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ABSTRACT

Background:

Jejunal gastrointestinal stromal tumors (GISTs) are uncommon mesenchymal neoplasms of the small intestine and
may demonstrate aggressive biological behavior compared with gastric counterparts. Large exophytic tumors can
extend into the pelvis and radiologically mimic adnexal masses, particularly in young female patients.

Case Presentation:

A 26-year-old female presented with right lower abdominal pain and severe iron deficiency anemia (hemoglobin
6.8 g/dL; serum ferritin 8 ng/mL). Contrast-enhanced computed tomography revealed a well-defined, lobulated,
heterogeneously enhancing pelvic mass measuring 12.3 x 10.1 x 9.4 cm with central low-attenuation areas
suggestive of necrosis. The lesion displaced the uterus medially and small bowel loops superiorly without ascites
or lymphadenopathy. MRI demonstrated heterogeneous T2 hyperintensity with internal cystic degeneration,
diffusion restriction on DWTI indicating high cellularity, and blooming on gradient echo (GRE) sequence consistent
with intratumoral hemorrhage. Despite detailed imaging, bowel wall attachment was not confidently identified
preoperatively, and an adnexal neoplasm was considered. Exploratory laparotomy revealed a 13 cm exophytic
tumor arising from the jejunum approximately 45 cm distal to the ligament of Treitz. Segmental jejunal resection
with primary anastomosis was performed. Histopathology showed spindle cell morphology with a mitotic count
of 6 per 50 high-power fields. Immunohistochemistry demonstrated diffuse CD117 and DOGI1 positivity,
confirming high-risk jejunal GIST.

Conclusion:

Large exophytic jejunal GISTs may present as pelvic masses and simulate adnexal pathology on cross-sectional
imaging. Severe iron deficiency anemia in the absence of overt gastrointestinal bleeding should raise suspicion
for occult small intestinal tumors. Careful radiologic assessment and multidisciplinary management are essential
for accurate diagnosis and appropriate oncologic treatment.
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INTRODUCTION

Gastrointestinal stromal tumors (GISTs) are the most
common  mesenchymal neoplasms  of  the
gastrointestinal tract, arising from the interstitial cells
of Cajal or related mesenchymal progenitor cells. They
are characterized by activating mutations in KIT or
platelet-derived growth factor receptor alpha
(PDGFRA), with corresponding immunohistochemical
positivity for CD117 and DOGI [1]. Histologically,
GISTs exhibit spindle cell, epithelioid, or mixed
morphology, and their biological behavior is
determined primarily by tumor size, mitotic index, and
anatomical location [1]. Advances in molecular

pathology have established GIST as a distinct
clinicopathological entity with defined diagnostic and
therapeutic implications.

The global incidence of GIST is estimated at 10-15
cases per million population annually [2]. Although
most cases occur in individuals over 50 years of age,
younger patients may also be affected. The stomach is
the most common site, followed by the small intestine,
which accounts for approximately one quarter to one
third of cases [2]. Small intestinal GISTs, particularly
those arising from the jejunum, are associated with
comparatively higher malignant potential and
recurrence risk than gastric lesions of similar size and
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mitotic activity [2]. Accurate anatomical localization
therefore has significant prognostic implications.
Radiologically, GISTs typically appear on contrast-
enhanced computed tomography (CECT) as well-
circumscribed, heterogeneously enhancing soft tissue
masses arising from the gastrointestinal wall. Larger
tumors frequently demonstrate central necrosis, cystic
degeneration, or hemorrhage. A characteristic feature is
exophytic growth, in which the tumor projects outward
from the bowel wall into the peritoneal cavity while
maintaining a narrow attachment. When the lesion
attains substantial size, identification of the primary
bowel origin may become challenging.

Jejunal GISTs pose a particular diagnostic difficulty
due to their intraperitoneal mobility. Large exophytic
tumors may descend into the pelvis and displace
adjacent structures, including the uterus and adnexa. In
reproductive-age females, this may lead to radiologic
misinterpretation as an adnexal mass. Modi and Godara
described an ileo-jejunal GIST radiologically
simulating an ovarian neoplasm due to pelvic location
and lack of obvious bowel continuity [3]. Similarly,
Shrestha, Shrestha, Kharel, Rijal, Joshi, Tiwari, Sah,
and Ghimire reported a jejunal GIST masquerading as
an ovarian mass on preoperative imaging [4].
Comparable findings have been reported in the Indian
setting. Baghel, Pant, Singh, and Rawat described a
pelvic GIST initially interpreted as ovarian pathology
on imaging [5], while Dande, Pajai, Acharya, Joshi,
Patel, and Gupta documented a similar presentation
mimicking ovarian malignancy [6]. These cases
underscore the overlapping radiologic features
between exophytic small bowel tumors and adnexal
neoplasms.

Jejunal GISTs are also frequently associated with iron
deficiency anemia due to chronic occult
gastrointestinal ~ bleeding. Miranda, Fernandez
Trokhimtchouk, Flores, Morillo Cox, and Negrete
highlighted anemia as a presenting feature in jejunal
GIST, contributing to diagnostic delay [7]. In young
females, anemia in the presence of a pelvic mass may
reinforce suspicion of gynecologic pathology rather
than gastrointestinal origin.

Cross-sectional imaging remains central to evaluation;
however, subtle bowel wall attachment or mesenteric
vascular pedicle identification may be overlooked in
large pelvic lesions. Differentiating pelvic GIST from
ovarian neoplasm is clinically significant, as
management strategies and oncologic follow-up differ
substantially.

Given the rarity of jejunal GIST presenting as a right
adnexal mass with severe iron deficiency anemia in a

young female, awareness of this diagnostic pitfall is
essential to improve radiologic accuracy and optimize
multidisciplinary management.

CASE PRESENTATION

A 26-year-old female presented with progressive right
lower abdominal pain and generalized fatigue.
Laboratory evaluation revealed severe iron deficiency
anemia (hemoglobin 6.8 g/dL; serum ferritin 8 ng/mL).
Contrast-enhanced computed tomography (CECT) in
the arterial phase demonstrated a well-defined,
lobulated heterogeneously enhancing soft tissue mass
measuring 12.3 x 10.1 X 9.4 cm occupying the right
pelvic cavity (Figure 1). The lesion showed areas of
internal low attenuation suggestive of necrosis. The
uterus was displaced medially, and small bowel loops
were displaced superiorly. No ascites, peritoneal
nodules, or lymphadenopathy were identified.

MRI pelvis was subsequently performed for further
characterization. On axial T2-weighted imaging, the
lesion appeared heterogeneously hyperintense with
internal areas of high signal intensity corresponding to
cystic degeneration and necrosis (Figure 2). The mass
demonstrated diffusion restriction on DWI with
corresponding low ADC values, suggestive of high
cellularity (Figure 3). Gradient echo (GRE) sequence
showed focal blooming within the lesion, indicating
intratumoral hemorrhage (Figure 4).

Despite detailed imaging, bowel wall attachment could
not be definitively demonstrated preoperatively, and an
adnexal neoplasm was considered in the differential
diagnosis.

Exploratory laparotomy revealed a 13 cm exophytic
mass arising from the jejunum approximately 45 cm
distal to the ligament of Treitz. Segmental resection
with  primary anastomosis was  performed.
Histopathology demonstrated spindle cell morphology

with a mitotic count of 6 per 50 high-power fields.
Immunohistochemistry showed diffuse CD117 and
DOGTI positivity, confirming gastrointestinal stromal
tumor.
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Figure 1: CECT Arterial Phase (Axial Section)

Heterogeneously enhancing right pelvic mass
measuring 12.3 x 10.1 x 9.4 cm with central necrosis.
The lesion displaces the uterus medially and small
bowel loops superiorly without ascites or

lymphadenopathy.

Figure 2: MRI Axial T2-Weighted Image

Large heterogeneously hyperintense mass with internal
cystic/necrotic areas and well-defined margins causing
mass effect on adjacent pelvic structures.

Figure 3: Diffusion-Weighted Imaging (DWI)
Restricted diffusion within the solid components of the
mass, consistent with high cellularity.

Figure 4: Gradient Echo (GRE) Sequence

Focal blooming within the lesion

intratumoral hemorrhage.

indicating

Figure 5: Intraoperative Photograph Showing
Large Exophytic Jejunal Gastrointestinal Stromal
Tumor (GIST)

Figure Description:
Intraoperative image demonstrating a large lobulated
exophytic tumor arising from the jejunum. The mass
appears multinodular with areas of surface congestion
and hemorrhage. Dilated and congested jejunal loops
are seen inferior to the tumor, consistent with the
intestinal origin of the lesion. The tumor demonstrates
a predominantly extraluminal growth pattern
projecting into the peritoneal cavity, explaining its
radiologic appearance as This
intraoperative finding confirmed the jejunal origin of
the lesion, which was located approximately 45 cm
distal to the ligament of Treitz. Segmental jejunal

a pelvic mass.

resection with primary anastomosis was subsequently
performed. Histopathological later
confirmed the diagnosis of gastrointestinal stromal
tumor (GIST) with spindle cell morphology and
immunohistochemical positivity for CD117 and DOG1

examination

DISCUSSION

Jejunal gastrointestinal stromal tumors (GISTs)
constitute a less common but clinically important
subgroup of mesenchymal neoplasms. Compared with
gastric GISTs, small intestinal tumors are more
frequently associated with larger size at diagnosis and
a higher risk of recurrence. Tumor behavior is
primarily determined by size, mitotic index, and
anatomical location.

Gastrointestinal  bleeding is a well-recognized
presentation of jejunal GIST. Liu et al. reported a case
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characterized by overt gastrointestinal hemorrhage and
symptomatic anemia secondary to mucosal ulceration
[8]. In contrast, our patient presented with severe iron
deficiency anemia (hemoglobin 6.8 g/dL; serum
ferritin 8 ng/mL) without clinical evidence of melena
or hematochezia. This difference can be attributed to
the predominantly exophytic growth pattern observed
intraoperatively. When tumor expansion is largely
extraluminal, mucosal disruption may be limited,
leading to chronic occult blood loss rather than acute
hemorrhage. Increasing tumor size has been associated
with a greater likelihood of bleeding, particularly in
lesions exceeding 5 cm [8]. The 13 cm tumor in our
case likely contributed significantly to the severity of
anemia.

Radiologic evaluation played a central role in the
diagnostic process but also contributed to initial
misinterpretation. Large exophytic small bowel GISTs
may extend into the pelvis and displace adjacent
organs, particularly in female patients, thereby
simulating adnexal pathology. Tonni et al., in a
systematic review, demonstrated that GISTs larger than
8-10 cm frequently mimic primary ovarian tumors due
to pelvic extension and obscured bowel continuity on
imaging [9]. In our patient, contrast-enhanced CT
revealed a 12.3 x 10.1 x 9.4 cm heterogeneously
enhancing mass occupying the right pelvis. The lesion
displaced the uterus medially and small bowel loops
superiorly, with preserved fat planes and no ascites or
nodal enlargement. These features led to a provisional
diagnosis of an adnexal neoplasm. Failure to clearly
identify bowel attachment underscores a
recognized limitation in evaluating large exophytic
masses. Careful analysis of mesenteric vascular
pedicles and multiplanar reconstructions may assist in
localization; however, definitive identification of

wall

origin may remain challenging preoperatively.

Risk stratification in GIST is based on tumor size,
mitotic count, and site of origin. According to the
ESMO-EURACAN-GENTURIS guidelines
described by Casali et al., tumors greater than 5 cm
with more than 5 mitoses per 50 high-power fields
(HPF), particularly in the small intestine, are classified
as high risk for recurrence [10]. The tumor in our
patient measured 13 cm with a mitotic count of 6 per
50 HPF, fulfilling high-risk criteria. Small intestinal
location further increases recurrence potential
compared with gastric tumors of comparable size [10].
The NCCN Guidelines® Insights outlined by von
Mehren et al. emphasize complete surgical resection
with negative margins as the standard treatment for
localized GIST, without routine lymphadenectomy

[11]. In our case, segmental jejunal resection with
primary anastomosis was performed, and no peritoneal
deposits, hepatic metastases, or lymphadenopathy were
identified, indicating localized disease at presentation.
Histopathological examination demonstrated spindle
cell morphology arranged in fascicles with mild
nuclear atypia and focal Diffuse
immunoreactivity for CD117 and DOG1 confirmed the
diagnosis. The WHO classification described by
Nagtegaal et al. recognizes spindle cell morphology as
the most common histologic subtype of GIST [12],
consistent with our findings.

Long-term outcome data from DeMatteo et al.
demonstrated improved recurrence-free survival
among high-risk patients treated with adjuvant imatinib
following complete resection [13]. Serrano and George

necrosis.

further highlighted advances in molecular profiling and
targeted therapy, reinforcing the importance of
genotype-directed treatment in aggressive disease [14].
The randomized trial conducted by Joensuu et al.
showed superior recurrence-free and overall survival
with three years of adjuvant imatinib compared with
one year in high-risk tumors, particularly those larger
than 10 cm with elevated mitotic rates [15]. Given the
tumor size of 13 cm and mitotic activity of 6 per 50
HPF in our patient, extended adjuvant therapy is
supported by current evidence.

This case illustrates how a large exophytic jejunal
GIST can closely mimic adnexal pathology on
imaging. Severe iron deficiency anemia may represent
the only clinical clue to an underlying gastrointestinal
source. Accurate interpretation of cross-sectional
imaging, combined with multidisciplinary surgical
management and risk-adapted oncologic therapy, is
essential for optimal patient outcomes.

CONCLUSION

Jejunal GIST should be considered in the differential
diagnosis of large pelvic masses in young female
patients, particularly when unexplained iron deficiency
anemia is present. Large exophytic tumors may
obscure their intestinal origin and radiologically
simulate adnexal neoplasms.

In this case, a 13 cm jejunal GIST with a mitotic count
of 6 per 50 high-power fields presented as a right
adnexal mass accompanied by severe anemia.
Definitive diagnosis was established through surgical
exploration and histopathologic confirmation.
Recognition of this diagnostic pitfall is crucial to
ensure accurate preoperative assessment, appropriate
surgical planning, proper risk stratification, and timely
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initiation of adjuvant targeted therapy in high-risk

disease.
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