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Abstract 

Background 

A gastro-intestinal stromal tumour is a type of cancer that develops in the wall of the digestive tract. Its origin is 

a debated topic. The most common location in the gastrointestinal tract is the stomach, small intestine, colon 

esophagus and in rare occasions in the duodenum (approximately 4% incidence). For the most part GISTs may 

be asymptomatic, as the volume of the tumor grows, so do complications and signs arise. Current protocols 

support the treatment by resectional surgery and targeted therapy, most commonly with imatinib. As lymph node 

involvement is uncommon, lymphatic curage is not recommended and a more conservative surgical approach is 

possible, depending on the location of the tumor. 

Case presentation 

Our patient is a 60 years old male admitted to the Gastro-enterology department for the diagnosis of acute 

gastro-intestinal hemorrhage, manifested with haematochezia. He was treated on the course of 3 days 

conservatively and resuscitated to correct anaemia. The diagnosis of D4 GIST is confirmed via fibro-gastro-

duodenoscopy. The patient is prepared for surgery. Due to clear margins of resection an no involvement of 

pancreas and superior mesenteric vessels, a segmental resection of D4 and part of D3 is performed, followed by 

a duodeno-jejunal end-to-end anastomosis. The patient was discharged in good health on the 14th post-operative 

day. 

Discussion 

Due to the complex anatomy of the duodenum and special relationships with adjacent organs many authors 

recommend a pancreatico-duodenectomy as clear margins are difficult to attain. Other authors support the local 

excision of the tumor due to the high morbidity and risk of a Whipple procedure. In cases where local excision is 

feasible, the defect is closed by primary rraphy or Roux-en-Y duodeno-jejunostomy. On the technical aspect, 

studies do not support the excision of wider clear margins around the tumor. Local recurrence is a more 

prominent feature of adenocarcinomas, whereas GISTs do recur in distant locations. Surgical resection of GISTs 

is guided by tumor size, infiltration and adjacency to other organs, most importantly the papilla Vater. 

Conclusion 

Current protocols for D4 or jejunal GISTs support the segmental resection and end-to-end duodeno-jejunal 

anastomosis or side-to-side anastomosis. In our case the pancreas and the superior mesenteric vessels were not 

involved and the tumor was 30mm in size. As a result of the non-infiltrative nature of this tumor and relatively 

small size its resection was successfully performend, followed by end-to-end anastomosis of the duodenum and 

jejunum. 
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1. Introduction 

A gastro-intestinal stromal tumour is a type of cancer that develops in the wall of the digestive tract. Its origin is 

a debated topic; however, a hypothesis is that interstitial cells of Cajal are a progenitor of GISTs. 

The most common location in the gastrointestinal tract is the stomach, small intestine, colon esophagus and 

in rare occasions in the duodenum (approximately 4% incidence). For the most part GISTs may be asymptomatic, 

as the volume of the tumor grows, so do complications and signs arise. 

Patients may suffer from abdominal pain, fatigue, nausea, vomiting, a palpable mass in abdomen, intestinal 

spasms and other signs of gastrointestinal hemorrhage such as melena, hematemesis or hematochezia. 

Etiological factors are poorly recognized, but there is small number of cases of genetical inheritance. 

Among the diagnostic tools for gastro-intestinal stromal tumors the most sensitive are upper or lower 

endoscopy with biopsy, endoscopic ultrasound (EUS) and fine needle aspiration. Other important examinations 

include computed tomography for the evaluation of regional advancement and relationships with other organs. 

Current protocols support the treatment by resectional surgery and targeted therapy, most commonly with 

imatinib. As lymph node involvement is uncommon, lymphatic curage is not recommended and a more 

conservative surgical approach is possible, depending on the location of the tumor. 
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2. Case presentation 

2.1 History of present illness 

Our patient is a 60 years old male admitted to the Gastro-enterology department for the diagnosis of acute 

gastro-intestinal hemorrhage, manifested with haematochezia. He was treated on the course of 3 days 

conservatively and administers blood products to correct anaemia. 

In the first endoscopic examination, it was not possible to reach the D4 level and no lesions were found on 

the stomach or duodenum. On a second occasion the fibrogastroscopy reaches the D4 level, where a 3×3cm 

hemorrhagic lesion was noted, suspecting GIST. 

Figure 1. Endoscopy showing a hemorrhagic lesion of D4 segment of duodenum. 

 

Figure 2. Endoscopic view of the D4 lesion. 

Abdominal Computed Tomography with IV contrast evidences the D4 duodenal GIST, whereas the other 

regions of the abdomen have a normal radiologic aspect. 

The patient is thus resuscitated in the intensive care unit, to be prepared for surgical intervention. 
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2.2 Details of the surgical procedure 

Under general anaesthesia, a superior and inferior median incision is made and the peritoneum is accessed. 

We continue with the dissection at the level of Treitz and we encounter a tumoral formation of the D4 

segment of duodenum, which does not involve the pancreas and the superior mesenteric vessels. At this point the 

case is considered operable. 

The D4 portion and a part of D3 of duodenum is resected to achieve clear oncologic margins. At this level a 

duodeno jejunal anastomosis is performed, along with cholecystectomy which incidentally contains gallstones. 

The procedure ends with saline lavage and the placement of a drain. During surgery additional three units of 

blood were administered. 

 

2.3 Post-operative period 

The patient was transfered in the intensive care unit where he was monitored for the following 5 days. He was 

discharged in an improved state on the 14th postoperative day. 

 
Figure 3. Tumor of the D4 segment of Duodenum. 

 

 
Figure 4. Resection in clear margins of the tumor. 
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3. Discussion 

The most common presentation of duodenal GISTs is gastrointestinal hemorrhage, similar to small intestine. 

GISTs of the stomach more often than not an incidental finding.  

The most common site of presentation for duodenal GISTs is the D2 portion according to the literature, 

which in turn makes for a more difficult surgical treatment due to the infiltration of the pancreas. 

Current therapeutic standards recommend surgical resection with clear margins. Lymph node dissection is 

not advocated as lymphatic node involvement is uncommon. 

Due to the complex anatomy of the duodenum and special relationships with adjacent organs many authors 

recommend a pancreatico-duodenectomy as clear margins are difficult to attain. Other authors support the local 

excision of the tumor due to the high morbidity and risk of a Whipple procedure. In cases where local excision is 

feasible, the defect is closed by primary rraphy or Roux-en-Y duodeno-jejunostomy. 

On the technical aspect, studies do not support the excision of wider clear margins around the tumor. Local 

recurrence is a more prominent feature of adenocarcinomas, whereas GISTs do recur in distant locations. 

Surgical resection of GISTs is guided by tumor size, infiltration and adjacency to other organs, most importantly 

the papilla Vater. 

 

4. Conclusion 

When technically feasible, the recommended treatment for duodenal GISTs is limited local resection. This is 

considered reliable and is satisfactory for the 5-year disease free survival. 

More radical procedures do not offer significantly improved outcomes in terms of relapse, on the contrary, 

may increase morbidity and mortality. Radical procedures are advocated in specific cases of regional 

advancement, proximity to important structures such as the ampulla. 

Current protocols for D4 or jejunal GISTs support the segmental resection and end-to-end duodeno-jejunal 

anastomosis or side-to-side anastomosis. 

In our case the pancreas and the superior mesenteric vessels were not involved and the tumor was 30mm in 

size. As a result of the non-infiltrative nature of this tumor and relatively small size its resection was successfully 

performend, followed by end-to-end anastomosis of the duodenum and jejunum. 
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