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ABSTRACT

Gastrointestinal stromal tumors are relatively rare in the duodenum, representing 2-4% of
Gastrointestinal stromal tumors of the gastrointestinal tract. We describe a huge Gastrointestinal
stromal tumor arising from the second part of the duodenum invading the transverse colon which
was removed successfully by local resection of the second part of the duodenum along with a segment

of transverse colon.
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INTRODUCTION

Stromal tumors are relatively rare in the duodenum,
representing 2—4 % of all primary Gastrointestinal stromal
tumor (GIST) of the gastrointestinal tract.' GISTs are
thought to arise from the mesenchymal cells, from the
interstitial cells of Cajal.? Recent immunohistochemical
examinations have shown that these tumors occupy an
intermediate position which arises from neither muscles
nor nerves. The mutation of c-kit (cording KIT) has been
shown to be essential in the development of GIST. The
management of GISTs by local resection of second part
of duodenum is quite controversial. We describe a huge
GIST arising from the second part of the duodenum
which was removed successfully by local resection of
the second part of the duodenum.

CASE REPORT

A 35 vyear old lady presented to our outpatient
department with the complaints of right flank pain,
recurrent episodes of melena and hematemesis for the
past 5 years. She received repeated blood transfusions
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in the past. On examination her vitals were stable, she
was pale and abdominal examination revealed a mass
extending from the right hypochondrium to the right
lumbar region which was firm non tender and fixed. She
had undergone repeated endoscopies which reported
large penetrating duodenal ulcer in second part of
duodenum with bleeding. Barium examination showed
a deformed duodenal cap with diagnosis of duodenal
ulcer.

Ultrasonography of abdomen reported a mixed echoic
mass 11.4 x 5.8 cm in right side of the abdomen with
circumferential thickening involving bowel. Endoscopic
examination was repeated in our center which
revealed a fistulous connection in the second part of
the duodenum with visible clots. Contrast computer
tomography (CECT) of the abdomen reported a 13 x
11 x 8 cm thick walled heterogeneously enhancing
mass in the right subhepatic area extending up to the
right iliac fossa communicating with the duodenum
with cavitation in the centre. Laterally the mass was
abutting the transverse colon and displacing it anteriorly
and superiorly with no appreciable plane between mass
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and transverse colon and involving the mesentry in the
lower segment. The CT impression was GIST with the
differential diagnosis of lymphoma.

So with the provisional diagnosis of GIST and differential
diagnosis of duplication cyst/ lymphoma surgery was
performed. The intra operative finding was a large fleshy
mass arising from the second part of antimesentric
border of duodenum around 15 x 10 cm in size with
cavitation in the middle around 2 cm above the major
duodenal papilla containing dark brown fluid. The mass
was adherent to the liver and surrounding structures.
Transverse and ascending colon was pushed anteriorly
and was grossly adherent to its mesentry. There was
no ascites liver metastasis or peritoneal deposits.

Complete excision of the mass along with wedge
resection of part of duodenum with 1 cm margin with
segmental resection of transverse colon was done.
The primary closure of duodenum, T- tube drainage
of CBD, pylorus exclusion, gastrojejunostomy, end
to end anastomosis of transverse colon and feeding
jejunostomy was done. The postoperative period was
uneventful. The histopathology report of the specimen
reported GIST with 2-3 mitotic figures involving the
second part of the duodenum with tumor free margins
and local invasion of the transverse colon up to the
muscular layer. Follow up after 6 months the patient
was doing fine and endoscopy and CT scan abdomen
revealed no evidence of recurrence.

DISCUSSION

GISTs are mesenchymal tumors and may occur anywhere
along the gastrointestinal tract from the esophagus to
the anus the most common site being the stomach.
The most common presentation of duodenal GIST is
bleeding (50%) which is similar to other small bowel
GIST (49%) but different from gastric GIST which is
most commonly an incidental finding (62%)® but in our
practice gastric GIST have also mostly presented with
bleeding. Despite their large size they rarely present
with duodenal obstruction or obstructive jaundice.*

Hyo-Cheol et al® has described three patterns of growth
in CECT of GIST, Endoluminal where mass is completely
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confined to the bowel lumen, Exoenteric where mass
is confined to the extraluminal space and Mixed type
with a dumbbell appearance. Our mass fits into the
exoenteric growth pattern.

The most favored treatment for GIST is surgical resection.
For GIST of the second part of the duodenum complete
resection of the mass with pancreatoduodenectomy
has been the choice of treatment.®’ In literature search
there have only been a few reported cases of segmental
resection of the duodenum for GIST.®"" The complex
anatomical structures around the duodenum make it
difficult for segmental resection. So when the mass
is lying in the antimesentric border with a exoenteric
growth pattern, a 1 c¢cm margin can be achieved and
is away from the ampulla distal common bile duct and
the pancreatic duct local resection is possible. Goh
BK et al'? reviewed 22 patients with duodenal GIST

ameng whom 7 patients underwent local resection and
concluded that local resection was a viable option with
similar recurrence rates and less operating time with

less morbidity.

They can sometimes directly invade the surrounding
structures like in our case the transverse colon. The
GIST rarely shows lymph node metastasis so lymph
node dissection is unnecessary. Advantage is due to
the preservation of the pancreas, avoiding various
complications related with pancreatoduodenectomy.
Tumor size is an important prognostic factor, tumor size
more than 5 cm have more chances of malignancy and
tumors more than 10 cm has a 5-year survival of only
20 % after resection.'® Local recurrence is common'
and rupture of the tumor can cause intraperitoneal
dissemination.'® Solitary liver metastasis can be
surgically resected.'® Chemotherapy has not shown to
be very effective.'” Complete resection of the tumor is
one of the most important factors related to survival.'
The advantage of local or segmental resection is due to
the preservation of the pancreas and avoiding various
complications related with pancreatoduodenectomy.
In our patient, complete resection of the tumor with
tumor free margin was possible. Before surgery was
the only option but now Imatinib and sunitinib tyrosine
kinase inhibitors are being tested in phase Il trials for
treatment of unresectable or metastatic GIST.'®
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