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Introduction.  

 
We present the case of a 53 years old male patient 

who was admitted at the Institute of Gastroenterology and 

Hepatology from Iasi (Romania), in April 2010 for upper 

digestive bleeding (melena) and clinical signs and symptoms 

of acute anemia after ingestion of aspirin. Laboratory tests 

showed: hemoglobin 7 g/dl, mild elevated transaminases 

(predominantly GGT) and modified lipid profile with no 

other abnormalities.  

An upper digestive endoscopy was performed in 

emergency that revealed small esophageal varices and portal 

gastropathy but no blood in the lumen of the stomach or 

duodenum (DI and DII). An ultrasound examination of the 

liver showed a hyperechoic homogenous structure of the liver 

with no evident signs of portal hypertension. Serological 

markers for B and C hepatitis were negative. With these data 

we considered the liver disease as an alcoholic steatohepatitis 

with mild portal hypertension (esophageal varices, portal 

gastropathy). Even though the cause of the bleeding was not 

found it was considered to be a drug-induced hemorrhage and 

the patient was treated in a conventional way using high doses 

of intravenous proton pump inhibitors, hemostatic agents and 

diet with a favorable outcome; the patient was discharged 

with a hemoglobin of 11 g/dl.  

One month later the patient presented again with 

clinical signs of anemia and hemoglobin 7.5 g/dl in absence 

of clinical bleeding and without transit disorders.  The 

Hemoccult test was intensely positive, so we returned to the 

endoscopic examinations. An ileo-colonoscopy was 

performed with no abnormalities found in the colon but in the 

terminal ileum the mucosa was congestive with linear and 

aftoid ulcerations, aspect suggesting Crohn’s disease (fig. 1); 

the histopathological specimen was analyzed and Crohn’s 

disease was confirmed.  

To appreciate the extension of the disease the 

patient was examined with a small bowel videocapsule: no 

lesions were found up to distal ileum where we noticed the 

same aspects of Crohn’s disease also found in ileoscopy (fig. 

2). 

Laboratory tests showed mild inflammation. The 

patient received treatment with mesalazine and oral 

budesonide clinical and biological remission being achieved; 

the alcohol intake was withdrawn. 
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Case Report Open Access 

Abstract 

Background.  We analyzed an unexpected case of intestinal bleeding due to a jejunal stromal tumor in a 
patient with Crohn’s ileitis. The patient (in medical evidence with Crohn ileitis, with good response to treatment 
and alcoholic steatohepatitis with mild portal hypertension, also with good response to diet) was admitted for 
upper digestive bleeding. 
Methods.  An upper digestive endoscopy was first performed with normal findings: no esophageal varices or 
other potentially bleeding lesions. Then, a colonoscopy with ileoscopy showed no abnormalities; the Crohn 
ileitis was in remission. Then, an enteroscopy was performed and revealed a 4 cm wide jejunal tumor with a 
rich vascular pattern and shiny covering mucosa with superficial ulcerations. The patient was examined by 
contrast enhanced computed-tomography and ultrasound for local involvement and dissemination (no lymph 
nodes and liver metastasis) and  he was operated. 
Results. The histopathological examination revealed a stromal tumor (GIST) expressing  Kit CD117, CD34 
and smooth muscle actin. 
Conclusion.  GIST is a possible cause of gastrointestinal bleeding even if a patient may have another 
potentially bleeding disease. 
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Fig. 1  Ileoscopy: aspect of ileitis 

 

 

 
Fig. 2  Videocapsule of small bowel: ulcerations 

and mucosal edema  

 

In February 2011 the patient was admitted again for 

upper digestive bleeding (melena) and signs of acute anemia 

(hemoglobin 7.8 g/dl). Upper digestive endoscopy was once 

more performed with normal findings (no esophageal varices, 

no gastritis, only a pale mucosa). The colonoscopy was also 

repeated, this time with no abnormalities regarding both colon 

and terminal ileum. Because there was no certain cause of 

haemorrhage and the bleeding was recurrent, an enteroscopy 

was performed and found a jejunal tumor situated at 40 cm 

below papila of Vater. The tumor was about 4 cm large, with 

a rich vascular pattern and shiny covering mucosa with 

superficial ulcerations (fig. 3, 4); no stenosis was found. The 

tumor was not biopsied because of high risk of bleeding and 

of the evident indication of surgical treatment. 

An ultrasound (US) examination was again carried 

out and the tumour was detected as a hypoechoic lesion of 42 

mm diameter situated in the left hypocondrum with no 

dilation of the intestinal lumen above, with Doppler 

examination showing a rich periferic vascularization (fig. 5, 

6); the liver was still hyperechoic (steatosis) but homogenous 

in structure and without portal hypertension signs.  

 

 

 

 

 

 

 

Fig. 3  Enteroscopy: jejunal tumor -  rich vessel 

pattern  

 

 

 
Fig. 4  Enteroscopy: jejunal tumor – ulceration 

 

 

 

 

Fig. 5  Ultrasound aspect of the jejunal tumor: 

hypoechoic solid lesion 
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Fig. 6  Ultrasound Doppler aspect of the jejunal 

tumor - vascularization 

 

Fig. 7  Contrast enhanced computed-tomograpyh: a 

solid jejunal tumor partially filling the lumen 

 

 

Fig. 8  Contrast enhanced computed-tomograpyh: a 

solid jejunal tumor partially filling the lumen 

 

For determining the extension the contrast 

enhanced computed tomography (CT) identified the jejunal 

tumor located on the second loop with no enlarged lymph 

nodes or metastasis (fig. 7, 8). 

 

 

 

 

 

 

Fig. 9  Intraoperative aspect of the tumor  

 

 

Fig. 10  Postoperative aspect – 

segmentary enterectomy 

 

The patient underwent surgery and the evolution 

was very good (fig. 9, 10). The pathological examination of 

the operatory piece showed a stromal tumor predominantly 

expressing Kit CD117, CD34 and smooth muscle actin. 

 

Literature review 

Gastrointestinal stromal tumors (GISTs) are the 

most common mesenchymal neoplasms of the 

gastrointestinal tract. 

The incidence is rare but it's increasing because of 

the development of new diagnostic techniques. Although 

relatively rare compared with epithelial cancers, GISTs 

represent a type of sarcoma that comprises approximately 

1% to 3% of all malignant gastrointestinal (GI) tumors [1]. 

The recent population-based studies that uses the most up-

to-date criteria assessed the annual incidence of GISTs at 

approximately 15 cases/million [2]. GISTs occur 

predominantly in adults, with a median incidence in the fifth 

decade of life, but these tumors can occur at any age. The 

incidence has been reported to be slightly higher in men than 

women [1]. No risk factors have been identified. 

 GISTs can develop anywhere in the gastrointestinal 

tract. They are submucosal lesions, which most frequently 

grow endophytically but they may also manifest as exophytic 

extraluminal masses. Their size ranges from smaller than 1 

cm to as large as 40 cm in diameter. Approximately 50-70% 

of GISTs originate in the stomach. The small intestine is the 

second most common location (20-30%). GIST masses in the 
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small intestine tend to arise in the jejunum, followed by the 

ileum and the duodenum. Less frequent sites of occurrence 

include the colon and rectum (5-15%) and esophagus (<5%). 

And exceptionally primary omentum and mesenterum. 

 Initially these lesions were classified as 

leiomyomas or leiomyosarcomas because they possessed 

smooth muscle features when examined under light 

microscopy.  In present the cell of origin of GISTs is 

considered a pluripotential mesenchymal stem cell 

programmed to differentiate into the interstitial cell of Cajal  

[3]. These are GI pacemaker cells and are largely responsible 

for initiating and coordinating GI motility. One of the most 

critical discovery that distinguished GISTs as a unique 

clinical entity was the discovery of c-kit proto-oncogene 

mutations in these tumors [4] who present frequently 

activatory mutations of the coding genes for the kit or 

PDGFRA tyrosine kinase receptors. 

Clinically, GISTs are either asymptomatic or 

associated with nonspecific symptoms. They are frequently 

diagnosed incidentally during endoscopic or surgical 

procedures or during radiologic studies. Large lesions are 

more likely to be symptomatic. The most common symptoms 

associated with GISTs are vague, nonspecific abdominal pain 

or discomfort. Patients also describe early satiety or a 

sensation of abdominal fullness. Rarely, an abdominal mass 

is palpable. It has been reported that up to 40% of GIST 

patients present with acute hemorrhage into the 

gastrointestinal tract or peritoneal cavity. GI bleeding is 

produced by pressure necrosis and ulceration of the overlying 

mucosa with resultant hemorrhage from disrupted vessels. 

Patients who have experienced significant blood loss may 

report malaise, fatigue, or exertional dyspnea. Obstruction 

can result from intraluminal growth of an endophytic tumor 

or from luminal compression from an exophytic lesion. 

The diagnostic approach of a suspected or proven 

GIST depends on the localization of the tumor and is similar 

to that of other GI neoplasms. Regarding the small intestinal 

GISTs, the development of enteroscopy techniques increased 

the chance of early diagnosis. Endoscopic ultrasonography 

can be performed, the typical appearance of a GIST being a 

hypoechoic mass situated in the layer corresponding to the 

muscularis propria. The large lesions may be highly 

vascularized and present significant risks of bleeding, even 

with only a biopsy. Because complete surgical resection is the 

treatment of choice for localized GISTs, there is some 

controversy over whether any preoperative biopsy is 

necessary.  

The morphologic features that appear to be most 

predictive of outcome and biological behavior are tumor size 

and the mitotic rate. Unfortunately, no absolute 

determinations can be made because even small lesions with 

low mitotic rates can metastasize or behave in a locally 

aggressive fashion. In 2002, Fletcher and colleagues 

proposed a classification system to define relative risk for 

malignant behavior in GISTs –see bellow [5]. GISTs 

typically stain intensely for the CD117 molecule, which is an 

epitope of KIT. CD34 staining results are also positive in 

approximately 60% of GISTs. 

CT scanning is an important radiographic modality 

in the diagnosis and staging of GISTs. It provides 

comprehensive information regarding the size and location of 

the tumor and its relationship to adjacent structures. CT 

scanning can also be used to detect the presence of multiple 

tumors and can provide evidence of metastatic spread.  

Similar to CT scanning, MRI can depict the tumor or tumors 

and yield information about surrounding structures. It can 

also be used to detect the presence of multiple tumors and 

metastases. MRI has not been studied as intensively as CT 

scanning in the application of diagnosing GISTs. It appears to 

be just as sensitive as CT scanning. Positron emission 

tomography scanning has recently been touted as an excellent 

study for detecting metastatic disease. It has also been used to 

monitor responses to adjuvant therapies. Angiography is 

rarely used in the diagnosis or management of GISTs. It may 

be used during diagnostic dilemmas or for urgent treatment of 

complications such as GI hemorrhage. 

The differential diagnosis is complex and requires 

expert pathology review, as well as adequate and 

appropriately processed and fixed diagnostic tissues. The 

most frequent confusions are made with true smooth muscle 

neoplasms of the GI tract, including true leiomyomas and 

leiomyosarcomas and schwannomas. 

The predominant prognostic factors in patients with 

GISTs include the size of the tumor and the mitotic rate. To 

these may be added the ability to achieve completely negative 

resection margins in surgery. Reported 5-year disease-

specific survival rates varies from  30 to 60% [6,7]. The small 

bowel lesions have been reported to have a worse prognosis 

overall, probably because of the late diagnosis.  

The 2002 Fletcher et al stratification of the risk of 

aggressive or malignant behavior in GISTs, based on size and 

mitotic rate, is as follows [5]: 

- Very low risk - Smaller than 2 cm and less than 5/50 

HPFs 

- Low risk - From 2-5 cm and less than 5/50 HPFs 

- Intermediate risk - Either (3) smaller than 5 cm and 6-

10/50 HPFs or (2) 5-10 cm and less than 5/50 HPFs 

- High risk - Includes (2) larger than 5 cm and more than 

5/50 HPFs, (3) larger than 10 cm and any mitotic rate, 

or (4) any size and more than 10/50 HPFs. 

The median survival rate in patients with localized 

primary disease is 5 years, while the median survival rate in 

with localized primary disease is approximately 10-20 

months. 

Surgery is the definitive therapy for patients with 

GISTs. Radical and complete surgical extirpation offers the 

only chance for cure. Surgery is also indicated in 

symptomatic patients with locally advanced or metastatic 

disease. 

The development of imatinib mesylate, a selective 

tyrosine kinase inhibitor with action against mutant c-Kit, 

represents a breakthrough in antineoplastic drug therapy 

because it is targeted against a specific molecular 

derangement. To address resistance, other kinase inhibitors 

with varying target specificities have been developed to 

control GISTs that have become refractory to imatinib (ie. 

Sunitinib). 

Systemic chemotherapy trials made before the 

introduction of imatinib mesylate for the treatment of GISTs 

have almost exclusively been associated with poor results. 

Overall partial response rates were approximately 10% or 

less. The best results have been achieved using doxorubicin-

based regimens, plus dacarbazine, with or without the 

addition of ifosfamide. Intraperitoneal chemotherapy has 

been developed because of the disappointing results with 

systemic chemotherapy with some encouraging results have 

been achieved in patients with disease limited to the 

peritoneum. Radiotherapy plays little, if any, role in the 

management of patients with metastatic GIST. 
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