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and overall survival was 86.7 % (Figure 3 and Figure 4). 
The analysis of the patients’ results in the intermediate-
risk group, divided into two groups, those who received 
adjuvant therapy and those who did not, showed that ad-
juvant therapy had no statistically significant effect on 
survival in the intermediate-risk group (Table 4).

Discussion
In the literature, GISTs have been reported to be most 

commonly diagnosed in people aged 62 to 75 years8. The 
mean age in the current study was 64.9 ± 12.8 years. In 
the present study, most patients were women, but the lit-

Table 4: Survival of the intermediate-risk group patients according to their imatinib intake status.

Imatinib 
Use

EstimateMedian
Std.

Error
95 % CI 

lower bound
95 % CI

upper bound
1-year 

survival
3-year 

survival
5-year 

survival
p

Yes 98.9 5.8 96.0 110.4 100.0 100.0 100.0 0.157
No 91.0 15.5 60.5 121.4 83.3 83.3 83.3

Values regarding survival are given as percentage, CI: Confidence Interval.

Figure 3: Graph demonstrating the Overall Survival (OS) 
curve in months of patients with very low-risk, low-risk, 
intermediate-risk, or high-risk gastric stromal tumor (GIST).

Figure 4: Graph demonstrating the Overall Survival 
(OS) curve in months of patients with intermediate-risk 
gastric stromal tumor (GIST) receiving or not adjuvant 
therapy with Imatinib.

erature is controversial on which gender GISTs are more 
common9. The majority of the patients were women in 
the present study. Its annual incidence is 3.2-6.8 cases per 
million in the United States, 2.1-14.5 per million in Eu-
rope, and 11.3-19.7 per million in Asia. However, the true 
incidence is not yet known, and the incidence of gastric 
GIST lesions identified in autopsy data is significantly 
higher than expected (22.5 %)10,11. 

GISTs can develop anywhere in the GI tract, from the 
esophagus to the anus. Gastric GISTs are more common, 
and their usual locations are the antrum and corpus of the 
stomach12. It has also been reported that GIST may de-
velop in the omentum, mesentery, and retroperitoneum. 

Dematteo reported that GISTs exhibit a wide range 
of symptoms in their clinical presentation. They are of-
ten asymptomatic in the early period as they are usually 
slow-growing small tumors13. Those smaller than two cm 
are often detected incidentally during endoscopy, radio-
logical examination, or abdominal exploration. Eight of 
the reported cases were identified incidentally. The most 
common finding in clinical practice is abdominal pain. 
Haematemesis, melena, and chronic anemia due to hem-
orrhagic ulcers caused by erosion of the gastric mucosal 
tumor are also common findings14. The most common 
finding in the present study was abdominal pain (58.8 %).

Various methods such as GI endoscopy, CT, Mag-
netic Resonance Imaging (MRI), and upper abdominal 
ultrasound are utilized in diagnosis. CT with contrast en-
hancement is valuable for the characterization and evalu-
ation of the lesion, provides information about tumor size 
and metastasis, and is also used during follow-ups15. If a 
stomach-related lesion is detected on the CT, endoscopic 
examination is essential to define its relationship with the 
stomach and a different lesion. Evaluating the internal 
structure of a submucosal lesion detected by endoscopy 
and understanding which part of the stomach it originates 
can only be achieved by EUS. Another advantage of EUS 
is that it allows biopsy to be taken when necessary to 
diagnose before surgery15,16. In the present study, endo-
scopic and tomographic examinations were performed in 
all patients except those identified incidentally. 

Endoscopic mucosal biopsies are usually not diag-
nostic as the tumor is localized in the subepithelial area. 
Preoperative tissue diagnosis can exclude tumors such as 
lymphoma, desmoid tumor, carcinoma, or sarcoma in tu-
mors localized outside the stomach16. Tissue diagnosis is 
necessary to establish the definitive diagnosis of GIST for 
a subepithelial tumor. Preoperative FNAB is not recom-


