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16.9kg/m?% il 36.5°C, IE 127/71 mmHg
performance status 2

mAZFEFTR

FAYMFIRE : WBC 2.6 x 10°/ u L, RBC 3.17 x
10°/ u L, Hb 10.0g/dL, Plt 17.2 x 10"/ 1 L

44t % 1 & : Alb 3.6g/dL, CRP 0.03mg/dL,
BUN 15mg/dL, Cr 0.65mg/dL, AST 21 U/L, ALT
10 U/L, T-Bil 0.6 mg/dL, Amy 103 U/L, CK
291 TU/L, LDH 225U/L, Glu 92 mg/dL

A BERRE (MA& /R) : ACTH 25.6 ([EF1fE
7.2-63.3) pg/mL, 7 FL VY > 91 (IE%E < 100)
pg/mL, I NVF—)v 11.3 (IEHME 7.07-19.6) u g/
dL, 7V FA7or 599 (IEHE 36-240) pg/mL,

(A)

Fig. 1 CT findings

(A) axial section (B) coronal section

I+ DHEA-S 40 (IE#E 7-177) ug/dL, A% 4+ 71)
CYERR 0.04 GE%ME 0.04-0.2) mg/L, /IVAZ 7
) yEFR 0.13 (GE#EE 0.09-0.28) mg/L
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CT Ef&FRR : ZERIB L6 124E 88 X 74 mm KO EHE
ML E ROz, H, WK, K%, BREET 25 B
BRI e b o 720 BB BARIL T TR R
TIEPERAI — g % 300 72 AR YL, BESE
RizEo v (Fig. 1o

MRI E & B 55 P BRI 3 — © T2 5o 1 % TR
e, T1iAm g c—i5E5 278072 T1 5
1%, T2 EFHmg s b I HEE P I — RS 5805
0, B2 RO 72 (Fig. 2).

Diameter of the tumor is 88 mm. Yellow arrowheads indicate retroperitoneal tumor.

(A)

(B)

D)

Fig. 2 MRI findings
(A) T2WI: axial section (B) T2WI: coronal section (C) TIWI: axial section (D) TIWI: coronal section
Yellow arrowheads indicate retroperitoneal tumor. Yellow arrows indicate capsule like structure around the tu-
mor.
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1-123 MIBG ¥ > F 7727 « —FiR : I —E
L CREEMzRO (Fig. 3).
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Fig. 3 1-123 MIBG scintigraphy findings
White arrows indicate abnormal accumulation at the
tumor site.
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kidney

Fig. 4 Intraoperative findings
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o CHImAYRIE L 72 (Fig. 5) 0

RIEEBENRRE REMABREWITRIZBW T,
c-kit Bk, DOG-1 B4, CD34 Bk, S-100 & H &,
a SMA BBEMEDFES 5, EGIST & &M L7z, B
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725, Fletcher 274 Y Of ) A 7 1254 S 7> (Table
Do
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GIST & (&ML BE o i [ il 3% (2 R AE T % Cajal I
TEMIHY (interstitial cell of Cajal : ICC) H3k, F 721
ICC Db & R THLEMBERDOES CTh 5. HLE
H1K O 5 AR 13 4Pk @ 80-90% % i % Yy — T,
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(A) After relocating the spleen, the anterior surface of the tumor could be seen, and a fibrous capsule-like rim was observed on
the tumor surface. Because the tumor was confirmed to be adjacent to the adrenal gland, the tumor had not originated from

the adrenal gland.

(B) Retroperitoneal tumor could be resected without adhesion around the tumor.
Yellow arrowheads indicate the retroperitoneal tumor. Yellow dotted circle indicates the adrenal gland.
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(A)

Hemorrhage

9.0x5.5x6.0cm

H.E.staining (x 20
Fig. 5 Resection specimen / Pathological findings

Immunohistochemical staining : c-KIT  (x 40)

(A) Resection specimen : Tumor size was 9.0 X 5.5 X 6.0 cm. Several sites of hemorrhage

were observed in the tumor (Yellow circles).

(B) Pathological findings

H. E. staining ( X 20): Bundle-like proliferation of spindle cells with mild nuclear enlargement

was observed.

Immunohistochemical staining : ¢-KIT positive ( X 40). c-KIT positive cells were observed con-

sistent with cytoplasm.
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Table 1 Fletcher classification

Risk category Primary tumor size (cm) Mitotic count (/50 HPF)

Very low risk <2 <5
Low risk 2-5 <5
Intermediate risk <5 6-10
5-10 <5
High risk >5 >5

> 10 Any mitotic rate
Any size > 10

% Fletcher classification was the risk classification of recurrence rate of GIST after
complete resection based on tumor size and cytoplasmic mitotic figures.

Tumor diameter less than or equal to 5 cm and number of fission images ( < 5 / 50
HPF) are classified as low risk. Tumor diameter more than 5 cm and fission images
(> 5 / 50 HPF), tumor diameter more than 10 cm, or fission images ( > 10 / 50 HPF) is
classified as high risk. The other cases are classified as intermediate risk.
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LAPAROSCOPICALLY RESECTED LARGE EXTRAGASTROINTESTINAL
STROMAL TUMOR THAT WAS DIFFICULT TO DISTINGUISH FROM
ADRENAL TUMOR: A CASE REPORT
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Abstract :

An 88-year-old woman was referred to our hospital with the complaint of appetite loss and body
weight loss. Image findings revealed a left retroperitoneal tumor with a diameter of more than 5 cm.
This tumor was to be found at unity with the left adrenal gland. Although the patient was initially kept
under observation because of her advanced age, laparoscopic resection was performed due to the expan-
sion of the tumor. The tumor could be seen adjacent to the adrenal gland, with no continuity or inva-
sion with the gastrointestinal tract or adrenal gland. A high-risk extragastrointestinal stromal tumor
(EGIST) was pathologically diagnosed. Although no additional treatment was given due to her advanced
age, the patient remains alive without recurrence 34 months after the operation. Most case of EGIST
occur within the abdominal cavity, such as the mesentery or the mesenterium, whereas cases of EGIST
within the retroperitoneum are rare. EGIST should be taken into consideration as a differential diagno-
sis of retroperitoneal large tumor. Also, laparoscopic surgery can be considered for large EGIST, if the

tumor has not invaded the surrounding tissue at image findings.

(Nishinihon J. Urol. 85: 83-88, 2023)
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