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Abstract
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Gastrointestinal stromal tumours (GISTs) constitute 1% to 3% of gastrointestinal tract tumours and 5% to 6% of sarcomas, repre-
senting the most prevalent subset of mesenchymal tumours within and beyond the gastrointestinal system. GISTs have an annual
global incidence of 10 to 20 million cases. The carcinogenesis of GISTs originates from mutations in the KIT (also known as CD117)
and PDGFA (platelet-derived growth factor A) genes within the interstitial cells of Cajal, resulting in the activation of tyrosine kinase
receptors. These tumours are typically asymptomatic or incidentally identified during surgery or imaging studies. Diagnosis is
confirmed through immunohistochemical staining with a positive KIT (CD117) marker. For resectable GISTs and those with limited
metastases amenable to resection (liver or peritoneal), achieving surgical resection with clear margins is imperative. This report
discusses the management of a patient at Ndola Teaching Hospital with a preoperative diagnosis of an ovarian tumour, which

intraoperatively was identified as a gastric tumour.
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Introduction

Gastrointestinal sttomal tumours (GISTs) account for
1% to 3% of tumours of the gastrointestinal tract and
5% to 6% of sarcomas; they are the most common subset of
mesenchymal tumours,within and outside the gastrointes-
tinal tract.[1],[2] GISTs have an annual. incidence of 10 to
20 cases per million per year worldwide.[3] These tumours
typically originate in the'submucosa of the gastrointestinal
tract but can also develop extraviscerally from the mesen-
tery and greater omentum:[4] The carcinogenesis of GISTs
occurs in the interstitial cells of Cajal, in the myenteric plex-
us of the gastrointestinal tract, due to mutations in the KIT
(also known as CD117) and PDGFA genes, leading to the ac-
tivation of tyrosine kinase receptors.[5]

GISTs are predominantly asymptomatic and are often in-
cidentally diagnosed during surgery or based on imaging.[6]
They can arise anywhere within the gastrointestinal tract:
70% are in the stomach, 25% are in the small intestine, 5% to
10% are in the colon and rectum, 5% are in the oesophagus,
and 10% are extravisceral.[7] GISTs can manifest at any age,
with the median age at diagnosis being 60 years.[8]

Ninety-five per cent of GISTs are positive for CD117,
and the diagnosis is confirmed based on positive immuno-
histochemical staining for KIT (CD117).[9] Surgical resec-
tion with clear margins is essential for resectable GISTs and
for GISTs with resectable oligometastasis (liver or peritoneal
metastasis).[10]

We report the management of a patient who present-
ed to Ndola Teaching Hospital in Ndola City, Zambia, a
resource-limited setting, with an abdominal mass sub-
sequently identified as a gastric GIST on histopathologic
examination.

Case presentation

A 53-year-old woman was referred to the gynaecological
department at our facility with a 4-month history of a slow-
growing abdominal mass associated with abdominal full-
ness, poor appetite, and weight loss. She denied any changes
in bowel or urinary habits and had no symptoms of recur-
rent hot flashes, night sweats, or jaundice. Her systemic re-
view was unremarkable. Her past medical history included
chronic anaemia treated with haematinics; however, she had
no comorbidities, such as diabetes mellitus, hypertension,
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Figure 1. (A) Abdominal tumour found by gynaecologist at laparotomy; (B) tumour partially dissected—noted to be
covered in omentum and originating from the distal greater curvature of the stomach

hydronephrosis. A

com-

plete blood count indicated
a white blood cell count of
6.2 x 10° cells/uL, a haemo-
globin level of 8.4 g/dL, and
a platelet count of 180 x
10°*/uL. Biochemical analy-
sis revealed the following
blood concentrations: urea,
446 mmol/L; creatinine,
19.9 pmol/L; sodium, 141
mmol/L; potassium, 3.8
mmol/L; and AST (aspartate
aminotransferase), 17.2 U/L.

proximal jejunum and distal jejunum)

Figure 2. Intraoperative photographs: (A) after tumour excision and total omentectomy,
the distal stomach, S, before distal gastrectomy (pancreas, P, indicated for orientation);
(B) roux-en-Y end-to-side reconstruction to establish gastrointestinal continuity

(arrow: end-to-side distal gastrectomy and proximal jejunum; arrowhead: end-to-side

The initial working diag-
nosis was Meigs syndrome,
and the gynaecologist pre-
pared the patient for ex-
ploratory laparotomy with

or HIV, and she had no prior hospital admissions. She was
receiving support with haematinics from the referring hos-
pital. The patient was 3 years postmenopausal and had not
undergone any cervical cancer screening. She denied any
history of smoking or alcohol consumption.

On examination at presentation, she was in good general
condition, with no pallor, jaundice, or cyanosis. Her abdo-
men was globally distended, with a palpable mass extending
across all 4 quadrants, measuring approximately 25 x 20 cm.
The mass was firm, nontender, and immobile with respect to
underlying structures. Pulmonary, cardiovascular, and geni-
tourinary examinations were unremarkable.

Ultrasonography revealed a complex cyst of indeter-
minate origin measuring 21 x 17.1 cm, right hydrone-
phrosis, a uterine myoma measuring 3.48 x 3.29 cm, and
moderate ascites. Computed tomography (CT) identified
a homogeneous abdominal mass with a cystic component,
presumed to be ovarian in origin, accompanied by mild right

the potential for tumour
excision.  Intraoperatively,
a large abdominal tumour originating from the distal
stomach was encountered. The tumour occupied the en-
tire abdominal cavity, causing displacement of the stom-
ach and spleen. Mild ascites was present, but the liver,
ovaries, and bowels appeared normal, with no evidence of
peritoneal involvement.

The surgical oncology team was consulted and took over
the procedure. The operative steps included the discovery of
a 22 x 18 cm tumour, weighing 9.6 kg, growing from the
distal body of the stomach without invasion into adjacent
structures (Figure 1). Approximately 400 mL of straw-col-
oured ascites was aspirated. A distal gastrectomy, ensuring
the remaining gastric stump was supplied by the short gas-
tric vessels, was performed en bloc with tumour excision,
accompanied by a total omentectomy and a D2 lymphad-
enectomy (Figure 2). Intraoperative frozen section analysis
for tissue diagnosis was not possible.
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Figure 3. Excised gastric tumour (9.6 kg

The tumour, attached by adhesion bands but not inva-
sive, was removed; however, an iatrogenic injury to the left
hemidiaphragm occurred and was subsequently repaired
with nylon sutures. An intercostal drainage tube was placed
in the left fourth intercostal space. The excised tumour
(Figure 3) was sent for histopathologic examination.

Gastrointestinal continuity was reestablished through
a Roux-en-Y, antiperistaltic, retrocolic gastrojejunos-
tomy, along with an end-to-side jejunostomy (Figure(2).
Finally, the abdominal cavity was lavaged with warm sa-
line, and solitary drains were placed in the gastric bed and
pelvis, respectively.

The patient recovered well postoperatively, experiencing
no significant complications such as infection or bowel leak-
age. She was cared for in the intensive care unit for/2 days
following the procedure and was discharged from the hospi-
tal on the seventh day. The histopathology report indicated
that the resection margins were free of tumour cells. The im-
munohistochemistry report confirmed a diagnosis of gastric
GIST, with both CD117 and DOGI1 (discovered onGIST 1)
markers testing positive. The tumour was classified as high
risk, characterized by a mitotic rate >5 per high-power field
and a diameter >10 cm.

Postoperative management included a 6-week follow-up
visit at'the surgical clinic to evaluate for adequate wound
healing. Subsequently, the patient was referred to the Cancer
Diseases Hospital for treatment with imatinib. She will un-
dergo regular follow-up, consisting of history taking and
physical examinations, every 6 months for 2 years, followed
by check-ups every 6 to 12 months at the Cancer Diseases
Hospital. Additionally, CT scans will be conducted every 3
to 6 months for 3 to 5 years to monitor for any recurrence or
progression of the disease.

Discussion

Although the stomach is the most common site for GISTs,
gastric GISTs have the poorest prognosis, followed by
those in the small intestine.[7] Common sites for gastric
GISTs include the body (70%), antrum (15%), and cardia
(15%).[7] Our patient had a GIST originating in the body
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of the stomach. Most GISTs are incidentally discovered dur-
ing procedures for other indications, such as endoscopic and
surgical procedures.[11] Patients with GISTs often do not
present with symptoms until complications arise or metasta-
ses manifest.[12] Our patient presented with weight loss and
early satiety and was initially considered for a laparotomy to
potentially excise an abdominal tumour suspected of causing
Meigs syndrome. Our patient, at 55 years of age, was young-
er than the established median age range at GIST diagnosis
(60-65 years).[8]

GIST diagnosis requires comprehensive history-taking
and physical examination, compléemented by imaging to
evaluate the resectability of the primary tumour and the
existence of unresectable locally advanced.or metastatic dis-
ease.[13] The detection offa:homogeneous abdominal mass
should have prompted-suspicion of a GIST in ourpatient.
The histopathologic'diagnosis of a GIST is established by
demonstrating the presence of €D117 or PDGFA via im-
munohistochemical analysis.[4] However, a preoperative
histopathologic diagnosis is essential if the tumour is inoper-
able andrequires neoadjuvant therapy or palliative adjuvant
therapy with tyrosine kinase inhibitors, such as imatinib.[14]
The immunohistochemistry results for our patient indicated
DOGT (used to identify'CD117-negative GISTs) and CD117
positivityin a high-risk tumour with >5 mitoses per high-
power field and a diameter >10 cm; yet, this tumour was
operable.[15],[16] Given the operability of our patient’s ab-
dominal mass, strgery was the initial treatment offered, to
be supplemented with adjuvant imatinib therapy, given the
associated high-risk factors.

Beham et al.[16] found that patients with gastric GISTs
who underwent surgery with negative margins but did not
receive adjuvant tyrosine kinase inhibitor treatment had a
5-year survival rate of 35%, accompanied by a tumour re-
currence rate of 66%. Our patient was referred for adjuvant
therapy at Zambia’s national Cancer Diseases Hospital. She
will undergo follow-up involving history-taking and physi-
cal examinations every 6 months for 2 years, then every 6
to 12 months thereafter.[17] Additionally, CT will be per-
formed every 3 to 6 months for 3 to 5 years.[17]

Conclusions

The stomach is the most common site of origin for GISTs,
which are often incidentally discovered during surgery or
based on imaging findings. Surgical resection with negative
margins remains the preferred treatment. High-risk GISTs
that are incidentally detected intraoperatively require adju-
vant therapy with tyrosine kinase inhibitors following com-
plete surgical resection.
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