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DA GNOSIS

! [}u\\.-‘..""..l (D54 junction) GIST with G I}":lh'-.dlﬂk
. Background - CLD-cthanol, deco mpensated with ascites”HE, Chald A, MELD Na: 11, HVPG 6
» Large incisional hemnia S'P EL + colostomy for gunshot injury in 2002, NP colostomy closure in 2002

CO-MORBIDITIES: Hypertension x 10 years, Hypothyroidism x 2 months (on Tab thyronorm 62 .5 ug/ day)

PROCEDURES PERFORMED: Segmental duodenal resection (D3, D4) of GIST containing segment ‘Rﬂut
en Y gastrojcjunostomy + duodenojejunostomy (D3 jejunum) 4 feeding jejunostomy + liver biopsy on

28112019

INDICATION FOR ADMISSION: Surgen

HISTORY :Mr Rajesh. a 49yrs old male, presented to 1LBS with complaints of malena 2 months back which
persisted for a week, with 4-5 episodes per day. Patient took over the counter treatment for diarrhea mistaking
malena for diarrhea. He developed severe dizaness following which he was evaluated and diagnosed with
severe anemia and required blood transfusion. Further workup was s/o CLD. UGIE showed duodenal GIST and
patient went to Medanta hospital for further management. At Medanta, he was transfused 4 units of PRB(C
following which was he was intubated ’fluid overload. There was also doubtful o altered sensonnum. He wa
evaluated with Imaging, UGIE-EUS which were s'o duodenal GIST (D3-D4) with stigmata of Bleed with earl
csophageal vances and CLD. Following this he came to ILBS for further management. He was cvaluated o
OPD basis and planned for surgery In the intenim he had dizziness and fall (7 Low Hb) sustaining chest traumy
Patient was admutted on 07/1172019 for evaluation and surgery but was discharged as patient wanted to obla
2™ opinion regarding plan of management. Now the patient 1s being readmitted with complaints of malena §

the past 5 days
Chronic alcoholic x 6 vears- 100 ml to 180ml/day

Last intake - in September 2019

H/'o Tobacco chewing stopped after last admission.

No hie UGl LGI bleeding

No H/o jaundice

vo h/o loss of appetite, loss of weight

vo h/o uninary complaints Ko
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— ONEXAMINATION
hih‘qﬁh WICI
ARbole. PR-S0min BP-11¢ /0 mm Hg RR-16'mm

Palior present
No Ktones Oanosis Clabbene LNP Fdema
- : L pressl will GSories

RS: Air entry bilazeral equa
P'A° Soft, Noa 1ender. no SRR DO orEnomegaly, no fee flod, larpe masosal bermsa
abdomunal contour more towards left ssde Midline SCar mark of explorzzory leperotosny, BS <ve
P'R- grade 111 beamorrhoids
SYSTEMATIC REVIEW
IST m duodemm, present irasownd shows Chromic VT Cisease winh
A promme! spienoportal xas )l arpe beram seen

USG Abdomen (25112019 K c o G
M 1SN 1._.:.‘_'_‘ b ." F e -"-'"'- r
] 1A n OO GV

indings suggestive of portal hyperensio —
in left Jower abhdomen with how el Joops and mesentne fat as contemt \o free d m §
PET CT (16/71072019): Metabolbically active exoenienc soft tssuc mass znang from | fourth Pt of
. S—— — - e
signant paidoiopy (ixely GIST) Advised HPE for confirmation
1 s . o ¥ 1‘ ‘-
oy VEM DoGss hkely mfectve
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duodenum suggestve of pnman maliona:
I nght Jower paratracheal and s
=< IO possility of metastases

2 Metabobically active calarped nght k

(granwiomatous) i ciology However FNAC may b worthwiule 10 exclude remx

3. CLD with non-metabolic LR-3 lesion (likely atypecal bemangroma) 1 segment VI with features of PHT
) """';.‘“"Fr'.f'_.._' cilusaon)
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spienomegaly with mild ascites and
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"ECT Abdomen (Outside, 1/102019): cirrhotic | orpholc
Xiension from D>-D<S with 2butment of proxamal jeyunal loops. 3 9x34x3%m i S
ances, GIST of D3

pper Gl endoscopy (outside): carly esophageal v
portal hypertecasion. HVPG - 6 mm hg
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PG (131172019): No clinically signs

roscan(9102019)
P MED 269

P IQR 15

ED 706

R 5.2

R MED ™.
(01272019, H-342519): Duodenal D scgment with tumorGastromntestinal stromal tumor (GIST),

Jed cell type, Low grade.
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Mr RAJESH KUMAR MANI UMHID IO 0000213447
49 Yeoans) inpateniNG 1D 0058010
Maie Admission Date 26 Nov 2010 03 08 M
General Ward B Second Fioo [wscharge Date

HPH Surgery led No 201001
Dr T K Chattopadhyay
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Mologic Grade G1 Low grade;mitotic rate 5/ mm?2

bection margins- Resection margins (duodenal) are free of tumor
mphovascular invasion not seen

incural invasion- not seen

' biopsy (H- 5426/19, 29/1 172019): Liver (Trucut) biopsy- Steatohepatitis with Cirrthosis

RATIVE FINDINGS:
"nodular. No ascites. No peritoneal nodules. No significant collaterals
Y adhesions interbowel and bowel to paricty

al and bowel adhesions 1o nght side of liver, gall bladder and parictal wall and liver to wall adhesions
incisional hermia on left side. Content: small bowel and sigmoid colon

ur of size 4 x 5 cm involving D3-D4 part of duodenum

segment of bowel resected from distal D3 10 § cm beyond DJ flexure

f mesentery fused with mesocolon due 1o post-operative adhesions

nY gastrojejunostomy done (retrocolic, postenor, 1sopenistaliig),

Istric tube positioned in duodenum

side duodeno(D3)-jejunal anastomosis performed in2 layers with the same roux en y loop 45 cm distal

st done with methylene blue: Negative
20 ¢cm distal to DJ

E IN THE HOSPITAL: Mr Rajesh was admitted with the above mentioned history m 1LBS. Panent
nic (Hb 5.1) at presentation. 5 unit PRBC were transfused after which his Hb stabilized st 9.6. Patient
elatives were explained in detail regarding discase, its treatment options and complication and risk

d with surgery Also he was explained in detail about nisk of mortality vv/o CLD. Afler obtaining due

he underwent Segmental duodenal resection (D3, D4) of GIST containing segment + Roux en Y

nostomy + duodenojejunostomy (D3 jejunum) + feeding jejunostomy + liver biopsy on 28/1172019

ed the procedure well, was extubated on table and shifted 1o SICU for monitoring. He was managed
uids, IV anuibiotics, parenteral analgesics, and inj albumin. He was started on TPN from POD2 for
s FJ output was persistently high. FJ test feed was given on POD4 which he tolerated well. He passed
motion on POD4. He was shifted to the ward on POD4 and allowed oral sips of water as tolerated. A
rax and abdomen with oral contrast was done on PODS (3/] 172019) to check for any anastomotic
h was /0 no leak and passage of contrast in small bowel and he was allowed oral clear liquids as
1 PODS. Foleys catheter was clamped and removed on same day. He was gradually advanced to soft
uretics from POD6 and FJ was clamped. Normal diet was allowed on PODT. Drain output gradually
ind pelvic drain was removed on PODS and left sided ADK was removed on POD11. Medical

pinion was sought and no further treatment was required (low risk GISt). He is pain free, afebnle

ne sarnsunal deiat Lose mdesmoee ' an i s L1
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CECT WHOLE ABDOMEN
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Follow up Post-op case of GIST (4™ part of duodenum)
FINDINGS

/ # 2 1eredd wre rm
hypertrophy of caudate and left lobe. The margins of Rver are nodular Irtranegar,
Diliary radical are not dilated. A speck of calcification is noted in left lobe.

Gall bladder: No radio-dense calculus is seen. USG is the moda Y o hoice for Ge
stones / polyps

uv‘r ,5 Eﬂlﬂrgf_-d In t_;zp fI ?rJ rr"'rr-,; Tr i [ e rf;q;# e ‘-;:..r '.'..l‘

CBD is normal in calibre
Portal Vein is dilated and measures 12mm

- Pancreas is normal in C.T. azttenuation -
peripancreatic collections Pancreatic duct s not dilated

Spleen is borderline énlarged measures 12
In CT attenuation pattern.

F
L r‘r "I 1

Few collaterals suggestive of varices are seen in 2t aa

2L gastro-splenic ligament, splenic
hilum, gastroesophageal junction 2nd in retropentoneym

= Minimal stranding is seen in mesentery.

- Both Kidneys are normal in CT

attenuation patterns. Co"bCOfneduluy
differentiation |s maintained. No evidence

of hydronephrosis / calculus is Noted.
Renal cortical thickness and margins are normal

Both ureters are normal in their
course and caliber.
Both adrenal regions are normal Psoas shadows zre normal.

—

Prostate is normal In size. Seminal vesicles are n

ormal.
Urinary bladder is well distended and appears to

De normal.

<

Contrast filled stomach i< well identified and appears to be normal.

Mild prominence and mucosal thickening of Jejunal loops is noted

RSt

--== Jejunitis,
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IMPRESSION €1 Findings reynal:

£ Vuet surylenl thanyss st the level of 4™ part of duodenum, however neo
hivitie thie Kening ur residusl / recurrent lesion at anastomotic site,

* Hepstomeynly albarad tamagraphy of liver with relative hypertrophy of
Enlidate and lelt lubhe with nodular liver margins with speck of
ealcilication In left lobe with dilated portal vein with borderline
splenvmeyaly with few varices in at gastro-splenic ligament, splenic
hilim, ynstroesophagensl junction and in retroperitoneum. ~===<Findings
wre suguestive of Chronic Liver Disease with Portal Hypertension.

" Largs defect (Bem) In amterior 2 lateral abdominal wall on left side at the
laval of umbilicus with herniation of fat, large bowel (sigmoid colon,
descanding and splenic flaxure of colon) and small bowel loops (jejunal
laups) with mild arrowing in caliber of splenic flexure of colon where it
I8 wxiting from the hernis, wweSuggestive of large Incisional Hernia.

* Mild prominence snd mucosal thickening of jejunal loops ---- Jejunitis.

* Myperdense lesion of €T attenuation 4000 HUY in subcutaneous tissue of

antarior abdominal wall in right hypochondrium suggestive of metallic
forelgn body,
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