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Case Report
A lethal mesenteric gastrointestinal stromal tumor: a 
case report and review of the literature
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Abstract: Gastrointestinal stromal tumors (GISTs) arising from the mesentery are very rare. Here, we report a 53-
year old man with a huge lobulated cystic-solid tumor in the left lower quadrant of the abdomen, which had been 
proved clinically and radiographically. Surgical resection showed that the large mass was noted at the mesentery of 
small intestine. Grossly, the largest diameter of the mass were measured up to 23 cm, and poorly circumscribed. 
Histological observation demonstrated it as a malignant GIST with positive CD117 (c-kit) staining. Mitotic figures 
were frequently observed up to 110 per 50 high power fields. Soon after the surgery, the patient experienced local 
recurrence with quick growth. The patient received targeted therapy (imatinib mesylate) but had no ideal effect. The 
patient died nine months after the operation because of rapid disease progression.
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Introduction

Gastrointestinal stromal tumors (GISTs) are the 
most common mesenchymal tumors in the gas-
trointestinal tract. GISTs outside the digestive 
tract were called as extra-gastrointestinal stro-
mal tumor (EGISTs) [1]. GISTs are believed to 
originate from interstitial cells of Cajal or relat-
ed stem cells [2]. Primary EGISTs are extremely 
rare, and often arising from the mesentery, 
omentum or retroperitoneum [3]. As reported 
in 1999 by Emory TS et al., EGISTs accounts for 
about 7% of all 1431 cases of GISTs, in which, 
only 7 cases were found primary originating 
from mesentery [4]. GISTs are characterized by 
CD117 (c-kit proto-oncogene product) protein, 
a tyrosine kinase growth factor receptor, posi-
tivity [5].

Primary EGISTs deriving from omentum and 
mesentery demonstrated clinicopathological 
and immunohistochemical characteristics simi-
lar to a GIST of the digestive tract described 
previously in the literature [6]. The risk of GIST 
is measured by its site and size [7]. A high 
mitotic rate (>5/50 HPF) and a high Ki-67 label-
ing index (>10%) indicated a significantly poorer 
outcome of the patients [3]. Completely surgi-
cal resection is the only effective treatment 

approach for GISTs. Recently, imatinib, an inhib-
itor of tyrosine kinase receptor, has been intro-
duced for the management of advanced and 
metastatic tumors [8].

Herein, we report a giant highly malignant EGIST 
at the mesentery of the small intestine of a 
53-year old man, with a discussion on its clini-
cal, light microscopic and immunohistochemi-
cal features, prognosis and differential dia- 
gnosis.

Case presentation

Clinical summary

A 53-year old man was admitted to our hospital 
with over one-month history of paroxysmal 
abdominal pain and abdominal distention with-
out other constitutional symptoms. The patient 
had been taking anti-hypertensive medications 
for 3 years and denied a history of unhealthful 
environment and treatment of additional dis-
eases. Physical examination revealed a 14×15 
cm hard mass. Laboratory findings were unre-
markable and tumor markers, including CEA, 
CA199, AFP and CA744, were all within the nor-
mal limit. A subsequent computed topography 
(CT) of the abdomen showed a huge lobulated 



A lethal mesenteric gastrointestinal stromal tumor

11716 Int J Clin Exp Pathol 2015;8(9):11715-11721

cystic-solid tumor in the left lower quadrant of 
the abdomen, and its size is 17×12 cm (Figure 
1). A curative resection of the mass was per-
formed on a surgical field. The large mass was 
noted at the mesentery of small intestine, 
which encroached on the left side of the 
abdominal wall, proximal jejunum, middle-lower 
descending colon and upper sigmoid colon.

Pathologic findings

The tumor measured 23×16×12 cm in size. The 
tumor was firm or soft and the cut surface 
showed a grayish yellow to taupe with promi-
nent hemorrhage and necrosis (Figure 2). 
Microscopically, the tumor was composed of 
spindle or polygonal cells with eosinophilic 
cytoplasm, parts of which are arranged like 
woven or vortex. The tumor cells had large pleo-
morphic nuclei with conspicuous nucleoli. 
Mitotic figures were frequently observed up to 
110 per 50 high power fields (Figure 3). 
Immunohistochemical stains of the tumor cells 
revealed positivity for CD117 (c-Kit) and vimen-
tin. The Ki-67 labeling index for the tumor prolif-
erative activity was 80%. The tumor partly 
showed positive CD34 and CD68. However, 
Dog-1, lysozyme, HMB45, S-100 and cytokera-
tin were totally negative (Figure 4). Molecular 
genetic analysis (KIT mutation) showed that no 
mutation was found in exon 12 or 8 of PDGFRA 
gene and exon 9, 11, 13 or 17 of c-Kit gene 
(Data are not shown).

Follow-up

At 26 days after surgery, ultrasound test 
showed a solid hypoechoic mass, 7.5×3.7 cm in 
size, considered tumor recurrence in the lower 
left abdominal. And 9 days later, size of the 
mass rapidly enlarged to 12.5×10.4 cm. The 
patient started imatinib mesylate targeted ther-
apy at 400 mg/day for a half month. Because 
of ineffective response, drug dosage was 
increased to 600 mg/day, but still had no effect 
of therapy. Finally, the patient died about nine 
months after surgery.

Discussion

Gastrointestinal stromal tumors (GISTs) are 
c-Kit-positive neoplasms of the digestive tract 
[9]. GISTs outside the digestive tract called 
extra-gastrointestinal stromal tumor (EGISTs). 
Characteristic morphological features and 

Figure 1. Computed topography (CT) of the abdo-
men. A. CT scan images showed a huge lobulated 
cystic-solid tumor in the left lower quadrant of the 
abdomen. B. The coronal reconstruction image.

Figure 2. Gross morphology. The tumor was showed 
a grayish yellow to taupe with prominent hemorrhage 
and necrosis. The large mass was noted at the mes-
entery of small intestine.
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immunohistochemical positive for CD117 (c-kit) 
are the main diagnosis basis for GISTs. 
Moreover, most GISTs express CD34 (70%), 
and heavy caldesmon (80%), whereas 25% are 
positive for smooth muscle actin and less than 
5% for desmin. It’s important to distinguish 
mesenteric GIST from mesenteric malignant 
fibrous histocytoma (MFH), which usually has 
the positive immunoreactivity pattern of the 
tumor cells for vimentin, lysozyme, and CD68. 
As the immunohistochemical results in the 
case we report, there is no doubt that this case 
is a mesenteric GIST. Defining risk of aggres-
sive behavior in GISTs is measured by its site, 
size and mitotic count [10]. (Table 1) A high 
mitotic rate (>5/50 HPF) and size (>5 cm) indi-
cate that the tumor is high risk. To the best of 
our knowledge, EGISTs that arise from the mes-
entery are very rare with only about 13 previous 
cases reported in English literature (Table 2) 
[11-23]. Including this case we present, 9 of 14 
were male patients with an average age of 62.4 

(the range of 30 to 78) years and 5 were female 
with an average age of 49.6 (the range of 
17-71). All patients were symptomatic, and 
abdominal distension present in 57% of cases. 
The tumors were located in the transverse mes-
entery (n=3), in the jejunal mesentery (n=2), 
and in the rectal mesentery (n=1), and 7 cases 
were just reported in the mesentery. The aver-
age tumor size was 19.7 (the range of 6 to 35) 
cm in diameter, and the high mitotic rate (> or 
=5/50 HPF) present in 66.7% (data of two 
cases about mitotic rate are missing). All the 
cases belong to high risk. Mesenteric EGISTs 
having a higher positive rate of CD117 than 
those derived from stomach, small intestine, 
colon and rectum [24]. In these reported cases, 
the positive rate of CD117 staining is 100%. 13 
patients were treated surgically, in which 10 
patients were given imatinib after surgery. Out 
of these four patients present tumor recurrenc-
es post-operatively, including two deaths.

Figure 3. Microscopic features. The tumor was composed of spindle or polygonal cells with eosinophilic cytoplasm, 
parts of which are arranged like woven or vortex. (A. ×100 original magnification; B. ×200 original magnification). 
Abnormal mitoses (C) and tumor giant cells (D) were frequently observed (arrow, ×400 original magnification).
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EGISTs were large in size, measuring more than 
10 cm [25]. The biggest mesenteric GIST was 
reported by Nakayama T et al. in 2003, and its 

size is 35×25×18 cm arising from the mesen-
tery of the rectal mesentery [22]. In this case, 
the tumor is 23×16×12 cm in size, which is the 
biggest EGIST arising from mesentery of the 
small intestine. Its mitotic count is 110/50 HPF, 
to our best knowledge, which is highest in the 
previous reports. This tumor was found recur-
rence so soon after surgery, and imatinib had 
no effect on the patient. The patient died 
because of rapid disease progression about 
nine months after surgery. There is no doubt 
that this giant mesenteric EGIST is extremely 
malignant.

Optimal management of GIST requires carefully 
radiographic, exactly pathologic, systematically 
medical examination, and completely surgery, 
even targeted therapy with tyrosine kinase 
inhibitor, such as imatinib mesylate [26]. 
Imatinib mesylate [Gleevec], a receptor tyro-
sine kinase inhibitor, provides an effective 
treatment for recurrent or metastatic GISTs 

Figure 4. Immunohistochemical staining. The lesion showed diffusely vimentin (A) and CD117 (B) staining. (C) CD34 
showed positive staining in the vessels (blue asterisk) and partly tumor cells (red asterisk). (D) The Ki-67 labeling 
index was used to show the proliferative activity. (×400 original magnification).

Table 1. Proposed modification of consensus 
classification for selecting patients with GIST for 
adjuvant therapy

Risk category Tumor 
size (cm)

Mitotic count 
(per 50 HPFs)

Primary tumor 
site

Very low <2.0 ≤5 Any
Low 2.1-5.0 ≤5 Any

Intermediate
2.1-5.0 >5 Gastric

<5.0 6-10 Any
5.1-10.0 ≤5.0 Gastric

High

Any Any Tumor rupture
>10.0 Any Any

Any >10 Any
>5.0 Any mitotic rate Any

2.1-5.0 >5 Nongastric
5.1-10.0 ≤5 Nongastric
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Table 2. Clinicopathological findings of mesenteric EGISTs in the literature

Case Year Age Sex Symptom Site Tumor size 
(cm) Management Follow-up Mitoses/ 

50 HPF CD117 CD34 CK Ki-67 
(%) REF.

1 2014 72 M increasing abdominal distension mesentery 23×14×14 surgical resection 
and imatinib

NA <5 POS NA NEG NA [11]

2 2013 78 M upper abdominal pain transverse 
mesocolon

22×15 surgical resection 
and imatinib

No evidence of tumor recurrence 
was identified after 24 months of 

follow-up

15 POS NEG NEG NA [12]

3 2013 69 F abdominal fullness mesentery 18×15 imatinib  and sur-
gical resection

No  recurrence was detected for 16 
months after resection

NA POS NA NA >5 [13]

4 2012 39 F low back pain superior to the rectum 
that radiated down the leg accompa-

nied by nausea

mesentery 8.4×7.7×7.6 surgical resection 
and imatinib

had a very long time between recur-
rence of disease

2~3 POS NEG NEG 5% [14]

5 2010 71 F increased abdominal circumference mesentery 20 surgical resection 
and imatinib

1 1/2 years after the surgery, the 
patient is asymptomatic

NA POS NA NA NA [15]

6 2009 78 M epigastralgia and abdominal fullness  transverse 
mesocolon

13×14×15 surgical resection  No recurrence is noted 3 years 
after the operation

5 POS POS NEG 5% [16]

7 2007 17 F menorrhagia transverse 
mesentery 

30×30×12 surgical resection 
and imatinib

recurrence >5 POS NEG NEG NA [17]

8 2006 42 M abdominal fullness and pain mesentery 10×8 imatinib  developed cachexia and died 10 POS POS NA NA [18]

9 2006 30 M severe debilitation, anemia and diar-
rhea

mesentery 4×6 surgical resection recurrence scarce NA NA NA NA [19]

10 2006 52 F abdominal pain jejunal mes-
entery

18×14×12 surgical resection 
and imatinib

after an 11-month follow-up is doing 
well

>10 POS POS NEG NA [20]

11 2006 63 M significant for insulin dependent 
diabetes mellitus an   d ischemic heart 

disease. no other clinical symptoms

mesentery 8×5 surgical resection after 18 month of follow-up showed 
no signs of recurrent disease

10 POS NEG NA NA [21]

12 2003 65 M constipation and abdominal distension rectal mesen-
tery

35×25×18 surgical resection died with pneumonia NA POS NEG NEG NA [22]

13 2002 71 M satiety jejunal mes-
entery

30×24×16 surgical resection 
and imatinib

8 months later a local recurrence 
was found; 12 months after the ini-

tial surgery showed liver metastases

>10/10 HPF POS NEG NEG NA [23]

14 present 63 M abdominal pain and abdominal 
distention

mesentery of 
small intestine 

23×16×12 surgical resection 
and imatinib

26 days after surgery recurrence 
was found; nine months after sur-

gery the patient died 

110 POS POS NEG 20%

M = male; F = female; NA = not available; NED = no evidence of disease; POS = Positive; NEG = negative.



A lethal mesenteric gastrointestinal stromal tumor

11720 Int J Clin Exp Pathol 2015;8(9):11715-11721

[27]. Imatinib resistance is the most important 
clinical issue in patients with GISTs and its effi-
ciency is closely related to the mutational sta-
tus of KIT and PDGFRA [28]. However, approxi-
mately 10-15% of adult GISTs and 85% of 
pediatric GISTs lack such mutations, and these 
“wild-type” GISTs have been reported to 
express high levels of the insulin-like growth 
factor 1 receptor (IGF1R), and IGF1R-targeted 
therapy of wild-type GISTs is being evaluated in 
clinical trials [29]. Recently, miR-222 and miR-
17/20a was reported to directly regulate KIT 
and ETV1, respectively, which could therapeuti-
cally hold great potential for GISTs manage-
ment, especially in imatinib-resistant patients 
[30]. Further clinical investigations are urgently 
needed to characterize the etiology and man-
agement of imatinib-resistant in patients of 
GISTs.

Conclusion

The occurrence of EGISTs is rare and mesen-
teric EGIST is extremely rare. Its size is usually 
huge and its risk is almost high. Aggressive sur-
gical intervention is the most effective treat-
ment associated with the use of imatinib. And a 
strict follow-up is necessary due to high recur-
rence rates. 

Acknowledgements

Written informed consent was obtained from 
the patient for the publication of this report and 
any accompanying images.

Disclosure of conflict of interest

None.

Address correspondence to: Dr. Liang Zhao, Depart- 
ment of Pathology, Nanfang Hospital, Southern 
Medical University, Guangzhou, China. E-mail: 
liangsmu@gmail.com

References

[1] Kolarik J and Drapela J. [Extragastrointestinal 
stromal tumor (EGIST)-a case review]. Rozhl 
Chir 2012; 91: 241-5.

[2] Miettinen M and Lasota J. Gastrointestinal 
stromal tumors: review on morphology, molec-
ular pathology, prognosis, and differential di-
agnosis. Arch Pathol Lab Med 2006; 130: 
1466-78.

[3] Castillo-Sang M, Mancho S, Tsang AW, Goci-
man B, Almaroof B, Ahmed MY. A malignant 

omental extra-gastrointestinal stromal tumor 
on a young man: A case report and review of 
the literature. World J Surg Oncol 2008; 6: 50.

[4] Emory TS, Sobin LH, Lukes L, Lee DH, O’Leary 
TJ. Prognosis of gastrointestinal smooth-mus-
cle (stromal) tumors: dependence on anatom-
ic site. Am J Surg Pathol 1999; 23: 82-7.

[5] Miettinen M, Sobin LH and Sarlomo-Rikala M. 
Immunohistochemical spectrum of GISTs at 
different sites and their differential diagnosis 
with a reference to CD117 (KIT). Mod Pathol 
2000; 13: 1134-42.

[6] Llenas-Garcia J, Guerra-Vales JM, Moreno A, 
Ibarrola C, Castelbon FJ, Fernández-Ruiz M, 
Meneu JC, Ballestin C, Moreno E. Primary ex-
tragastrointestinal stromal tumors in the 
omentum and mesentery: A clinicopathologi-
cal and immunohistochemical study. Hepato-
gastroenterology 2008; 55: 1002-5.

[7] Sorour MA, Kassem MI, Ghazal Ael-H, El-Riwini 
MT, Abu Nasr A. Gastrointestinal stromal tu-
mors (GIST) related emergencies. Int J Surg 
2014; 12: 269-80.

[8] Eisenberg BL and Judson I. Surgery and ima-
tinib in the management of GIST: emerging ap-
proaches to adjuvant and neoadjuvant thera-
py. Ann Surg Oncol 2004; 11: 465-75.

[9] Bertolini V, Chiaravalli AM, Klersy C, Placidi C, 
Marchet S, Boni L, Capella C. Gastrointestinal 
stromal tumors--frequency, malignancy, and 
new prognostic factors: the experience of a 
single institution. Pathol Res Pract 2008; 204: 
219-33.

[10] Joensuu H. Risk stratification of patients diag-
nosed with gastrointestinal stromal tumor. 
Hum Pathol 2008; 39: 1411-9.

[11] Kirby R, Rajasagaram N and Ghusn M. Primary 
mesenteric gastrointestinal stromal tumour. J 
Surg Case Rep 2014; 2014. 

[12] Muto M, Fujiya M, Okada T, Inoue M, Yabuki H,  
Kohgo Y. An invasive extragastrointestinal stro-
mal tumor curably resected following imatinib 
treatment. J Gastrointestin Liver Dis 2013; 22: 
329-32.

[13] Xue D, Chen H and Chen Y. Giant extragastroin-
testinal stromal tumor in the transverse meso-
colon concomitant with gastric cancer in an 
elderly patient: Case report. Oncol Lett 2013; 
5: 627-630.

[14] Goukassian ID, Kussman SR, Toribio Y, Rosen 
JE. Secondary recurrent multiple EGIST of the 
mesentary: A case report and review of the lit-
erature. Int J Surg Case Rep 2012; 3: 463-6.

[15] Valero LA, Cascales Sánchez P, Prat Calero A, 
Rueda Martínez JL, González Masía JA, García 
Blázquez E, Usero Rebollo S, Martínez Moreno 
A, Moreno Resina JM. Mesenteric gastrointes-
tinal stromal tumor. Rev Esp Enferm Dig 2010; 
110: 218-9.

mailto:liangsmu@gmail.com


A lethal mesenteric gastrointestinal stromal tumor

11721 Int J Clin Exp Pathol 2015;8(9):11715-11721

[16] Terada T. Primary extragastrointestinal stromal 
tumor of the transverse mesocolon without c-
kit mutations but with PDGFRA mutations. 
Med Oncol 2009; 26: 233-7.

[17] Gupta N, Mittal S, Lal N, Misra R, Kumar L, 
Bhalla S. A rare case of primary mesenteric 
gastrointestinal stromal tumor with metastasis  
to the cervix uteri. World J Surg Oncol 2007; 5: 
137.

[18] Puri T, Gunabushanam G, Malik M, Goyal S, 
Das AK, Julka PK, Rath GK. Mesenteric gastro-
intestinal stromal tumour presenting as intra-
cranial space occupying lesion. World J Surg 
Oncol 2006; 4: 78.

[19] Moschos J, Tzilves D, Paikos D, Tagarakis G, 
Pilpilidis I, Antonopoulos Z, Kadis S, Katsos I, 
Tarpagos A. Large mesenteric gastrointestinal 
stromal tumor in a patient with familial adeno-
matous polyposis syndrome. Wien Klin 
Wochenschr 2006; 118: 355-7.

[20] Jaworski R, Jastrzebski T, Swierblewski M, Dru-
cis K, Kobierska-Gulida G. Coexistence of he-
patocellular carcinoma and gastrointestinal 
stromal tumor: A case report. World J Gastro-
enterol 2006; 12: 665-7.

[21] Basile A, Kettenbach J, Mundo E, Natoli A, Ca-
loggero S, Minciullo M, Garito A. Primitive mes-
enteric gastrointestinal stromal tumor with au-
tonomic nerve/ganglionic differentiation pre- 
senting as a huge mass with small synchro-
nous nodules. Eur Radiol 2006; 16: 422-7.

[22] Nakayama T, Hirose H, Isobe K, Shiraishi K, 
Nishiumi T, Mori S, Furuta Y, Kasahara M. Gas-
trointestinal stromal tumor of the rectal mes-
entery. J Gastroenterol 2003; 38: 186-9.

[23] Gorospe L, Simón MJ, Lima F, Esteban I, Ma-
drid C, Hitos E. Primary mesenteric tumor with 
phenotypical features of gastrointestinal stro-
mal tumors. Eur Radiol 2002; 12 Suppl 3: 
S82-5.

[24] Sui XL, Wang H and Sun XW. Expression of 
DOG1, CD117 and PDGFRA in gastrointestinal 
stromal tumors and correlations with clinico-
pathology. Asian Pac J Cancer Prev 2012; 13: 
1389-93.

[25] Kim KH, Nelson SD, Kim DH, Choi KU, Kim SJ, 
Min KW, Jang KS, Paik SS, Oh YH, Chae SW, 
Sohn JH, Kim HJ, Cho YK, Kim BI, Park DI, Sohn 
CI, Oh S, Choi SH, Choi YJ, Woo HY, Park YL, 
Park SJ, Lee SH, Ryu S, DO SI, Kang G, Kim K, 
Cho YH, Pyo JS. Diagnostic relevance of overex-
pression of PKC-theta and DOG-1 and KIT/
PDGFRA gene mutations in extragastrointesti-
nal stromal tumors: a Korean six-centers study 
of 28 cases. Anticancer Res 2012; 32: 923-37.

[26] Bamboat ZM and Dematteo RP. Updates on 
the management of gastrointestinal stromal 
tumors. Surg Oncol Clin N Am 2012; 21: 301-
16.

[27] Din OS and Woll PJ. Treatment of gastrointesti-
nal stromal tumor: Focus on imatinib mesylate. 
Ther Clin Risk Manag 2008; 4: 149-62.

[28] Lee JH, Kim Y, Choi JW, Kim YS. Correlation of 
imatinib resistance with the mutational status 
of KIT and PDGFRA genes in gastrointestinal 
stromal tumors: a meta-analysis. J Gastroin-
testin Liver Dis 2013; 22: 413-8.

[29] Beadling C, Patterson J, Justusson E, Nelson 
D, Pantaleo MA, Hornick JL, Chacón M, Corless 
CL, Heinrich MC. Gene expression of the IGF 
pathway family distinguishes subsets of gas-
trointestinal stromal tumors wild type for KIT 
and PDGFRA. Cancer Med 2013; 2: 21-31.

[30] Gits CM, van Kuijk PF, Jonkers MB, Boersma 
AW, van Ijcken WF, Wozniak A, Sciot R, Rut-
kowski P, Schöffski P, Taguchi T, Mathijssen 
RH, Verweij J, Sleijfer S, Debiec-Rychter M, 
Wiemer EA. MiR-17-92 and miR-221/222 clus-
ter members target KIT and ETV1 in human 
gastrointestinal stromal tumours. Br J Cancer 
2013; 109: 1625-35.


