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Letter to the Editor
A large cystic gastrointestinal stromal tumor 
within lesser sac: A diagnostic dilemma
DOI: 10.4103/sajc.sajc_10_18
Dear Editor,
Gastrointestinal stromal tumors  (GIST) are smooth muscle 
tumors arising from GI tract. Expression of c‑kit, CD 117, etc. 
separate them from remaining smooth muscle tumors.[1]

Although commonly solid, they may present as cystic lesions 
at critical locations and impose diagnostic dilemma in their 
management. We report such a case to make medical fraternity 
aware of them.
A 56‑year‑old male presented with 6 months’ history of epigastric 
pain and fullness. There was no history suggestive of pancreatitis. 
Serum levels of amylase and lipase were normal. Magnetic 
resonance imaging  (MRI)  [Figure 1] showed noncommunicating, 
thick‑walled cystic lesion with hemorrhagic contents in lesser 
sac 22  cm  ×  20  cm  ×  12  cm in size pushing adjacent viscera 
with pancreatic atrophy with intact pancreatic duct and preserved 
fat planes with pancreas. Endoscopic ultrasound  (EUS) showed 
extramucosal bulge on the posterior gastric wall with brownish 

contents on aspiration. Fluid analysis revealed normal levels 
of amylase, lipase, carcinoembryonic antigen and carbohydrate 
antigen  (CA) 19.9 and normal cytology. Differential diagnoses 
were bowel duplication cyst, pancreatic cystic neoplasm, 
pancreatic pseudocyst, and cystic GIST. Exploratory laparotomy 
was planned by the multidisciplinary team consisting of 
oncosurgeon, endoscopist, and radiologist. Exploration showed 
cystic lesion in lesser sac adherent to surrounding viscera 
along with amber colored ascites. Ascitic fluid analysis showed 
normal amylase, lipase, and cytology. Cyst wall biopsy showed 
high‑grade tumor with mitoses suggestive of GIST on frozen 
section  (FS). It was dissected off surrounding viscera and was 
found to be arising from greater curvature of the stomach. En 
bloc wedge resection of greater curvature along with the mass 
was performed. Final histology showed high‑grade  GIST with 
5–6 mitoses/50high power field  [Figure 2]. Tumor was positive 
for c‑kit  [Figure 3], CD 117, CD 34, and SMA with MiB1 index 
of 35%–40%. The patient was administered adjuvant imatinib. 
Now, he is disease free at the end of 6‑month follow‑up.
GISTs originate from the pacemaker cells of muscularis propria, 
most commonly in the sixth decade. They can be low‑to‑high 
grade lesions, depending on the anatomic site, tumor size, and 
mitotic frequency.[1,2]
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Cystic GIST lesions are rare and invariably impose diagnostic 
dilemma. Metastases of GIST are often cystic. Furthermore, 
Neoadjuvant treatment by imatinib also causes central cystic 
degeneration within tumor. Due to the diagnostic dilemma, in 
the past, they have been treated as pseudocyst of pancreas,[3,4] 
undergone radical resections thinking of aggressive cystic 
malignant tumors of pancreas.[5]

Our patient was diagnosed by a family physician as pseudocyst 
of the pancreas.
It was important to differentiate a neoplasm from the 
pseudocyst preoperatively as the surgical approach needed for 
both are drastically different  (cystogastrostomy for pseudocyst 
and excision for a neoplasm). Judicious use of MRI, EUS, FS, 
and multidisciplinary team discussion helped us to manage the 
case optimally.

Cystic GISTs are rare and impose diagnostic challenge. The 
possibility of GIST should be considered when investigating 
large, cystic lesions in association with GI tract. Judicious use 
of radiological imaging, multidisciplinary team discussions, 
intraoperative FS, and optimum patient counseling are imperative 
while managing such tricky cases to achieve most optimal results.
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Figure 1: Lesser sac cystic lesion with thick walls and hemorrhagic contents 
pushing stomach, pancreas with intact fat planes

Figure 2: High‑grade 
gastrointestinal stromal tumors 
with high mitotic rate

Figure 3: Strong c‑kit expression 
by the tumor
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