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ABSTRACT

We report here the case of a 68-years-old man with synchronous small bowel gastrointestinal stromal tumor (GIST)
and colonic adenocarcinoma, an occurrence reported infrequently in the literature. The patient was found to have
these 2 separate malignancies while undergoing surgical evaluation for constipation, abdominal pain and rectal
bleeding. Contrast-enhanced CT and colonoscopy diagnostic evaluations revealed a mass in the colon causing near
obstruction. The surgical management included subtotal colectomy for the colonic adenocarcinoma and resection of
the small bowel GIST. Histopathologic examination confirmed a spindle cell GIST (low grade (G1)) and a well-
differentiated colonic adenocarcinoma. This case highlights the need for careful and comprehensive evaluation for
synchronous malignancies, particularly so in geriatric patients and potential pathogenic mechanisms for multiple
primary tumors and respective management approaches. Optimal outcomes with resection require long-term follow-
up, including radiologic surveillance and adjuvant therapy.
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INTRODUCTION

A rare small bowel GIST incidentally detected in a colon
cancer surgery for an elderly male patient represents an
unusual diagnostic and therapeutic dilemma. This case
highlights the significance of meticulous preoperative
assessment, especially in elderly individuals who might
have multiple primary neoplasms. GISTs are rare tumor
type of mesenchymal origin derived from the interstitial
cells of Cajal, which control autonomous movements in
the gastrointestinal tract, account for 0.1-1% of all
gastrointestinal malignancies and are most commonly
diagnosed in patients 55 to 65 years of age, with a very
slight male predominance.! GISTs mainly occur inside
the stomach with a frequency of 50—60% while affecting
the small intestine secondary with a 30-40% frequency.

They are uncommon in the oesophagus (<5%) and less
common in the colon and rectum (5-10%). GISTs can
occasionally develop outside of the gastrointestinal tract,
usually in the retroperitoneum, omentum or mesentery.?
It's interesting to note that up to 33% of GIST cases have
been documented to co-exist with other primary tumours,
creating a special therapeutic challenge.® The third most
common malignant tumour in the world, colorectal
cancer (CRC) primarily affects elderly people. Because
of their increased vulnerability to cancer, elderly people
are the main group impacted by colorectal cancer.*
Despite this advancement in diagnostic modalities,
synchronous tumors of CRC and GIST are under-
reported, creating major diagnostic and therapeutic
challenges.’ We report here for the first time to our
knowledge a co-existing small intestinal GIST and
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colorectal adenocarcinoma. The simultaneous presence of
these two different primary tumors raises diagnostic
difficulties and questions about potential common
pathobiological mechanisms and best therapeutic
management.® We present a case report of an elderly
patient with small bowel GIST and colonic
adenocarcinoma attempting to highlight an infrequent
event of synchronous tumours and resourcefully
illustrate possible actiological links and management
considerations.

CASE REPORT

A 68-year-old man with a history of hypertension was
evaluated in the emergency department for constipation,
lower abdominal pain and rectal bleeding for 4 days.
Other symptoms included nausea and anorexia.
Noteworthy, the patient had not experienced any episodes
of vomiting, hematemesis, fever, weight loss or night
sweats. The patient had a medical history of benign
prostatic hyperplasia (BPH) and chronic hepatitis B virus
(HBV) infection. He had no surgical history and denied
smoking, drinking alcohol or taking illicit drugs. And
there was no significant family history of pathology,
especially no history of cancer.

On exam, the patient was alert, oriented and
hemodynamically stable. On abdominal examination, a
soft, lax, distended abdomen was noted without
tenderness or guarding. No lymph nodes were palpable.
Other findings from the physical examination were
benign. Laboratory tests showed elevated liver enzymes
and hyperbilirubinemia, as indicated by elevated total and
direct bilirubin levels. These abnormalities were likely
secondary to the chronic HBV infection and not directly
related to malignancies. A complete blood count was
within normal limits and a hepatitis panel was positive.
Also performed was assessment of Tumor markers,
including  carcinoembryonic  antigen (CEA) and
carbohydrate antigen 19-9 (CA 19-9) and both markers
were within normal limits.

Initially, a contrast-enhanced computed tomography
(CT) scan of the abdomen showed 65 mm of segmented
colonic wall thickening with an apple-core appearance in
the distal transverse colon and splenic flexure suspicious
for a malignancy. This finding was associated with
moderate luminal narrowing and proximal colonic
dilatation containing fecal material. There were also
findings of regional mesenteric fat stranding and a few
small mesenteric lymph nodes. There was also a 30 mm
annular colonic lesion seen in the middle transverse colon
with proximal colonic dilatation and pertinent regional fat
stranding. Fluid collections were absent, while all other
abdominal viscera were unremarkable. After the CT scan
the decision was to do a colonoscopy to further examine
and confirm the findings. The procedure was
unfortunately incomplete because of an obstructive
stenosis at the splenic flexure that held up the complete
passage of the scope.

Figure 1: (a) CT scan of abdomen with contrast in
axial, in coronal (b) colonic wall thickening, mass at
splenic flexure.

Figure 2 (a, b): Incidental finding during the
laparotomy within small bowel.

International Journal of Scientific Reports | October 2025 | Vol 11 | Issue 10  Page 377



Al-Sawat A et al. Int J Sci Rep. 2025 Oct; 11(10):376-380

Figure 3: Overview of the colon after laparotomy
extend to subtotal colectomy and ileo- sigmoid
anastomosis.

Procedure details

In light of these results, an exploratory laparotomy was
performed. A colonic tumour near the splenic flexure
generating obstruction with proximal dilatation was
confirmed by intraoperative observations, a palpable
mass in the middle transverse colon. During the
procedure, an incidental finding of an exophytic mass
measuring 1x2 cm was discovered in the mid-jejunum. A
subtotal colectomy was performed, involving colon
mobilization, the ileocolic, right colic and middle colic
arteries, as well as other pertinent vascular pedicles, were
ligated. The cecum, ascending colon, transverse colon,
splenic flexure, descending colon and terminal ileum
were all removed during the treatment. An ileosigmoid
anastomosis was created using a tension-free, end-to-end
stapled technique, reinforced with absorbable sutures and
verified for integrity and hemostasis.

Subsequently, the jejunal mass was excised via wedge
resection. The resulting defect was repaired primarily in a
transverse fashion using a secure two-layer closure with
absorbable sutures. Inspection confirmed the absence of
leakage or bleeding. Both specimens were sent for
histopathological evaluation. Histopathological analysis
of the resected specimens confirmed the presence of two
distinct neoplastic processes, each with unique
characteristics. Highlighting the diagnostic challenge
posed by synchronous tumors. The small bowel lesion
was determined to be a low grade (G1) spindle cell GIST.
This tumour, which was 2 cm in size, was found in the
small intestine. It showed no signs of necrosis and a low
mitotic rate of two mitoses per 50 high-power fields
(HPF) and no evidence of necrosis. There was no
treatment effect as the patient did not receive presurgical
therapy and the risk assessment indicated no high-risk
features. Immunohistochemical analysis, performed using

the ventana ultra machine, revealed positive staining for
DOGTI and CD117, along with weak positivity for SMA.
These findings suggest low mitotic activity, indicative of
a less aggressive tumor behavior.

In contrast, the colon mass, resected via subtotal
colectomy, was diagnosed as a well-differentiated
adenocarcinoma (G1). This lesion was located in the
transverse colon and had a greatest dimension of 7.5 cm.
According to histopathological analysis, the tumour
spread into the subserosal fat via the muscularis propria.
Importantly, no macroscopic tumor perforation,
lymphovascular invasion or perineural invasion was
observed. The tumor arose from a tubulovillous adenoma
and showed no treatment effect, as presurgical therapy
was not administered. Margins were negative for invasive
carcinoma and all seventeen examined regional lymph
nodes were free of tumor involvement (0/17). No tumor
deposits were identified and the pathologic stage was
determined to be pT3 NO.

Long-term follow-up is planned for the patient to monitor
for metastases or recurrence. To find any metastatic
disease, surveillance will involve contrast-enhanced CT
images of the chest, abdomen and pelvis. In terms of
treatment, the patient will undergo adjuvant
chemotherapy with 5-fluorouracil, with only follow up
for the GIST due to low risk of recurrence.

DISCUSSION

The concurrent occurrence of small bowel
gastrointestinal stroma tumor and colonic
adenocarcinoma: diagnostic and management insights

This case serves to underscore challenging considerations
in the presence of multiple malignancies and the clinical
implications residing in the simultaneous diagnosis of
very rare, but fatal in their oncology, gastrointestinal
anomalies highlighting the importance of clinical
reflection and multidisciplinary management in this
special patient population.

Diagnostic challenges

The incidental finding of small bowel GIST in a patient
undergoing surgery for colonic adenocarcinoma
underscores the need for comprehensive pre-operative
assessment and intra-operative vigilance. Although CRC
is most common malignancy in older population, but
coexistence of synchronous GIST is rare and often
neglected.” This finding illustrates that clinicians should
consider multiple primary neoplasms as a possibility,
particularly in the setting of patients with non-specific
gastrointestinal symptomology.

Epidemiological and pathological background

The association between GIST and CRC is rare and few
cases have been reported in the literature. GISTs
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comprise 0.1-1% of gastrointestinal malignancies and
arise from interstitial cells of Cajal, with oncogenic driver
mutations occurring in the KIT or PDGFRA genes. These
tumors primarily afflict people in their 50s and 60s, while
CRC is the third most frequent malignancy and tends to
affect the elderly population® The simultaneous
presentation of these two distinct tumor types in our
patient is particularly noteworthy and may suggest a
potential link between their pathogenesis or shared risk
factors.

Small bowel GISTs, while less common than gastric
GISTs, are associated with poorer prognoses and
increased risk of  gastrointestinal  bleeding.>'”
Additionally, emergency surgeries are more frequently
required in small intestine GIST cases, often due to
perforation.? Their detection often occurs incidentally or
during emergency surgeries, underscoring the importance
of histopathological evaluation.!!'? As in our case, where
the GIST was discovered during exploratory laparotomy
performed for nearly obstructed colonic cancer.
Colorectal adenocarcinoma is the third leading cause of
cancer-related deaths globally, with its development
driven by complex host-environment interactions.!* In
colorectal cancer, histological grade has been
demonstrated to be a stage-independent predictive
predictor. !4

Potential pathogenic mechanisms

The concurrent occurrence of GIST and CRC raises
intriguing questions about their pathogenesis. Three
hypotheses dominate current research.

Coincidental occurrence

The most accepted view suggests these tumors arise
independently, reflecting the natural incidence of
malignancies in aging populations, with no direct cause-
and-effect link.'3

Carcinogen exposure

Shared environmental exposures may activate oncogenic
pathways in both epithelial and mesenchymal -cells,
contributing to tumor development.!'®!7

Shared genetic mutations

Although speculative, certain genetic alterations may
predispose patients to both GISTs and adenocarcinomas,
necessitating  further  investigation.!'®!®  Notably,
adenocarcinomas of the gastrointestinal tract are the most
frequently reported neoplasms associated with GIST,
accounting for up to 38% of second primary tumors.%!
This aligns with our case, where a colonic
adenocarcinoma was found in association with a GIST.

These theories point to a complex set of factors that could
contribute to the development of multiple cancers

alongside GISTs. However, the exact mechanisms behind
this phenomenon are still not fully understood.

Management and follow-up

The management of synchronous malignancies requires a
tailored approach. In this case, the simultaneous resection
of both tumors subtotal colectomy for CRC and wedge
resection for the GIST was appropriate given the
intraoperative findings. However, the optimal approach
may vary depending on the size, location and stage of
each tumor.?°

Surgery is the primary treatment for resectable GISTs,
while Imatinib is reserved for cases of recurrence,
metastases or unresectable tumors, as it inhibits KIT and
PDGFR tyrosine kinases. Prognosis is influenced by
factors such as tumor size, mitotic indeXx, necrosis,
infiltration and metastatic disease.”?’*? In our case, the
GIST was small and resectable, making surgery sufficient
for treatment. Because there are no prospective studies
defining the best follow-up plans and techniques for
resected GIST, different guidelines have different
recommendations.  For radiologic surveillance, the
National Comprehensive Cancer Network recommends
abdomino-pelvic CT scans every three to six months for
three to five years, followed by yearly scans for primary
GIST that has been fully removed.

Similarly, the European Society for Medical Oncology
acknowledges that there are no clear-cut guidelines, but
suggests adjusting follow-up plans according to risk
variables such tumour location, size and mitotic index.??
Postoperative care should comprehensively address both
malignancies, incorporating regular imaging and tumor
marker assessments to monitor for recurrence or
metastasis. Long-term surveillance plans must be
individualized, taking into account patient age, tumor
characteristics and overall health.?*

Implications for elderly patient care

This case emphasizes how crucial it is to treat older
individuals with a thorough diagnostic and treatment
approach. Investigation for other tumours shouldn't be
hindered by the existence of one cancer. Furthermore, age
alone should not deter aggressive surgical management
when clinically indicated. The rarity of synchronous
GIST and CRC warrants further research to explore
potential genetic or molecular links between these tumor
types. Investigating screening and surveillance strategies
for patients with one primary gastrointestinal malignancy
may improve early detection of synchronous or
metachronous tumors.

CONCLUSION

This report adds to the limited literature on synchronous
GIST and CRC, emphasizing the need for meticulous
preoperative evaluation, intraoperative examination and
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management strategies. As

diagnostic capabilities evolve and the population ages,
clinicians must remain vigilant for multiple primary
neoplasms in patients presenting with gastrointestinal
symptoms.
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