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Abstract 

Gastrointestinal stromal tumors are tumours of the gut mainly seen in small bowel 25%, stomach 50 -

60%.It is 0.2- 0.3% of all the GI tumours. It’s a rare but most common non epithelial small bowel tumor. 

It usually attains large size presenting as a palpable mass. They have lesser affinity for lymphatics. In 

this study it presented as an acute abdomen with right iliac fossa mass. Contrast enhanced computed 

tomography of abdomen revealed an enhanced peripheral lesion with features of peritonitis, suspicion of 

caecal perforation. Laprotomy findings showed gangrenous ileal gastrointestinal tumour over 

antimesentric border of ileum pathological study revealed a spindle type tumor. In my study this case 

was a rare and unusual differential diagnosis of right iliac fossa mass. This needs expertise suspicion 

and timely intervention to manage masquerading acute abdomen, to prevent morbidity, mortality. 
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Case Report  

A 63 year old female presented with abdominal 

pain for 3 days, dull aching, not radiating, more 

on the right lower abdomen, history of nausea, 

vomiting, two episodes of haematochezia present 

from the previous day night. On clinical 

examination patient had pallor, tachycardia, 

hypotension, abdomen showed tenderness more 

on right iliac fossa with guarding, rebound 

tenderness. Mass of size 5×6×2cm made out per 

rectal examination revealed normal tone, no 

growth, blood stained fingers. Chest and 

abdominal X ray normal USG abdomen showed 

ill-defined mass with minimal free fluid with 

probe tenderness. Cectabdomen showed 

enhancing encapsulated peripheral lesion in base 

of caecum and peritonitis probably a sealed caecal 

perforation. 

 

 
Figure 1: CT Findings 
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Operative Findings:  Exoloratory laprotomy was 

done which revealed adherent small bowel and 

omentum over a part of caecum, abdominal wall. 

On meticulous dissection structures revealed were 

gangrenous, perforated small bowel tumour of 

size 6×7×3cm,in the antimesentric border of ileum 

of about 90cm proximal to ileocaecal junction. 

Rest of the abdomen findings normal. Segmental 

resection of ileum with part of mesentry, primary 

anastamosis was done. Peritoneal lavage with 

enormous amount of normal saline was done. 

Abdomen closed in layers. 

 
Figure 2: INTRA- OP findings 

 

Pathological Findings:  Findings revealed 

submucosal mass of size 6×7×3cm extending to 

antimesentric border of ileum. Microscopy 

revealed a low grade, intermediate risk pT3pNx 

tumour of spindle cell type. 

Immunohistochemistry positive for CD 117, 

confirmed the diagnosis. 

 
Figure 3: Histological findings 

 

Post-operative period was uneventful patient 

discharged on 10th day. Imatinib therapy started 

and follow up advice given. 

Discussion 

Gastrointestinal tumors are non-epithelial tumors 

of mesenchymal origin, they arise from interstial 

cells of cajal, equal in both sexes. More common 

in 5th to 6th decade of life. They are mostly 

indolent diagnosed incidentally. Usually smaller 

ones are silent, huge tumourspresent with 

unrelated symptoms, mostly metastasize at the 

time of presentation. Major complications are GI 

bleeding, intestinal obstruction, rarely perforation. 

These tumours may be a part of Meckels 

diverticulum reported in seven cases.
4 

Major 

complication is bleeding
2
rarely perforation.

6
 In 

five cases. as a case of abdominal cocoon in two 

cases.
5 

Only two cases reported presenting as right 

iliac fossa mass in jejunal gist and other is caecal 

gist, as a diffuse swelling in right iliac fossa and 

right lumbar regions.
8 

In our case terminal ileal 

gist presented as right iliac fossa mass with lower 

Gi bleed. 

The pathological diagnosis and 

immunohistochemistry staining is required to 

confirm diagnosis. 

Immunohistochemical markers in GIST 

Marker Positivity (%) 

CD117 94-98 

CD 34 60-80 

SMA 20-30 

S100 10 

DESMIN <5 

 

Recently identified DOG 1 Antibody was positive 

in 85-95% of CD 117 + GISTS, in 30-36% of 

CD117 -VE GISTS. This antibody tests is useful 

in tumours not identifiable on C- kit 

immunohistochemistry.
11

 

As per Fletcher cd et al, proposed classification 

system, mitotic count is main prognostic factor. 

Classification system by Fletchet et al 

Risk of 

Malignancy 

Size of 

tumour 

Mitotic counts 

(50 HPF) 

Very Low <2 <5/50 

Intermediate 
<5 6-10 

5-10 <5 

High 

>5 >5 

>10 Any counts 

Any size >10 
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Ro surgical resection is the standard treatment. As 

lymph node metastasis is rare, lymph node 

dissection is least performed. survival rate for 5yrs 

after perforation is 20%, while for advanced 

tumours is 45%,reason is due to peritoneal 

dissemination. In advanced cases imatinib 

improved overall survival rates. Adjuvant therapy 

should be given for four years followed by 

primary resection and perforation.
15

 

 

Conclusion 

This patient with right iliac fossa mass as acute 

abdomen was incidentally diagnosed to be a 

perforated gist arising from the ileum. So apart 

from other causes, a perforated gist must also be 

considered. High suspicion and timely surgical 

intervention needed to reduce morbidity and 

mortality. 
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