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Abstract  
 
Introduction: Gastrointestinal stromal tumor (GIST) is a rare mesenchymal tumor of the 
gastrointestinal (GI) tract that usually occurs in the stomach and the small intestine, respectively. This 
tumor often occurs in people over the age of 40 years, especially in the fifth and sixth decades of life. 
The range of symptoms varies from asymptomatic to symptomatic depending on the size and location 
of the tumor. The standard diagnostic of this tumor is the pathological examination of tissue 
specimens. Also today, the main treatment for this tumor is surgery and resection of the tumor.   
Case Report: A 43-year-old woman presented with melena and a decrease in hemoglobin level to 4. 
The patient underwent upper and lower GI endoscopy, CT angiography, and EUS, which was reported 
a vascular lesion below the ampulla of vater. After laparotomy and Whipple procedure, pathology 
reported tumor as GIST. The patient was discharged from the hospital in good general condition.   
Conclusion: we suggest that patients presented with gastrointestinal bleeding and the presence of a 
lesion in the diagnostic modalities, GIST should always be considered as a differential diagnosis.  
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Introduction 
A gastrointestinal stromal tumor (GIST), first 
introduced in 1983, is known as a rare 
gastrointestinal mesenchymal tumor (1). The 
tumor often occurs in the stomach (50%60%) 
and small intestine (30%-35%). However, this 
tumor has been reported outside the 
gastrointestinal tract rarely (2-4). Activation of 
the mutation in the proto-oncogene c-KIT or 
platelet-derived growth factor receptor alpha 
polypeptide (PDGFRA) leads to the formation 
of this tumor originating in the interstitial cells 
of the gastrointestinal tract, namely the Cajal, 
which are responsible for the peristaltic 
movements of the gastrointestinal tract. This 
tumor often occurs in people over the age of 
40 years, especially in the fifth and sixth 
decades of life (5). The range of symptoms 
varies from asymptomatic to symptomatic 
depending on the size and location of the 
tumor. In symptomatic cases, patients may 
experience symptoms such as nausea, 
vomiting, abdominal pain, gastrointestinal 
bleeding, and anorexia (6, 7). For a definitive 
diagnosis, pathology and 
immunohistochemistry of the tumor are 
required. Also, the main treatment for this 
tumor is resection surgery (8).    
 

Case Report 
The patient was a 43-year-old woman with 
melena and a decrease in hemoglobin level to 
4 that was referred to Taleghani Hospital in 
Tehran. After stabilizing the patient's 
condition, a clinical history was taken from 
her. The patient mentioned the duration of 
melena as 4-6 months. The patient was a non-
smoker and did not take any drugs. The 
patient's past medical history was negative. 
Also, no significant point was found in her 
family history. On physical examination, her 
abdomen was soft and she did not have any 
tenderness or rebound tenderness and 
guarding. Also, no pathological point was 
found in the physical examination. The patient 
initially underwent an upper and lower GI 
endoscopy, which was normal. The patient 
then underwent computed tomography (CT) 
angiography, which reported a vascular lesion 
near the second part of the duodenum (D2). 
Because the lesion was vascular, the patient 
with a suspicion of arteriovenous 
malformation (AVM) candidate for 

angiography and angioembolization.In 
angiography celiac artery  had severe stenosis 
and the blood supply to the liver was mainly 
provided by anastomosis of the superior 
mesenteric artery (SMA) with the 
gastroduodenal artery (GDA), and the vascular 
lesion also received blood from SMA (Figure 
1). Therefore, due to the need to maintain 
blood supply to the liver and possibility of 
damage to SMA angioembolization was 
canceled. The patient underwent endoscopic 
ultrasonography (EUS) for further evaluation. 
EUS report showed an external lesion below 
the major papilla without duodenal mucosal 
ulcer which pushing inward.  
 

 
Figure 1: Angiography (HA: hepatic artery, 
GDA: gastroduodenal artery, SMA: superior 

mesenteric artery)  
The patient was candidate for laparotomy. 
During surgery, it was found that the major 
papilla was surrounded by the tumor. 
Therefore, according to the patient's condition, 
i.e. stenosis of the celiac artery and the need of 
the liver for the GDA to supply the blood 
required for it, the Whipple procedure or 
pylorus-preserving pancreatoduodenectomy 
was performed, and also the patient's GDA 
was preserved. The sample sent to the 
pathology was a pink to dark red piece with 
dimensions of 4 cm × 2.8 cm × 2.2 cm, which 
was reported GIST and had no metastasis 
(which limit to submucosa and subserosa) . 
Based on microscopic finding, sections show a 
biphasic neoplasm compused of uniform 
eosinophilic cells in short fascicles and whorls, 
indistinct cell borders, paranuclear cytoplasmic 
vaculoles and rounded cells with variably 
eosinophilic cytoplasm in nest and sheet in the 
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hyaline background. Rare mitotic activity was 
presented (mitotic rate of 2 per 5mm2). Tumor 
histologic grade and pathologic stage was G1 
(low grade) and pT2N0Mx, respectively (ICD-
O code: C:24.1 M: 8936.1). Figure 2 shows the 
excised tumor. chronic cholecystitis was 
reported on pathology report, too. After 
surgery, the patient's symptoms resolved and 
the patient was discharged from the hospital in 
good general condition. 
 

 
Figure 2:  Excised tumor  

 
Discussion 
A gastrointestinal stromal tumor (GIST) is 
known as one of the rare gastrointestinal 
tumors. The location of this tumor is generally 
reported in the stomach and then in the small 
intestine. However, in rare cases, it can be seen 
outside the gastrointestinal tract (1-4).  Gene 
mutations, especially the proto-oncogene c-
KIT or platelet-derived growth factor receptor 
alpha polypeptide (PDGFRA), and age 
(because the majority of these tumors are 
reported to be over 40 years old) have been 
identified as risk factors for this tumor (5, 9). 
This tumor is often asymptomatic, although 
depending on the size and location of the 
tumor it can be symptomatic, which 
gastrointestinal bleeding is the most common 
symptom (6, 7). The patient in this case report 
also had this symptom.  
Diagnostic modalities such as CT scan, MRI, 
endoscopic ultrasound (EUS), GI endoscopy, 
and biopsy can be used. However, in cases 

where the tumor can be resected, the biopsy is 
not recommended because it carries risks such 
as bleeding, rupture of the tumor, and 
metastasis of tumor cells (6). The definitive 
diagnosis of this tumor is obtained by 
examination of pathology and 
immunohistochemistry, usually with the help 
of CD 117 marker (in 95% of cases of GIST is 
positive) (10-12). This tumor can metastasize 
to the liver, omentum, and peritoneal cavity. 
Lymphatic metastasis is rare (13). Tumor risk 
for metastasis and rupture is measured based 
on tumor size and mitotic index. In high-risk 
cases, it is recommended to treat the tumor 
with imatinib in addition to surgical treatment. 
The main treatment for the tumor is still 
resection of the tumor with surgery. The 
patient in this case report was placed in a low-
risk classification based on the Asian 
consensus of guidelines  (8), so after surgery 
and examination for tumor metastasis, there 
was no need for treatment with imatinib.  
Indications for the Whipple procedure include 
a tumor in the head of the pancreas or other 
structures, including the duodenum, bile duct, 
or ampulla. In this technique, the head of the 
pancreas, the duodenum, the first 15 cm of the 
jejunum, and the gallbladder are removed (12, 
14, 15). According to research, if this 
operation is performed by a skilled surgeon, 
the mortality rate is less than 4% (16).   As 
mentioned, the patient's celiac artery had 
stenosis and therefore the blood supply to the 
liver was provided by anastomosis of the GDA 
with the branches of the superior mesenteric 
artery (SMA). Therefore, the Whipple 
procedure was required to remove the tumor, 
but the GDA was preserved.  
 In this case report for the first time in Iran, we 
reported a 43-year-old patient with GIST and 
celiac artery stenosis who was successfully 
treated with surgery. Finally, we suggest that 
for patients presented with gastrointestinal 
bleeding and the presence of a lesion in the 
diagnostic modalities, GIST should always be 
considered as a differential diagnosis. 
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