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Introduction

The clear cell sarcoma-like tumor of the gastrointestinal
tract (CCSLTGT) is an unusual malignant soft tissue tumor
in the gastrointestinal tract. Although initially identified as a
type of clear cell sarcoma (CCS) (1), further studies revealed
it to be a new entity that resembles but is different from
CCS (2).

Only 96 cases have been reported worldwide (3), mostly
occurring in the small intestine. Only 13 cases have been
reported in the stomach (2-7). However, few studies have
been conducted to evaluate the imaging characteristics
of CCSLTGT. We report an extremely rare case of
CCSLTGT of the stomach with liver metastasis in a
middle-aged woman.

Case presentation

All procedures performed in studies involving human
participants followed the ethical standards of the
institutional and/or national research committee(s) and the
Helsinki Declaration (as revised in 2013). Written informed
consent was obtained from the patient.

A 49-year-old woman presented with recurring
intermittent melena for half a month without obvious
inducement. The patient experienced gradually progressive
dizziness, fatigue, and syncope.

The axial image of the upper abdominal plain computed
tomography (CT) scan revealed an irregular soft tissue
mass, approximately 42 mm x 35 mm in size, protruding
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into the gastric cavity [30-44 Hounsfield units (HU)], with
areas of lower density (12 HU). Additionally, a dot-like
hyperdense calcification was detected inside the mass (128
HU). The radiodensity at the same level of musculature
was approximately 33 HU on the plain CT scan, and the
ratio of the mean CT value of the mass to the CT value of
the muscles was 1.12 (Figure 14). A contrast-enhanced scan
in the arterial phase showed a mild enhancement of the
mass with uneven levels of radiodensity (57 HU in the solid
parts and 37 HU in other parts). In the arterial phase, the
radiodensity at the same level of musculature was 48 HU,
and the ratio increased to 1.19 (Figure 1B). In the venous
phase, distinct heterogeneous enhancement of the mass in
the gastric antrum was observed, reaching nearly 182 HU.
The lower-density areas were also enhanced to a lesser
degree, reaching nearly 56 HU. The radiodensity at
the same level of musculature was 60 HU, and the ratio
significantly increased to 3.03 (Figure 1C). In the delayed
phase, the uneven enhancement remained; however,
the radiodensity levels were lower than in the venous
phase. The radiodensity of the gastric antrum lowered to
approximately 144 HU, and the irregular, saccate, lower
density area was approximately 55 HU. The radiodensity
at the same level of musculature was 58 HU (Figure 1D).
In the right posterior lobe of the liver, the plain CT scan
revealed a hypodense shadow approximately 32 mm in size
and with a radiodensity of approximately 27 to 57 HU,
with a relatively unclear edge. In addition, the normal liver
parenchyma was 65 HU. The lesion was slightly unevenly
enhanced in the arterial phase, ranging from 43 to 89 HU.
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Figure 1 (A) The plain CT image reveals a mass in the stomach (white arrow) with dot-like calcification (red arrow). A metastatic lesion is

observed in the liver (black arrow). (B) In the arterial phase, the tumors showed slightly uneven enhancement. (C) Distinct enhancement of

the masses is shown in the venous phase. (D) In the delayed phase, the uneven enhancement of the masses remained. (E) The follow-up CT

image of recurrence in the arterial phase shows slight enhancement. (F) Recrudescent lesions are shown in the venous phase.

The venous phase image of the liver revealed that the
density of the lesion was increasingly enhanced (72 to
155 HU). This enhancement continued in the delayed
phase (88 to 157 HU) (Figure 14,B,C,D).

A surgical biopsy of the wall of the gastric antrum
showed that the tumor was composed of epithelioid
cells arranged in sheets and nests with local ulceration.
Immunohistochemistry showed strong, positive expression
of the focal nerve or neuroectodermal markers vimentin
(+) and CD56 (+) and diffuse S100 (Figure 2), coupled with
a complete absence of melanocytic markers (HMB45 and
Melan-A) (7,8). The pathology of the tumor and the liver
metastasis were consistent with CCSLTGT.

The patient underwent laparoscopic distal gastrectomy
and liver tumor resection. She refused to receive any
adjuvant therapy. Tenth months after the operation, the
tumor recurred and was accompanied by liver metastases.

The follow-up CT scan ten months post-surgery showed
changes in the stomach and liver. The stomach wall near
the surgical margin had thickened, and there were multiple
rounds, slightly low-density shadows of varying sizes in the
liver (Figure 1E,F).

The second pathological manifestation of the masses,
combined with immunohistochemistry, was consistent with
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CCSLTGT with lymph node metastases.

Discussion

CCSLTGT is most common in young adults (median
age 33 years), with no sex predilection (9). Most patients
present with symptoms such as abdominal pain, weight
loss, fatigue, and nausea. The median CCSLTGT diameter
is 45 mm. In our case, the patient was 49 years old and
presented with a 42 mm tumor in her stomach, which
shares the features of CCSLTGT cases reported in previous
studies. These tumors often grow large before detection
and are accompanied by hemorrhage, necrosis, or cystic
changes. CCSLTGT grows slowly but is highly aggressive
and prone to metastasis, leading to a poor prognosis and
a low survival rate (1-3,7-11). Due to the lack of specific
clinical manifestations and the limitations of gastrointestinal
endoscopy, diagnosis is difficult. Therefore, CT is
particularly important to confirm a diagnosis of CCSLTGT.
Our patient underwent a CT scan to observe and analyze
the manifestations of the gastric tumors and liver metastasis.
CT has a fast scanning speed and high resolution, making
it a convenient tool for early diagnosis. Moreover, it can
provide more information than other methods, such as
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Figure 2 Histopathology-related images. H&E staining (A) shows that the gastric wall exhibited sheeted and nested epithelioid cells (original

magnification x10). As shown via immunohistochemistry, vimentin (B) is positive (original magnification x20), and S100 (C) is diffuse and

strongly positive (original magnification x20).

the exact depth of the tumor and the fat space around the
gastrointestinal tract.

However, as CCSLTGT is extremely rare, there have
been fewer than 100 reported cases, and the reports have
focused mainly on pathological features and treatment.
Thus, there are no thorough radiographic descriptions,
let alone a case report of CCSLTGT of the stomach with
liver metastasis with imaging details (7,11). Therefore,
we herein report a case of CCSLTGT in the stomach
combined with liver metastasis and provide detailed
imaging characteristics.

We made several notable observations by reviewing
the pathological features and the few available CT images
of CCSLTGT provided in the literature (7,11,12). The
available case reports of intestinal CCSLTGT that
vaguely describe imaging characteristics typically describe
masses protruding from the cavity (8,9), which is different
from CCSLTGT of the stomach. In our case, no lesions
protruded from the cavity or broke through the serosa.
However, the appearance of the inner part of the cavity
in these cases seemed to be identical to the images in
our case (3,11). The CT images from the studies in the
literature reveal that CCSLTGT masses generally appear
on plain CT as unevenly isodense masses that occur in the
gastrointestinal tract, with luminal stenosis and uneven
enhancement (3,7,11,12). The CCSLTGT in our case
was slightly enhanced in the arterial phase, significantly
enhanced in the venous phase, and remained enhanced
in the delayed phase. We speculate that the tumor had
neuroendocrine properties (7,12) that caused characteristic
enhancement on contrast CT. In addition, tumor necrosis
(6,9) may account for the irregular, small saccate hypodense
and low-enhanced shadows in the CT images. Incomplete
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necrosis within the remaining solid components could have
led to slight enhancement in the venous and delayed phases.
Moreover, previous case studies reported lymph node
metastasis at the time of diagnosis, while no swollen lymph
nodes were found in our case (3,6).

There is limited data available regarding systemic
therapy and postoperative routine adjuvant therapy in
CCSLTGT. Libertini et a/. (13) and Li et 4/. (3) found
that aggressive chemotherapy and postoperative routine
adjuvant therapy were ineffective in delaying recurrence
and prolonging survival, implying that surgery is the
recommended treatment. Our patient underwent radical
resection and quickly experienced recurrence without any
further therapy. This is consistent with previous case studies
that report increased possibility of recurrence and distant
metastasis in patients who were diagnosed with metastasis
at the first presentation (3,8,10). The patient was diagnosed
with recrudescent lesions in both the stomach and the liver
due to the distinguishing imaging characteristics that were
observed at the initial visit. The lesions were also confirmed
by pathology. It was unfortunate that the patient in our
case refused any adjuvant therapy after recrudescence.
Otherwise, we could have studied this case further to guide
clinicians and better treatment for those who suffer from
CCSLTGT.

CCSLTGT should be differentiated from Malignant
gastric Gastrointestinal Stromal Tumors (GIST) and Gastric
Cancer (GC). Malignant gastric GIST mostly occurs in the
fundus and body of the stomach, with irregular or lobulated
shape (14,15) and uneven enhancement in the venous phase
in CT (16). Additionally, skip metastasis is readily seen,
and liver metastases can show calcification or central areas
of necrosis or hemorrhage (17,18). GC is typically located
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in the antrum, where its invasive growth usually causes the
gastric mucosal folds to disappear while the entire stomach
wall thickens and hardens with central ulceration in the
tumor (18). CT scans reveal progressive and continuous
enhancement, but the degree of enhancement is lower than
blood vessels. The incidence of omentum infiltration and
abdominal implantation is high (19).

In conclusion, CCSLTGT’ CT imaging characteristics
of our case are as follows: an irregular mass is detected
in the stomach with uneven density and intraluminal
growth pattern. The overall tumor shows heterogeneous
enhancement in contrast CT (slightly enhanced in the
arterial phase, especially significantly enhanced in the
venous phase, and remaining enhanced in the delayed
phase), with incomplete necrosis changes, liver or lymph
node metastasis.

Our study remains limited by the absence of molecular
analysis. The molecular analysis aids in the diagnosis of
CCSLTGT and will be included in future studies.

We must be alert to the possibility of CCSLT'GT when
observing significant enhancement to gastrointestinal
tumors in the venous phase, especially when accompanied
by liver or lymph nodes metastasis. MRI has the unique
advantages of high-resolution and functional imaging and
can provide an early indication of the disease to prompt an
early biopsy when necessary. Currently, the diagnosis of
CCSLTGT may still depend on pathological manifestations.
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