A Woman with Melena for 2 Weeks
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PE: V/S: BT 37.3°C, PR 80/min, RR 16/min, BP 120/70 mm Hg

GA: good consciousness, markedly pale, no jaundice
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HEENT:

Heart:
Lungs:

Abdomen:

Extremities:

markedly pale conjunctivae, no icteric sclerae, thyroid
gland not enlarged, lymph node not palpable, no oral
ulcer, no lip hyperpigmentation or telangiectasia
regular rhythm, normal S;S,, no murmur

normal breath sound

no abdominal distension, no spider nevi, no superfi-
cial vein dilatation, active bowel sound, no shifting
dullness, no tenderness, no mass, no hepaotosple-
nomegaly

no pitting edema, no clubbing of fingers, no palmar

erythema
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CBC: Hb 6.0 g/dL, Hct 18.6%, MCV 84.3 fL.,, WBC 5,1OO/mm3 (Neutro-
phil 56.8%, Lymphocyte 32.3%, Monocyte 9.4%, Eosinophil 1% Basophil
0.5%), platelets 191,000/mm’

BUN 11 mg/dL, Cr 0.6 mg/dL

Na 140 mEqg/L, K

3.3 mEq/L, Cl 114 mEqg/L, CO, 25 mEq/L

LFT: TB 0.52 mg/dL, DB 0.19 mg/dL, AST 31 U/L, ALT 16 U/L, AP 56

U/L, Alb 3.5 g/dL

, globulin 3.0 g/dL

PT 11.7 sec (9.4-13.2) INR 1.11, aPTT 31.5 sec (25.9-39.8)
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1. MegaTeilu melena 31 2 U

2. Anemia

3. 1558M3 1% NSAIDs
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L a A % 1 ° £% 6 1 v A va v
N eane) 74 Janeneemamaaman 2 Uamnaaanuilszie 3u
szyuen NSAIDs §59a919melsiwy chronic liver stigmata Wens mwii
azag’ﬁ upper GI tract wazihaztli non variceal upper GI bleeding I@H
1unesiaziinain peptic ulcer disease 81Nl _A34LAHIIN1IATIA
esophagogastroduodenoscopy (EGD) WU duodenal diverticulum with
d. dl [ a L % 1 [~3
healed ulcer (MW# 1) sﬁqvl,mmaﬁmmmmﬂamﬂwvlm aehalsfienuans
' o A Ve a ' ! "o 2 ‘o v 2V
tufmoadfialeanwend mw ’mmqmmum'ummmvl,ﬂmmﬂqmﬂﬁ 29l
YNM961373 colonoscopy NNLANGID WU colonic diverticulosis ¢l sig-
moid colon AU ascending colon l,l,azel,u terminal ileum # blood stained
0] (MWl 2) Fadlovhmsansuazgsaelsameli colonic diverticulosis W&
lalwudnwosany active bleeding ¥1an u a9 GI bleeding Iugfiheme
hazdl wmpnanssalsamelusl “Enadhléiiu overt obscure GI bleed-
ing (519% 1) &9 wgAdululdludihemei loun
1. Small bowel neoplasm L GIST, lymphoma, adenocarcinoma
2. NSIAD induced small bowel ulcer psaniyse iUz

81 diclofenac

AMWN 1 Duodenal bulb
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AN 2 Terminal ileum

El‘ﬁ'mﬁ 1 Etiology of obscure Gl bleeding

Upper Gl and lower
Gl bleeding overlooked

Mid Gl bleeding

Upper Gl lesions

Cameron’s erosions

Fundic varices

Peptic ulcer

Angiectasia

Dieulafoy’s lesion

Gastric antral vascular ectasia
Lower Gl lesions

Angiectasia

Neoplasms

Younger than 40 years of age
Tumors
Meckel’s diverticulum
Dieulafoy’s lesion
Crohn’s disease

Celiac disease

Older than 40 years of age
Angiectasia
NSAID enteropathy
Celiac disease
Uncommon
Hemobilia
Hemosuccus pancreaticus

Aortoenteric fistula
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3. Vascular lesion (% angiodysplasia, Dieulafoy lesion
Lﬁa@mﬂwu blood stained ‘ﬁ terminal ileum ﬁ@iéfﬁnm‘mma retro-
grade enteroscopy 9 3nsnamalllgBasumis 30 @ wilase IC valve
wazdlslinusonlsa LL@iLWiwﬁﬂ’gElﬁmﬁmmsmml,uluﬁaavbi 3NINNUGID
M3 'aandedsiale uawny green bile Wil active bleeding 39lémeams
'9INEDS LAZAANYMINTIa CT abdomen Wisidisifiasan ¢ 8 small bowel
tumor (mw*ﬁ 3) %@WU’jWﬁ a large hypervascular mass GL‘LL small bowel loop
(likely jejunum) Enalermaastasios Yo ldmne 4 x 2 g lusznude
27N H active contrast extravasation 01U Aau whllu bowel umen
\lsiwuiﬁﬁ abnormal dilatation 283 proximal bowel loops VLz\iﬁj ascites VLSJ
wusoanhmAsslaAend Wastng ainaw CT 3fiade i small bowel
GIST
fiheldsumesnmneemsehdia lunasesn mam sy submu-
cosal mass 2@ 3 7. Eupananeiiasd |l &0 jejunum 3INUA end

o an an o &) o ;g
on artery (AN 4) NAMIATRANNNEN DIV ENIUARe GIST I@HWUW’JL‘%@

AN 3 CT scan of abdomen
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AWA 5 Follicular of spindle cell in muscularis mucosa, CD117 positive

JaNIUIA 4.7 X 3 X 2.7 BA. La%m;mmﬁ%u muscularis propria L‘EJJ’lvl,ﬁsL%%%
submucosa Wa¥ serosa TINMUA mucosal ulceration LL@nS\iﬁ lymphovascular
invasion Wagil margin free SnunsradLin spindle cell type fanda CD117
(+) & mitotic count 3/50 HPF (mw‘?i 5)

Review

Gastrointestinal stromal tumor (GIST)

GIST (11 mesenchymal tumor finuléiosf aluszuumadinens

IN@XNAN interstitial of Cajal %@ag"saue] myenteric plexus wazli muscu-
) . = 1A

laris propria ARDAYNIAUDINTHALHNTL AaaNYaY KIT protein FINY

16 95% Sogiszanas 5% Aliimsu aseanwes KIT protein 3und KIT
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negative GIST Lﬁmmmiﬁmaﬁuﬁmaa@u platelet derived growth factor
2 | I Aa |
receptor alpha (PDGFRA)*  "wilwnjifia luauaigannnh 40 11 eemuann
. . | Aa 3
7 ofeglszanos 60 T wuludmesnnnigmds
GIST ansonuléyniieaaamaiuavsleanwusnni afinssmng
o i a - 4 .
WS (60%) Fa9adsnAafidnt “i&n (30%) WusNTILEInL jejunum” 10 gastric
GIST agiinennsnilsn?iding) small bowel GIST
amszeslsetuaiusumeasiou awewasion wazmsnszat
dhradlsn a1 wlvinusinandnaEeadensan lwmadiuewns evmsaue
:dl ) A | L% A ;ﬂl | 1% U a
fnuldidn Sauiuvins Bareanmelwiiendesins exmasewndsanaIy
= d‘d‘d 1 L% édl (% A 1 % |
Zo lunsdindmsunsnszansvaslsadnlunduniameludasias mauns
nsznelfdamihmasmuldiesann  umsunsnszaneluidasnuay

o A L e o Al g .
mmzauuaﬁﬁﬁawa@mwﬂummmLﬁJu advanced disease
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1. Radiologic imaging

1.1 Contrast enhanced CT abdomen L% imaging 267 q@slu
MATRsLasTeiinsrezandlan  13NTDTAYLNANH ARSI UNTDITD%
FRDAAUMIUNINIENLTDITA LS loednned typical asifu well-defined
heterogeneous mass with peripheral enhancing border and central low
attenuation

1.2 MRI Wudmmwwhmﬁmﬁaé’a&mdmﬁmnéﬁ’aa CT abdo-
men WMATAsE gastric GIST Sudiassnain maedanlneas gastric wall

E o4 4, . - - .

waztiiallafagsaun UeasIa ueanaazdlsslumt lumsUssunsuns
nsvaelUfsudinsanunsasssaslsnoraasiidnuni isodensity MARLITHU
}ﬂ/ o aVl ¥ o [~ &
Wadiuund Levin W lslifiusealsaanmisesradng CT abdomen

1.3 Positron emission tomography scan (PET scan) eiln

NIFLAN active tumor 8NN necrotic 938 inactive scar tissue WINTLAIN
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malignant Ny benign ¢ recurrent tumor VL@W/ AMIANTAA2E PET scan @
A CT abdomen Mk whsonumsiasnulases metabolic activity
melueuiasantssinaswuniat anatomic change 71 CT scan “oNIN%
PET scan £N9T78UaNMIWNINIEezadlsanoumanidinlasgieensat
Tsafilsiwilannmsnsade CT scan w30 MR 1& Taamsdts wnsal¥ls
masmanTifighaut wiusel6® aehelsfions PET scan &dlal 1anan
vhsnl¥meunn CT scan I@ifiasanlsl 1nsaeTaldlumn i

2. Esophagogastroduodenoscopy (EGD) dunmsnsrasoslsnlu
nznzaNIRaqlantin dnwoarans GIST dnwuifls submucosal mass
9% biopsy 9199 ANAINL " £3589 tumor bleeding o
hypervascularized tumor uanawmﬁnwaﬁw FNA am@mﬁmmmd‘m@ia tu-
mor rupture WaY tumor seeding MwspELiN Folunsdingaesudu
gaslisndnogudremesliiidudasiotwieliase ondulunsdiiiu
unresectable tumor ¥38 AMIVIWHUAEL imatinib FaUHNE

3. Endoscopic ultrasound (EUS) MRN8 EUS EWUSNWIUL
hypoechoic mass ﬁL%amwaﬁu%uﬁ 2 (muscularis mucosae) w%a%uﬁ 4
(muscularis propria) VaINNYNILAURINT UNANEENTIEIMENTENT be-
nign Ay malignant I@Eﬂ% benign UAANWOUY regular margin homoge-
neous pattern PNAUBENT 3 TN, I malignant QAANLOUY irregular

margin YWANINNI 4 BN, WU echogenic foci g cystic space agjmﬂﬁlu

MsWEINTatlsa

Taded ey léun

1. dhumiswadlsn WU gastric GIST Awennsallsefiand small
bowel GIST

2. WNAYDINDU

3. Mitotic count per 50 high power field (HPF)
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m19197 2 NIH consensus classification of primary GIST by mitotic index and size®

Risk category Tumor size in greatest dimension Mitotic count (per 50 HPFs)
Very low <2cm <5
Low 2-5cm <5
Intermediate <5cm 6 -10

5-10 cm <5
High >5cm >5

> 10 cm Any mitotic

Any size >10
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1. Surgical resection
\u curative treatment AsNIIINHGONIEANRLhade s Wi
gastric GIST ARUWAXNINNT 2 73, W50 small bowel GIST A3 free
. " A Lo @ w o . .
margin 2ENUDE 2 . I@mmaaﬂmmmmmm lymph node dissection
Wasanlam lunmsuwsnssanesnfisiassivasswu ey ndshdainidy
complete resection AITNANTIW surveillance flaeny CT scan N 6 R
e 5 T lunga low risk ulunas moderate to high risk azfaemu
¢y CT scan 0 3 Wwawduna 3 T amntunn 6 wewiuwna 5 T uast
AvasI enNae’
2. Imatinib
o | L A o Y A ]
l#5nmnlunas KIT positive GIST Alsl whsnshdiale fimsuns
X A v . Ad Y X Ao . .
naEMETRIIanYEe iy adjuvant nItiftauiasaniidnsoe high risk
raukIdin®  2eYaIeNT D 400 mg/d NMSANEATENLTIMISNIEIL
imatinib J5aMIN0Y UeeEUszanniaLas 70-85 Waz median progres-
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sion free survival (PFS) 1/9s3nos 20-24 1801°° wonaniidissimsanmls,
izazmaﬁﬁmi@@mm@’ﬂaaﬁ‘f’lu advanced GIST 147 Mewdwnau 9 T
WU 8 overall survival 3oy 35 9 9 70 luwduad adjuvant therapy &
wdie ladnmsdnsnlae 1y imatinib 400 mg/d \Wiuszesna 36 Wanwdlaumiy
12 ieuwlugile high risk Ine median follow up 71 54 (o wuh Tunga
ﬁiéfm 36 L@aUd recurrent free survival Way overall survival aﬁdm’sﬁ:s\lﬁ
16ien 12 Gouathefisle éyms 8&"

"wisurathadesTinuLos | §uA diarrhea, fatigue, nausea, rash %
1Mzgawrn‘sﬁﬂ%a%maavl,ziﬁhL‘fluéfamgmm 'mma%aLﬁmﬁgmma&imﬁu LFT
abnormality, lung toxicity, cytopenia, GI bleeding L‘]‘fluwa%’mﬁmﬁwuvlé’?
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