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PREDICTORS OF GIST BIOLOGIC BEHAVIOR
Table 1: Gastric GISTs: Proposed Guidelines for Assessing the Malignant Potentiall,2

Tumor Size Mitotic Rate Predicted Biologic Behavior Risk Per CAP2
<2 cm <5 mitoses/50 HPFs Metastasis rate or tumor-related mortality: 0% None
<2.cm >5 mitoses/50 HPFs Metastasis rate or tumor-related mortality: 0% None
>2cm <5 cm <5 mitoses/50 HPFs Metastasis rate or tumor-related mortality: 1.9% | Very low (1.9%)
>5 mitoses/50 HPFs Metastasis rate or tumor-related mortality: 16% | Moderate (16%)
>5c¢cm <10 cm <5 mitoses/50 HPFs Metastasis rate or tumor-related mortality: 3.6% | Low (3.6%)
>5 mitoses/50 HPFs Metastasis rate or tumor-related mortality: 55% | High (55%)
>10cm <5 mitoses/50 HPFs Metastasis rate or tumor-related mortality: 12% | Moderate (12%)
>5 mitoses/50 HPFs Metastasis rate or tumor-related mortality: 86% | High (86%)
GISTs: Gastrointestinal stromal tumors; HPFs: High-power fields




vy
v

Chung Shan Medical University Hospital

8th AJCC T-N-M 4 ¥y

VHERTE

=,

F

)
2

e 4

2

3

Primary Tumor(T)

TX | Primary tumor cancer be assessed

T0 No evidence of primary tumor

Tl Tumor 2 cm or less

T2 Tumor more than 2 cm but not more than 5 cm
T3 Tumor more than 5 cm but not more than 10 cm
T4 | Tumor more than 10 cm in greatest dimension

Regional Lymph Nodes(N)

NO

No regional lymph node metastasis

N1

Regional lymph nodes metastasis

Distant Metastasis(M)

MO

No distant metastasis

M1

Distant metastasis

Grading for GIST is dependent on mitotic rate Low

Low

5 or fewer mitoses per 5 mm2, or per 50 HPF High

High

Over 5 mitoses per 5 mmz2, or per 50 HPF

Clinical Guideline 2026 version11.0

Group T N M Mitotic rate
StagelA | TlorT2 NO MO Low
Stage IB T3 NO MO Low
Stage Il T1 NO MO High
T2 NO MO High
T4 NO MO Low
Stage I1IA | T3 NO MO High
Stage I1IB | T4 NO MO High
IV AnyT N1 MO Any rate
AnyT N1 M1 Any rate
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Neoadjuvant therapy . :

1. Imatinib for KIT or PDGFRA mutations (excluding PDGFRA exon 18 mutations that are insensitive to imatinib, including D842V)
Avapritinib for GIST with PDGFRA exon 18 mutations that are insensitive to imatinib (including PDGFRA D842V)
NTRK-directed therapies for NTRK fusions

For succinate dehydrogenase (SDH)-deficient GIST: Sunitinib or Observation

BRAF-directed therapies for certain

a M~ wn
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Liver metastases

1. Thermal ablation in patients previously treated with TKI is feasible and safe.

2. Intraoperative ablation may be complementary to surgical resection to obtain complete response in patients with metastatic diseasethat may have
otherwise been inoperable.

3. TACE consists of conventional TACE and drug-eluting bead TACE (DEB-TACE). Conventional TACE involves targeted infusion of
chemotherapeutic medications in addition to embolic agents and lipiodol into tumoral blood supply while DEB-TACE drug delivery is through
embolic beads loaded with chemotherapeutic medication.

4. TACE can be an effective and a well-tolerated treatment in patients with GIST with liver metastases not responsive to TKIs.

11
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Imatinib

Imatinib 100-400mg/tab PO 100-400mg daily

Demetri GD, von Mehren M, Blanke CD, et al. Efficacy and safety of imatinib mesylate in advanced gastrointestinal stromal tumors. N Engl J Med 2002;347:472-480.

Verweij J, Casali PG, Zalcberg J, et al. Progression-free survival in gastrointestinal stromal tumours with high-dose imatinib: randomized trial. Lancet 2004;364:1127-1134.

Avapritinib

Avapritinib 300mg/tab PO 300mg daily

Jones RL, Serrano C, von Mehren M, et al. Avapritinib in unresectable or metastatic PDGFRA D842V-mutant gastrointestinal stromal tumours: Long- term efficacy and
safety data from the NAVIGATOR phase | trial. Eur J Cancer 2021;145:132-142.

Heinrich MC, Jones RL, von Mehren M, et al. Avapritinib in advanced PDGFRA D842V-mutant gastrointestinal stromal tumour (NAVIGATOR): a multicentre, open-label,
phase 1 trial. Lancet Oncol 2020;21:935-946.

Heinrich M, Jones RL, von Mehren M, et al. Clinical response to avapritinib by RECIST and Choi Criteria in >4th line and PDGFRA exon 18 gastrointestinal stromal tumors

(GIST). Connective Tissue Oncology Society Annual Meeting, Tokyo, Japan, November 15, 2019.
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Sunitinib(Sutent)

Sunitinib(Sutent) 50mg/tab PO 50mg daily

Demetri GD, van Oosterom AT, Garrett CR, et al. Efficacy and safety of sunitinib in patients with advanced gastrointestinal stromal tumour after failure of imatinib: a

randomised controlled trial. Lancet 2006;368:1329-1338.

() %=:m* ¥

Regorafenib(Stivarga)

Regorafenib(Stivarga) 40mg/tab PO 40-160mg daily

Demetri GD, Reichardt P, Kang YK, et al. Efficacy and safety of regorafenib for advanced gastrointestinal stromal tumours after failure of imatinib and sunitinib (GRID): an

international, multicentre, randomised, placebo-controlled, phase 3 trial. Lancet 2013;381:295-302.
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11.

12.
13.
14.
15.
16.
17.
18.

19.
20.

NCCN Clinical Practice Guidelines in Oncology, Gastrointestinal Stromal Tumors version 1.2025

B 72 A1 s BTk Zhdn ), S B R TRare g & F e,

Mahul B.Amin et.al. AJCC Cancer Staging Manual 8th..2017 .Springer p.523-529

WA (% 105) o T g B R B (gastrointestinal stromal tumor) < #7/5% : Regorafenib (Stivarga® ) - = f %3

Bang YJ, Van Cutsem E, Feyereislova A, et al. Trastuzumab in combination with chemotherapy versus chemotherapy alone for treatment of
HER2-positive advanced gastric or gastro-oesophageal junction cancer (ToGA): a phase 3, openlabel,randomised controlled trial. Lancet
2010;376:687-697.

Jemail A, Siegel R, Ward E, et al. Cancer Statistics, 2008. CA Cancer J Chin. 2008;58(2):71-96.

Shinichi Sakuramoto, Mitsuru Sasako, Toshiharu Yamagauchi, et al.Adjuvant chemotherapy for gastric cancer with S-1, an oral fluoropyrimidine. N
Engl J Med 2007; 357(18):1863-5

Br.J cancer 2006,10:94(7) 959-63.

Kinoshita T, Nakajima T, and Ohashi Y. Adjuvant chemotherapy with uracil-tegafur (UFT) for serosa negative advanced gastric cancer: results of a
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