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Abstract: Gastrointestinal stromal tumors (GIST) are frequently observed in the stomach and intestines. Although they 
may be presented with various symptoms depending on their location and diameter, acute abdomen syndrome is a rare 
presentation form for GIST. A 54-year-old male patient was evaluated with the complaint of sudden onset abdominal 
pain at the urology clinic. In examination; fever (38.5 ˚C), abdominal distension and peritoneum irritation signs were 
detected. A mass that contained localized necrotic areas thought to have mesentery origins and intraabdominal free-fluid 
were detected on abdominal computed tomography. The patient was operated with the diagnosis of acute abdomen 
syndome. In operation; extensive intestinal content in the abdomen, a perforated tumoral mass which was 7x5 cm in 
diameter, and anti-mesenterically localized at the ileum segment were detected. Segmental ileum resection-end 
ileostomy operation was performed, and the patient was discharged as uneventful on post-operative tenth day. As a 
result of a histopathological analysis, a GIST (<5/50 mitotic growth) was detected. By means of this finding, we want to 
remind that GISTs may be presented with acute abdomen symptoms due to perforation, though rarely. 
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INTRODUCTION 

Gastrointestinal stromal tumours (GIST) are the 

most common mesenchymal tumours of the 

gastrointestinal system. Many gastrointestinal soft 

tissue neoplasms, previously classified as different 

sub-groups, are today classified as GIST on the basis 

of molecular and immunohistological features. GISTs 

occur anywhere along the gastrointestinal tract and are 

believed to originate from the interstitial cells of Cajal 

[1]. These tumors account for 0.1–3% of all 

gastrointestinal cancers, and they represent up to 20% 

of small bowel malignancies [2]. Clinical symptoms, 

which depend on tumour size and location, are usually 

non-specific. In daily practice, presentation with acute 

abdomen symptoms is rare. In this paper, we have 

reported a perforated GIST case who had admitted 

with acute abdomen symptoms.  

CASE REPORT  

A 54-year-old male patient hospitalized in the 

urology clinic for the diagnosis of a mass adjacent to 

the urinary bladder was evaluated for complaints of 

 

 

*Address correspondence to this author at the Department on General 
Surgery, Sakarya University Faculty of Medicine, Turkey; Tel: +905335483415;  
Fax: +902642550000; E-mail: fatihaltintoprak@yahoo.com 

This case has been presented at ESS 2012 ISTANBUL, XVI. Annual Meeting 
of the European Society of Surgery, 2012, Istanbul, Turkey, as poster 
presentation. 

abdominal pain and nausea-vomiting, which suddenly 

began 8 hours prior. At the time of the first evaluation, 

the patient was pale, with tachycardia and fever (38.5 

˚C). On examination revealed abdominal distention, 

generalized tenderness, and signs of peritoneal 

irritation. Laboratory examinations revealed 

leukocytosis (17.500/mm
3
) and anemia (Hb < 8.0 

gr/dL). The patient had Type II Diabetes Mellitus and 

his medical history revealed that he occasionally 

experienced abdominal pain for the previous year and 

was found to have anemia during the investigations 

performed for this complaint. The findings of the 

endoscopic examinations of the lower and upper 

gastrointestinal tracts performed to investigate the 

etiology of anemia were normal. On abdominal graphy 

revealed air-fluid levels. Abdominal computed 

tomography (CT) examination revealed extensive intra-

abdominal free fluid and a 7x5 cm mass with a necrotic 

center, which was laterally adjacent to the urinary 

bladder and believed to originate from the ileum (Figure 

1). The patient underwent emergency surgery with the 

diagnosis of acute abdomen syndrome. During 

abdominal exploration, extensive intestinal content in 

the abdominal cavity and all intestinal segments until 

the terminal ileum were dilated. A 7x5 cm mass 

originating in the anti-mesenteric border in the ileal 

segment at 50 cm proximal to the ileocecal valve was 

discovered, and a perforation occurred at this location 

(Figure 2). Segmental ileum resection-end ileostomy 
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operation was performed and the patient was 

discharged uneventfully on postoperative 10
th 

day. 

Histopathological analysis revealed a GIST (mitotic 

activity <5/50) (Figure 3). The patient is currently in the 

9
th

 month of his follow-up and has no problems.  

DISCUSSION 

In a 2005 United States report, the distribution of 

small bowel cancer histology was: 44% carcinoid, 33% 

adenocarcinoma, 15% lymphoma, and 7% 

gastrointestinal stromal tumor (GIST) [3]. GISTs are 

most commonly observed in the stomach and small 

intestine in the gastrointestinal system. Their clinical 

signs vary depending on their anatomical location and 

size. Tumors with small diameters are usually 

asymptomatic. Large tumors localized in the small 

intestine, however, are commonly present with signs of 

intestinal obstruction and palpable intra-abdominal 

masses [4]. Despite the rarity, GIST presented with 

acute abdomen symptoms have been reported in 

literature [5,6]. At the time of the first evaluation, the 

patient in the current study had abdominal distention 

and signs of peritoneal irritation. The patient had no 

history of clinical complaints suggesting intestinal 

obstruction, despite the presence of a mass of 

approximately 7x5 cm in diameter, likely due to the 

growth of the mass towards the outside of the lumen.  

Gastrointestinal bleeding associated with mucosal 

ulceration is a common finding in GISTs [2,7]. Twenty 

percent of the cases have complaints of non-specific 

abdominal pain, nausea and loss of appetite 

associated with the intra-abdominal mass. Ten percent 

of the patients have metastatic disease at the time of 

presentation [7]. The history of the current patient 

 

Figure 1: Abdominal CT examination; a) pelvic sections showing a mass (arrows) laterally adjacent to the right margin of the 
urinary bladder with partially smooth margins and central necrotic areas, which, on first sight, suggests an origin in the bladder 
wall. b) Abdominal CT sections of the same patient showing the presence of free fluid between the segments of the small 
intestine and in bilateral paracolic areas (arrows).  

 

 

Figure 2: Intra-operative view; a) Showing a perforated tumor mass originating from the anti-mesenteric border of the ileum, b 
and c) Anterior and posterior view of the mass after resection. 
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revealed abdominal discomfort and anemia for the 

previous year and no weight loss. The endoscopic 

examinations performed to investigate the etiology of 

anemia revealed normal results due to the ileal 

localization of the mass.  

Radiological and endoscopic methods are used in 

the diagnosis of GISTs. Gastrointestinal endoscopy, 

endoscopic ultrasonograph, abdominal CT, magnetic 

resonance imaging and FDG-PET are methods that 

may be used for diagnosis. Abdominal CT is commonly 

used for preoperative diagnosis, staging, surgical 

planning, and treatment follow-up. In general, GISTs 

are seen as intraluminal or extraluminal masses with 

smooth contours and homogenous internal structures. 

Large lesions, however, may appear as masses with 

irregular contours and a heterogeneous internal 

structure [8]. The abdominal CT examination of the 

current patient revealed a lesion with a smooth contour 

and central necrosis, which was localized in the ileum. 

The diagnosis of GIST can only be made by 

histopathological and immunohistochemical 

examinations. However, it should be noted that 

preoperative biopsy is not recommended for surgically 

resectable masses. The rate of KIT (CD117) positivity 

is 95% in GISTs [9]. In rare cases with KIT negativity 

(5%), the experience of the evaluating pathologist is 

very important along with other immunohistochemical 

markers (CD34, SMA, S-100, Desmin). In this case, 

extensive cytoplasmic and membrane staining with 

CD117 was observed in the tumor cells.  

Today, the standard treatment modality for non-

metastatic GIST is total surgical excision. Achieving R0 

resection (absence of residual disease) is the most 

important factor affecting treatment outcomes (disease-

free interval and survival) [10]. Frozen-section 

examination can be used in negative surgical border 

evaluation. Attention should be paid to not perforate the 

tumor during operation. This could cause neoplastic 

spread, and is a factor that increases the risk of the 

disease recurring, and decreases life expectancy. In 

the current case, a frozen-section examination was not 

required since the patient already had tumor 

perforation during the operation.  

GISTs are tumors with malignant potential. In 

general, small tumors (<2 cm) are considered benign, 

while the diameter, mitotic index, and localization of the 

tumor are important factors affecting prognosis. 

Tumors >5 cm in diameter and/or mitotic count >5/50 

HPF mitoses are potentially malignant. GISTs are 

tumors that are resistant to radiotherapy and 

chemotherapy. Although it is possible to achieve 

surgical R0 resection in small tumors, there were no 

treatment options in cases with large tumors and 

metastatic tumors until the discovery of the efficacy of 

imatinib in GIST. Currently, imatinib is the treatment of 

choice in patients who are not candidates for surgery 

due to technical reasons (the presence of a large tumor 

or metastasis) or patient-related reasons (high surgical 

risk) [11,12]. Because the patient in this study had 

tumor perforation, imatinib treatment was administered 

during the postoperative period.  

In conclusion, the localization and size of the tumor 

is important in the clinical presentation of GISTs. 

Although GISTs are generally associated with non-

specific symptoms, it should be kept in mind that they 

may also present with acute abdomen symptoms by 

causing perforation, regardless of tumor size.  
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Figure 3: Microscopic view; a) (H&E stain x20) Spindle tumor cells with eosinophilic cytoplasm. Necrosis is seen in the area 
shown with arrows. b) (x40) CD 117-positive tumor cells. 
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