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Abstract

Submucosal tumors (SMTs) of different etiologies exist from esophagus to rectum. Esophagogastric junction 
(EGJ) is one of the known difficult locations for tumor resection. Although minimally invasive surgery (MIS) is 
a well-established approach for gastrointestinal surgery, there is no consensus that MIS for resection of SMTs 
around EGJ is superior to laparotomy.
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Introduction

Leiomyoma is the most common smooth muscle tumor 
of the stomach and represents 80% of all gastric stromal 
tumors. About one-third of these neoplasms are located at 
the gastroesophageal junction.1,2 Leiomyomas are classically 
intramural and solitary on Computed Tomography (CT) Scan 
with smooth outlines and are multilobulated. Presence of 
calcifications is pathognomonic for leiomyomas.3 They are often 
asymptomatic or minimally symptomatic.4 Surgical removal can 
be required when the lesion is large or rapidly increasing in 
size. Resection of leiomyoma of the gastroesophageal junction 
has been traditionally performed via laparotomy.5

Case report

A 62-year-old lady presented to the hospital with chief complaint 
of difficulty in swallowing, feeling of heaviness in chest after 
consuming meals and reflux of gastric contents since 5-6 
months. No physical abnormalities were observed. Upper 
GI endoscopy revealed large submucosal mass along the 
lesser curvature starting from the Gastro-esophageal junction 
extending to the proximal body of stomach suggestive of Large 
gastrointestinal stromal tumour (GIST), rest of the stomach 
normal. (Figure 1)

Positron emission tomography (PET) CT scan showed 
metabolically active well defined mass along the gastric wall 
protruding into the gastric cavity with scattered calcifications. 
(Figure 2) As mass was enhancing on PET Scan, possibility of 

Figure 1: UGI endoscopy showing submucosal bulge near EGJ

Figure 2: PET scan images showing hyperactive lesion along 
lesser curvature of stomach protruding into gastric cavity
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the lesion being a gastrointestinal tumour was considered. After 
further evaluation she was taken up for surgery.

As the lesion was very close to EGJ and on lesser curvature, 
preoperative endoscopy was done and tumour margins were 
marked by dye to determine the exact site of tumour on serosal 
surface that would aid in resection and help in preservation 
of EGJ.

Laparosopy revealed extent of tumour on surface marked 
by dye (Figure 3). Stomach was opened just adjacent to the 
tumour keeping a margin of around 1 cm. Whole of tumor was 
removed keeping a margin of at least 1 cm all around with 
harmonic scalpel. (Figure 4) Posterior and left lateral wall of 
EGJ could be preserved using this method. (Figure 5) Few 
small nodules were also seen along main tumour and were also 
resected. Whole defect was closed in single layer with V-Loc 
3-0 continuous suture in single layer. (Figure 6) Insufflation test 
was done intraoperatively to rule out any leak from suture line. 
Feeding jejunostomy was also done.

Feeding through jejunostomy was started from POD 1. Oral 
gastrograffin study performed on post operative day (POD) 5 
showed free flow of contrast across EGJ with no leakage of 
dye across suture line. Oral diet was started after dye study. 
She tolerated orally well without any complaints of reflux and 
was discharged on POD 6.

Histopathology revealed spindle cell tumour that was negative 
for C-kit, CD34 receptors favouring diagnosis of leiomyoma.

Discussion

The EGJ tumours pose a challenge to the surgeon due to a higher 
risk of deformity, stenosis and overall post-surgical complications 
that decrease life quality.	Some surgical procedures suggested 
for EGJ tumours include open or laparoscopic approaches with 
or without fundoplication, laparoscopic trans gastric approach, 
combined endoscopic and laparoscopic approach, Proximal 
gastrectomy or even esophagectomy.6-11 There have been 
several series focusing on MIS for the resection of SMTs near 
the EGJ that concluded that it is a safe and rational approach.6-11

Huang et al.11 in their retrospective series of 909 patients of 
submucosal tumours (SMTs) divided the area of the EGJ based 
on endoscopic view into 4 zones for patients who underwent 
minor gastrectomy:

•	 zone 1 included tumours located at the ventral aspect 
(anterior wall) of the EGJ

•	 zone 2 contained tumours located at the fundus (greater 
curvature) side of the EGJ 

•	 zone 3 included tumours located at the dorsal side (posterior 
wall) of the EGJ 

•	 zone 4 contained tumours located at the lesser curvature 
side of the EGJ area.

Majority of the tumours located in zone 2 were resected 
laparoscopically (82% versus 18%)

Figure 3: Methylene blue injected tumor

Figure 4: Tumor resection with margin

Figure 5: EGJ after resection of tumor showing Ryle’s tube in 
esophagus

Figure 6: Reconstructed Gastro- esophageal junction
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For SMTs in the zone 1, 3, and 4, they were more often resected by laparotomy.

Excluding SMTs in the zone 2, the percentage of resection performed by laparotomy was 59%. They also observed that tumour 
with size more than 5 cms are more likely to undergo major gastrectomy or esophagogarectomy.

Herein we presented a case of large tumour, around 6 cms just below EGJ that was on lesser curvature thus making resection 
with stapler difficult. As tumour was endophytic, it was decided to mark the location of tumour preoperatively that helped us in 
siting exact location of gastrotomy near tumour and helped in resecting tumour with 1 cm margin thus saving EGJ at least more 
than 1/2circumference. Defect was closed and feeding jejunostomy was done as this site carries very high risk of leak. This 
technique also helped us in removing small lesions lying just adjacent to main lesion that became obvious when tumour was 
being resected thus providing complete resection of all tumour masses. Our patient did not have any symptoms of dysphagia 
or reflux postoperatively justifying our approach to resection.
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