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Tumour parameters Risk of progressive disease a 

Mitotic index Size (cm) Stomach Duodenum Jejunum/

ileum 

Rectum 

  

  
> 5 per 50 high 

power field 
(HPF) 

≤ 2 None None None None 

> 2 ≤ 5 Very low (1.9%) Low (8.3%) Low (4.3%) Low (8.5%) 

> 5 ≤ 10 Low (3.6%) Insufficient 

data currently 

Moderate 

(24%) 

Insufficient  

data currently 

> 10 Moderate (10%) High (34%) High (52%) High (57%) 

  

  
> 5 per 50 high 

power field 
(HPF) 

≤ 2 None b Insufficient 

data currently 

High b High (54%) 

> 2 ≤ 5 Moderate (16%) High (50%) High (73%) High (52%) 

> 5 ≤ High (55%) Insufficient 

data currently 

High (85%) Insufficient  

data currently 

> 10 High (86%) High (86%) High (90%) High (71%) 

National Institute of Health (NIH, United States) consensus risk scheme for GIST (Featured in the 

main article) 

This consensus was developed and published in 2002 divides GISTs into different risk groups based only on 

tumour size and mitotic count. 1 In this consensus, there were four risk groups (refer to OO et al. Brunei Int 

Med J. 2011; 7 (6): 314-320) Materials and Methods section). Later, an improved risk scheme was devel-

oped which took into account the tumour size, mitotic count and the organ where the tumour originate.  This 

Classification was developed at the Armed Forces Institute of Pathology (AFIP) by Miettinen and Lasota, both 

pathologists based on detailed review of long-term follow-up of 1055 gastric, 629 small intestinal, 144 duode-

nal, and 111 rectal GISTs.  This Classification was later adapted and endorsed by the National Comprehensive 

Cancer Network (NCCN) Task Force on GIST (Table 1). 2  

 
 

Table 1: National Comprehensive Cancer Network (NCCN) Risk Classification for GIST. 2 

 a defined as metastasis or tumor-related death 
 b denotes small number of cases  

 In January of 2010, the American Joint Committee on Cancer (AJCC) for staging for GIST (AJCC 

Cancer Staging Manual, 7th edition). 3 This staging scheme categories the disease into various stages 

following the TNM scheme already available for other malignancies. The only different in this scheme is that 

the mitotic rate is included.  

 

T stage (size of primary tumour): TX (cannot be assessed), T0 (no evidence of primary tumour), T1 

(≤2cm), T2 (>2cm but <5cm), T3 (>5cm but <10cm) and T4 (>10cm in the greatest dimension) 

N stage (Regional lymph nodes): NX (cannot be assessed), N0 (no regional nodes metastases) and N1 

any regional nodes metastases)  

M stage (Distant metastases): M0 (no distant metastases) and M1 (any distant metastases) 

Mitotic count: Low (≤5 per 50 hpf) and High (>5 per 50 hpf) 

 

 

 

 

 

 

Notes: Mitotic rate is counted in an area of 5 mm2. For microscopes with traditional field size, this equals 50 high power 

fields (hpf) at a magnification of 40x. However, for microscopes with "wide-field optics" this equals just 25 fields to achieve 

the same 5 mm2.  Mitotic rate for GIST is classified as "low" for 0-5 mitoses and "high" for 6 or more mitoses per 5 mm2 
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Gastric GIST * 

 Stage T N M Mitotic count 

Stage IA T1 or T2 N0 Mo Low 

Stage IB T3 N0 M0 Low 

Stage II T1 N0   
M0 

High 

  T2 N0 High 

  T4 N0 Low 

Stage IIIA T3 N0 M0 High 

Stage IIIB T4 N0                                                                                                         M0 High 

Stage IV Any T N1 M0 Any rate 

          

Intestinal GIST ** 

  T N M Mitotic count 

Stage I T1 or T2 N0 M0 Low 

Stage II T3 N0 M0 Low 

Stage IIIA T1 N0 M0 High 

  T4 N0 M0 Low 

Stage IIIB T2 N0 M0 High 

  T3 N0 M0 High 

  T4 N0 M0 High 

Stage IV Any T N1 M0 Any rate 

  Any T Any N M1 Any rate 

Table 2: The American Joint Committee for Cancer (AJCC) Staging for GIST. 3 

 *  Note: also to be used for omentum 
** Note: also to be used for esophagus, colorectal, mesentery, and peritoneum  

 The staging is different for gastric and non gastric GIST as there is higher risk of recurrence in non 

gastric GIST. 

 

 With the discovery and development of molecular targeted therapy targeting the tyrosine kinase 

receptor inhibitor, treatment outcome for GIST have improved. Early tumours (Stage 1) should be treatment 

with surgery. They are considered low risk and are unlikely to reoccur with surgery and may not require addi-

tional targeted therapy apart from monitoring for recurrence. In advanced tumours (Stage IV, metastatic), 

the role of surgery is very limited and such tumours may benefit molecular targeted therapy such as imitanib 

mesylate (Gleevec ®, Novatis) or sunitinib malate (Sutent ®, Pfizer). Stage 2 and  3 tumours have moderate 

to high risk of recurrence and benefit molecular targeted therapy after resection.  

 

 Currently recommended schemes of treatment for these tumor stages may changes as more re-

search findings are reported. Newer targeted therapies are being developed and the role of currently available 

molecular targeted therapies being assessed. The role of KIT and PDGFRA is being assessed and genotyping 

may be help in the future management, i.e. patient selection, choice of therapeutic agents and treatment 

approach.  
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