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ABSTRACT

Introduction: Gastrointestinal stromal tumors (GISTs) are the most common mesenchymal
tumors of the digestive system, with diverse histopathological and clinical features. This
study aimed to analyze the clinical and pathological characteristics as well as surgical out-
comes of GIST patients treated at our institution.

Methods: We retrospectively reviewed 49 patients who underwent surgery for GIST at Dicle
University between 2010 and 2020. The collected data included demographic information
together with tumor location and size measurements and mitotic rate counts and Fletcher risk
classification and immunohistochemical marker results and surgical treatment details.
Results: The researchers evaluated mitosis among patients, 57.1% of whom were male, with
amean age of 58.8 + 12.3 years. Tumors were primarily located in the small intestine (36%)
and stomach (34%). Tumor sizes were <5 cm in 38.8%, 5-10 ¢cm in 24.5%, and =10 cm
in 36.7%. Mitosis counts were <5 in 77.6% and >10 in 22.4%. Risk classification showed
52% low risk, 26% intermediate risk, and 22% high risk. All tumors were positive for CD34
and CD117. Ki-67 index was below 5% in 71.4% of cases. Postoperative mortality was 4%,
and tumor recurrence occurred in 4.1%.

Conclusions: Effective surgical treatment combined with precise risk assessment is vital
for managing GISTs. The study results confirm that adjuvant imatinib treatment reduces
recurrence rates in patients with high-risk disease.

Keywords: gastrointestinal stromal tumors, immunohistochemistry, neoplasm grading, surgical
oncology

INTRODUCTION

Gastrointestinal stromal tumours (GIST) are the most common mesenchymal
tumours of the gastrointestinal tract and account for approximately 0.1-3% of all
gastrointestinal malignancies (1). These tumours arise from the precursors of
the interstitial cells of Cajal, which regulate the peristaltic movements of the
digestive tract and are known as the "pacemakers of the digestive system".

Surgery, Gastroenterology and Oncology, 30 (3), 2025



The global incidence ranges between 10-15 cases
per million per year according to population-based
studies (2). Although GISTs are most commonly seen
in the stomach (55-60%), they can also occur in the
small intestine (30-32%), colorectal region (6-7%),
oesophagus (2%) and rarely in extraintestinal localisa-
tions such as peritoneum, mesentery, omentum and
pancreas (3). The mean age at diagnosis is 60-70
years and there is no significant difference between
genders (4).

Immunohistochemically, the majority of GISTs show
CD117 (80-90%) and CD34 (60-70%) positivity and this
feature is of critical importance in diagnosis (5).
Mutations especially in KIT (CD117) and platelet-
derived growth factor receptor alpha (PDGFRA) genes
play an important role in GIST pathogenesis. SDH
deficiency stands as a significant molecular alteration
which contributes to GIST development in addition to
KIT and PDGFRA mutations. SDH-deficient GISTs
make up 5-7% of all GIST cases and they occur most
frequently in patients with Carney triad who have
gastric GIST and pulmonary chondroma and para-
ganglioma. The tumors primarily affect young patients
while showing a preference for gastric sites and they
respond differently to imatinib treatment (6,7).

The mutations have resulted in the development of
targeted therapies such as tyrosine kinase inhibitors
imatinib and sunitinib. The prognosis of the tumour
largely depends on its size, mitotic number and
location, and especially large tumours and those with
a high mitotic index may have a more aggressive
prognosis (8).

Although the epidemiology, clinical features and
treatment approaches of GISTs are increasingly
better understood in the literature, comprehensive
studies revealing regional differences and reflecting
the experiences especially in Turkey are limited (9).
Although significant advances have been made in
treatment with the introduction of tyrosine kinase
inhibitors (imatinib), standardised approaches have
not yet been clarified, especially regarding the follow-
up protocols of high-risk patients and the manage-
ment of patients with recurrence (1). Furthermore,
there is no consensus in the literature regarding the
natural history and optimal surgical strategies for
small GISTs (10).

In this study, we aimed to contribute to this gap in
the literature by sharing our single centre experience
and to evaluate the relationship between the clinical
features and surgical outcomes of GISTs in different
localisations.
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METHOD

Study Population and Sample

This retrospective cohort study included 49 patients
who underwent surgery for GIST between January
2010 and December 2020 in the Department of
General Surgery, Dicle University Faculty of Medicine.
Since the number of patients included all patients
treated for GIST in our clinic within the specified date
range, no sample size calculation was made. Inclusion
criteria were determined as being over 18 years of age,
having a histopathological diagnosis of GIST and having
undergone surgical treatment in our clinic. Exclusion
criteria were defined as missing clinical or pathological
data, primary treatment in another centre and
presence of second primary malignancy. In our study,
tumour size was defined as the largest diameter in
centimetres; mitotic index was defined as the number
of mitotic figures counted in 50 large magnification
fields; and tumour localisation was classified as
stomach, small intestine, colon, pancreas and extra-
intestinal. Risk groups were divided into low,
intermediate and high risk categories using the criteria
(tumour diameter and number of mitoses) defined by
Fletcher et al. In the evaluation of the number of
mitoses, two categories were created: tumours with 5
or less mitoses and tumours with more than 10
mitoses.

Operating Procedures

Data were collected by retrospective review of
patient files, operative notes and pathology reports.
Demographic characteristics (age, gender), clinical
characteristics (presenting complaints, diagnostic
methods), tumour characteristics (localisation, size,
mitosis number, risk group), immunohistochemical
characteristics (CD34, CD117, Ki-67, Vimentin, SMA/
Desmin) and surgical treatment results (surgical
method, complications, follow-up period, recurrence)
were recorded on standard data collection forms.
Histopathological examinations were performed by
experienced pathologists according to standard
protocols. Immunohistochemical features of the
tumour were evaluated using appropriate antibody kits
and CD117, CD34 and Ki-67 examinations were routinely
performed on all tumours. Ki-67 proliferation index was
analysed in three groups: below 5%, between 5-10%
and above 10%. The follow-up of the patients was
performed every 3 months in the first year, every 6
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months in the second year, and then annual follow-ups
in the postoperative period. Physical examination,
abdominopelvic computed tomography and endoscopic
examinations were performed when necessary. To
ensure the reliability of the data collection process,
the data were double checked by two independent
investigators.

Details of the Surgical Method

All patients underwent surgical treatment under
elective conditions. The surgical method was deter-
mined according to the localisation, size and degree of
invasion of the tumour. Wedge resection or subtotal
gastrectomy was preferred for gastric tumours,
segmentary resection and anastomosis for small bowel
and colon tumours, Whipple procedure for pancreatic
tumours and total mass excision for extraintestinal
tumours. In all surgical procedures, negative surgical
margins were tried to be achieved and care was taken
to avoid tumour rupture. In cases with liver metastasis,
metastasectomy was performed in addition to the
primary surgical procedure. In the postoperative
period, patients in the high-risk group received imatinib
treatment for 3 years in the oncology clinic. Surgical
intervention was performed again in patients with
recurrence. All surgical procedures were performed by
the same surgical team experienced in gastrointestinal

surgery.
Statistical Analysis

SPSS 22.0 (IBM Corp., Armonk, NY, USA) statistical
software was used for data analysis. Descriptive
statistics were presented as mean + standard deviation
(minimum-maximum) for continuous variables and as
number and percentage for categorical variables.
Chi-square test or Fisher exact test was used in the
comparison of categorical variables when the sample
size was insufficient. In the comparison of continuous
variables between independent groups, Student t-test
or one-way analysis of variance (ANOVA) was used for
normally distributed data, and Mann-Whitney U test
or Kruskal-Wallis test was used for non-normally
distributed data. Log-rank test was used to compare
surgical treatment results and survival times. P value
<0.05 was considered statistically significant. Since
there were no missing data, no special method was
used for missing data management. Subgroup analyses
were performed according to tumour localisation and
risk groups.
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Ethical Considerations

This study was approved by the Dicle University
Faculty of Medicine Non-Interventional Clinical
Research Ethics Committee (Decision date: 09.04.2021,
Number: 2021/253) or Internal Review Board (IRB).
Patient data were analysed anonymised and the
confidentiality of personal information was protected.

Human Ethics and Participation Consent
Statements

Informed consent was obtained from all participants
and the study was conducted in accordance with the
Declaration of Helsinki.

Informed Consent

For this retrospective study, individual informed
consent was obtained from all patients as approved by
the institutional review board.

RESULTS

Of the 49 GIST patients included in our study, 21
were female (42.9%) and 28 were male (57.1%). The
mean age of the patients was 58.8+12.3 years and
the age range was 28-80 years. When the diagnostic
methods were examined, postoperative histological
diagnosis was made in the majority of the patients
(75.5%), while preoperative biopsy was performed in
only 12 patients (24.5%). This difference was statistically
significant (y* = 12.76, p < 0.001). All of our patients were
operated under elective conditions, and no condition
requiring emergency surgical intervention was
observed (table 1).

Table 1 - Demographic and clinical characteristics of the patients

Parameter Value Statistics
Gender x>=1.00,
p=0317
Woman 21 (%42.9)
_ Male 28 (%57.1)
Age (years) 58,8 (28-80)
L t=1.45p=0.153 ~
Diagnosis method 12 =12.76,
L p<0.001*
Preoperative biopsy 12 (%24,5)
Postoperative histological diagnosis 37 (%75,5)
Surgical conditions
Elective 49 (%100)
Emergency 0 (%0)

*Statistically significant (p < 0.05)

Surgery, Gastroenterology and Oncology, 30 (3), 2025



Table 2 - Tumour localisation and characteristics
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Table 3 - Immunohistochemical properties

Parameter Number (%) Statistics Immunohistochemical Marker Conclusion Statistics

Tumour localisation 2 =2147, CD34 49/49 (100%) positive -

p<0.001* cD117 49/49 (100%) positive -

Stomach 17 (34%) Ki-67 proliferation index x°=37.10,

Small intestine 18 (36%) 5, 35 (714%) p<0.001*

<J7 (]

Extraintestinal 9 (18%) 5-10 % 4 (8.2%)

Column 3 (7%) >10% 10 (20.4%)

Pancreas 2 (5%) Vimentin 49/49 (100%) positive -

Tumour size %> =1.88, SMA/Desmin 49/49 (100%) positive -

p=0.391 *Statistically significant (p < 0.05)
<5cm 19 (%38,8)
5-10 cm 12 (%24,5)
=10cm 18 (%36,7)
T i 2 _

Mitosis number/30 BBA ;‘:‘086?2; (24.5%), and 10 cm or larger in 18 patients (36.7%).
<5 38 (%77,6) There was no statistically significant difference
>10 11 (%22,4) between tumour size distributions (y* = 1.88, p =

Risk classification (Fletcher criteria) %t =7.96, 0.391). When the number of mitoses in 50

=0.019* i . .
Low risk 25 (%52) P large magnification fields (MMS) were analysed
Medium risk 13 (%26) microscopically, 38 (77.6%) patients had 5 or less
High risk 11 (%22) mitoses and 11 (22.4%) patients had more than 10

*Statistically significant (p < 0.05)

When the localisation of the tumours was
evaluated, the most common localisation was small
intestine (36%). This was followed by stomach (34%),
extraintestinal localisation (18%), colon (7%) and
pancreas (5%). This distribution was statistically
significant (y* = 21.47, p < 0.001). In terms of tumour
size, the tumour diameter was less than 5 cm in 19
patients (38.8%), between 5-10 cm in 12 patients
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Figure 1 - Frequency Distribution of Tumor Localization in Gastrointestinal
Stromal Tumors (GIST): This figure illustrates the relative frequency (%) of
GIST tumor locations within the patient cohort (n=49), showing the small
intestine as the most common site, followed by the stomach, extragastro-
intestinal sites, colon, and pancreas. GIST refers to Gastrointestinal
Stromal Tumors.
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mitoses. The difference between mitotic number
distributions was statistically significant (y*> = 8.90,
p = 0.012). According to the risk classification using
Fletcher criteria, the majority of the patients (52%)
were in the low risk group, 13 patients (26%) were in
the intermediate risk group and 11 patients (22%)
were in the high risk group (y*> = 7.96, p = 0.019)
(table 2, fig. 1)

Endoscopic examination revealed a submucosal,
well-circumscribed mass lesion in the antrum of
the stomach (fig. 2). This endoscopic appearance

Figure 2 - Endoscopic view of the gastric antrum: Endoscopic image
showing the gastric mucosa with potential submucosal lesion suspicious
for GIST. (SCV: Scope Channel View; C:N Br:A1 G:0 refers to endoscopic

coordinates and settings with C:N indicating Color/Normal mode, Br:A1
indicating Brightness level A1, and G:0 indicating Gain/Offset settings)
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Figure 3 - Surgical specimen after gastric wedge resection:
Macroscopic view of the resected gastric GIST specimen
showing a well-circumscribed, submucosal solid mass with
areas of hemorrhage.

represents the typical presentation of our gastric
GIST cases and similar endoscopic findings were
observed in all gastric GIST cases.

In immunohistochemical analyses, CD34, CD117,
Vimentin and SMA/Desmin were positive in all
tumours. When the Ki-67 proliferation index was
analysed, it was found to be below 5% in the majority
of patients (71.4%), between 5-10% in 8.2% and above
10% in 20.4%. These differences in Ki-67 index were
statistically significant (y* = 37.10, p < 0.001) (table 3).

Macroscopic examination of the surgical specimen
obtained after wedge resection for gastric GIST
revealed a well-circumscribed, solid, submucosal mass
with occasional haemorrhagic areas (fig. 3). This macro-
scopic appearance showed similar features in other
GIST cases in our study.

When the surgical treatments were analysed, 16
patients underwent small bowel resection+anastomosis
and 3 patients underwent liver metastasectomy. In

gastric tumours, 11 patients underwent wedge resec-
tion and 5 patients underwent subtotal gastrectomy.
Total mass excision was performed in 9 patients with
extraintestinal tumours, colon resection+anastomosis
was performed in 3 patients with colon tumours, and
Whipple procedure was performed in 2 patients with
pancreatic tumours. When the follow-up periods were
evaluated, the mean follow-up period for small bowel
tumours was 17 months in patients who underwent
liver metastasectomy and 21 months in patients who
underwent bowel resection only. In gastric tumours,
the mean follow-up time was 24 months in the wedge
resection group and 18 months in the subtotal gastrec-
tomy group. The follow-up period was 36 months in the
extraintestinal group, 19 months in the colon group and
11 months in the pancreas group. There was no
significant difference in survival between the surgical
methods in patients who underwent small bowel
surgery (Log rank = 2.31, p = 0.128) (table 4).

In terms of postoperative complications, mortality
was observed in 2 patients (4.0%). One patient who
underwent wedge resection died on postoperative day
6 due to capillary leak syndrome and the other patient
who underwent subtotal gastrectomy died on post-
operative day 7 due to myocardial infarction. Mortality
rates were calculated as 9.1% and 16.7%, respectively,
but there was no statistical difference between the
two groups (Fisher exact, p = 0.723). As a morbidity,
pancreatic fistula developed in one patient (2.0%) who
underwent Whipple procedure, but closed sponta-
neously in the 2™ week of follow-up (table 5).

Recurrence was observed in two patients in long-
term follow-up. One patient operated for low-risk
extraintestinal GIST recurred at 33 months (11.1%) and
one patient with intermediate-risk colonic GIST
recurred at 25 months (33.3%). There was no statistically

Table 4 - Surgical treatment and results

Localisation Number of Surgical procedure Follow-up period Conclusion Statistics

patients (months) (Mean+SD)

Small Intestine 3 Small bowel resection 17 Recovery Log rank = 2.31,
+ anastomosis + liver p=0.128
metastasectomy

16 Small bowel resection 21 Recovery
_______ +anastomosis
Stomach 11 Wedge resection 24 1 patient excitus (9.1%), Fisher exact,
10 patients recovery p=0.723
5 Subtotal gastrectomy 18 1 patient excised (16.7%),
_____________________ 4 patients recovere_d______

Extraintestinal 9 Total mass excig[(_)_r] ______ 36 Recovery, 1 relapse}_(j _1_._1 %) -

Column Colon resection + 19 Recovery, 1 relapse (33.3%)

_______ anastomosis

Pancreas 2 Whipple procedure 11 Recovery

148 Surgery, Gastroenterology and Oncology, 30 (3), 2025



Table 5 - Complications and recurrence

Complications Number of patients Statistics
Mortality Fisher exact,
__________ p=0692
Capillary leak syndrome 1(2.0 %)
(postopday)
Myocardial infarction 1(2.0 %)
(postopday7)
vorbjity -
Pancreatic fistula 120%)
Relapse 2 =415,
__________ p=0126
Extraintestinal GIST 1/9 (11.1%)
@¢month)
Colon GIST 1/3 (33.3 %)
(®»"month)
Recurrence according 72 =6.91,
toriskgroups p=0032*
Lowrisk 1725¢40%
Mediumrisk nmsegr%) oo
High risk 0/11 (0.0 %)**

*Statistically significant (p < 0.05)
**All high-risk patients received adjuvant imatinib treatment (for 3 years)

significant difference between the recurrence rates
according to tumour localisation (y* = 4.15, p = 0.126).
These two patients were re-operated and no complica-
tions developed. When recurrence rates were
compared according to risk groups, recurrence rates
were 4.0% in the low-risk group and 7.7% in the inter-
mediate-risk group, while no recurrence was observed
in the high-risk group. All high-risk patients had
received adjuvant imatinib treatment for 3 years in the
postoperative period. The difference in recurrence rate
between the risk groups was statistically significant
(> = 6.91, p = 0.032) (table 5).

When the relationship between the localisation of
tumours and risk groups was examined, 52.9% of
gastric tumours were in the low risk group, 29.4% in the
intermediate risk group and 17.7% in the high risk
group. Among small intestinal tumours, 55.6% were in
the low risk group, 16.7% in the intermediate risk group

GIST Clinical Experience Analysis

and 27.8% in the high risk group. In extraintestinal
tumours, all three risk groups were equally distributed
(33.3%). There were no high-risk cases among the
tumours located in the colon and pancreas. In the
colon, 66.7% of the cases were in the low risk group and
33.3% in the intermediate risk group, while 50.0% of
the pancreatic tumours were in the low risk group and
50.0% in the intermediate risk group. However,
this relationship between localisation and risk groups
was not statistically significant (y> = 11.32, p = 0.184)
(table 6).

DISCUSSION

The research evaluated both clinical aspects and
pathological features of gastrointestinal stromal
tumours together with surgical treatment results. Our
research examined the distribution patterns and risk
classification and long-term results of GIST patients
treated at our center based on their tumor locations.
The clinical progression and treatment responses of
GISTs exhibit substantial variations according to
our research findings. The management of rare
mesenchymal tumours can be improved through
understanding the relationships between tumour
location and risk groups and surgical outcomes.

The majority of GIST cases in our study occurred in
the small intestine at 36% and stomach at 34%. The
study results showed different results than the gastric
predominance which many studies in the literature
have reported. Refai (2024) in Saudi Arabia reported
that 66% of GIST cases were localised in the stomach
(112). Similarly, a large population-based study using the
SEER database reported that 63% of GISTs were
localised in the stomach (12).

In terms of gender distribution, the rate of male
patients in our study (57.1%) was found to be slightly
higher than the rate of male patients in the SEER
database study (52%), but lower than the male rates
reported in Saudi Arabian and European studies (72%
and 71.1%) (11,13). The mean age of 58.8+12.3 yearsin

Table 6 - Relationship between tumour localisation and risk groups

Localisation Low risk n (%) Medium risk n (%) High risk n (%) Total Statistics
Stomach 9 (%52,9) 5 (%29,4) 3(WI77) 17 (%100) % =11.32,p=0.184
Small intestine 10 (%55,6) 3 (%16,7) 5(%w278) 18(%100

Column 2 (%66,7) 1 (%33,3) 0(%0,0) 3(%1000
Extraintestinal . 3 (%33,3) 3 (%33,3) 3(%333) 9(%1000

Pancreas - 1 (%50,0) 1 (%50,0) 0(%00) 2(%w00

Total 25 (%51,0) 13 (%26,5) 11 (%22,5) 49 (%100)

Surgery, Gastroenterology and Oncology, 30 (3), 2025
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our study is largely compatible with the mean/median
values of 60.5 years, 61.8 years and 62-64 years
reported in studies in the literature (11,13,14).
Regional differences, genetic factors and referral of
cases with rare localisations due to the fact that our
centre is a reference centre may explain the difference
in the distribution of tumour localisation.

In our study, the tumour diameter was found to be
less than 5 cm in 38.8% of the patients and 10 cm or
larger in 36.7%. This distribution differs from the data
reported in the study of Hashem et al. (2021); in their
series, tumour size was <5 cm in only 14.7% of patients,
while it was reported as >10 cm in 35.3% (15). In the
study of Xu et al. (2021), the tumour size was reported
to be <5 cm in 43.7% of the patients, which is closer to
our results (16).

In the risk classification, the majority of our patients
(52%) were in the low risk group, while 44.04% of the
patients were classified in the low malignancy potential
(very low and low risk) category in the study by Tian and
Chen (2024) (17). In the study of Hashem et al. (2021),
33.3% of the patients were found in the high risk group
according to the AFIP scheme, which is higher than the
22% rate in our study (15). The detection of Ki-67
proliferation index below 5% in 71.4% of our patients is
compatible with low malignancy potential as stated by
Tian and Chen (2024) (17).

In our study, organ-sparing surgical approaches as
wedge resection (68.8%) and subtotal gastrectomy
(31.3%) were preferred in gastric GISTs. This approach
is consistent with the current approach reported by
Cananzi et al. (2022), who considered RO resection as
the gold standard in surgical treatment (18). In our
series, postoperative mortality rate was 4%, which is
higher than the mortality rate (0%) observed in patients
who underwent surgery after neoadjuvant imatinib
treatment by Vassos et al. (2021) (19). In terms of
morbidity, only one patient (2%) developed pancreatic
fistula in our study, and similarly, pancreatic fistula was
reported in one patient in the duodenal GIST study of
Vassos et al. (2021) (20). The low complication rate
in our series indicates the success of the surgical
technique.

The immunohistochemical analysis included CD117
and CD34 and Ki-67 markers but researchers should
evaluate additional prognostic indicators. The loss of
SDHB immunostaining identifies SDH-deficient GISTs as
a specific molecular group which shows different
clinical characteristics and treatment options. The
authors of Constantin et al. (2014) stressed that GIST
diagnosis requires team-based care for emergency
surgical cases (6). The study by Ceausu et al. (2021)
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showed how these tumors create difficulties for diagno-
sis. Researchers should add SDHB immunostaining to
standard diagnostic tests because it helps identify
patients who are young and have gastric tumors or
show symptoms of syndromes (7).

In patients with advanced GIST, Li et al. (2024)
reported that there was no significant difference in
overall survival between patients with and without
surgery (76.5 months vs. 78.9 months) (21). This finding
suggests that the role of surgery may be limited in
metastatic patients. In our series, liver metastasectomy
was performed in 15.8% (3/19) of small bowel tumours,
indicating the aggressiveness of the surgical approach.

The low recurrence rate of 4.1% found in our study
in long-term follow-up is compatible with some studies
in the literature. Jakob et al. (2022) reported similarly
low recurrence rates in their study of 350 patients, and
local recurrence was observed in only one patient (22).

Interestingly, it is noteworthy that the patients
with recurrence in our study were in the low and inter-
mediate risk groups, while no recurrence was observed
in the high risk group. This unexpected finding is
supported by the statistically significant difference in
the recurrence rate between the risk groups (p=0.032)
and may be explained by the efficacy of adjuvant
imatinib treatment in high-risk patients, as shown in the
study by Blay et al. In our series, adjuvant imatinib
treatment was administered to all high-risk patients for
3 years, and the efficacy of longer-term treatment is
also reported in the literature. Blay et al. showed that 6
years of imatinib treatment reduced the recurrence
rate up to 28% in high-risk localised GIST patients (23).

In addition, the fact that recurrence developed in a
case of extragastrointestinal GIST in our study supports
the finding reported by Feng et al. (2021) that extra-
gastrointestinal stromal tumours may have worse
disease-free survival (24). When the relationship
between tumour localisation and risk groups is
evaluated, the fact that stomach and small intestine
tumours are mostly in the low-risk group, although not
mentioned in the study by Stavrou et al. (2025), isin line
with the general observations in the literature (25). The
fact that there were no high-risk cases in tumours
located in the colon and pancreas may be due to the
limited sample size.

Our study has some limitations. The study results
lack general applicability because it used retrospective
design and data from a single center. The small number
of patients in the study reduced statistical power
particularly for GISTs that occur infrequently in different
locations. The study benefits from its extended follow-
up duration and thorough immunohistochemical

Surgery, Gastroenterology and Oncology, 30 (3), 2025



assessments and complete risk group classification
system. Future research should investigate how
molecular markers affect patient outcomes while
comparing surgical methods and assessing the success
of additional treatments. In addition, the establishment
of a multicentre GIST database in our country will
strengthen evidence-based approaches in the manage-
ment of these rare tumours.

CONCLUSION

In conclusion, GISTs are the most common
mesenchymal tumours of the gastrointestinal tract and
their clinical course and treatment responses are
variable. In our study, it was found that the majority
of GIST cases were located in the small intestine and
stomach and more than half of the patients were in the
low risk group. The surgical treatment with organ-
preserving methods achieved low rates of complica-
tions and recurrence. The follow-up and treatment
planning of patients received guidance from immuno-
histochemical markers and risk classification systems.
A multidisciplinary approach with suitable surgical
strategy enables successful treatment of GIST patients.
The long-term reduction of recurrence rates in high-risk
patients can be achieved through adjuvant imatinib
treatment.
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