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Abstract: Being considered a rare form of malignant neoplasm, stromal tumours are part of sarcomas
group, they account for ~5% of all sarcomas (1), which develop from the supporting tissues of the
body and have as a starting point special cells located in the wall of the gastrointestinal tract, called
interstitial cells - described by Cajal. Although this type of tumour formations poses the problem of
diagnosis, when it is made early and surgical and oncological treatment is prompt, the prognosis
improves considerably.

INTRODUCTION

This pathology is found in about 5000-10000 cases
per year (USA), which represents 0.1-3% of gastrointestinal
neoplasms, respectively over 80% of mesenchymal
gastrointestinal cancers. It has a higher incidence in males and
interests decades of age between 4 and 7.(1)

Population studies in Iceland, the Netherlands, Spain
and Sweden report annual incidence rates ranging from 6.5 to
14.5 cases per million.

Population studies in Iceland, the Netherlands, Spain
and Sweden report annual incidence rates ranging from 6.5 to
14.5 cases per million.

Stout and his colleagues classify in 1940 the stromal-
type neoplasms of the gastrointestinal tract as being derived
from smooth muscles. In 1984 it was discovered that this type of
neoplasia is based on elements of autonomic neural tissue. In the
mid-1990s, immunohistochemical studies showed that GIST-
type tumours were related to Cajal cells.(1,2)

CASE REPORT

We present the case of a 67-year-old female patient,
known with multiple history of major surgery for intergastro-
splenic colic tumour.

In each of the two previous operations, the histological
result was old hematoma. Within two years and one year,
respectively, the formation relapsed.

She was hospitalized in our clinic, for abdominal pain
in epigastrium and left hypochondrium, with posterior
irradiation, nausea, vomiting with fecal content, absence of
intestinal transit for feces. At the clinical examination, the

Figures no. 1, 2 CT scan aspect of the tumours

She underwent surgery under general anesthesia with

patient complains of pain in the left hypochondrium, a tumour
mass being also palpated at this level.

The CT examination of the abdomen reveals
inhomogeneous mass, with blood densities included, with
dimensions of about 5.5 / 7 c¢m, in intimate contact with the
great gastric curvature and with the splenic angle of the colon,
as well as inhomogeneous dense accumulation with densities
similar to that described above, in the left flank in contact with
the intestinal loops, with a diameter of about 5 cm.

oro-tracheal intubation, an iterative exploratory laparotomy was
performed. Upon exploration of the peritoneal cavity, an
approximately 8/6 cm tumour was detected, plunging into the
meso of the descending colon, the tumour that infiltrates the
transverse mesocolon, comes into intimate contact with the
duodeno-jejunal angle and the first jejunal loop, being near the
inferior mesenteric vein. The tumour invades the serosa of the
descending colon, significantly reducing its lumen and was
evolving posteriorly to the retroperitoneum.
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Also, on the great curvature of the stomach and in the
tail of the pancreas, a tumour of about 6/5 cm is detected in
intimate contact with the stomach, the tail of the pancreas, the
splenic pedicle and the splenic angle of the colon. The tumour
walls invade the colon and the tail of the pancreas, with white-
purple inhomogeneous appearance content, with a gelatinous
consistency that raises the suspicion of cystadenocarcinoma or
GIST.

Taking into account the invasion of the tumours in the
descending colon, segmented colectomy (transverse and
descending) was performed with right upper quadrant stoma,
lavage and multiple peritoneal drainage.

Postoperatively, the patient’s evolution was
favourable. It is discharged on the 14™ day postoperatively in
good general condition.

Histopathological examination reveals microscopic
and immunohistochemical appearance of gastrointestinal
stromal tumour (GIST) - malignant with high mitotic index,
necrosis and multiple abdominal localization - pT3NOM1.

Figures no. 3,4. Resection pieces with tumours included -
intraoperative appearance
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Another similar case is of a 69-year-old patient, who
also presents in our Clinic with a voluminous straight ovarian
tumor, for which laparoscopic intervention is initially performed
and multiple disseminated formations are detected at the level of
the transverse mesocolon, with  cystic-parenchimatos
appearance.. It was later decided to convert the surgery, opting
for the classic approach by exploratory laparotomy that
highlights cystic-parenchymal tumour in the transverse
mesocolon with a diameter of about 8/6 cm, which invades
posteriorly. Also, at the level of the tail of the pancreas, closely
adhering to it, another similar tumour was detected and was
removed. Subsequently, a right annexectomy was performed for
the ovarian tumour. The histopathological result was similar to
that of the previous case.

DISCUSSIONS

More than half of stromal tumours develop in the
stomach and a large part in the small intestine. A limited number
of GIST’s develop outside the digestive tract, at the level of the
omentum or peritoneum. Mesenchymal tumours of gastric
interest are found in about 50-70%, in the small intestine - in 20-
30% of cases and in the colon - less than 10% of cases.(2,3)

Confirmation of the definite diagnosis is made by
anatomo-pathological and immunohistochemical examination.
The anatomo-pathological examination of the colorectal tumour
section, with hematoxylin-eosin, presents morphological
variants depending on the appearance of the tumour sky:
- spindle-cell type - 70%,

- round, polygonal cell type (epithelioid) - 20%,
- mixed type - 10%.

Immunohistochemical examination
evaluating the expression of a tumour-specific marker:

C-KIT, CD34, smooth muscle specific actin, S-100
protein, KI67 desmin.

C-KIT (CD117), 145-KD glycoprotein is a positive
defining diagnostic marker in 95% of GISTs.(2,4,5,6)

involves

KIT and PDGFRA gene mutations are most often spontaneous
in only 5% of cases being familial.

Mutations in the KIT and PDGFRA genes are
transmitted autosomal dominantly, requiring a single copy of the
affected gene to manifest the disease. Both genes can have both
de novo and germline mutations and are responsible for the
occurrence of both familial and sporadic cases. Another genetic
cause may be SDH (succinate dehydrogenase) and BRAF, a
gene occasionally associated with malignant melanoma or
colorectal cancer.(7,8)

The clinical diagnosis in establishing the presence of
this pathology, involves performing a comprehensive objective
examination.

The symptoms and signs of this pathological entity are
clinically evident in 72% of cases depending on the location of
the tumour, the rate of growth and the diameter of the tumour.

Stromal gastrointestinal tumours can be silent until
they reach large sizes and can manifest nonspecifically through
abdominal pain, anemia or fatigue. They may present as a
palpable tumour (50-70%) or may initially manifest as a
complication (upper gastrointestinal bleeding, hemoperitoneum
- 25%), tumour perforation, intestinal occlusion or obstructive
jaundice).(7,9,10,11)

From imaging point of view, the evaluation of
gastrointestinal mesenchymal tumor formations require a series
of paraclinical investigations such as: eso-gastric barium transit,
echo-endoscopy, abdominal and pelvic computed tomography,
nuclear magnetic resonance or PET-CT.(12)

But the definite diagnosis remains the anatomo-pathological
one.

Surgery is the treatment of choice for resectable
gastrointestinal stromal tumours and follows some basic
principles:

- complete surgical resection ‘en bloc’

- avoiding tumour rupture

- avoidance of lymphadenectomy (tumours tend to affect the
entire parietal structure with the invasion of neighbouring
organs without lymphatic metastasis)

- wide omentectomy due to
disseminations.(13,14,15)

On the other hand, medical treatment focuses on
tyrosine kinase inhibitors.

Imatinib was the first approved tyrosine kinase
inhibitor in antineoplastic therapy to revolutionize this field.

There has been a significant improvement in survival
through a more specific action and with a very limited toxicity
in the localized disease, Imatinib is administered after surgery,
in order to prevent or delay recurrence.

In the conditions of an extended disease, the duration
of administration is indefinite and depends on maintaining
control over the disease but also on the tolerability of the
treatment. In certain situations, especially where there are
mutations in exon 9 of the KIT gene, it is decided to double the
dose of Imatinib.Stromal tumors that show these mutations are
considered with increased aggression and as a result have a
negative prognosis.(16,17)

The main side effects of Imatinib are water retention,
rush, nausea, fatigue and less often muscle pain, bleeding or
liver cytolysis.

Sunitinib - another tyrosine kinase inhibitor, which
also has an antigiogenic effect. Regorafenib is the latest tyrosine
kinase inhibitor entered into therapeutic protocols after the
ineffectiveness of the first two preparations.(8,9,17,18)

Radiation therapy is not routinely used in the
treatment of GISTs. In some situations, palliative radiotherapy is
used.

frequent  peritoneal

The five-year survival rate for all stromal tumours is
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around 76% with limits above 90% for localized tumors and
over 45% for metastatic tumours.(1)

Tumours with a rare frequency in surgical practice in
recent decades have become more and more common in surgical
practice. Although the diagnosis is histological, the suspicion of
a GIST-type tumor may be raised by the surgeon, during the
operation, based on the macroscopic examination.

It is therefore useful for surgeons to be advised, and so
the surgical attitude should be accordingly.

CONCLUSIONS

In the situation of an early diagnosis, of an optimal
surgical attitude and of an accurate histopathological diagnosis
and under specific oncological therapy, this type of tumour has a
good survival rate.

When one of the previously mentioned stages is
missing or insufficient, the patient’s evolution can be dramatic.
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