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Abstract

Background: There is an increasing incidence of coincidental gastric gastrointestinal stromal tumors (GIST) during a laparoscopic
sleeve gastrectomy (LSG). Resection with negative margin RO is the safest and most proper treatment.

Objectives: The incidence of GIST in patients undergoing LSG and resection with a 1- to 2-cm safety margin was validated and ana-
lyzed. The primary endpoint is that can simultaneous excision be oncologically adequate or not? How much GIST is supposed to be
far from a staple line?

Methods: The present prospective study included 338 patients with body mass index (BMI) > 35. All patients underwent LSG without
known history or imaging reveal GIST. Resection was done with a safety margin of 1 to 2 cm away from the stapled margin and, then,
sent for histopathology and immunohistochemically staining.

Results: A total of 17 patients (5%) had coincidental GIST. The size was T1 in 88.2% of patients; 16 patients were staged as IA according
to the American Joint Committee on Cancer (AJCC TNM). Safety margin was < 1.cm for 3 patients to avoid incorporation in staple
line and 14 patients (82.3%) had 2 cm safety margin. Resection margin in biopsy revealed positive resection margin Ri for 2 patients,
whose safety margin was only 1 cm or less. A total of 15 patients had a negative margin (R0), whose safety margin was 2 cm.
Conclusions: Any incidental GIST can be removed safely during LSG as long as it is far from the staple line with at least a 2-cm
safety margin and negative resection margins without changing the procedure. Margins less than 1 cm are associated with adverse
prognostic factors.
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1. Background sion of CD117 (c-kit protein). GISTs are the commonest mes-

enchymal tumors with both mural and neural origin (4, 5).
Laparoscopic sleeve gastrectomy (LSG) is considered

one of the most common surgical procedures for morbid
obesity (1). LSG is a safe bariatric procedure; it has recently
acquired its place in bariatric surgery as a preliminary pro-
cedure. In the literature, the estimated frequency of in-
cidental pathology during laparoscopic bariatric surgery
was approximately 2%. Among these, gastrointestinal stro-
mal tumors (GISTs) are an infrequent finding during LSG,
with an incidence of lower than 1% among all bariatric
procedures. Resection with negative microscopic margins
(RO) through partial gastrectomies is the mostappropriate 3. Methods

2. Objectives

The incidence of GISTs in patients, who underwent LSG
and resection with a 1- to 2-cm safety margin, were val-
idated and analyzed. The primary endpoint is that can
simultaneous excision be oncologically adequate or not?
How much GIST is supposed to be far from a staple line?

treatment (2). .
GISTs are most commonly located in the stomach 3 Study Population
mainly the fundus area (3). Most of the GISTs are of spindle The current double-center prospective study included

cell tumors (70% of patients) and 99% due to the expres- 338 morbidly obese patients with age > 20 years and body

Copyright © 2020, Author(s). This is an open-access article distributed under the terms of the Creative Commons Attribution-NonCommercial 4.0 International License
(http://creativecommons.org/licenses/by-nc/4.0[) which permits copy and redistribute the material just in noncommercial usages, provided the original work is properly
cited.


http://dx.doi.org/10.5812/ijcm.104481
https://crossmark.crossref.org/dialog/?doi=10.5812/ijcm.104481&domain=pdf
https://orcid.org/0000-0002-9836-9580
https://orcid.org/0000-0002-7049-4267

Sieda BM and Habeeb TAAM

mass index (BMI) > 35; 17 patients in Zagazig University
Hospitals, Faculty of Medicine, Egypt, and 321 patients in
the bariatric surgery excellence unit in a tertiary hospi-
tal in Riyadh, KSA. All patients admitted for LSG without
any known history or imaging reveal GIST, which was de-
tected intraoperatively during LSG and diagnosis settled
by histopathological examination.

3.2. Ethical Approval and Clinical Registration

The present studywas approved by the Institutional Re-
view Board of Faculty of Medicine, Zagazig University Hos-
pitals under the code IR-261102-1. Informed consent was
obtained from all participants. The present research was
registered in ClinicalTrial.gove with a unique protocol ID:
NCT04344847.

3.3. Protocol and Setting

The inclusion criteria included age > 20 years and all
morbidly obese patients had body mass index (BMI) > 35.

The exclusion criteria included previous gastric
surgery, symptomatic reflux, and hiatus hernia.

This work has beenreported in line with strengthening
the reporting of cohort studies criteria (STROCSS) (6).

3.4. Pre-Interventional Protocol

Basic and clinical characteristics were defined, includ-
ing gender, age, BMI, comorbidities, tumor characteristics
(localization, number, tumor size), and histopathological
criteria, mainly mitotic count and immunohistochemistry
for markers.

All patients underwent a preoperative workup panel
that was recorded in our database including blood pic-
ture, coagulation profile, liver and kidney function, thy-
roid function, neck and abdominal ultrasound, chest x-ray,
and upper gastrointestinal endoscopy (UGIT).

3.5. Intervention

3.5.1. Procedure

Preoperative assessment in the anesthesia clinic was
done. The procedure was performed under general anes-
thesia. Pneumoperitoneum was done with pressure of 15
mmHg and 17 mmHg for some patients via visiport in the
left Mid-clavicular line 2 fingerbreadth below the costal
margin. Standard placement of 3 more trocars was done.
The second port supraumbilical to the left directly looking
to the pylorus, the third supraumbilical to the right of the
umbilicus, and the last 5mm port at epigastrium. The sur-
geon stood between the patient’s leg, using the first and

third port while a camera through the second port. The ab-
dominal cavity was inspected to rule out any other pathol-
ogy. Dissection devascularization of the greater curvature
of the stomach started approximately 6 cm proximal to the
pylorus and the stomach was sleeved over a 36 Fr calibra-
tion tube. A thorough examination of the whole stomach
with specific attention to the posterior surface to release
any adhesions was mandatory before the initiation of re-
section. An incidental polypoidal lesion was found (Figure
1) in 17 patients. Most lesion located in the fundus or the
mid-portion of the stomach was segmented and resected,
aiming at achieving a good safety margin (wide margin) 1
-2 cm (Figure 2), but some cases only marginal margin (1
cm or less) (Figure 3) to avoid incorporation in staple line.
Staple line integrity was reinforced with staples (Figure 4).
The stomach was retrieved in Endo-bag. The resected spec-
imen was examined and the margin was measured, using
aruler; the GIST polypoidal lesion was defined 1- 2 cm away
from the stapled line and, then, sent for histopathology
and immunohistochemistry. The staging was done accord-
ing to the latest edition of AJCC (8th edition), TNM Staging,
where tumor size was estimated from the histopathologi-
cal reports for T1 less than 2 cm and T2 more than 2 cm. In
our procedure, margins were defined as wide margin > 2
cm and marginal margins <2 cm.

Figure 1. Incidental GIST

3.6. Post-Intervention

The Multi-Disciplinary Tumor Board Committee ap-
proved to report the data based on the American Joint
Commission on Cancer and the Union for International
Cancer Control (AJCC/UICC) TNM, 8th edition.

LSG was run smoothly. On the next day, the gastro-
grafin swallow meal showed the good passage of contrast
from the oesophagus into the stomach and onwards into
the duodenum. No evidence of any leakage was noted.

Int ] Cancer Manag. 2020; 13(12):e104481.



Sieda BM and Habeeb TAAM

2CIn Safety Margi
e QT

., Safety Métin
*  Lessthanicm

Figure 4. Stapling and hemostasis

3.7. Post-Operatively

Our patient tolerated the procedure without intra-
operative major complications and had a smooth and un-
eventful hospital course. On the day of surgery, patients
kept nothing by mouth, on postoperative day one, started
30 mL water every 30 minutes till postoperative day 2.
Thereafter, patients began on clear oral liquids.

Int ] Cancer Manag. 2020; 13(12):e104481.

3.8. Follow-Up

Patients’ vital signs were monitored on the day of
surgery regularly every 4 hours, early mobilization was re-
quired, and the recommended thromboprophylaxis regi-
men was received. Patients were discharged 2 or 3 days
later.

Follow-up was done regularly; the first visit was after
10 days for stitch removal, the prescription of vitamin sup-
plementation, and following the results of histopathol-
ogy and immunohistochemistry. All patients underwent a
computed tomography (CT) follow-up at 3 - 6 months and
upper GIT endoscopy at 12 and 24 months follow-up.

3.9. Statistical Analysis

Patients’ data were documented, gathered, and ana-
lyzed, using SPSS 22.0 for windows and Microsoft Office
Excel 2010. Continuous quantitative variables were ex-
pressed as the mean + SD and median (range), and cate-
gorical qualitative variables were expressed as absolute fre-
quencies (number) & relative frequencies (percentage).

4. Results

From November 2016 to May 2018, 338 patients under-
went LSG at 2 institutions. Seventeen patients were de-
tected with unexpected coincidental GISTs during the LSG,
resulting in an incidence of 5%.

A total of 14 females with GISTs (84%) and 3 males with
GISTs (16%) constituted the patients. The age of patients
with discovered GIST ranged from 21 to 41 years with the
mean = SD of 31.91 = 5.70 and a median of 31 (21 - 41). The
median preoperative weight range was 134 (112 - 170) kg
with the mean = SD preoperative BMI of 41.16 4 6.35 kg/m?.

All basic characteristics of operated patients (n =338)
are listed in Table 1.

When analyzing the presence of comorbidities in GIST
patients, 36.7% (n = 124) had a history of hypertension,
8 patients had GISTs with type II diabetes mellitus (DM),
and 36.1% (n =122) were involved with dyslipidemia, from
which 8 had GISTs. Only one female patient reported hav-
ing a history of ovarian and breast cancer. At the time of
examination and admission, she was disease-free.

Generally, 17% of patients (n=12) reported dyspepsia as
the main complaint in GIST patients. None of the patients
had symptoms, laboratory tests, or imaging that helped to
settle a preoperative diagnosis of GIST.

All patients underwent preoperative UGIT as a part
of the preoperative workup. The findings were non-
suggestive of GIST in any case; 18 patients were excluded
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Table 1. Basic Characteristics of Operated Patients (N =338)

Patients’ Characteristics The Operated Patients (N =338). No.

(%)
Sex
Male 254 (75.1)
Female 84 (24.9)
Agey
Mean =+ SD 31.91+5.70
Median (range) 32(21-41)
Comorbidities
Absent 139 (41.1)
Present 199 (58.9)
Type Il DM 122(36.1)
Hypertension 124 (36.7)
Dyslipidemia 123(36.4)
History of breast cancer 1(0.3)
History of ovarian cancer 1(0.3)

Preoperative weight, kg
Mean =+ SD 137.39 &= 20.01
Median (range) 134 (112-170)

Preoperative BMI, kg/m?

Mean =+ SD 4116 £ 635

Median (range) 37(35-50)
Preoperative dyspepsia

Absent 100 (29.6)

Present 238(70.4)
Preoperative chronic gastritis

Absent 258(76.3)

Present 80(23.7)
Preoperative Helicobacter pylori

Absent 278(82.2)

Present 60 (17.8)
Operative time, min

Mean =+ SD 49.45 1 4.16

Median (range) 50 (5-57)
Incidental GIST

Absent 321(95)

Present 17(5)

Abbreviations: DM, diabetes mellitus; SD, standard deviation.

duetoahiatus hernia. Superficial chronic gastritis and gas-
troduodenitis were some of the most common findings en-
countered in the endoscopic biopsy. Only 5 patients with

GIST patients (30%) showed that gastritis; 19% of GIST pa-
tients were Helicobacter pylori-positive, which was treated
before surgery by triple therapy. But many cases recorded
H. pylori positive postoperatively.

The mean =+ SD of operative time was 49.45 &+ 4.16 min-
utes and the median (range) was 50 (41 - 57) minutes. No
change in the already planned procedure was necessary
upon coincidental detection of GISTs.

The Clinico-pathological data of discovered incidental
GIST (n =17) were illustrated in Table 2.

Location of the Tumor: Most of the GISTs were found
along the greater curvature, mainly in the fundus in 15 pa-
tients (88.2%) and only 2 patients with GISTs in the body.

Histopathological examination was performed with
an Immunohistochemically essay. The tumor was of spin-
dle cell in 88%. Mitotic rate was calculated and 16 patients
(94.1%) had a low rate of 0 - 4/5 mm? high power field or
fewer mitoses per 5 mm? and 1 patient (5.9%) had more
than 5 mitoses per 5 mm?.

Tumor size ranged from 0.5 cm T1 to 2.1 cm T2 with ma-
jority T1; 15 patient (88.2%) and 2 patients fall in T2 (11.8%).
The staging was done according to TNM; stage IA: 16 pa-
tients and stage IIA: 1 patient.

Growth pattern and tumor extension: 12 patients
(70.6%) have an extraluminal tumor, 3 transluminal, and 2
intraluminal.

Tumor Rupture: Only 1 patient was found with tumor
rupture, who was a positive margin status.

Immunohistochemically: 94.1% were positive for
CD117, 88.2% were positive for DOGI, 94.1 % were positive
for S100 protein, and 100% were negative for SMA.

Safety margin (Figure 5) was marginal margin < 2 cm
for 3 patients to avoid incorporation in staple line and wide
margin in 14 patients (82.3%) > 2 cm. Resection margin sta-
tus was assessed in biopsy and revealed positive margin R1
for 2 patients, in which their safety margin was only 1 cm
or less and one of them had high mitotic rate staged as IIA.

Safety Margin (cm)

>1-2cm
82.4%

1cm
17.6%

Figure 5. Pie chart shows safety margin among 13 incidentally
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Table 2. Clinico-Pathological Data of Discovered Incidental GIST (N=17)

Clinico-Pathological Data

Incidental GIST (N =17), No. (%)

Location of tumors
Fundus and cardia
Body
Tumor extension
Intraluminal
Extraluminal
Transluminal
Number of tumors
Single
Tumor size, cm
Mean = SD
Median (range)
Mitotic index
Low rate
High rate
CD 117
Negative
Positive
DOG1
Negative
Positive
SMA
Negative
S100
Negative
Positive
Tumor rupture
Negative
Positive
Safety margin, cm
Marginal margin <1

Wide margin> 1-2

Surgical margin
Negative
Positive

Regional lymph nodes
Not revealed

T
T1
T2

AJCCTNM
Stage IA
Stage IIA

Recurrence
Absent

15(88.2)
2(11.8)

2(11.8)
12(70.6)
3(17.6)

17(100)

141+ 0.40
1.50 (0.60-2.10)

16 (94.1)
1(5.9)

1(5.9)
16 (94.1)

2(11.8)

15(88.2)

17(100)

1(5.9)
16 (94.1)

16 (94.1)
1(5.9)

3(17.6)
14 (82.4)

15(88.2)
2(11.8)

17(100)

15(88.2)
2(11.8)

16 (94.4)
1(5.9)

17(100)

Abbreviations: CD 117, proto-oncogene c-kit; DOGI, gene highly expressed in
GIST, subsequently found to encode calcium-activated chloride channels in the
interstitial cells of Cajal; S100, Schwann cell marker; SMA, smooth muscle actin.

Margin status revealed 15 patients with negative mar-
gin (RO), 2 patients (11.8%) with positive margin (R1), 1 of

Int ] Cancer Manag. 2020;13(12):e104481.

them underwent re-exploration, where total gastrectomy
and esophagojejunostomy was performed; the other pa-
tient refused intervention and received Imatinib. The pa-
tient received treatment (400 mg/day) 1 year after the pa-
tients were informed about the effects, duration of Ima-
tinib, and prognosis. All patients underwent a CT follow-
up at 3 - 6 months, upper GIT endoscopy 12 and 24 months
follow-up; chronic superficial gastritis was one of the most
common histological findings in 93% of cases; 82% of them
showed atrophic type even in the patient receiving Ima-
tinib. CT abdomen and pelvis with oral and intravenous
contrast was performed in all patients, showing no evi-
dence of metastasis even in the patient who received Ima-
tinib.

5. Discussion

GIST are rare mesenchymal tumors, most commonly
arising in the stomach. Theyaccount for less than 1% of gas-
trointestinal tumors, constituting the most common mes-
enchymal neoplasm of the gastrointestinal tract (2).

In this prospective multi-center study, we evaluated
the feasibility of GIST resection during LSG and calculated
the incidence of coincidental GISTs encountered during
LSG for morbidly obese patients to be 5%. The incidence in
our study is higher than reported in the literature, which
i50.6% - 0.8%. Other authors reported a different incidence,
Yuval et al. (7) reported an incidence near thatin literature,
whichis 0.6% among 827 patients who underwent LSG. Chi-
appetta et al. (8) studied 2603 patients and reported an in-
cidence of 0.31% (3 per 1000). Viscido et al. (2) reported 5
(0.5%) patients were found to have incidental GIST.

A total of 14 females with GISTs (84%) and 3 males with
GISTs (16%) constituted the patients. The age of patients
with discovered GIST ranged from 21 to 41 years with the
mean =+ SD of 31.91 &= 5.70 and the median of 31 (21 - 41).
The median preoperative weight range was 134 (112 - 170)
kg with the mean+ SD preoperative BMI of 41.16 + 6.35
kg/m2. No significant difference related to demographic
data impacted the coincidental discovery of GIST. Lyros et
al. (9) reported an increasing incidence of coincidental
GIST in 9 (1.27%) patients. Seven (78%) incidental GIST tu-
mors were detected in the females with a mean age of 55.6
years and ranged from 27 - 74 years; the mean BMI ranged
38-71 mg/m?.

All unexpected GISTs were detected intra-operatively
and resected simultaneously with the same specimen of
LSG in all patients. All patients were asymptomatic for
GIST preoperatively and whatever size of GIST encountered
during LSG; no preoperative symptoms were encountered.
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Zhao and Yue (10) noted that up to 75% of GISTs are discov-
ered when they are less than 4 cm in diameter and nearly
one-third of GISTs discovered in his cases were asymp-
tomatic, and symptomatic cases had vague non-specific
symptoms.

The preoperative workup of upper GIT endoscopy may
detect abnormal findings, detect tumors larger than 2 cm
but mostly smaller lesions may be skipped (11). This is com-
patible with the Chiappetta et al. (8), who declared that a
wide range of abnormal endoscopic findings in morbidly
obese patients, for that, preoperative endoscopy should be
considered for all patients undergoing LSG. In our study,
all tumors were located near the staple line on the serosal
side. We found positive helicobacter gastritis in 17.8% of
all patients with and without GIST undergoing upper GIT
endoscopy; this was compatible with the previous conclu-
sionsin theliterature with no association between positive
HP and GIST (7).

Immunohistochemically, we found 94.1% positive for
CD117-87% from which 88.2% positive for DOGI, 94.1 % posi-
tive for S100 protein, 61% for CD34, and negative for SMA.
This was compatible with most of the studies in the lit-
erature. There is another concept of Zhu et al. (12), who
stated that Ghrelin associated with the development of
GISTs; some GISTs expressed the ghrelin hormone marker
and its relevant receptors. But up till now, no reports in the
literature specified or clarified whether ghrelin is involved
or not.

Tumor size ranged from 0.5 cm T1 to 2.1 cm T2 with ma-
jority T1; 15 patient (88.2%) and 2 patients fall in T2 (11.8%).
The staging was done according to TNM; stage IA: 16 pa-
tients and stage IIA: 1 patient. Safety margin was marginal
margin < 2 cm for 3 patients to avoid incorporation in sta-
ple line and wide margin in 14 patients (82.3%) > 2 cm. Re-
section margin status was assessed in biopsy and revealed
positive margin Rl for 2 patients, in which their safety mar-
gin was only 1cm or less and one of them had high mitotic
rate staged as IIA. We discovered that margin 1 cm is not ad-
equate as proved by margin status in histopathology. This
is compatible with Ahlen et al. (13), who confirmed that,
based on his study, wide surgical margins are of significant
prognostic importance and defined wide margin that with
atleast 2 cm far from resection margin.

The coincidental finding of GISTs during LSG did not
change the already planned procedure; all 17 patients un-
derwent the same procedure, and this is attributed to the
size encountered and distance from the stable line. For
that, laparoscopy appears technically feasible and associ-
ated with a better outcome than open surgery. Inaba et
al. (14) showed in his study the feasibility and safety of la-

paroscopy for gastric GIST resection.

Intraoperative assessment of size and distance to the
staple line is of utmostimportance. Tumor size can change
the surgical approach. Inabaetal. (14) and Lin et al. (15) rec-
ommended laparotomy tending to be used to treat larger
tumors.

The management of small-sized coincidental GISTs less
than 2 cm is still a matter of controversy in many institutes
and societies. The last recommendation of the National
Comprehensive Cancer Network (NCCN) is that complete
tumor excision is a must for GISTs larger than 2 cm, and for
smaller lesions less than 2 cm, endoscopic surveillance is
needed (16-18). On the other hand, the Canadian guidelines
mandate resection even for small GISTs less than 1 cm and
attribute this to avoid the risk of spread or metastasis (17).
Follow-up of our patients depended mainly on endoscopic
ultrasonoscopy and CT as an important indicator for recur-
rence. All patients underwent an upper GIT endoscopy at12
and 24 months follow-up. Endoscopic ultrasonoscopy and
CT scan are important for the identification of recurrence.
Raghavendra et al. (19) recommended follow-up with an
abdominal/pelvic CTwith oral and intravenous contrast ev-
ery 2 to 6 months for 3 to 4 years.

Asreported and declared in all our patients, simultane-
ous resection of any unexpected GISTs is safe and feasible
with negative microscopic resection margins (R0) not less
than1-2 cm without changing the already designed proce-
dure and strategy. But we need high numbers of a patient
to settle results in the literature.

5.1. Conclusions

The incidence of unexpected GIST in LSG specimens in
our series was high in comparison to the case reported in
the literature. Any incidental GIST can be removed safely
during LSG with negative microscopic resection margins
RO > 2 cm safety margin without changing the procedure.
Awide surgical margin improves the outcome for GIST pa-
tients. Margins less than 1cm associated with adverse prog-
nostic factors but we are still in need of higher patient
numbers to have a clue in the literature. Preoperative en-
doscopy and examining the whole stomach during LSG is
amust. LSG is the definitive treatment without recurrence
at 2-year follow-up

Acknowledgments

First of all, we would like to appreciate our senior staff
for their continuous recommendations; also, we thank ju-
nior colleagues and nursing staff and all personnel who as-
sisted in this work.

Int ] Cancer Manag. 2020; 13(12):104481.



Sieda BM and Habeeb TAAM

Footnotes

Authors’ Contribution: Concepts: Bassem M Sieda. De-
sign: Tamer A.A.M Habeeb. Definition of intellectual con-
tent: Bassem M Sieda. Literature search: Bassem M Sieda.
Clinical studies: Tamer A.A.M Habeeb. Data acquisition:
Bassem M Sieda. Data analysis: Bassem M Sieda. Statis-
tical analysis: Tamer A.A.M Habeeb. Manuscript prepa-
ration: Bassem M Sieda. Manuscript editing: Bassem M
Sieda. Manuscriptreview: Tamer A.A.M Habeeb. Guarantor:
Bassem M Sieda.

Clinical Trial Registration Code: The present research
was registered in ClinicalTrial.gove with a unique protocol
ID: NCT04344847.

Conflict of Interests: There is no conflict.

Ethical Approval: The present study was approved by the
Institutional Review Board of Faculty of Medicine, Zagazig
University Hospitals under the code IR-261102-1.

Funding/Support: There is no financial support at all.

Informed Consent: Informed consent was obtained from
all participants.

References

1. SafaanT,Bashah M, El Ansari W, Karam M. Histopathological Changes
in Laparoscopic Sleeve Gastrectomy Specimens: Prevalence, Risk Fac-
tors, and Value of Routine Histopathologic Examination. Obes Surg.
2017;27(7):1741-9. doi: 10.1007/s11695-016-2525-1. [PubMed: 28063114].
[PubMed Central: PMC5489580].

2. Viscido G, Signorini F, Navarro L, Campazzo M, Saleg P, Gorodner
V, et al. Incidental Finding of Gastrointestinal Stromal Tumors dur-
ing Laparoscopic Sleeve Gastrectomy in Obese Patients. Obes Surg.
2017;27(8):2022-5. doi: 10.1007/s11695-017-2583-z. [PubMed: 28185152].

3. Sawalmeh H, Makhdoom M, Khammas A. Incidental finding of Gas-
trointestinal Stromal Tumors (GISTs) during Laparoscopic Sleeve Gas-
trectomy: A case report and literature review. Pulsus | Surg Res.
2019;3(1):87-9.

4. HanIW,Jang]Y, Lee KB, Kang MJ, Kwon W, Park JW, et al. Clinicopatho-
logic analysis of gastrointestinal stromal tumors in duodenum and
small intestine. World | Surg. 2015;39(4):1026-33. doi: 10.1007/s00268-
014-2810-X. [PubMed: 25270345].

5. Crouthamel MR, Kaufman JA, Billing JP, Billing PS, Landerholm RW.
Incidental gastric mesenchymal tumors identified during laparo-
scopic sleeve gastrectomy. Surg Obes Relat Dis. 2015;11(5):1025-8. doi:
10.1016/j.s0ard.2015.06.004. [PubMed: 26645488].

6. Agha R, Abdall-Razak A, Crossley E, Dowlut N, Iosifidis C, Mathew
G, et al. STROCSS 2019 Guideline: Strengthening the report-
ing of cohort studies in surgery. Int J Surg. 2019;72:156-65. doi:
10.1016/j.ijsu.2019.1.002. [PubMed: 31704426].

Int ] Cancer Manag. 2020;13(12):e104481.

10.

11

12.

15.

18.

. Yuval JB, Khalaileh A, Abu-Gazala M, Shachar Y, Keidar A, Mintz Y, et al.

The true incidence of gastric GIST-a study based on morbidly obese
patients undergoing sleeve gastrectomy. Obes Surg. 2014;24(12):2134-
7.doi: 10.1007/s11695-014-1336-5. [PubMed: 24965544].

. Chiappetta S, Theodoridou S, Stier C, Weiner RA. Incidental find-

ing of GIST during obesity surgery. Obes Surg. 2015;25(3):579-83. doi:
10.1007/s11695-015-1571-4. [PubMed: 25596937|.

. Lyros O,MoullaY, Mehdorn M, Schierle K, Sucher R, Dietrich A. Coinci-

dental Detection of Gastrointestinal Stromal Tumors During Laparo-
scopic Bariatric Procedures-Data and Treatment Strategy of a German
Reference Center. Obes Surg. 2019;29(6):1858-66. doi: 10.1007/s11695-
019-03782-y. [PubMed: 30875013].

Zhao X, Yue C. Gastrointestinal stromal tumor. | Gastrointest On-
col. 2012;3(3):189-208. doi: 10.3978j.issn.2078-6891.2012.031. [PubMed:
22943011]. [PubMed Central: PMC3418531].

Makris MC, Alexandrou A, Papatsoutsos EG, Malietzis G, Tsilimi-
gras DI, Guerron AD, et al. Ghrelin and Obesity: Identifying Gaps
and Dispelling Myths. A Reappraisal. In Vivo. 2017;31(6):1047-50.
doi: 10.21873/invivo.11168. [PubMed: 29102924]. [PubMed Central:
PMC5756630].

Zhu CZ, Liu D, Kang WM, Yu ]JC, Ma ZQ, Ye X, et al. Ghrelin and gas-
trointestinal stromal tumors. World ] Gastroenterol. 2017;23(10):1758-
63. doi: 10.3748/wjg.v23.i10.1758. [PubMed: 28348480]. [PubMed Cen-
tral: PMC5352915].

. Ahlen |, Karlsson F, Wejde |, Nilsson IL, Larsson C, Branstrom R. Wide

Surgical Margin Improves the Outcome for Patients with Gastroin-
testinal Stromal Tumors (GISTs). World ] Surg. 2018;42(8):2512-21. doi:
10.1007/s00268-018-4498-9. [PubMed: 29435627]. [PubMed Central:
PMC6060789].

. Inaba CS, Dosch A, Koh CY, Sujatha-Bhaskar S, Pejcinovska M,

Smith BR, et al. Laparoscopic versus open resection of gastroin-
testinal stromal tumors: survival outcomes from the NCDB. Surg
Endosc. 2019;33(3):923-32. doi: 10.1007/s00464-018-6393-8. [PubMed:
30171396).

Lin ], Huang C, Zheng C, Li P, Xie ], Wang |, et al. Laparoscopic ver-
sus open gastric resection for larger than 5 cm primary gastric gas-
trointestinal stromal tumors (GIST): a size-matched comparison. Surg
Endosc. 2014;28(9):2577-83. doi: 10.1007/s00464-014-3506-x. [PubMed:
24853837].

. Gagner M. Comment on: gastric mesenchymal tumors as inciden-

tal findings during Roux-en-Y gastric bypass. Surg Obes Relat Dis.
2018;14(1):28-9. doi: 10.1016/j.soard.2017.10.020. [PubMed: 29175282].

. Casali PG, Abecassis N, Aro HT, Bauer S, Biagini R, Bielack S, et al.

Gastrointestinal stromal tumours: ESMO-EURACAN Clinical Prac-
tice Guidelines for diagnosis, treatment and follow-up. Ann On-
col. 2018;29(Suppl 4):iv68-78. doi: 10.1093/annonc/mdy095. [PubMed:
29846513].

D’Ambrosio L, Palesandro E, Boccone P, Tolomeo F, Miano S, Gal-
izia D, et al. Impact of a risk-based follow-up in patients affected
by gastrointestinal stromal tumour. Eur | Cancer. 2017;78:122-32. doi:
10.1016(j.ejca.2017.03.025. [PubMed: 28448856].

. Raghavendra RS, Kini D. Benign, premalignant, and malignant le-

sions encountered in bariatric surgery. JSLS. 2012;16(3):360-72. doi:
10.4293/108680812X13462882736457. [PubMed: 23318060]. [PubMed
Central: PMC3535793].


http://dx.doi.org/10.1007/s11695-016-2525-1
http://www.ncbi.nlm.nih.gov/pubmed/28063114
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5489580
http://dx.doi.org/10.1007/s11695-017-2583-z
http://www.ncbi.nlm.nih.gov/pubmed/28185152
http://dx.doi.org/10.1007/s00268-014-2810-x
http://dx.doi.org/10.1007/s00268-014-2810-x
http://www.ncbi.nlm.nih.gov/pubmed/25270345
http://dx.doi.org/10.1016/j.soard.2015.06.004
http://www.ncbi.nlm.nih.gov/pubmed/26645488
http://dx.doi.org/10.1016/j.ijsu.2019.11.002
http://www.ncbi.nlm.nih.gov/pubmed/31704426
http://dx.doi.org/10.1007/s11695-014-1336-5
http://www.ncbi.nlm.nih.gov/pubmed/24965544
http://dx.doi.org/10.1007/s11695-015-1571-4
http://www.ncbi.nlm.nih.gov/pubmed/25596937
http://dx.doi.org/10.1007/s11695-019-03782-y
http://dx.doi.org/10.1007/s11695-019-03782-y
http://www.ncbi.nlm.nih.gov/pubmed/30875013
http://dx.doi.org/10.3978/j.issn.2078-6891.2012.031
http://www.ncbi.nlm.nih.gov/pubmed/22943011
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3418531
http://dx.doi.org/10.21873/invivo.11168
http://www.ncbi.nlm.nih.gov/pubmed/29102924
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5756630
http://dx.doi.org/10.3748/wjg.v23.i10.1758
http://www.ncbi.nlm.nih.gov/pubmed/28348480
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5352915
http://dx.doi.org/10.1007/s00268-018-4498-9
http://www.ncbi.nlm.nih.gov/pubmed/29435627
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6060789
http://dx.doi.org/10.1007/s00464-018-6393-8
http://www.ncbi.nlm.nih.gov/pubmed/30171396
http://dx.doi.org/10.1007/s00464-014-3506-x
http://www.ncbi.nlm.nih.gov/pubmed/24853837
http://dx.doi.org/10.1016/j.soard.2017.10.020
http://www.ncbi.nlm.nih.gov/pubmed/29175282
http://dx.doi.org/10.1093/annonc/mdy095
http://www.ncbi.nlm.nih.gov/pubmed/29846513
http://dx.doi.org/10.1016/j.ejca.2017.03.025
http://www.ncbi.nlm.nih.gov/pubmed/28448856
http://dx.doi.org/10.4293/108680812X13462882736457
http://www.ncbi.nlm.nih.gov/pubmed/23318060
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3535793

	Abstract
	1. Background
	2. Objectives
	3. Methods
	3.1. Study Population
	3.2. Ethical Approval and Clinical Registration
	3.3. Protocol and Setting
	3.4. Pre-Interventional Protocol
	3.5. Intervention
	3.5.1. Procedure
	Figure 1
	Figure 2
	Figure 3
	Figure 4


	3.6. Post-Intervention
	3.7. Post-Operatively
	3.8. Follow-Up
	3.9. Statistical Analysis

	4. Results
	Table 1
	Table 2
	Figure 5

	5. Discussion
	5.1. Conclusions

	Acknowledgments
	Footnotes
	Authors' Contribution: 
	Clinical Trial Registration Code: 
	Conflict of Interests: 
	Ethical Approval: 
	Funding/Support: 
	Informed Consent: 

	References

