders as in our patient.
10-25% of patients present with metastatic disease.
The most common location of a GIST seems to be the
stomach (50-60%) and the small intestine (30-40%) and
elsewhere in the gastrointestinal tract (10%) [3]. Metas-
tases from GISTs are often found in the liver and perito-
neum. Rarely they metastasise to other sites such as the
lungs or bone.

The type of imaging used initially will depend on the
mode of presentation and local availability. If a small
sub-mucosal mass is seen as an incidental finding at the
time of endoscopy, then endoscopic ultrasound should
be performed first. If this type of imaging is not availa-
ble computed tomography is an alternative. For larger
palpable masses, or where the patients present with
hemorrhage, abdominal pain or obstruction, computed
tomography is usually the initial investigation. This type
of imaging is widely available to assess both primary
tumor extension and the presence of metastases. Posi-
tron emission tomography has also been introduced for
the additional functional information it can provide.

The diagnosis is based on histologic and immunohis-
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tochemical criteria, the most important of which is the
expression of transmembrane tyrosine kinase receptor
protein derived from the activated c-kit gene. GISTs are
composed of spindle (70%) and epithelioid cells (30%).

Treatment options involve: Surgical resection, ty-
rosine-kinase inhibitors administration, radiotherapy
and chemotherapy [1]. All GISTs 2 cm in size or greater
should be respected, the management of incidentally
encountered GISTs less than 2 cm in size remains con-
troversial. Surgery is the principle treatment for GISTs
and suitability for resection should be explored by an
appropriate sub-specialist surgeon. The treatment de-
pends on the size and location of the tumor [4]. Most
patients with metastatic disease ultimately cease to re-
spond to imatinib [3,4]. Imatinib mesylate is a selective,
potent, small molecule inhibitor of a family of structur-
ally related tyrosine kinase. The recommended starting
dose of imatinib is 400 mg/day which can be escalated,
if necessary, to 800 mg/day.

The most important independent prognostic factor
for GIST recurrence after surgery is a high tumor mitot-
ic rate [1,3]. Another important risk factor is the loca-
tion of the tumor. In general, GIST not exceeding 2 cm
behave biologically in a non-aggressive manner (unless
located in the duodenum or rectum), whereas tumors
larger than 2 cm have an increased risk of recurrence.

References

1. Joensuu H, Hohenberger P, Corless CL (2013) Gastroin-
testinal stromal tumour. Lancet 382: 973-983.

2. American Joint Committee on Cancer (2010) Gastrointes-
tinal stromal tumors. In: AJCC Cancer Staging Manual. (7*
edn), New York, NY: Springer, 175-180.

3. Demetri GD (2011) Gastrointestinal stromal tumors. In: De-
Vita VT, Lawrence TS, Rosenberg SA, DeVita, Hellman,
and Rosenberg’s Cancer: Principles and Practice of On-
cology. (9" edn), Philadelphia, Pa: Lippincott Wiliams &
Wilkins, 1060-1073.

4. Ye Y, Gao Z, Poston GJ, Wang S (2009) Diagnosis and
multi-disciplinary management of hepatic metastases from
gastrointestinal stromal tumour (GIST). Eur J Surg Oncol
8: 787-792.

W

CLINMED

INTERNATIONAL LIBRARY

ePage20f2e


https://doi.org/10.23937/2469-5793/1510080
http://www.ncbi.nlm.nih.gov/pubmed/23623056
http://www.ncbi.nlm.nih.gov/pubmed/23623056
https://www.ncbi.nlm.nih.gov/pubmed/19185444
https://www.ncbi.nlm.nih.gov/pubmed/19185444
https://www.ncbi.nlm.nih.gov/pubmed/19185444
https://www.ncbi.nlm.nih.gov/pubmed/19185444

	Title
	Corresponding author
	Keywords
	Figure 1
	References

