
170

Case

Report

Introduction

Gastrointestinal stromal tumors (GIST) are rare mes-

enchymal tumors originating from the gastrointestinal tract.

Its differential diagnosis among possible gynecological

masses is hard due to the difficulty in the differential diagno-

sis using examination methods and radiological imaging

methods in the preoperative period and limited contribution of

the examination performed using frozen section histopatho-

logical evaluation methods intraoperatively.1,2 In this case re-

port, we aimed to present a patient with a GIST who under-

went an operation in our clinic with the prediagnosis of a

pelvic mass. 

Case Report

A 45 year old patient who had complaints of oligomenor-

rhea, abdominal and groin pain for the last 4 months presented

to our hospital as she felt a palpable swelling in the abdomen.

Her medical history did not included any gastrointestinal or

gynecological complaints prior to these complaints. While

there was a soft mass reaching the umblicus on the physical

examination, the uterus was normal in size; however, the

ovaries could not be precisely evaluated on the gynecological

examination. On abdominal ultrasonography, a big heteroge-

nous mass lesion filling the pelvic area, consisting of approx-

imately 106x87 mm of cystic component in the left upper

quadrant and the origin of which could not be exactly distin-

guished, was detected. Minimal fluid was detected between

the neighbouring intestinal loops. The uterus was normal in

size; however, the ovaries could not be evaluated due to the

pelvic mass on ultrasonography as well. CA 125 was mildly

elevated, measured as 42.7 U/ml.

A mass of approximately 15x16 cm in size, filling the

whole abdomen, originating from the ceacum was observed

intraoperatively. The uterus was normal in size, and the bilat-

eral fallopian tubes and ovaries were atrophic. The general

surgery team participated the operation. Right hemicolectomy

was performed along with removal of the mass. Furthermore,

a 10 cm portion of the intestinal loop in which a mass was de-

tected was excised and an end-to-end anastomosis was per-

formed. The patient was then handed over to the gynecology

team after having performed an ileocolic anastomosis. The

mass was sent for frozen section examination. Total abdomi-

nal hysterectomy, bilateral salpingo-oophorectomy and bilat-

eral pelvic- para-aortic lymph node sampling were performed
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since the mass was reported as a possible tumoral mass origi-

nating from the ovary according to the frozen section assess-

ment.

On histopathological examination, a 16x12x8 cm portion

of smooth, broad-based tumoral mass was observed in the

serozal surface of the excised colon segment (Figure 1).

Tumor cells comprising fusiform cells histologically showed

moderate cellular pleomorphism (Figure 2). The number of

mitosis was higher than 15/10 HPF; the Ki 67 score was

higher than 10%. The tumoral mass showed diffuse cytoplas-

mic membraneous staining with CD 117, and focal strong cy-

toplasmic staining with SMA (Figures 3,4). It was stained neg-

ative with desmin, S-100, CD 34. The histopathological diag-

nosis was reported as malignant gastrointestinal tumor. 

Molecular analysis of KIT gene with DNA sequencing was

performed to identify mutations of exon 9 and 11 after poly-

merase chain reaction and amplification of genomic DNA.

Our patient had no mutations within KIT exon 9 or 11.

The patient completed the postoperative recovery period

was handed over to the medical oncology department for ad-

juvant chemotherapy.

Discussion

Gastrointestinal tumors are among the rare tumors of this

system and are most commonly seen in the stomach. In con-

nective tissue, they are thought to originate from cells regulat-

ing the autonomous behavior of the gastrointestinal system.3

Radiological and histopathological assessments may indi-

cate a gastrointestinal stromal tumor; however, the definite di-

agnosis can be made immunohistochemically.4 Most of these

tumors express CD 117 (72-94%) and CD 34 (70-78%).

Indiscrimination of GIST with pelvic masses has also been

formerly reported. The fact that these masses can seen with

mild CA 125 elavation and heterogenous appearaence makes

their differential diagnosis with primary or metastatic ovarian

neoplasms difficult. As in some case reports like ours, the gas-

trointestinal origin could only be understood postoperatively.
1,2 The fact that the definite diagnosis can be made immuno-

histochemically makes frozen section examination difficult.

While postoperative adjuvent terapy is not required for

small (<5 cm) tumors with low mitosis rates (<5/50 HPF),

treatment with a tyrosine kinase inhibitor (imatinib) is re-

quired for large cases with high mitosis rates as in our case.5

The leading factor increasing the effectiveness of chemother-

apy and affecting survival is complete removal of the tumor. 

Figure 1: The section that  the tumor developing from the in-

testinal serosa is seen, H&E, x20

Figure 2: Tumor section comprising fusiform cells, H&E, x80

Figure 3: Tumor cells showing diffuse cytoplasmic staining with

CD 117

Figure 4: Tumor cells showing focal cytoplasmic staining with

SMA
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GISTs generally contain activating mutations of KIT

proto-oncogene (75%-85%) or less frequently the platelet de-

rived growth factor receptor (PDGFRA) gene (5%-7%) (6-8).

Imatinib inhibits receptor tyrosine kinases including KIT and

PDGFRA. In addition to complete surgical resection, clinical

response to chemotherapy with imatinib may correlate with

mutational status of KIT and PDGFRA. Several studies re-

ported that tumours containing KIT exon 11 mutations are

more likely to response imatinib treatment when compared

with KIT exon 9 mutations or wild types9-11 Altough the tu-

moral mass showed diffuse cytoplasmic membraneous stain-

ing with CD 117 in our study, we didn’t detect mutations of

KIT exon 11 or 9 which are the most common. 

The possibility of non-gynecological factors of pelvic

masses with suspicion of malignancy and obscure origin

should be kept in mind and these cases should be operated in

centers that possess gynecological oncology, surgical oncol-

ogy and pathologists experienced in their field.

Over Tümörünü Taklit Eden Gastrointestinal

Stromal Tümör: Vaka Sunumu

Malign gastrointestinal tümörler gastrointestinal kanalın me-

zenşimal kökenli nadir tümörleridir. Ameliyat öncesi dönemde

jinekolojik kitlelerle ayırıcı tanısını yapmak güç olabilir. Vaka

konusu olan hasta, kliniğimize pelvisi dolduran palpable bir kit-

le ile başvuran 45 yaşında bir hastadır. Ca 125 ölçümü 42.7

U/ml’dir. Ameliyat sırasında kitlenin frozen kesit değerlendir-

mesi muhtemelen over kaynaklı tümöral oluşum olarak rapor

edildiği için total abdominal histerektomi, bilateral salpingoofe-

rektomi, bilateral pelvik-paraaortik lenfadenektomi ve sağ he-

mikolektomi uygulandı. Tümöral dokununu immünhistokimya-

sal incelemesinde CD117 ile difüz stoplazmik boyanma, SMA

ile kuvvetli fokal stoplazmik boyanma tespit edildi. Demsin, S-

100 ve CD34 ile boyanma olmadı. KIT geni moleküler analizi

yapıldı ve ekzon 9 veya 11 mutasyonu tespit edilmedi. Kaynağı

net olarak belirlenemeyen pelvik kitlelerin cerrahi eksplorasyo-

nu jinekolojik onkoloji ve cerrahi onkoloji ekiplerinin bulunduğu

multidisipliner hastanelerde yapılmalı ve histopatolojik değer-

lendirme, konusunda deneyimli uzmanlarca yapılmalıdır. 
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