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ABSTRACT

Introduction: Gastrointestinal stromal tumors are 
mesenchymal tumors of the gastrointestinal tract 
that express specific receptors, such as c-kit tyrosine 
kinase. They represent less than 1% of gastrointestinal 
neoplasms, most are in the stomach (60-70%) and small 
intestine (30%). They usually present with non-specific 
symptomatology, most frequently bleeding and/or intestinal 
obstruction. Case presentation: A case of gastrointestinal 
stromal tumor with ileal gastrointestinal tract bleeding in 
a 56-year-old woman is presented. Conclusion: Its vague 
symptomatology makes it a diagnostic challenge. Being a 
rare pathology, diagnostic suspicion is important to provide 
adequate treatment.

RESUMEN

Introducción: Los tumores del estroma gastrointestinal 
son tumores mesenquimales del tracto gastrointestinal 
que expresan receptores específicos, como la tirosina 
cinasa c-kit. Representan menos de 1% de las neoplasias 
gastrointestinales, la mayoría se localiza en estómago (60-
70%) e intestino delgado (30%). Por lo general, presenta 
sintomatología inespecífica, más frecuentemente sangrado 
y/o obstrucción intestinal. Presentación del caso: Presen-
tamos un caso de tumor de estroma gastrointestinal con 
sangrado de tubo digestivo de íleon, en una mujer de 56 
años. Conclusión: Su vaga sintomatología lo convierte 
en un reto diagnóstico. Siendo una patología rara, la 
sospecha diagnóstica es importante para proporcionar 
un tratamiento adecuado.

How to cite: Zavala-Gutiérrez R. Mid-gastrointestinal tract bleeding secondary to gastrointestinal stromal tumor. Cir Gen. 
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INTRODUCTION

Gastrointestinal stromal tumors (GIST) 
are defined as mesenchymal tumors 

of the gastrointestinal tract that express 
specific receptors, such as c-kit tyrosine 
kinase (CD117).1 GISTs have an indolent 
growth pattern resulting in medium-sized 
tumors with a mean diameter of 8 cm at 
diagnosis.2 GISTs account for less than 1% of 
gastrointestinal neoplasms and 20% of small 
bowel neoplasms, with an incidence of 10-
20 million people.3 The annual incidence 
in the United States is approximately 4,500 
cases per year.4 Most are in the stomach 
(60-70%), small intestine (30%), colon and 
esophagus (5%), but can arise in any part of 

the gastrointestinal tract, from the esophagus 
to the anus.3

Recently, many epidemiological centers 
reported in their data a high occurrence of GIST 
associated with another malignant neoplasm.5 
The most frequent association is stomach 
and colorectal neoplasms. Reports indicate a 
frequency that ranges from 2.95 to 33%.6

GISTs originate from interstitial cells of 
Cajal or their precursor stem cells. Studies 
based on the expression of the proto-oncogene 
c-kit support the hypothesis of a common 
carcinogen in their etiology.7

The most common presentation is 
gastrointestinal bleeding with or without 
obstruction. It manifests as vague abdominal 
symptoms or without specif ic cl inical 
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manifestation 69% of the time. They are usually 
incidental findings by endoscopy, surgery, or 
imaging studies in 21% of cases and 10% are 
found in autopsies.4

A case of small bowel GIST is presented 
here in a patient who manifested intestinal 
bleeding and partial obstruction, and in whom 
a surgical resection with free margins was 
performed. This condition most frequently 
presents as intestinal obstruction and may also 
show intestinal bleeding due to erosion caused 
by the tumor; however, the symptomatology is 
usually vague.

Bleeding is the result of erosion in the 
gastrointestinal tract. Other symptoms result 
from the mass effect of the tumor, causing 
discomfort, nausea, vomiting, and early satiety.

Endoscopy frequently fails to detect 
submucosal and extraluminal GISTs and biopsy 
specimens are often negative. Fine needle 
aspiration guided by ultrasound or tomography 
has been developed as a method for obtaining 
tumor cells and has allowed preoperative 
diagnosis of GIST by histological examination 
with immunohistochemistry.8

Diagnosis can be challenging and involves 
the use of endoscopy, ultrasound, CT scan, or 
MRI.

Computed tomography (CT) scan is 
recommended in these patients to differentiate 
the cause of obstruction, which can help in 
deciding management. The CT scan is a class 
II recommendation by the East Workshop for 
the management of small bowel obstruction.9

New masses detected cl inical ly or 
radiologically in patients with a history of GIST 
should be sampled by biopsy for exclusion of 
a non-malignant GIST.10

Treatment consists of surgical wedge 
resection without lymphadenectomy, which 
represents the cure for patients with a localized 
primary tumor.11 Since gastric GIST rarely 
metastasize to lymph nodes, they do not 
require lymphadenectomy.12 To achieve an 
adequate resection, a free margin of 1 to 2 cm 
is recommended.13

Laparoscopic wedge resection could be 
considered as the procedure of choice and a 
valid alternative to conventional open surgery 
for resection of small 2 GISTs < 2 cm.8 The 
development of endoscopic stapling devices 

and the evidence of laparoscopic resection of 
a GIST is an effective approach with minimal 
morbidity and no reported mortality.

With the advancement of minimally invasive 
surgery, laparoscopic resection of gastric GISTs 
≤ 5 cm has been reported in several studies 
to be feasible and safe. Open gastrectomy was 
usually adopted for larger GIST tumors in the 
stomach.1

Laparoscopic surgery should be considered 
in cases of intestinal obstruction and cancer. 
The results are appropriate in the short 
and long term, like those of open surgery. 
Laparoscopic surgery has a shorter hospital 
stay, less bleeding and less requirement of 
pain medication.14

The introduction of imatinib mesylate opens 
a new perspective in the treatment of GISTs. 
It is especially used as a neoadjuvant in cases 
with inoperable stages and to achieve negative 
resection margins. Imatinib is a competitive 
tyrosine kinase inhibitor (KIT), which has been 
shown to be effective in controlling GIST 
growth.

Currently, the factors that condition a worse 
prognosis in gastrointestinal stromal tumors are 
a size > 5 cm and a mitotic index of 5 mitoses 
per field.4,15

CLINICAL CASE

A 56-year-old woman provided her consent 
to the presentation of her case. She a history 
of three months of evolution, with abdominal 
pain, small amount of bowel movements 
with melena, loss of appetite and weight loss, 
accompanied by headache, asthenia, and 
adynamic. She was admitted to the emergency 
department after fainting. The patient has 
a surgical history of left oophorectomy, 
laparoscopic cholecystectomy, previous 
hospitalizations for lower gastrointestinal tract 
bleeding and mild anemia; she was recently 
treated for chronic gastritis. The patient had 
received blood transfusions for post cesarean 
hemorrhage 17 years ago. She takes no 
medications and denies any allergies.

On physical examination she had pallor 
of skin and mucosa, a soft non-tender and 
depressible and distended abdomen, with 
good peristaltic sounds. Rectal examination 
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showed no bleeding . She had a severe 
anemia with a hemoglobin level of 2.6 g/
dl, hematocrit 9.1%, and a blood platelet 
count of 382 × 103/µl. Therefore, a blood 
transfusion as administered.

An abdominal ultrasonography (USG) scan 
was performed, reporting an image of a tumor 
in the right iliac fossa measuring 10.5 × 5.5 
× 9.9 cm. The colonoscopy study showed no 
evidence of tumor in the rectum and colon, 
and an apparent extrinsic compression at the 
ileocecal valve orifice (Figure 1).

A computed axial tomography (CT) scan 
showed a stenosing and infiltrative tumor of the 
ileum walls with a narrow lumen and distended 
bowel loops (Figures 2 and 3).

During the exploratory laparotomy, a 10 
× 10 cm terminal ileum-dependent tumor 
with partial obstruction of the intestinal 
lumen was located. Subsequently, resection 
and open ileostomy were performed, and 
ceftriaxone 1 g and metronidazole 500 mg 
were administered post-surgery during her 
hospital stay. During the surgical procedure 
the stump was closed with 3-0 Vicryl sutures 
and the surgical specimen was sent to 
pathology (Figure 4).

The pathology study reported segmental 
resection of the ileum, with a gastrointestinal 
stromal tumor (GIST) measuring 13 cm, with 
more than 5 mitoses in 50 HPF. The surgical 
borders were free of tumor and a follicular 
reactive hyperplasia of lymph nodes was seen. 

The patient recovered and was discharged on 
her third postoperative day.

RESULT

The patient did not have any complications 
after surgery and was asymptomatic and stable 
at the time of her discharge. She was then 
sent for further management by the medical 
oncology department for follow-up.

DISCUSSION

This pat ient presented with a part ia l 
obstruction and vague symptomatology. 
About 70% of GISTs are symptomatic at the 
time of diagnosis.

Figure 1: Ileocecal valve orifice with apparent extrinsic 
compression.

Figure 2: A simple CT scan slice showing an abdominal 
tumor.

Figure 3: A simple CT scan slice showing dilatation 
of small bowel loops, with air levels, suggestive of 
intestinal obstruction.
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A small percentage require emergency 
surgery. In this case, the patient presented 
a partial obstruction and chronic bleeding, 
requiring improvement of her general 
conditions with transfusions. She presented 
with an intestinal obstruction. These tumors 
may have different characteristics such as 
a continuous growth of the lesion causing 
direct occlusion of the bowel, as in this 
case, and rarely intussusception which has 
been reported only in a few cases in the 
literature.16

CT scan was used for diagnosis, which 
is imaging study of choice since it permits 
differentiation of possible causes of obstruction.

Curative treatment was possible, since 
complete resection was performed, avoiding 
tumor rupture and with negative macroscopic 
margins.

Although laparoscopic resection would 
have been preferable due to its low morbidity 
and mortality, the patient had a good evolution.

Tumor size represents a negative prognostic 
factor, and resection with free margins is 
curative, being predictors of good prognosis 
for the patient.17

CONCLUSION

GIST is a rare pathology. However, it may 
require emergency medical management. 
In patients with symptoms of bleeding and/
or obstruction, the presence of GIST should 

be suspected when tumors are found during 
imaging studies.

It is very useful to perform a CT scan, 
as it happened in this case, to establish the 
diagnosis. Resection of the pathology specimen 
with adequate free margins was performed by 
open surgery.

In cases of localized tumors where complete 
resection is possible, the laparoscopic technique 
is preferable due to its low morbidity and 
mortality.
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