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Abstract

Laparoscopic surgery was performed on 46-year-old women with a Gastric gastro intestinal stromal tumour (GIST). 
Laparoscopic gastric surgeries (LGS) may be an appropriate new, minimally-invasive operation for gastric myogenic tumours. 
Laparoscopic surgery can be applied to the traditional surgical principles with equal efficacy in selected patients.  
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Abbreviations: GIST: Gastric Gastro Intestinal Stromal 
Tumour; LGS: Laparoscopic Gastric Surgeries; CECT: Contrast 
enhanced computed tomography.

Introduction

Leiomyomas constitute 2.5% of all resected neoplasms 
of the stomach. They are usually asymptomatic, but may 
present as mucosal ulceration. Leiomyomas (GIST) are the 
most common benign tumours of the stomach found at 
autopsy. They can on occasion enlarge and undergo central 
necrosis, which may result in massive upper gastrointestinal 
bleeding.

Case History

A 46-year-old female was admitted for upper abdominal 
pain, post prandial fullness and occasional vomiting for 2 
weeks. She was given a course of Proton pump inhibitors 
which did not improve her symptoms. All routine blood 
investigations were normal. Ultrasound of the abdomen 
was normal. Contrast enhanced computed tomography 

(CECT) of the abdomen showed a well-defined exophytic 
heterogeneously enhancing soft tissue density lesion 
from the posterior wall body of stomach of size 3.4 x 2 
cms extending to the level the tail of pancreas (Figure 1). 
Esophagogastroduodenoscopy was normal and there was 
only an extraneous impression. A provisional diagnosis 
of leiomyoma arising from stomach wall was made. A 
supraumbilical 10mm, Three5 mm ports and one 12mm 
ports were made (Figure 2) At laparoscopy the tumour was 
visualised after opening the gastrocolic omentum (Figure 3). 
Short gastric vessels were divided and greater curvature was 
freed up to OG junction. The mass on the posterior wall of the 
stomach was resected with 2cm wedge of normal stomach 
tissue using staplers (Figure 4). The specimen was retrieved 
through an endo bag. The patient tolerated the procedure well. 
There was no dye leak at the suture line (gastrograffin study 
which was performed on post-operative day 2. Pathological 
examination of the specimen revealed well-differentiated 
smooth muscle cells without malignant features suggesting 
a benign leiomyoma (Figure 4). The specimen was tested for 
IHC markers CD-117 which was positive.
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Figure 1: CT showing the gastric GIST.

Figure 2: Shows the various ports.

Figure 3: Shows the GIST being visualised and excised.

https://medwinpublishers.com/IJSST/


International Journal of Surgery & Surgical Techniques
3

Katari GKV, et al. Gastric Gastro Intestinal Stromal Tumour. Int J Surg Surgical Tech  2022, 6(1): 
000163.

Copyright©  Katari GKV, et al.

Figure 4: H&E (4x) - Section shows wall of the stomach with a lesion in the muscularis propria. H&E (10x) Section shows 
uniform spindle shaped cells with cigar shaped nuclei arranged in interlacing bundles and fascicles.

Discussion

Sarcomatous tumors of the gastro intestinal tract occur 
commonly at 50 years of age. Syndromes associated with 
gastro intestinal stromal tumours (GIST) include Carney 
triad, Neurofibromatosis -1, Von Hippel Lindau [1] Gastric 
leiomyoma mostly presents as small solitary tumours 
that are asymptomatic [2,3]. Clinical symptoms are vague 
abdominal pain and bleeding (malena or frank hematemesis). 
They are smooth and well circumscribed with occasional 
ulceration of the mucosa. The presenting symptoms, if any, 
are postprandial fullness and gastrointestinal bleeding. If a 
pedunculated mass is present in the antral region, then it can 
present as gastro duodenal intussusception. Complications 
associated with this disease are intra peritoneal discharge 
secondary to mucosal ulceration, gastric volvulus, gastric 
tumoral torsion and haemorrhage. GISTs are usually 
diagnosed as an incidental finding at gastroscopy or barium 
upper gastrointestinal series. Modalities used for evaluation 
are upper endoscopy [4] with finding of smooth appearing 
round submucosal tumor occasionally containing area of 
central ulceration. Endoscopic ultrasound (EUS) directed 
fine needle aspiration also help is tissue diagnosis of GIST. 
Microscopically, it presents as crossed groups of extensive 
fusiform smooth muscle cells, with eosinophilic cytoplasm, 
no myofibrilla and rare mitotic action, which characterize 
its favourable character [5]. Differentiation of benign 
leiomyomas from the malignant leiomyosarcomas is also 
important. Other than this immunohistochemistry markers 
are C-Kit proto-oncogene (CD-117) which is expressed in 95 
% of these tumors. CD -34 with positive in 60 % of GIST.

Recommended treatment is wedge resection for tumors 
smaller than 4 cm in diameter. Resection with wide margins 
is required for tumors larger than 4 cm. The suitable most 
treatment for GIST is surgical resection. It can be performed 
by open method or laparoscopically. First laparoscopic 

resection was performed in 1992. The conventional resection 
was laparotomy and resection. However, pedunculated GIST 
can be resected with endoscopic polypectomy or enucleation 
[6,7]. Methods which can be used for resection are laparoscopic 
wedge resection of gastric wall with the use of endo-stapling 
guns (per-operative ultrasound guidance or endoscopy 
can be used for confirmation), laparoscopic intra-gastric 
resection with endo-cutter (for tumors not suitable for wedge 
resection), laparoscopic gastrostomy and resection under 
endoscopic guidance. Or a combination of all approaches [8]. 
Laparoscopic transgastric resection of a gastric submucosal 
tumor near esophagogastric junction with concomitant 
sleeve gastrectomy has been documented by Alshlwi, et al. 
[9] for a patient with morbid obesity. Berindoague in a series 
of laparoscopic resections for GIST showed a 9% conversion 
rate (due to large tumour size),delayed gastric emptying in 3 
patients and an average hospital stay of 6 days [10] Gastric 
tumors with primary endoluminal components necessitate 
the use of intraoperative endoscopy for localization during 
laparoscopy. If most of the tumour is located endoluminally 
or it is close to the gastroesophageal junction, laparoscopic 
transgastric approach will aid resection. This technique 
requires placement of laparoscopic trocars through the 
gastric wall with insufflation of the gastric lumen. The tumor 
can be enucleated and primary closure of the mucosa is 
performed. 

The location of the tumor is another important factor in 
deciding on the most appropriate minimally invasive surgical 
approach. Ngyuen in his series had surgical approaches 
that included thoracoscopic enucleation, laparoscopic 
enucleation, transgastric enucleation, and laparoscopic 
gastric wedge resection. There was one conversion and the 
mean length of hospital stay was 2.6 ± 2.0 days [11]. The 
minimal access choice, depend on the site of the tumour. Right 
thoracoscopy works for tumors located in the oesophagus, as 
it can then be easily mobilized and enucleated. Laparoscopic 
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enucleation is preferred to wedge resection for tumours 
near the OG junction, pylorus and the lesser curvature to 
prevent narrowing of the lumen. A combined laparoscopic 
and thoracoscopic oesophago gastrectomy approach is 
suitable for large tumours (>4 cm), or if the tumour involves 
the mucosa layer. Laparoscopic distal gastrectomy is the 
preferred choice for large tumours located close to the 
pylorus. A Roux-en-Y reconstruction should be done if post-
operative endoscopy shows a narrowed lumen. Laparoscopic 
wedge resection is done for tumours close to the antrum 
avoiding inadvertent narrowing of the gastric lumen (require 
placement of either a bougie or an endoscope). 

Wu, et al. compared 15 patients of laparoscopy-assisted 
versus 13 patients who underwent open resection of 
gastrointestinal stromal tumours and found no significant 
differences between the 2 groups with regard to operative 
time or complications but the former was associated with 
less postoperative pain and faster recovery [12]. Matthews, 
et al. also documented less hospital stay [13]. In a case-
control study, Lee found that laparoscopic surgery can be 
performed safely with improved recovery, regardless of the 
tumour size or location [14].

Conclusion

Gastric GISTs are amenable to minimal access 
procedures that involve laparoscopy alone or a combination 
of laparoscopy with endoscopic intragastric resections. The 
results in trained hands are comparable to open resection, 
with the main benefit being a decreased hospital stay.
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