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Introduction 

Gastrointestinal stromal tumours (GISTs) are the 
commonest mesenchymal tumours in the gastrointestinal 
tract and 60% to 70% of them are found in the stomach 
(1,2). Surgical resection remains the treatment of choice 
for non-metastatic GISTs, since they grow by expansion 
rather than diffuse infiltration and seldom invade regional 
lymph nodes. Therefore routine lymphadenectomy can be 
avoided (3) and this makes the minimally invasive surgery 
easier. The role of laparoscopic resection for large GISTs 
especially with more than 5 cm diameter is debatable 
due to the possibility of intraoperative tumour rupture 
leading to high relapse rates. The laparoscopic approach 
is discouraged for large tumours by the European Society 
for Medical Oncology guidelines 2012 (ESMO) due to 

the risk of tumour rupture (4). Guidelines polished by the 
Chinese Society of Clinical Oncology in 2017 also does not 
recommend laparoscopic approach for tumours more than 
5 cm in diameter (5). The National Comprehensive Cancer 
Network (NCCN) guidelines recommends laparoscopic 
surgery only when the GISTs are located in areas such as 
the greater curvature and anterior gastric wall (6). Recently 
retrospective studies from Asian countries demonstrated 
that laparoscopic surgery is feasible, safe and oncologically 
acceptable for large gastric GISTs (7). Here we present a 
patient with giant GIST of stomach underwent successful 
laparoscopic resection with satisfactory outcomes. We 
present the following case in accordance with the CARE 
reporting checklist (available at http://dx.doi.org/10.21037/
dmr-20-33).

Case Report

Total laparoscopic resection of giant multi-lobulated 
gastrointestinal stromal tumour of stomach: a case and literature 
review

Duminda Subasinghe1,2, T. G. Amal Priyantha2

1Department of Surgery, Faculty of Medicine, University of Colombo, Colombo, Sri Lanka; 2Gastrointestinal Surgical Unit, Colombo South 

Teaching Hospital, Kalubowila, Sri Lanka

Correspondence to: Duminda Subasinghe. Department of Surgery, Faculty of Medicine, University of Colombo, Colombo, Sri Lanka. 

Email: dumindas1982@yahoo.com.

Abstract: Laparoscopic resection is being increasingly used in the management of gastric gastrointestinal 
stromal tumours (GISTs) despite having some oncological safety concerns. Tumour size is an important 
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Case presentation

A 52-year-old female was referred to our gastrointestinal 
surgical unit with a history of left upper abdominal 
pain and early satiety for 3-month duration. She later 
developed an episode of coffee ground vomiting suggestive 
of upper gastrointestinal bleeding. There was no history 
of dysphagia, anorexia or weight loss. She had a history 
of diabetes mellitus, dyslipidaemia, hypothyroidism, 
and depressive illness. Her past surgical history was 
unremarkable. On physical examination her BMI was  
35  kg/m 2 and there  was  no ev idence  of  cerv ica l 
lymphadenopathy. On abdominal examination a vague 
intra-abdominal mass was felt and it was difficult to assess 
due to obesity. Her serum biochemistry was unremarkable. 
Abdominal ultrasound revealed a large mass in relation to 

the tail of the pancreas (10×8×6 cm3). Her contrast enhanced 
computed tomography (CECT) abdomen and pelvis showed 
a large (12×9×11 cm3) heterogenous mass postero-inferior 
to the stomach with broad-based attachment suggestive 
of a giant gastric GIST (Figure 1). She underwent upper 
gastrointestinal endoscopy which showed multi-lobulated 
mass in relation to posterior wall and greater curvature of 
the stomach (Figure 2) without bleeding. Subsequently her 
endoscopic ultrasound (EUS) guided FNAC confirmed a 
GIST. She underwent laparoscopic resection (Figure 3). 
At laparoscopy there was a large multi lobulated vascular 
mass in relation to posterior aspect of stomach near greater 
curvature without signs of metastases. It was mobilized 
from vascular adhesions from adjacent organs and excised 
with Endo GIA staplers. Specimen (Figure 4) was delivered 
via small transverse incision in the left upper quadrant. 

Figure 1 Computed tomography showing large exophytic mass in relation to stomach and pancreatic tail.
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Histopathology revealed a benign gastric gastrointestinal 
stromal tumour with R0 resection. The post-operative 
period was uneventful and the patient was discharged 6 
days later. She was treated with adjuvant Imatinib by the 
medical oncologist considering the tumour size and higher 
mitotic count (Ki 67 index 6–8) for 1 year duration and 
she was well throughout the course of treatment. She was 
followed-up for four years with normal upper GI endoscopy 
and abdominal CT and was asymptomatic. All procedures 
performed in studies involving human participants were in 
accordance with the ethical standards of the institutional 
and/or national research committee and with the Helsinki 
Declaration (as revised in 2013). Written informed consent 
was obtained from the patient for publication of this case 
and accompanying images.

Discussion

Lukaszczyk and Preletz reported the laparoscopic 
surgery for patients with GISTs in 1992 (8). Over 
the last two decades minimal invasive approaches for 
gastric GIST became more popular and were supported 
by s trong evidence (9) .  The main advantages  of 
laparoscopic approach are the reduced blood loss, less 
post-operative pain, reduced peri-operative morbidity, 
better cosmesis, shorter hospitalization and early return 
to work compared to open surgery. Limitations are 
the location and the size of the tumour. Guidelines 
pub l i shed  by  the  ESMO (10 ) ,  the  NCCN (11 ) ,  
and Asian GIST guidelines (12), the indication for 
laparoscopic resection is limited to GISTs located in the 
greater curvature and anterior wall of the gastric body, 
fundus and antrum. The laparoscopic approach is restricted 
in GISTs located in lesser curvature, cardia and prepyloric 

region due to consideration of the risks of luminal stenosis, 
non-oncological resections and the difficulty in surgical 
exposure.

The NCCN guidelines and several retrospective cohort 
studies have suggested that laparoscopic resection is feasible 
and safe for gastric GISTs smaller than 5 cm (13). Prior to 
2015 there was no limit imposed on the size of GISTs for 
laparoscopic resection in NCCN guideline (11). Size is 
not emphasized in the Asian GIST guidelines either (12).  
However the latest  ESMO guidel ines discourage 
laparoscopic approach in patients with large tumors 
because of the risk of tumour rupture since it is associated 
with a very high risk of relapse. In our patient tumour 
was more than 10 cm in diameter and was located in the 
posterior wall adjacent to greater curvature. It was safely 
resected without tumour rupture. In our patient we tried to 
grasp the stomach and normal tissues around the tumour 
for the prevention of tumour spread during laparoscopic 
surgery.

Recent studies show the safety and feasibility of 
laparoscopic resection in large (>5 cm) and giant (>10 cm) 
GISTs with oncologic results comparable to those of open 
surgery (14). Recent retrospective studies showed that 
laparoscopic surgery did not increase the risks of tumour 
relapse and metastasis (14-16). The 5-year recurrence free 
survival (RFS) rate in patients who underwent curative 
resection for gastric GISTs was excellent (17). According 
to the 7th UICC/AJCC TNM staging system, 5-year 
RFS rates were 98.7% in stage I, 93.1% in stage II, 74.1% 
in stage IIIA and 60% in stage IIIB gastric GISTs (17). 
Our patient was aware on the importance of further 
adjuvant therapy, necessity of follow up investigation and 
her compliance with adherence to treatment protocols 
was satisfactory. The studies on the prognosis of GISTs 
suggests that increased attention is warranted for follow-
up of patients with GISTs presented with gastrointestinal 
bleeding (18).

Strengths and limitations

This case provides evidence to the laparoscopic management 
of giant GISTs and only few cases have been reported in 
this entity. Neoadjuvant therapy for large GISTs has shown 
the potential to tumour shrinkage with better complete 
resection rates and low risk of surgical rupture or extended 
surgery. As this patient was symptomatic at presentation 
with evidence of gastrointestinal bleeding we had to consider 

Figure 2 Upper gastrointestinal endoscopy showing multi 
loculated submucosal masses in relation to posterior gastric wall.
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primary surgery without neoadjuvant treatment despite the 
large size of the tumour. Increased attention is warranted for 
follow-up of patients with gastrointestinal bleeding caused by 
GIST as it’s an adverse prognostic factor for recurrence. This 
patient is still at 4 years after surgery and she needs further 
follow up to comment on long term recurrence. 

Conclusions

Surgical  resection with negative margins without 
lymphadenectomy is the treatment of choice of gastric 
GISTs. Laparoscopic resection is a good alternative to open 
surgery in giant gastric GISTs. Therefore, laparoscopic 
surgery could be considered in all cases irrespective of 
tumour size in experienced hands.

Figure 4 Surgical specimen showing exophytic growth resected 
with a cuff of greater curvature of stomach.

Figure 3 Intraoperative laparoscopic images showing multilobular exophytic mass in relation to greater curvature of stomach and operative 
steps. 
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