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Abstract
Gastric gastrointestinal stromal tumour (GIST) is a rare disease with an annual incidence of 10 cases per
million. Herein, we present the case of a 45-year-old man who visited our clinic with complaints of weight
loss and anorexia, without changes in bowel habits or vomiting, for four months. On physical examination,
all vital signs were normal. The abdomen was distended without tenderness and had a giant upper
abdominal mass. Tumour marker investigation revealed high levels of cancer antigen 125 with normal levels
of alpha-1-fetoprotein, carcinoembryonic antigen, and carbohydrate antigen. A computed tomography (CT)
scan showed a mass measuring 35 × 25 × 20 cm, likely originating from the fundus of the stomach. Upper
gastrointestinal endoscopy indicated external compression of the stomach and a fundal submucosal mass.
Ultrasound-guided biopsy demonstrated the presence of a GIST. There was a severe danger of both the
tumour rupturing during surgery and the combined excision of adjacent organs if the surgery was performed
with the massive tumour. Therefore, daily neoadjuvant therapy with imatinib 400 mg was administered for
three months. Post-therapeutic CT indicated a significant reduction in the size of the mass, which now
measured 17 × 14 × 21 cm. The patient underwent surgical resection a month after the completion of
neoadjuvant therapy, and the post-operative period was uneventful. He was followed up regularly at the
general surgery department for 24 months without recurrence. This case asserts the benefit of neoadjuvant
therapy in reducing the tumour size pre-operatively, which enhances the complete resection rate, prevents
the need for multi-organ resection, and lowers the risk of surgery.
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Keywords: the rule of neoadjuvant therapy, neoadjuvant therapy, gastric gastrointestinal stromal tumor, large gastric
gastrointestinal stromal tumor, huge gastric gastrointestinal stromal tumor

Introduction
Although the most prevalent mesenchymal tumour of the gastrointestinal tract is the gastric
gastrointestinal stromal tumour (GIST), it is a rare disease with an annual incidence of approximately 10
cases per million [1]. A majority of GISTs include an activating mutation in either platelet-derived growth
factor receptor-α (PDGFRA; 5%-10%) or KIT proto-oncogene receptor tyrosine kinase (KIT; 75-80%) [2]. Less
than half of the patients with GIST initially present with localized primary illness, and 40%-90% of those
surgically treated experience post-operative recurrence or metastasis [3-5]. Improving the resection success
rate is the most crucial aspect of extending the life of patients with GIST. In those with metastatic or
incurable GIST, imatinib, a small-molecule inhibitor of the oncoproteins PDGFRA and KIT, has
demonstrated efficacy in clinical trials [6,7]. Furthermore, imatinib has been shown to be beneficial as
adjuvant treatment in randomized clinical trials for patients with a high risk of recurrence [8-10]. This drug
improves the overall survival and recurrence-free survival of patients with GIST who have a high risk of
relapse after surgery and is now considered the standard treatment [11]. It is anticipated that neoadjuvant
therapy with imatinib will cause a notable decrease in tumour size, which might enhance the complete
resection rate, prevent the need for multi-organ resection, and lower the risk of surgery. This report presents
a case of giant gastric GIST. Additionally, it highlights the benefits of neoadjuvant therapy in reducing the
tumour size before surgery, which enhances the complete resection rate, prevents the need for multi-organ
resection, and lowers the risk of surgery.

Case Presentation
A 45-year-old man visited our clinic with complaints of weight loss and anorexia, without changes in bowel
habits or vomiting, for four months. He had no history of medical disease or previous surgery. On physical
examination, all his vital signs were normal. The abdomen was distended without tenderness, and there was
a giant upper abdominal mass measuring approximately 25 × 25 cm in the epigastric region, extending to
both the hypochondrial areas and inferior to the level of the umbilicus. Laboratory investigations showed
leukocytosis and anaemia, with a normal coagulation profile, liver, and kidney function tests (Table 1).
Peripheral blood smear showed several reactive lymphocytes and a few neutrophils with toxic granulation
and vacuolation. Tumour marker investigation indicated high levels of cancer antigen 125 with normal
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levels of alpha-1-fetoprotein, carcinoembryonic antigen, and carbohydrate antigen 19-9 (Table 2).

Investigation Results Normal ranges

White blood cells 14.4 × 109/L 5.0–10.0 × 109/L

Neutrophils absolute 5.9 × 109/L 1.8–7.7 × 109/L

Lymphocytes absolute 2.7 × 109/L 1–3 × 109/L

Monocytes absolute 0.7 × 109/L 0.2–1.0 × 109/L

Eosinophils absolute 0.9 × 109/L 0.02–0.5 × 109/L

Basophils absolute 0.08 × 109/L 0.02–0.1 × 109/L

Red blood cell count 4.5 × 106/µL 4.5–5.5 × 109/L

Haemoglobin concentration 11.8 g/dL 13–17 g/dL

Haematocrit 35.3% 40–50%

Mean cell volume 89.0 fL 83–101 fL

Mean cell haemoglobin 29.7 pg 27–33 pg

Mean corpuscular haemoglobin concentration 33.4% 31.5–34.5%

Platelet count 408 × 109/L 150–410 × 109/L

Red cell distribution width – coefficient of variation 13.8% 11.6–14%

Mean platelet volume 9.8 fL 9.7–12.0 fL

Activated partial thromboplastin clotting time 25.9 seconds 24–36 seconds

Prothrombin time 11.9 seconds 10.5–13.8 seconds

Partial thromboplastin time 26 seconds 25–35 seconds

International normalised ratio 0.99% 0.9–1.3%

Alanine transaminase 6 U/L 5–56 U/L

Aspartate aminotransferase 13 U/L 0–40 U/L

Alkaline phosphatase 50 U/L 44–147 U/L

Gamma-glutamyl transferase 25 U/L 5–51 U/L

Total bilirubin 8.1 µmol/L 0–21 µmol/L

Direct bilirubin 3.1 µmol/L 0–5 µmol/L

Calcium 2.38 mmol/L 2.12–2.52 mmol/L

Magnesium 0.78 mmol/L 0.74–0.99 mmol/L

Phosphorous 1.39 mmol/L 0.87–1.45 mmol/L

Potassium 4.3 mmol/L 3.5–5.3 mmol/L

Sodium 142 mmol/L 135–145 mmol/L

Creatine kinase 68 U/L 39–308 U/L

Creatinine 79 µmol/L 44–116 µmol/L

Urea serum 5.2 mmol/L 2.76–8.07 mmol/L

TABLE 1: Laboratory investigation
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Investigation Results Normal ranges

Cancer antigen 125 240 U/mL 0–35 U/mL

Alpha-1-fetoprotein 2.87 IU/ml ≤8.0 ng/mL

Carcinoembryonic antigen 1.24 ng/mL 0–3.0 ng/mL

Carbohydrate antigen 19-9 Less than 2 U/mL <37 U/mL

TABLE 2: The tumour marker investigation

A computed tomography (CT) scan demonstrated a giant intra-abdominal mass occupying most of the
abdominal pelvic cavity, which caused a significant mass effect, shifting the bowel loops to the right side of
the abdomen, compressing the retroperitoneal structures, and pushing the stomach inferiorly (Figure 1). The
mass measured 35 × 25 × 20 cm and likely originated from the fundus of the stomach, with many vessels
supplying it, and had peri-oesophageal and peri-gastric collaterals. The mass was heterogeneous in
enhancement, with cystic and necrotic components; however, there was no calcification or metastasis.
Ultrasound-guided biopsy showed a GIST. Immunohistochemistry, with appropriate controls, revealed
positive CD117, DOG1, and CD34; negative DESMIN; and elevated KI67. Upper gastrointestinal endoscopy
exhibited external compression of the stomach and fundal varices, and a large fundal submucosal lesion
measuring 3 × 3 cm. There was a severe danger of both the tumour rupturing during the surgery and the
combined excision of adjacent organs if the surgery was performed with the massive tumour. The patient
was informed regarding the potential risks and benefits of immediate tumour resection (surgery) and
surgery after neoadjuvant therapy. The patient opted for neoadjuvant therapy and then tumour resection
(surgery). Therefore, he was administered neoadjuvant therapy with imatinib 400 mg orally once daily for
three months, with re-evaluation and follow-up every month. The patient was aware of his disease status
and the side effects of the plan of care.

All follow-up visits and laboratory tests were normal. During the clinical visit after three months of
neoadjuvant therapy, his vital signs were normal. Histopathological examination after the neoadjuvant
therapy revealed a low-grade GIST with hypocellularity, myxoid stroma, and fibrosis (Figure 2). CT
demonstrated a significant size regression and decreased enhancement of the giant intra-abdominal
necrotic mass, which was predominantly cystic with septations (Figure 3). The mass now measured 17 × 14 ×
21 cm. The patient underwent surgical resection a month after the completion of neoadjuvant therapy.
Complete resection was performed, with partial gastrectomy; the patient did not require total gastrectomy or
a combined resection of other organs (Figure 4). The patient’s post-operative period was uneventful, and he
was regularly followed up at the general surgery department for 24 months without recurrence.
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FIGURE 1: Abdominal CT images before neoadjuvant therapy with
imatinib show an intraabdominal mass occupying most of the
abdominal pelvic cavity, causing a significant mass effect. The mass
shifts the bowel loops to the right side of the abdomen, compresses the
retroperitoneal structures, and pushes the stomach inferiorly. It
measures 35 x 25 x 20 cm and originates from the fundus of the
stomach.

2024 Alsaud et al. Cureus 16(3): e55655. DOI 10.7759/cureus.55655 4 of 11

https://assets.cureus.com/uploads/figure/file/848997/lightbox_32d7b160d93311eeb7a7f59f2457255a-lightbox_e74085f0af3f11ee8077b150e43d70bb-Pic-1.png


FIGURE 2: Histopathological examination after the neoadjuvant therapy.
A: Hematoxylin-eosin staining showing spindle-shaped cells. B-D: Immunochemical staining was positive for
CD117 (B), DOG1 (C), and KI 67 (D).
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FIGURE 3: Abdominal CT images after neoadjuvant therapy with
imatinib demonstrating a significant size regression and decreased
enhancement of the giant intra-abdominal necrotic mass. The mass now
measured 17 × 14 × 21 cm.
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FIGURE 4: Gross view of the resected tumour.

Discussion
We encountered an uncommon case of a 45-year-old man with a very large GIST that responded well to
neoadjuvant therapy with imatinib 400 mg daily, resulting in the shrinkage of the tumour and subsequent
safe and complete resection. Comprehensive surgical resection is the typical treatment for local GISTs.
However, 40%-90% of patients experience relapse. Specifically, giant tumours have a risk of rupture during
surgery or a positive margin despite a macroscopically comprehensive resection. These two factors, i.e.,
tumour rupture and the presence of a residual tumour, are significantly associated with recurrence and poor
prognosis [12]. Hence, studies recommend neoadjuvant therapy for large GISTs to cause tumour shrinkage,
thereby reducing the risks of tumour rupture and incomplete resection [13], and improving R2 resection
rates associated with favourable survival [14]. GIST is categorized as small (<5 cm), medium (5-10 cm), and
large (>10 cm), with an average size of 8.78 cm (ranging from 0.6 cm to 25.5 cm) [15,16].

A phase II study (2023) was conducted on neoadjuvant imatinib therapy for large GISTs measuring ≥10 cm,
which involved 56 Asian multinational patients treated with imatinib 400 mg daily for six to nine months
pre-operatively and for at least one year and preferably for three years post-operatively. The findings
showed a five-year overall survival of 94.3% and progression-free survival of 61.6% [17]. A systemic review
study on the efficacy of neoadjuvant, adjuvant, and lifelong medical oncological treatment for GIST (2022)
demonstrated that in all reported studies, the patients received both neoadjuvant and adjuvant therapy.
Hence, the effect of neoadjuvant therapy could not be distinguished from that of adjuvant therapy [18].
Neither of these studies included GISTs >30 cm, but the present case showed a good response to the
neoadjuvant imatinib after three months of therapy. In a guideline, adjuvant treatment with imatinib 400
mg daily has been documented to improve relapse-free survival and recommended following complete
resection for GIST with no neoadjuvant treatment. Additionally, neoadjuvant treatment with imatinib
should be considered only if surgical morbidity could be reduced by downstaging the tumour before surgery
[19]. The optimal duration of neoadjuvant imatinib therapy is not clear and remains controversial. The
general agreement is that imatinib should be continued until the maximal response is achieved, which is
defined as a lack of change in the size of the tumour between two successive CT scans [19,20]. Recent
guidelines estimate that surgery could be performed between 6 and 12 months after the initiation of
imatinib [19]. The main limitation of this neoadjuvant therapy is the development of secondary resistance
associated with additional KIT mutations [20]. Recent data seem to confirm the presence of an inter-
individual difference in the treatment response. While KIT exon 11 and 13 mutations are associated with a
good response, KIT exon nine mutations and PDGFRA gene mutations are linked to a poor response [13].
Unfortunately, our patient’s mutation was not known, as genetic testing is unavailable in our hospital. The
initial imatinib dose of 400 mg daily is practically considered the standard dose [19]. High doses, such as 600
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and 800 mg/day as the initial dose, have also been examined in randomized and phase II trial studies.
However, no obvious advantages were observed compared with 400 mg/day [21]. In the present case, three
months of neoadjuvant therapy was administered with imatinib 400 mg orally once daily.

Only five case reports have been published on tumours >30 cm (Table 3), and only two of these were treated
with neoadjuvant [22,23]. To the best of our knowledge, this is the third case of a giant GIST with a size of
>30 cm that underwent neoadjuvant therapy. Several factors are to be considered when managing a giant
gastric GIST with neoadjuvant therapy, including malignant predictors, tumour size and position, and the
patient’s age and health condition. Our case supports neoadjuvant treatment as an effective strategy for
managing giant gastric GISTs, especially those >30 cm, to reduce tumour size before surgery, thus lowering
the surgical risk. According to guidelines, if a complex surgical procedure is required, then a
multidisciplinary consultation regarding the use of neoadjuvant imatinib therapy is recommended [19].

Number Author/citation
Year of
publication

Age Gender
Neoadjuvant
therapy

Operation Prognosis

1 Cruz et al. [24] 2008 37 Male No Subtotal gastrectomy
Alive without
recurrence at 12
months

2
Cappellani et
al. [25]

2013 67 Male No
Sleeve resection of stomach, distal
pancreatectomy - splenectomy

Alive without
recurrence at 24
months

3
Koyuncuer et
al. [26]

2015 43 Male No Partial gastrectomy Not mentioned

4
Takahashi et al.
[22]

2020 71 Female Yes Partial gastrectomy
Alive without
recurrence at 12
months

5 Kwon et al. [23] 2022 70 Male Yes Partial gastrectomy Not mentioned

6 This study 2023 45 Male Yes Partial gastrectomy
Alive without
recurrence at 24
months

TABLE 3: A summary of published literature on gastrointestinal stromal tumours larger than 30
cm

Conclusions
Gastric GIST is a rare disease, and its size ranges from 0.6 cm to 25.5 cm. There is a great danger of both the
tumour rupturing and the need for major resection, including total gastrectomy and the resection of
adjacent structures such as the colon, spleen, or small bowel, if the surgery is performed immediately on a
giant tumour. Therefore, we recommend that neoadjuvant therapy be considered in patients with large
GISTs or local invasion of other structures to reduce the tumour size before surgery. This approach enhances
the complete resection rate, prevents the need for multi-organ resection, and lowers the risk of surgery.

Additional Information
Author Contributions
All authors have reviewed the final version to be published and agreed to be accountable for all aspects of the
work.

Concept and design:  Jolan S. Alsaud, Saja Alruqayi, Abdulaziz Alomair

Acquisition, analysis, or interpretation of data:  Jolan S. Alsaud, Saja Alruqayi, Abdulaziz Alomair

Drafting of the manuscript:  Jolan S. Alsaud, Saja Alruqayi, Abdulaziz Alomair

Critical review of the manuscript for important intellectual content:  Jolan S. Alsaud, Saja Alruqayi,
Abdulaziz Alomair

2024 Alsaud et al. Cureus 16(3): e55655. DOI 10.7759/cureus.55655 8 of 11

javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)


Supervision:  Abdulaziz Alomair

Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. Regional Research Ethics
Committee, Registered at National Committee of Bio- and Med Ethics (NCBE) under Registration No. H-04-
Q-001 issued approval 607-45-6897. Conflicts of interest: In compliance with the ICMJE uniform disclosure
form, all authors declare the following: Payment/services info: All authors have declared that no financial
support was received from any organization for the submitted work. Financial relationships: All authors
have declared that they have no financial relationships at present or within the previous three years with
any organizations that might have an interest in the submitted work. Other relationships: All authors have
declared that there are no other relationships or activities that could appear to have influenced the
submitted work.

References
1. Woodall CE 3rd, Brock GN, Fan J, Byam JA, Scoggins CR, McMasters KM, Martin RC 2nd: An evaluation of

2537 gastrointestinal stromal tumors for a proposed clinical staging system. Arch Surg. 2009, 144:670-8.
10.1001/archsurg.2009.108

2. Hirota S, Ohashi A, Nishida T, Isozaki K, Kinoshita K, Shinomura Y, Kitamura Y: Gain-of-function mutations
of platelet-derived growth factor receptor alpha gene in gastrointestinal stromal tumors. Gastroenterology.
2003, 125:660-7. 10.1016/s0016-5085(03)01046-1

3. DeMatteo RP, Lewis JJ, Leung D, Mudan SS, Woodruff JM, Brennan MF: Two hundred gastrointestinal
stromal tumors: recurrence patterns and prognostic factors for survival. Ann Surg. 2000, 231:51-8.
10.1097/00000658-200001000-00008

4. Roberts PJ, Eisenberg B: Clinical presentation of gastrointestinal stromal tumors and treatment of operable
disease. Eur J Cancer. 2002, 38 Suppl 5:S37-8. 10.1016/s0959-8049(02)80601-3

5. Sturgeon C, Chejfec G, Espat NJ: Gastrointestinal stromal tumors: a spectrum of disease . Surg Oncol. 2003,
12:21-6. 10.1016/s0960-7404(02)00074-9

6. Demetri GD, von Mehren M, Blanke CD, et al.: Efficacy and safety of imatinib mesylate in advanced
gastrointestinal stromal tumors. N Engl J Med. 2002, 347:472-80. 10.1056/NEJMoa020461

7. Blanke CD, Demetri GD, von Mehren M, et al.: Long-term results from a randomized phase II trial of
standard- versus higher-dose imatinib mesylate for patients with unresectable or metastatic gastrointestinal
stromal tumors expressing KIT. J Clin Oncol. 2008, 26:620-5. 10.1200/JCO.2007.13.4403

8. Dematteo RP, Ballman KV, Antonescu CR, et al.: Adjuvant imatinib mesylate after resection of localised,
primary gastrointestinal stromal tumour: a randomised, double-blind, placebo-controlled trial. Lancet.
2009, 373:1097-104. 10.1016/S0140-6736(09)60500-6

9. Joensuu H, Eriksson M, Sundby Hall K, et al.: One vs three years of adjuvant imatinib for operable
gastrointestinal stromal tumor: a randomized trial. JAMA. 2012, 307:1265-72. 10.1001/jama.2012.347

10. Joensuu H, Eriksson M, Sundby Hall K, et al.: Adjuvant imatinib for high-risk GI stromal tumor: analysis of a
randomized trial. J Clin Oncol. 2016, 34:244-50. 10.1200/JCO.2015.62.9170

11. Joensuu H: Kit and PDGFRA variants and the survival of patients with gastrointestinal stromal tumor
treated with adjuvant imatinib. Cancers (Basel). 2023, 15:10.3390/cancers15153879

12. Yanagawa S, Tanabe K, Suzuki T, Tokumoto N, Arihiro K, Ohdan H: A large esophageal gastrointestinal
stromal tumor that was successfully resected after neoadjuvant imatinib treatment: case report. World J
Surg Oncol. 2014, 12:47. 10.1186/1477-7819-12-47

13. Alassani F, Tchangai B, Bagny A, Adani-Ife AA, Amavi KA, Darre T, Attipou K: Excision of a large
gastrointestinal stromal tumour following 16 months of neoadjuvant therapy with imatinib (case report).
Oncol Ther. 2019, 7:159-64. 10.1007/s40487-019-00101-4

14. Luo H, Peng L, Wang N, et al.: Early brain metastasis of advanced gastric cancer with a pathological
complete response to neoadjuvant chemotherapy followed by surgery: a case report and literature review.
Cancer Biol Ther. 2018, 19:875-8. 10.1080/15384047.2018.1456600

15. Parab TM, DeRogatis MJ, Boaz AM, et al.: Gastrointestinal stromal tumors: a comprehensive review . J
Gastrointest Oncol. 2019, 10:144-54. 10.21037/jgo.2018.08.20

16. Jumniensuk C, Charoenpitakchai M: Gastrointestinal stromal tumor: clinicopathological characteristics and
pathologic prognostic analysis. World J Surg Oncol. 2018, 16:231. 10.1186/s12957-018-1532-1

17. Kong SH, Kurokawa Y, Yook JH, et al.: Long-term outcomes of a phase II study of neoadjuvant imatinib in
large gastrointestinal stromal tumors of the stomach. Gastric Cancer. 2023, 26:775-87. 10.1007/s10120-023-
01406-0

18. Brinch CM, Aggerholm-Pedersen N, Hogdall E, Krarup-Hansen A: Medical oncological treatment for
patients with gastrointestinal stromal tumor (GIST) - a systematic review. Crit Rev Oncol Hematol. 2022,
172:103650. 10.1016/j.critrevonc.2022.103650

19. NCCN guidelines - gastrointestinal stromal tumors. (2023). https://www.nccn.org/guidelines/guidelines-
detail?category=1&id=1507.

20. Kaneko M, Emoto S, Murono K, et al.: Neoadjuvant imatinib therapy in rectal gastrointestinal stromal
tumors. Surg Today. 2019, 49:460-6. 10.1007/s00595-018-1737-5

21. Ishikawa T, Kanda T, Kameyama H, Wakai T: Neoadjuvant therapy for gastrointestinal stromal tumor. Transl
Gastroenterol Hepatol. 2018, 3:3. 10.21037/tgh.2018.01.01

22. Takahashi R, Toyokawa T, Yoshii M, et al.: A giant gastric gastrointestinal stromal tumor successfully
resected following neoadjuvant treatment with imatinib mesylate. Anticancer Res. 2020, 40:1147-52.
10.21873/anticanres.14056

23. Kwon K, Iriarte F, Hartman H, Mittal J, Di Carlo A, Abbas A: Resection of a giant gastrointestinal stromal
tumor after failed imatinib treatment during the COVID-19 pandemic: a case report. Gastrointest Stromal

2024 Alsaud et al. Cureus 16(3): e55655. DOI 10.7759/cureus.55655 9 of 11

https://dx.doi.org/10.1001/archsurg.2009.108
https://dx.doi.org/10.1001/archsurg.2009.108
https://dx.doi.org/10.1016/s0016-5085(03)01046-1
https://dx.doi.org/10.1016/s0016-5085(03)01046-1
https://dx.doi.org/10.1097/00000658-200001000-00008
https://dx.doi.org/10.1097/00000658-200001000-00008
https://dx.doi.org/10.1016/s0959-8049(02)80601-3
https://dx.doi.org/10.1016/s0959-8049(02)80601-3
https://dx.doi.org/10.1016/s0960-7404(02)00074-9
https://dx.doi.org/10.1016/s0960-7404(02)00074-9
https://dx.doi.org/10.1056/NEJMoa020461
https://dx.doi.org/10.1056/NEJMoa020461
https://dx.doi.org/10.1200/JCO.2007.13.4403
https://dx.doi.org/10.1200/JCO.2007.13.4403
https://dx.doi.org/10.1016/S0140-6736(09)60500-6
https://dx.doi.org/10.1016/S0140-6736(09)60500-6
https://dx.doi.org/10.1001/jama.2012.347
https://dx.doi.org/10.1001/jama.2012.347
https://dx.doi.org/10.1200/JCO.2015.62.9170
https://dx.doi.org/10.1200/JCO.2015.62.9170
https://dx.doi.org/10.3390/cancers15153879
https://dx.doi.org/10.3390/cancers15153879
https://dx.doi.org/10.1186/1477-7819-12-47
https://dx.doi.org/10.1186/1477-7819-12-47
https://dx.doi.org/10.1007/s40487-019-00101-4
https://dx.doi.org/10.1007/s40487-019-00101-4
https://dx.doi.org/10.1080/15384047.2018.1456600
https://dx.doi.org/10.1080/15384047.2018.1456600
https://dx.doi.org/10.21037/jgo.2018.08.20
https://dx.doi.org/10.21037/jgo.2018.08.20
https://dx.doi.org/10.1186/s12957-018-1532-1
https://dx.doi.org/10.1186/s12957-018-1532-1
https://dx.doi.org/10.1007/s10120-023-01406-0
https://dx.doi.org/10.1007/s10120-023-01406-0
https://dx.doi.org/10.1016/j.critrevonc.2022.103650
https://dx.doi.org/10.1016/j.critrevonc.2022.103650
https://www.nccn.org/guidelines/guidelines-detail?category=1&id=1507
https://www.nccn.org/guidelines/guidelines-detail?category=1&id=1507
https://dx.doi.org/10.1007/s00595-018-1737-5
https://dx.doi.org/10.1007/s00595-018-1737-5
https://dx.doi.org/10.21037/tgh.2018.01.01
https://dx.doi.org/10.21037/tgh.2018.01.01
https://dx.doi.org/10.21873/anticanres.14056
https://dx.doi.org/10.21873/anticanres.14056
https://dx.doi.org/10.21037/gist-21-12


Tumor. 2022, 5:10.21037/gist-21-12
24. Cruz RJ Jr, Vincenzi R, Ketzer BM, Cecilio AL, Cepeda LA: Spontaneous intratumoral bleeding and rupture of

giant gastric stromal tumor (>30 cm) in a young patient. World J Surg Oncol. 2008, 6:76. 10.1186/1477-7819-
6-76

25. Cappellani A, Piccolo G, Cardì F, et al.: Giant gastrointestinal stromal tumor (GIST) of the stomach cause of
high bowel obstruction: surgical management. World J Surg Oncol. 2013, 11:172. 10.1186/1477-7819-11-172

26. Koyuncuer A, Gönlüşen L, Kutsal AV: A rare case of giant gastrointestinal stromal tumor of the stomach
involving the serosal surface. Int J Surg Case Rep. 2015, 12:90-4. 10.1016/j.ijscr.2015.04.037

2024 Alsaud et al. Cureus 16(3): e55655. DOI 10.7759/cureus.55655 10 of 11

https://dx.doi.org/10.21037/gist-21-12
https://dx.doi.org/10.1186/1477-7819-6-76
https://dx.doi.org/10.1186/1477-7819-6-76
https://dx.doi.org/10.1186/1477-7819-11-172
https://dx.doi.org/10.1186/1477-7819-11-172
https://dx.doi.org/10.1016/j.ijscr.2015.04.037
https://dx.doi.org/10.1016/j.ijscr.2015.04.037

	The Role of Neoadjuvant Therapy in a Giant Gastric Gastrointestinal Stromal Tumour: A Case Report and Review of the Literature
	Abstract
	Introduction
	Case Presentation
	TABLE 1: Laboratory investigation
	TABLE 2: The tumour marker investigation
	FIGURE 1: Abdominal CT images before neoadjuvant therapy with imatinib show an intraabdominal mass occupying most of the abdominal pelvic cavity, causing a significant mass effect. The mass shifts the bowel loops to the right side of the abdomen, compresses the retroperitoneal structures, and pushes the stomach inferiorly. It measures 35 x 25 x 20 cm and originates from the fundus of the stomach.
	FIGURE 2: Histopathological examination after the neoadjuvant therapy.
	FIGURE 3: Abdominal CT images after neoadjuvant therapy with imatinib demonstrating a significant size regression and decreased enhancement of the giant intra-abdominal necrotic mass. The mass now measured 17 × 14 × 21 cm.
	FIGURE 4: Gross view of the resected tumour.

	Discussion
	TABLE 3: A summary of published literature on gastrointestinal stromal tumours larger than 30 cm

	Conclusions
	Additional Information
	Author Contributions
	Disclosures

	References


