A 14-year-old girl with abdominal mass
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Fhivsical examinantion |
GA A thin girl, good concious; Vs T 36.8 C, FR 90/min. BFTOS/71 mmHg

RR 24/min, BW 24 kg(<P3). Ht 137 cm (<P3)

HEEMNT: moderately pale conjuctivae, anicteric sclera, cervical LN cam't be palpated.

H&L: normal 31 352, regular rhwthim: breath sound- normal
Abdomen: palpable mass at epigastrium, firm to hard consistency, without

tenderness, iregular surface, welk-defined margin, fixed, liver and spleen cam't be evaluated, active bowel sound.

Ext :no edema . no cyanosis

Irvestigation:

CBC :Hb &.8 gldl.Het 26%, whe 21.300/cumm N 82.L 13.M b plt 546 000/curmm

MO b0 B MOR 162 MCHC 32 TRDW 31 8% reticulocyte count 3,128, hvpochromic microcylic rbe, aniso 2+, poikilo 1+

U vellow, sp.ar1.020, pH 6, protein 1+, glucose -ned, ketone 4+

BUMN: 7.7 mafdl, Cro 0B mgidl, Na 132 mEg/L. K 3.6 mEg/L. Cl 102 mEg/L, COZCF 21 .8 mEg/L. total Ca 7.4 mafdl. F 4.4 mg/d|

LFT: Alb 2.9 gfdl, Glob 2.9 g/dl, Chol 75 mgfdl, TEB 0.6 mgidl, DB 0.1 mgfdl, AST TOUL ALT 8 UL, Alk P82 UL

Serum armylase: b2 UfL

Turmor markers: CEA =027, B-hCG = 0229 AFFP =535 CA19-9=602

Frablem lists:

Chronic epigastric pain
Abdominal mass
Wieight [oss

Fadiologic Irvestigations:

Fig 1. Flain abdomen shows a large soft tissue mass at mid abdormen causing pressure effect 1o the stomach and fransverse
colon. Prominent hepatic shadow is also seen. Utrasonography shows a large turmor mass; exophytic growth from Left [obe
lver, lesser sac or retroperitoneal in origin. {picture not shown)

Fig 2. On a CT scan, a lobulated solid mass is seen in the lesser sac, probably pancreatic in origin. Papillary epithelial
neoplasm should be considered. DD include masses of LN, mass of posterior wall of stomach and unusual tumor of the
pancreas such as ymphoma.,

Clinical course:

CT quided transabdominal biopsy revealed - pancreafic issue wilth Fcuie miammaton and recer! femorrfidge
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Repeated abdominal ultrasonography:

A large lobulated mass (with a small portion of cystic component and calcification), about 9 crmin size just posterior inferior to
left lobe liver and anterior 1o the normal pancreas is seen. The radiologic findings are consistent with ferafoma

Repeated CT abdomen:
The study shows a large soft tissue mass, sized 8x6x9 cm, in anterior pararenal space, anterior to the pancreas displacing

adjacent greater curve of stormach.

The mass invades the anferior perifoneurn and abdorminal wall. Anteror displacement of tfransverse colon is also observed.
The study is unable to cleanfy mesentery invasion and there is no lymphadenopathy. The CT diaqnosis is g@sfroriesiingf
stramal femar | onigin from the greater curve of stomach or mesentery

Clinical course:

According 1o the second CT findings the patient undervent exploratory laparctormy. QOperative findings showed a
muftilobulated tumaor of stormach located at lesser curvature and posterior wall of stomach, invading mucosa of posterior wall
with coffee ground content, enlarged node at splenic hilar and tumor cause adhesion band 1o lower surface of liver

Subtotal gastrectomy and gastrojejunostomy were performed.

Pathological diagnosis:

Malignant gastrointestinal stromal tumor (CD117: positive)

The tumaor is infiltrating into the omenturm but there is free surgical mardin.

Follow up information:
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Gastrointestinal stromal tumor {GISTs)
=the most common masenchymal neoplasm of Gl ract

=Cormprises 1-3% of all 51 tract tumaors
=ztomach is the most frequent site of origin
=Found in patients over b0 vears of age

=N sex or race predilection
Pathology:

> |rvolves muscularns propria, exophytic growth

=wWelencapsulated, heterogeneously enhanced

=Central areas of low density corresponding with necrosis and hemaorrhage

=Not associated with adenopathy. - 2 helpful diagnostic clue on CT or ME

=Distinguished from other mesenchymal fumor by histologically

=lUnigquely, GISTs express KIT, atyrosine kinase growth factor

=Metastasis 1o liver and peritonaunm

Clinical presentations: depending on location

1. Gastrointestinal bleading

2. Anemia

3. Abdominal pain

4. Abdominal mass

b Dysphagia
Prognostic factors:

Benign Malignant
Slize = b om =5 om
Cellularty |ty high
Muclear pleomaorphism ﬁbaghce 9 May be prominent
rrinimal
Mecrosis Absent Present
D < O0-Tper 30- .
Mitosis 50/HPE = 1-b per 1O/HFF
Infiltrative growth pattern Absent I¥OlEradacant
structures
Metastasis Absent Present
CAkit mutation Absent Frequently present
Treatments:

= Surgical resection is the primary modality for treatment of all GISTs.

= The tumaor responds poorly o chemaotherapy and radiation.

= |matinib mesylate (Gleevec), a tyrosine kinase inhibitor, has been used with success outcome.





