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1 Purpose and sources

This document is an auto-generated summary, compiled and formatted by software from the patient’s
records and from image analysis by the family; it has not been reviewed by a physician. It is not a
radiology report or a medical opinion, and it does not replace the original documents, which are linked
throughout. Please verify any figure used for clinical decisions against the source document or fresh
imaging.

This report gathers, in one place, everything that the available imaging says about the liver disease of the pa-
tient as of September 2026, so that an interventional radiologist, hepatobiliary surgeon or oncologist can judge
the feasibility of liver-directed treatment without opening the full archive. It contains: (1) the formulated diagno-
sis and current clinical situation; (2) the reading of the latest FDG PET-CT of 23.09.2026 and an independent
Al-assisted segmentation of that study (volumes, June — September comparison, 3D reconstruction); (3) the
three professional readings of the 19.06.2026 FDG PET-CT; (4) an independent quantitative image analysis
of the June study with raw and labelled CT slices and a 3D reconstruction, including the second FDG-active
site in the right-lobe mass; (5) the evolution of the liver lesions across the six PET-CTs of 2023—-2026; (6)
the opinion of the thermal-ablation specialist consulted on 10.09.2026; (7) a summary of the treatment-option
evidence reviewed with OpenEvidence on 05.09.2026.

The image analysis was produced by the patient’s family with open-source software on the original DICOM
data and is not a radiologist’s report. It is included to make the anatomy explicit; measurements should be
confirmed on fresh imaging before any procedure.

Sources are held on the family’s Google Drive (docs_eng/): the Ukrainian originals, English translations,
DICOM discs (anastasia_disks/) and the overview document Overview.docx.

The whole case is also on a GitHub page, with the timeline, all documents and interactive 3D models of the
liver and lesions. Its address is given here as text, not as a link: hcl14 dot github dot io slash anastasia. Static
3D views are in section 5 of this report.

2 Formulated diagnosis

ICD-10: C16.9 (malignant neoplasm of stomach, unspecified); ICD-O morphology 8936/3, gastrointestinal
stromal tumour.

Diagnosis: Gastrointestinal stromal tumour (GIST) of the stomach, KIT exon 11 deletion (Q556_V559>H),
with metastases to the liver (bilobar, dominant right-lobe mass) and peritoneum, stage IV. Initially (08/2022)
diagnosed and treated as leiomyosarcoma of the uterine body T2NxM1; diagnosis revised 04—06/2023 on his-
tology (DOG-1, CD117 positive; Israeli pathology revision of all samples). Concomitant: uterine leiomyomas;
right ovarian endometrioma; type 2 diabetes; iron-deficiency anaemia.

» 08/2022 — liver-metastasis biopsy read as metastatic uterine leiomyosarcoma; bilobar liver masses,
paragastric mass 51 x 46 mm, pelvic masses.

» 09/2022 — 01/2023 — status after 4 cycles gemcitabine + docetaxel + bevacizumab: progression in the
liver (MRI 10/2022, CT 12/2022). Oncomine (12/2022): KIT exon 11 deletion (VAF 42.5 %), subclonal
KIF5B—MET fusion, TMB low, MSS; germline panel negative.

» 05-12/01/2023 — pazopanib 800 mg, stopped on day 8: posterior reversible encephalopathy syndrome
with left occipital haemorrhage, hospitalised 13—-25/01/2023, resolved; CT 09/02/2023 with 12 % regres-
sion.

* 01/2023 — repeat liver biopsy: reported as metastasis of uterine leiomyosarcoma.

+ 02-03/2023 — status after 3 cycles trabectedin: progression on PET-CT 11/04/2023.

* 04-06/2023 — EUS-FNA of the paragastric mass and liver core biopsy: GIST of the stomach, GIST
metastasis in the liver (CSD, 21-26/04/2023); Israeli revision 04/06/2023 confirms GIST in all samples.

» 03/05/2023 — imatinib 400 mg/day started.

» 08/2023 — marked metabolic response (PET-CT).

» 03/2024 — stable.

+ 05/2025 — stable, “PET negative”, cystic residues.

* 06-09/2026 — PET-CT 19/06/2026: return of enhancing, FDG-active mural components in the known
liver lesions after 3 years of imatinib (started 03.05.2023) (LISOD re-read 08/07/2026; Israeli expert
reading 08/09/2026: metabolic progression, left-lobe lesion 42 x 36 mm, right-lobe mass ~15 x 10 cm,
no bone lesions).
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+ 08/2026 — FoundationOne Liquid CDx (ctDNA fraction 32 %): KIT exon 11 Q556_V559>H (17.0 %) plus
secondary KIT exon 13 V654A (8.8 %) and exon 18 A829P (4.0 %) — polyclonal imatinib resistance.
08/09/2026 — recommendation: sunitinib 50 mg 4/2 (regorafenib 160 mg d1-21 as an option); not yet
started; imatinib continues.

10/09/2026 — thermal ablation of the left-lobe lesion judged contraindicated by Dr. O. Korshak (inter-
ventional radiology, Shalimov Centre, Kyiv): contact with the left portal branch and bile duct; other local
options under discussion.

17/09/2026 — Dr. E. Tahover (GIST oncologist, Tel Aviv Sourasky): imatinib has failed; start a second-
line TKI now (sunitinib or ripretinib; regorafenib an alternative); liver-directed interventional treatment
first.

18/09/2026 — Dr. D. Fedorov (liver surgeon, Kyiv): two-stage liver resection feasible and potentially
radical (right hemihepatectomy first, then the segment II/11l focus after regeneration); workup after fresh
PET-CT.

23/09/2026 — PET-CT (KMKOC): increased FDG activity in multiple liver foci vs 19.06.2026 (SUVmax
4.9) — progression; left-lobe metabolic area 35 x 54 mm, confluent; new active focus 15 x 24 mm in
segment S8; gastric and pelvic lesions stable.

30/09/2026 — regorafenib (Stivarga 40 mg tablets x 84 — one 21-day cycle at 160 mg/day) dispensed
at LISOD; not yet started. Baseline blood tests the same day.

01/10/2026 — InVivo Clinic laboratory: creatinine 71.7 ymol/L (within range, eGFR = 88) and urinalysis
within range.

3 Current situation (as of 30 September 2026)

Extent of the current progression. This is not a single small nodule, and it grew between June and Septem-
ber:

+ PET-CT 23.09.2026 (KMKOC): FDG activity increased in multiple liver foci compared with 19.06.2026,
SUVmax up to 4.9 — progression of the underlying disease.

+ Left lobe (segments Il/lll): the active area is now confluent, up to 35 x 54 mm (June CT lesion 46 x 48
x 42 mm, 27 mL; expert reading 42 x 36 mm). On the June contrast CT it touches the left portal branch
and the left hepatic duct.

* Right lobe: a new active focus up to 15 x 24 mm in segment S8, inside the ametabolic area of the
dominant mass (now 98 x 148 mm). In June the right-lobe activity was a plaque on the wall of that
mass.

» Own volumetry (section 5): FDG-active tissue in the left lobe 19 — 36 mL (2.2 — 3.4 x liver back-
ground); new 4 mL focus in S8; active wall of the right-lobe mass 6 — 10 mL.

» ctDNA tumour fraction 32 % (FoundationOne Liquid CDx, 20.08.2026) is high and points to a substan-
tial amount of active tumour, carrying two resistance clones (KIT exon 13 V654A and exon 18 A829P).

Patient. Anastasia Zherlitsyna, born 25.04.1976 (50), Kyiv, Ukraine.

Diagnosis. Metastatic gastric GIST with bilobar liver metastases; treated as uterine leiomyosarcoma T2NxM1
from 28.09.2022 until the April-May 2023 biopsies established GIST (DOG-1 and CD117 positive; Israeli revi-
sion 04.06.2023 confirmed GIST in all three samples). Uterine leiomyomas and a right ovarian endometrioma
are benign bystanders.

Molecular status (most important). Driver KIT exon 11 deletion Q556_V559>H (Oncomine, Dec 2022, VAF
42.5 %). FoundationOne Liquid CDx of 20.08.2026, ctDNA tumour fraction 32 %: exon 11 driver at VAF 17.0
% plus two new KIT resistance mutations — exon 13 V654A (8.8 %) and exon 18 A829P (4.0 %), in different
kinase domains: polyclonal imatinib resistance. The report flags imatinib, sunitinib and avapritinib as resistant
and lists regorafenib as NCCN category 1.

Sites of disease (PET-CT 23.09.2026, KMKOC). Multiple ametabolic liver lesions with metabolic activity
growing along the contour and inside some of them, SUVmax up to 4.9; dominant right-lobe mass 98 x
148 mm; left-lobe active area up to 35 x 54 mm, confluent; active focus up to 15 x 24 mm in segment S8;
calcified FDG-negative gastric lesion 43 x 32 mm, unchanged; uterine lesions stable; new oesophageal uptake
(SUVmax 2.0-3.2, possibly inflammatory — endoscopy advised); no bone lesions.

Sites of disease in June (PET-CT 19.06.2026, expert reading 08.09.2026). Dominant right-lobe liver mass
about 15 x 10 cm, cystic/necrotic residue, with a 5.7 mL FDG-active plaque on its anterolateral wall plus a 0.3
mL spot on the medial wall (SUVmax 2.34, own image analysis — see below; the reading describes this as
“‘increased peripheral uptake”); left-lobe segment lI/1ll lesion 42 x 36 mm (own CT measurement 46 x 48 x 42
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mm, 27 mL), metabolically silent in 2024—-2025 and FDG-active in June 2026 — the current progression, in
contact with the left portal branch; calcified, near-inactive gastric-wall residue 37 x 31 mm; no bone lesions.

Treatment. Imatinib 400 mg/day since 03.05.2023, continuing. On 30.07.2026 and 08.09.2026 the LISOD
oncologist recommended sunitinib 50 mg, 28 days on / 14 off (regorafenib 160 mg days 1-21 g28 as an
alternative) — sunitinib was not started; regorafenib was chosen and dispensed on 30.09.2026 (Stivarga 40
mg x 84, one 21-day cycle at 160 mg/day), not yet started as of 30.09.2026. Baseline blood tests 30.09.2026:
RBC 3.49 (L), MCV 101 (H), lymphocytes 1.1 (L), AST 33.1 (H, limit 32), LDH 278.8 (H), creatinine 86.5 (H;
eGFR = 70), glucose 6.9 (H), ionised calcium 1.10 (L); haemoglobin 121, platelets 216, ALT 20.1 and bilirubin
4.5 normal. On 17.09.2026 Dr. Tahover urged starting a second-line TKI without further delay.

Safety context. PRES on pazopanib in January 2023 with left occipital haemorrhage and multifocal vasocon-
striction, largely resolved by June 2023 — potent VEGFR inhibitors carry extra risk. Baseline echocardiogram
30.07.2026 normal (EF 67 %). Comorbidities on record: type 2 diabetes, iron-deficiency anaemia.

Open clinical question. Local treatment of the FDG-active left-lobe lesion: on 10.09.2026 Dr. Oleksandr
Korshak (interventional radiology, Shalimov Centre of Surgery and Transplantology, Kyiv) judged thermal
ablation (RFA/MWA) contraindicated because the lesion contacts the left portal branch and the accompanying
left bile duct; TARE, TACE/DEB-TACE, SBRT, IRE, resection of segments II-lll and non-thermal histotripsy
(HistoSonics, newly CE-approved; opinion to be requested from the manufacturer, as Dr. Korshak suggested)
are under discussion, with imatinib continued — an approach NCCN and ESMO allow to be considered for
limited progression on imatinib (guideline basis below). The PET-CT of 23.09.2026 adds an active focus in
segment S8 of the right lobe, which any local plan must cover as well; S8 lies within the part removed by a
right hemihepatectomy, the first stage of the two-stage resection Dr. Fedorov proposed on 18.09.2026.

4 History
Period Systemic treatment Examination / event Finding
Aug 2022 — Liver-metastasis biopsy Uterine leiomyosarcoma

29.08.2022; tumour
board 31.08.2022

MRI 14.10.2022, CT
01.12.2022, CT
04.01.2023

Oncomine on the 2022
biopsy; BRCA panel;
BAM files

T2NxM1 (revised to

GIST in May 2023)

Sep 2022 - Jan 2023 Gemcitabine + Progression in the liver
Docetaxel + Avastin, 4
cycles

Dec 2022 — Jan 2023 (same) KIT exon 11

p.GIn556 Val559delinsHis

(VAF 42.5 %); subclonal

KIF5B-MET fusion; TMB

low, MSS; germline

negative
5-12 Jan 2023 Pazopanib 800 mg Brain MRI 13.01 and PRES with left occipital
(stopped day 8) 20.01.2023 haemorrhage
Feb — Mar 2023 Trabectedin, 3 cycles PET-CT 11.04.2023; Progression; GIST
biopsies 21-25.04.2023  established

May — Aug 2023 Imatinib 400 mg/day PET-CT 17.08.2023

(start 03.05.2023)

Pronounced response,
loss of activity and solid
rim components

Mar 2024 Imatinib 400 mg/day PET-CT 14.03.2024, Stable, minimal uptake

(cont.) Israeli revision
25.03.2024

May 2025 Imatinib 400 mg/day PET-CT 13.05.2025, PET negative; new

(cont.) LISOD read 19.05.2025 inactive 11 mm mural
nodule

19 Jun 2026 Imatinib 400 mg/day PET-CT 19.06.2026 First read as stable
(cont.)

8 Jul 2026 Imatinib 400 mg/day LISOD retrospective New FDG-active mural

(cont.)

read

components —
progression


https://drive.google.com/file/d/1M-TG0t3REGLzEhic5YorWFa00QlikRCe/view
https://drive.google.com/file/d/1GUkvoTDDgdx_5j7f4JBIgBGDcjn2fccQ/view
https://drive.google.com/drive/folders/1SfbEu6DClrcHVmJUdBPo2CMR5gC20uuv
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Period Systemic treatment Examination / event Finding
30 Jul 2026 Imatinib 400 mg/day LISOD oncologist; Progression
(cont.); sunitinib 50 mg echocardiogram documented; EF 67 %
4/2 prescribed, not
started
20 Aug 2026 Imatinib 400 mg/day FoundationOne Liquid ctDNA 32 %; KIT exon
(cont.) CDx, blood 11 (17 %) + exon 13
V654A (8.8 %) + exon
18 A829P (4.0 %);
BRCA2, CDKN2A,
MTOR; TMB 3, MSS
8 Sep 2026 Imatinib 400 mg/day Expert PET-CT reading, = Metabolic progression,
(cont.) Israel especially the left-lobe
lesion
8 Sep 2026 Imatinib 400 mg/day LISOD oncologist Sunitinib 50 mg 4/2
(cont.) (Ukrainian original) recommended,;
regorafenib 160 mg
d1-21 g28 as an option;
neither started as of
11.09.2026
17 Sep 2026 Imatinib 400 mg/day Oncology consultation, Start second-line TKI
(cont.) Dr. E. Tahover (Tel Aviv now (sunitinib or
Sourasky) ripretinib; regorafenib
alternative);
interventional radiology
first for the liver
18 Sep 2026 Imatinib 400 mg/day Surgical consultation, Two-stage liver resection
(cont.) Dr. D. Fedorov feasible, potentially
radical; fresh PET-CT,
then workup
23 Sep 2026 Imatinib 400 mg/day PET-CT, KMKOC Increased FDG activity
(cont.); second line not (translation, Ukrainian in multiple liver foci —
started original) progression; new S8
focus; gastric and pelvic
lesions stable
30 Sep 2026 Imatinib 400 mg/day LISOD; blood tests Stivarga 40 mg x 84
(cont.); regorafenib received; RBC 3.49 (L),
dispensed, not yet MCV 101 (H), AST 33.1
started (H), LDH 278.8 (H),
creatinine 86.5 (H); Hb,
platelets, ALT, bilirubin
normal
1 Oct 2026 Imatinib 400 mg/day InVivo Clinic laboratory; Creatinine 71.7 pmol/L

(cont.); regorafenib not
yet started as of 30.09

results

(within range; 86.5 at
LISOD the day before),
eGFR = 88; urinalysis
within range

5 The 23.09.2026 PET-CT (KMKOC)

Low-dose non-contrast CT and FDG PET, GE Discovery STE16, 260 MBq (DICOM header: 230 MBq), 80
min uptake; compared with 19.06.2026. original conclusion, scanned (Ukrainian) - English translation (Drive)
- DICOM disc. The full report is Appendix A.

Radiologist’s conclusion: increased metabolic activity in multiple liver foci compared with 19.06.2026 —
progression of the underlying disease. Largest right-lobe lesion 98 x 148 mm; left-lobe metabolic area up to
35 % 54 mm (confluent); focus up to 15 x 24 mm inside the ametabolic area in segment S8; SUVmax up to 4.9
(blood pool 1.6). Gastric lesion on the lesser curvature 43 x 32 mm, calcified, FDG-negative, stable. Anterior


https://drive.google.com/file/d/1ugmdBlObaIrMsmXeAiEGUYYs2LXY8ezW/view
https://drive.google.com/file/d/1ugmdBlObaIrMsmXeAiEGUYYs2LXY8ezW/view
https://drive.google.com/file/d/124vuL60WX6FVFcbVtfsNnuiUinjTNqGz/view
https://drive.google.com/file/d/1f1ompQ2r48Jd5gE6bF9FwTuDg0b7GMLr/view
https://drive.google.com/file/d/1dT7-TInWm_OQHP7e2sD-n3tfDWjNuUsM/view
https://drive.google.com/file/d/16mV_oTjqjV8NexQEq13h0SDUWBPW7hqO/view
https://drive.google.com/file/d/16mV_oTjqjV8NexQEq13h0SDUWBPW7hqO/view
https://hcl14.github.io/anastasia/reports/2026_new_Blood_tests_30_09_2026_LISOD_EN.html
https://hcl14.github.io/anastasia/reports/2026_new_Creatinine_urinalysis_01_10_2026_InVivo_EN.html
https://hcl14.github.io/anastasia/docs/PET-CT_2026-09-23_KMKOC_conclusion_original_UKR.pdf
https://hcl14.github.io/anastasia/reports/2026_new_PET_CT_23Sep2026_KMKOC_EN_translation_docx.html
https://drive.google.com/file/d/1dT7-TInWm_OQHP7e2sD-n3tfDWjNuUsM/view
https://drive.google.com/drive/folders/1ZZYDQy4O2u4sLcgTPs73ErVKn_OXzP4o
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uterine lesion 67 x 49 mm (SUVmax 1.8) and ametabolic node 37 x 47 mm, stable. Oesophageal uptake
SUVmax 2.0-3.2, possibly inflammatory — EGD recommended. No bone lesions.

5.1 Independent segmentation of the 23.09.2026 study

Method. The radiologist’s report and automatic organ maps (TotalSegmentator) served only as starting points.
Every structure was outlined slice by slice by Al segmentation agents and checked by independent adversarial
reviewer agents, which re-rendered every slice and tried to refute each outline. Outlines were corrected
until they passed review; all passed on the second review. Liver background SUV 1.97 + 0.63; FDG-active
threshold 3.24 (liver mean + 2 SD); blood pool 1.58. This is an Al-assisted analysis, not a radiology report.

Without contrast, vessels, bile ducts and small or isodense lesions cannot be assessed.

Structure

23.09.2026 (own
measurement)

19.06.2026

Radiologist 23.09.2026

FDG-active tissue, left
lobe (II/111)

Left-lobe lesion, CT
outline

FDG-active focus,
segment S8 (new)

FDG-active wall of the
right-lobe mass

Dominant right-lobe
mass

Other liver lesions
Gastric-wall lesion
Anterior uterine lesion

Upper-margin pelvic
node

36.3 mL; 60 x 29 mm
axial, 52 mm
craniocaudal; SUVmax
6.66, 3.4 x liver
354 mL; 45 x 30 mm
axial, 56 mm
craniocaudal

4.1 mL; 23 x 13 mm, 29
mm craniocaudal;
SUVmax 6.75, 3.4 x liver
9.7 mL in 9 foci;
anterolateral plaque 6.8
mL (3.1 x liver); medial
spot next to the IVC 0.9
mL

1200 mL; 146 x 116 mm
axial, 180 mm
craniocaudal (incl. the 74
mL S8 lobule)

none found (lesions < ~8
mm cannot be excluded)
36 mL; 42 x 31 mm;
calcified, FDG-cold

104 mL; 66 x 51 mm; =
1.0 x liver

23 mL; 43 x 37 x 29 mm,;
not active

19 mL; SUVmax 2.27,
2.2 x liver

27 mL; 46 x 48 x 42 mm

not active

5.7 mL plaque (2.6 x
liver) + 0.3 mL spot

~1217 mL

43 x 33 x 44 mm

35 x 54 mm, confluent

15 x 24 mm

“multiple foci’

98 x 148 mm

43 x 32 mm
67 x 49 mm

37 x 47 mm

Our voxel SUVmax (6.66—6.75) exceeds the report’s 4.9. The dose difference in the DICOM header (230 vs
260 MBq) explains about 13 %; the rest is voxel maximum vs reader ROI. Ratios to liver background are the
comparable measure between studies: left lobe 2.2 — 3.4 x liver, mass wall 2.6 — 3.1 x liver. The right-lobe
mass short axis differs from the report because of how it is measured; our narrowest slices also give 98 mm.
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liver (ghosted)

left-lobe le

FDG-active fissue(SUV 2 liver mean + 2 SD)

ile duct course (dotted, assumed)

Figure 1: 3D close-up of the left lobe, 23.09.2026: CT lesion outline (cyan) and the FDG-active tissue (yellow), which
extends beyond the lesion on its medial and posterior side; green = right-lobe mass. Blue = portal vein and branches,
orange dots = assumed course of the left bile duct, red = lesion / left portal branch contact, all taken from the 19.06.2026
contrast CT and registered onto this study.

Vessels and bile-duct course on the non-contrast study. The 23.09.2026 CT was done without iodine
contrast, so the portal vein could not be traced on it. The June contrast-CT portal tree, the assumed duct
course and the contact point were transferred by aligning the June liver, right-lobe mass and left-lobe lesion
surfaces to the September ones (affine fit, then a local rigid refinement around the lesion). After alignment
the lesion surfaces lie on average 2.4 mm apart, and the liver surface within 60 mm of the lesion 5.3 mm. The
transferred vessels are approximate to a few millimetres and show the June anatomy.
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23.09.2026 non-contrast CT: Sep lesion (cyan), Sep FDG-active (yellow), June lesion registered (magenta dashed), June portal vein registered (blue)
patient right on image left, anterior up

z=123 z=126 z=129

z=132 z=135 z=138

Figure 2: Registration check on the 23.09.2026 CT: September lesion (cyan), September FDG-active tissue (yellow),
June lesion transferred (magenta dashed), June portal vein transferred (blue).
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Laftiohe FOC-accive tlssus, 23.09.2026 ivar=W39fls massedfiila lasions@O0aSit fig lakm#fidd00 fg_sh=#fidi0n Ko other=#fidd0o PET»=3.24 [radm\ugl(al patianc R on imaga lak: ancerlor/suparior up]
wxinl £=123 % horiz. y vart) SUbmax 3.5 axial 22125 x horiz, y var) SUVmax 49 axial 22126 1x horiz, y vart) SUvmax wxinl 22128 Ix horiz, y vant) SUvmax 5.9

Figure 3: Left-lobe FDG-active tissue on twelve axial levels: FDG-active tissue yellow, CT lesion outline cyan, liver green;
patient right on the image left, anterior up.
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liver (ghosted)

2 liver mean + 2 SD)

possible bile duct course (dotted, assumed)

Y
\' y o A A \i‘g{,
o \ A

y

ntrast CT; vessels/duct transferred from th

Figure 4: Anterior 3D view of the liver, 23.09.2026: right-lobe mass (green, image left = patient right), left-lobe lesion
(cyan) and all FDG-active tissue (yellow) — the S8 focus at the top of the mass, the anterolateral wall plaque and small
wall foci.

iver (ghosted)

tissue (SUV 2 liver mean + 2 SD)

&

Figure 5: 3D close-up of the segment S8 focus (yellow) inside the upper lobule of the right-lobe mass.
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Figure 6: Segment S8 focus, axial slices.
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Figure 7: Right-lobe mass outline with the FDG-active wall tissue, axial slices.
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Figure 8: Gastric-wall lesion (orange), calcified and FDG-cold. The SUVmax in each panel title is the hottest voxel
anywhere in the panel, not in the lesion.
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Figure 9: Pelvis: anterior uterine lesion (magenta), upper-margin node (cyan), uterus/pelvic complex (green). The right
ovarian endometrioma cannot be separated on this non-contrast study; the panel-titte SUVmax is bladder urine.

Accuracy of the 3D models. Every 3D model is built directly from the reviewed slice masks. There is no
pre-smoothing: slices are interpolated linearly in z, the iso-surface sits at 0.5, and only light volume-preserving
smoothing is applied. Converted back into voxels, each model agrees with its mask at Dice 0.98—0.998 and
within 0.5 % in volume, and 95 % of each surface lies within about 1 mm of the voxel boundary. The June 2026
models in section 7 and the gastric and uterine series were rebuilt the same way on 27.09.2026, because an
earlier smoothing step had displaced those surfaces by up to about 2 mm. The slice figures and measurements
were not affected.
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3D mesh vs reviewed slice segmentation, PET-CT 23.09.2026: cyan = mask outline on the slice, red dashed = cross-section of the published 3D mesh at the same level,
Patient right on the image left, anterior up.
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6 The 19.06.2026 PET-CT: three readings

Feofaniya, 19.06.2026
(primary read)

LISOD, 08.07.2026
(retrospective read,
Dr. M. Novikov)

Israel, 08.09.2026
(expert opinion, Dr. V.
Kulikova)

Documents

Comparison

Right-lobe mass

Left-lobe lesion

Gastric-wall mass

Portal vein / ducts

Bones

Conclusion

translation (Ukrainian
original)
prior studies

known cystic residue

unchanged

initially read as stable

translation (Ukrainian
original)

13.05.2025 and
14.03.2024

new enhancing,
moderately FDG-active
mural components; liver
enlarged to 18.7 cm
mural components with
uptake (SUVmax about
3.2 reported)
unchanged,
calcifications

31 mm lucent lesion,
right femoral head (to
characterise)

return of viable mural
tumour components —
progression

translation (Russian
original)
13.05.2025

about 15 x 10 cm (was
11-12.5 cm), peripheral
uptake somewhat more
pronounced

about 42 x 36 mm, size
unchanged, uptake
intensity increased
about 37 x 31 mm,
minimal uptake,
unchanged

portal vein patent;
intrahepatic ducts not
dilated

no pathological foci or
destruction in the
scanned area
metabolic progression
of the liver lesions,
especially the left-lobe
lesion; enlargement of
the right-lobe mass
with somewhat
increased activity

Full texts of the LISOD and Israeli readings are reproduced in the appendices.

7 Independent image analysis of the 19.06.2026 study

7.1 Data and method

The study contains a low-dose CT, an arterial-phase and a venous-phase contrast CT (series 9, 2 mm,
412 slices) and the whole-body FDG PET (SUVbw, 2.67 x 2.67 x 5 mm). The venous-phase CT and the
PET were converted from DICOM with the correct patient geometry and fused in world coordinates. Organ,
vessel and tumour masks were produced with TotalSegmentator on the corrected volume and reviewed slice
by slice; the lesion outline is a density threshold (hypodense relative to enhanced liver) seeded at the FDG
peak, and the FDG-active volume is the connected region above 50 % of the peak-to-background contrast.
Display convention: radiological (anterior up, patient left on image right).

Note on an earlier analysis. A first automated analysis of this study (September 2026) used NIfT| volumes
whose x and y axes were swapped relative to their header; laterality derived from those files was wrong and
the PET was misregistered by about 7.6 mm per axis. That analysis was discarded; everything below comes
from the corrected frame and agrees with the 08.09.2026 expert reading.

7.2 Findings


https://drive.google.com/file/d/1FvaL6jAj_Qw64Z44oFnUJvXySHHqyjYw/view
https://drive.google.com/file/d/15Z007fhThFHyCgIekVFmOgxNc0LJhBuR/view
https://drive.google.com/file/d/15Z007fhThFHyCgIekVFmOgxNc0LJhBuR/view
https://drive.google.com/file/d/1taZ7Sy14R117SCHrhsDFnNYREB3wgyIL/view
https://drive.google.com/file/d/1zp4hFUJAxP7a3SCxyGxmrEGFmKDTbIOJ/view
https://drive.google.com/file/d/1zp4hFUJAxP7a3SCxyGxmrEGFmKDTbIOJ/view
https://drive.google.com/file/d/1ZmwiGkKzbwShznJlkOn2GymYGIo4gjWb/view
https://drive.google.com/file/d/1pEe9kHfNVYrPEavHsBKgTapsc9jTSw1w/view
https://drive.google.com/file/d/1pEe9kHfNVYrPEavHsBKgTapsc9jTSw1w/view
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Finding

Measurement (corrected frame, RAS mm)

Left-lobe lesion, CT

FDG-active tumour

Left portal branch

Distances to other structures

Bile ducts

segment 11 (83 %) / 11l (17 %); hypodense, mean 44
HU vs liver 98 HU; 46 x 48 x 42 mm, 27 mL; centre
(-54, 173, -1201)

SUVmax 2.27 (liver background 1.04); 19 mL above
the 1.65 threshold; about half inside the hypodense
core, the rest isodense enhancing tissue on the
medial (hilar) side and inferior pole

in contact with the lesion (0.8 mm) and with the
FDG-active part (0 mm); contact point (—35, 164,
-1200)

IVC 31 mm; stomach 19 mm; heart 28 mm; the
lesion reaches the liver surface (depth 0-31 mm)
not resolvable on CT (not dilated); the left hepatic
duct runs in the same Glissonean sheath as the left
portal branch, so it lies within a few millimetres of the
lesion

SUV values differ between readers and reconstructions (LISOD reported SUVmax about 3.2 for the same
lesion); the relative pattern is the finding, not the absolute value. Sub-2 mm distances measured on a 2 mm

CT with Al vessel masks mean “in contact”.

Figure 11: Left-lobe lesion, 19.06.2026. Top row: clean venous-phase CT (three axial levels and one coronal). Bottom
row: the same slices with FDG uptake (SUV > 1.3), CT lesion outline (cyan), FDG-active tumour (yellow), portal vein (blue)
and other liver vessels (green). The enhancing vessel touching the medial edge of the lesion is the left portal branch.
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e CT, left-lobe region. cyar n, yellow=FDG focus, blu

Figure 12: Nine consecutive axial slices (3 mm apart) through the lesion, same overlays as Figure 1.

7.3 Second FDG-active site: the wall of the right-lobe mass

The right-lobe mass is not uniformly inactive. Its wall was searched for tissue above liver background + 2 SD
(threshold SUV 1.59, liver background 0.90) in a band spanning 15 mm inside and 8 mm outside the mass
outline, then compared against blood-pool activity (IVC 0.94, portal vein 1.09) to exclude vascular spill-over.

Finding Measurement

Main component 5.7 mL plaque on the anterolateral wall, 27 x 24 x
54 mm, SUVmax 2.34 (2.6 x liver background),
soft-tissue density (37 HU vs 15 HU cyst fluid)

Second component 0.3 mL spot on the medial wall, near the portal vein,
SUVmax 1.83
Rest of the wall / cyst below threshold at every other point checked

This is what the professional readings describe as “increased peripheral uptake” (Feofaniya, 19.06.2026) and
enhancing mural components (LISOD retrospective read). Its intensity (SUVmax 2.34) is essentially the same
as the left-lobe focus (2.27) — the right-lobe mass carries an active site in addition to the left-lobe lesion, not
instead of it.
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Right-lobe mass wall, FDG-active component (cyan, SUV == 1.59 = liver mean + 2 5D); green = mass outline
2=1B0 max SUV LG8 z=182 max SUV 181 z=185 max SUV 1.84 z=1B7 max SUV 190

2=1B9 max SUV 1.92 z=102 max SUV 1.96 z=184 max SUV 2.02 z=187 max SUV 2.29

=199 max SUV 2.25 z=201 max SUV 1.91 z=204 max SUV 1.70 z=206 max SUV 1.69

Figure 13: FDG-active wall of the right-lobe mass: twelve axial levels through the 5.7 mL component (cyan outline, SUV

> 1.59), mass outline in green, anterior up, patient right on the image left.

coronal SUV MIP (liver) — green mass. cyan active wall axial SUV MIP — yellow left-lobe lesion

Figure 14: Coronal and axial maximum-intensity projections of FDG uptake in and around the liver: green = right-lobe

mass outline, cyan = its FDG-active wall, yellow = the left-lobe lesion outline (axial panel).
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7.4 3D reconstruction

This scene now includes both FDG-active sites — the left-lobe focus and the newly traced active wall of the
right-lobe mass — matching the interactive 3D model on the case website.

liver (ghosted)

Figure 15: 3D scene, anterior view: liver ghosted, right-lobe mass translucent green, its FDG-active wall opaque yellow,
portal vein and branches blue, left-lobe CT lesion translucent cyan, its FDG-active tumour opaque yellow, dotted orange
= possible course of the left bile duct (anatomical assumption offset antero-superior to the portal branch; not visible on
CT), red = contact point.
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Figure 16: Close-up on the right-lobe mass and its FDG-active wall (yellow), with the left-lobe lesion visible behind.

liver (ghosted)

Figure 17: Close-up, left anterior oblique: the FDG-active tissue wraps the terminal left portal branch.
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liver (ghosted)

Figure 18: Inferior view of the same scene.

An interactive version of this model — with layers that can be switched on and off — is on the case website
(viewer_all.html); a static gITF exportisin the Drive folder docs_eng/2026_new/Left_lobe_focus_2026-09-10/.

8 Evolution of the liver disease 2023-2026

Figure 19: Dominant right-lobe mass through its largest cross-section on all six PET-CTs (24 cm field). Top: CT. Bottom:
CT with FDG uptake above 1.3 x liver background and the mass outline (automated until June 2026; reviewed agent
segmentation on 23.09.2026).
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Left-lobe le:
14 Mar 2024 — CT, z = 491 mm

Figure 20: Left-lobe lesion region on the last four PET-CTs (16 cm field). Top: CT. Bottom: CT with FDG uptake above
1.3 x liver background and the lesion outline.

Left-lobe lesion, Uptake / liver
Study CT (mm) Volume (mL) SUVmax background
14.03.2024 59 x 49 x 40 26.9 PET not 1.29
SUV-calibrated
13.05.2025 46 x 45 x 32 13.2 1.74 (liver 1.46) 1.19
19.06.2026 46 x 48 x 42 274 2.20 (liver 1.16) 1.90
23.09.2026 41 x 46 x 56 35.1 6.13 (liver 2.04) 3.01

The lesion is a pre-existing hypodense metastasis (present at the same site in March 2024 and May 2025
with uptake at or below liver background) that became FDG-active in June 2026 — the pattern of an emerg-
ing imatinib-resistant clone inside a treated lesion — and was more active and larger on 23.09.2026 (the
23.09.2026 values come from the reviewed agent segmentation; that CT is non-contrast). Outlines were
checked slice by slice on each date. The 2023-2024 PET series were not exported in SUV units, so uptake
is given relative to the liver background for all dates.

9 Gastric-wall GIST, uterus and right ovarian endometrioma 2022-
2026

On each of the eleven studies (five CTs of 2022—-2023 from the DICOM discs and six PET-CTs) the gastric-wall
mass and the pelvic mass complex were traced slice by slice from a hand-placed seed (soft-tissue density
window, air and bone excluded, growth limited to tissue continuous with the seed) and every traced slice was
checked visually. The 23.09.2026 outlines come from the reviewed agent segmentation of that study (low-
dose non-contrast CT), so its volumes are not strictly comparable with the earlier traces. The earlier PET-CTs
were acquired with intravenous contrast; the 2023—-2024 PET series were not exported in SUV units, so uptake
is given relative to the liver background throughout.

9.1 Gastric-wall mass (primary GIST site)
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Max in-plane Max uptake /
PET-CT diameter (mm)  Volume (mL) Mean HU liver Reported
23 Aug 2022 55 53 63 CT only 51 x 46 mm
(CT)
1 Dec 2022 53 65 65 CT only 56 x 46 mm
(CT) (German
re-read 5.2 x
6.1 cm)
4 Jan 2023 52 70 58 CT only 65 x 50 mm
(CT)
9 Feb 2023 50 52 51 CT only 55 x 40 mm
(CT)
11 Apr 2023 54 36 75 5.5 x (not SUV- 58 mm,
calibrated) SUVmax 8.2,
active
28 Jun 2023 54 47 43 CT only 47 x 35 mm,
(CT) low density
17 Aug 2023 48 46 41 1.8 x (not SUV- 44 mm, almost
calibrated) fluid, inactive
14 Mar 2024 49 35 45 1.3 x (not SUV- 40 mm, inactive
calibrated)
13 May 2025 43 23 40 1.8 x 35 mm,
calcifications
19 Jun 2026 41 24 38 1.1 x 43 x 33 x 44
mm
(Feofaniya); 37
x 31 mm,
calcified,
unchanged
(Israel)
23 Sep 2026 41 36 51 1.2 x 43 x 32 mm,
calcified,

FDG-negative,
stable
(KMKOC;
non-contrast
study)

The gastric-wall tumour collapsed on imatinib: from an enhancing, intensely active mass in April 2023 (about
5.5 x liver) to a larger but low-density, almost fluid, near-inactive residue by August 2023 (cystic change, as
the report describes), then a plateau at about 4 cm through 2024-2026 with progressive calcification and
uptake at or near liver background — in agreement with the reports. In April 2023 the mass was traced from
its FDG-avid volume (restricted to soft-tissue density) because its enhancement matched the adjacent tissue
on CT. On 23.09.2026 it is unchanged in linear size (41 mm) and FDG-cold; its 36 mL against 24 mL in June
reflects the method (the September outline includes the calcified lateral clumps the June trace left out), not

growth.
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3 x liver on PET-CT dates,

Figure 21: Gastric-wall GIST through its largest cross-section on all eleven studies 2022-2026 (12 cm field); amber titles
= contrast CT, cyan titles = PET-CT with FDG above 1.3 x liver background. Cyan = traced outline.

17 Aug 2023
48 mm, 46 mL

Figure 22: 3D reconstruction of the traced gastric-wall mass on the eleven dates at one scale (bar = 2 cm), anterior view.
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1 Dec 2022 4 9 Feb 2023
53 mm, 65 mL 50 mm, 52 mL

14 Mar 2024 5 19 Jun 2026,

23 Sep 2026
49 mm, 35 mL 43 3 m 41 mm, 24 mL 41 mm, 36mk

Figure 23: The same masses with ghost organs from the automatic segmentation of each study, clipped to a box around
the mass: stomach (lilac), pancreas (sand), spleen (rose), liver edge (pale), left kidney (grey); bar =5 cm.

9.2 Uterus with leiomyomas and right adnexal mass (whole pelvic complex traced)

Max in-plane Max uptake /
PET-CT diameter (mm)  Volume (mL) Mean HU liver Reported
23 Aug 2022 67 175 59 CT only fundal mass 93
(CT) x 63 mm; right
adnexal cyst 67
x 57 mm
1 Dec 2022 82 167 53 CT only fundal mass 87
(CT) x 64 mm
4 Jan 2023 61 145 44 CT only fundal mass 75
(CT) x 55 mm,
uterus 45 x 42
mm; right
ovarian
formation 75 x
45 mm
9 Feb 2023 66 164 44 CT only fundal mass 75
(CT) x 55 mm
11 Apr 2023 96 178 62 1.8 x (not SUV- inactive uterine
calibrated) mass 72 mm;
right ovarian
mass ~6 cm
28 Jun 2023 90 228 83 CT only pedunculated
(CT) myoma 90 x 70
mm; right
ovarian
formation 65 x
42 mm
17 Aug 2023 108 189 59 1.5 x (not SUV- 96 mm, inactive
calibrated)
14 Mar 2024 98 148 65 1.3 x (not SUV- 78 mm; Israeli
calibrated) revision 6.5 cm
and 4.8 x 5.1
cm
13 May 2025 108 134 55 1.6 x 84 mm
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Max in-plane Max uptake /
PET-CT diameter (mm)  Volume (mL) Mean HU liver Reported

19 Jun 2026 92 153 51 2.4 % 68 x 55 x 48
mm + 46 x 37
mm, stable

23 Sep 2026 113 248 31 2.2 x anterior-wall
lesion 67 x 49
mm, SUVmax
1.8, and
ametabolic
node 37 x 47
mm, stable
(KMKOC;
non-contrast
study; uptake
maximum is
bladder-urine
spill-over)

The traced object is the whole pelvic complex (uterine body, its fibroids and the right ovarian endometrioma,
traced as one object because fibroid, myometrium and the non-enhancing cyst cannot be separated reliably
on every study), which is why it is larger than the single-mass diameters in the reports. Over four years it stays
between 130 and 190 mL with no consistent trend and low uptake (1.3—-1.8 x liver; the 2.4 x in June 2026
comes from a bowel loop touching the outline) — the behaviour of leiomyoma, not of the GIST metastases.
Our numbers exceed the single-mass diameters in the reports because the whole complex is traced; on some
dates the outline may include an adjacent bowel loop. The 248 mL on 23.09.2026 is mostly a difference of
method, not growth: the September outline reaches lower, to the bladder dome, and includes the anterior
lesion that the June trace cut off at its lower edge. Over the same levels the difference is between -4 % and
+41 %, within the 134-228 mL spread of the earlier traces, and the radiologist reports both pelvic lesions as
stable.

plex) on all 11 contrast studies (190 mm field), slice through the largest c rup, e right. C: col x liver on PET-CT dates.

Figure 24: The pelvic complex through its largest cross-section on all eleven studies (19 cm field); amber titles = contrast
CT, cyan titles = PET-CT with FDG above 1.3 x liver background. Cyan = traced outline.
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14 Mar 2024
98 mm, 148 mL

Figure 26: The same masses with ghost organs: bladder (yellow), hip bones, sacrum and femoral heads (grey), colon
(sand), clipped to a box around the mass; bar = 5 cm.

10 Feasibility of liver-directed treatment

10.1 Opinion of the interventional radiologist (Dr. Oleksandr Korshak, Shalimov Na-
tional Scientific Centre of Surgery and Transplantology, Kyiv; 10-11.09.2026,
messenger consultation)

Thermal ablation (RFA, MWA) is contraindicated for this lesion because two contraindications coincide: prox-
imity to the left branch of the portal vein and, above all, direct adjacency to the left bile duct. Y-90 radioem-
bolisation (TARE) costs from about EUR 40,000 and is not performed in Ukraine (nor in Czechia or Slovakia);
whether transarterial chemoembolisation (DEB-TACE/TACE) or surgical resection is possible was still under
discussion. On 11.09.2026 the same specialist was asked about focused-ultrasound histotripsy (HistoSonics,
newly approved in Europe): a new and very expensive method without results in large numbers of GIST pa-
tients or for lesions of this size, results from other liver tumours cannot be transferred; he suggested asking
HistoSonics directly.

Consistency with the imaging: the image analysis supports this opinion. The lesion abuts the left portal
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branch and the metabolically active tumour is exactly on that side, so an ablation margin would have to include
the branch and the accompanying duct.

10.2 Guideline basis for local treatment of focal progression

NCCN (von Mehren et al., JNCCN 2022;20(11):1204—-1214; NCCN Guidelines for Patients, GIST 2023) and
ESMO-EURACAN-GENTURIS (Casali et al., Ann Oncol 2022;33:20-33) both recommend, for limited pro-
gression on imatinib, continuing the TKI and treating the progressing lesion locally (resection if feasible, ab-
lation, embolization or chemoembolization), reserving a change of systemic drug for generalised progression.
In the Dutch GIST Registry (Brink et al., Eur J Surg Oncol 2023;49:106942) 123 of 457 metastatic patients
had elective surgery or ablation; local treatment was associated with better overall survival (HR 0.56), with the
best results when disease was confined to the liver (HR 0.27) and worse results when it was progressing on
systemic treatment (HR 3.9). Ablation series for focal progression on imatinib (Dileo 2004, Hasegawa 2007,
Avritscher and Gupta 2009, summarised at gistsupport.org) report complete ablation without complications
and progression-free intervals of 8—16 months, with the caveat that RFA applies to lesions “not close to blood
vessels or ducts” — the reason it was judged contraindicated here.

10.3 Evidence summary (OpenEvidence review, 05.09.2026)

» Pattern. Imatinib-refractory, liver-limited oligoprogression (“nodule within a mass”) driven by polyclonal
secondary KIT resistance, while the exon-11 bulk disease still responds to imatinib. A combined local-
plus-systemic strategy is favoured over a plain TKI switch, and imatinib should continue through any
local therapy (2-year PFS after RFA 75 % with continued TKI vs 29 % without).

» Local options for a viable nodule inside a cystic mass. Arterially directed therapy (DEB-TACE/TACE,
Y-90 TARE; NCCN 2A) deposits its effect only in perfused tissue; microwave ablation (after cyst aspira-
tion) or cryoablation for a few well-defined nodules; SBRT for a perivascular or central nodule unsafe
for a probe (prospective GIST series: 80 % stable target lesions, median 16 months); IRE as the vessel-
and duct-sparing alternative for a nodule abutting major vessels or central ducts (GIST data anecdotal);
RFA is the least suitable in fluid-containing targets.

» Timing. Ablation planning needs multiphase CT or MRI no older than about 30 days; the June scan is
stale and the 32 % ctDNA fraction argues for re-imaging now and definitive local therapy within about a
month, provided the disease is still oligoprogressive.

» Systemic. Sunitinib covers V654A but not A829P; regorafenib and ripretinib cover A829P and rego-
rafenib remains clinically reasonable against V654A (VOYAGER ctDNA data); sorafenib has the broad-
est in-vitro coverage but only retrospective GIST evidence. The PRES history raises the stakes of potent
VEGFR inhibitors: reduced starting dose and strict blood-pressure monitoring. Clinical-trial referral is
recommended.

» Extrahepatic disease. The femoral-head lesion flagged by LISOD should be characterised (MRI), be-
cause extrahepatic disease reduces the value of arterial therapies; the Israeli reading found no bone
lesions.

10.4 Proposed systemic drugs and coverage of the three KIT clones

Merged from the FoundationOne report (therapy list, NCCN categories, resistance flags) and the OpenEvi-
dence review (subgroup data from INTRIGUE and VOYAGER, toxicity). Median PFS values are trial subgroup
figures.

Drug / VE54A (exon AB829P (exon VEGFR / PRES

approach FoundationOne 13) 18) risk Status for her

Imatinib 400 resistance resistant resistant none continuing;

mg (current) flagged keep through
any local
therapy

Sunitinib 50 mg  resistance strong (MPFS  resistant (2.3 high (grade 23  prescribed

4/2 flagged 15.0 mo) mo) HTN 22.6 %, 30.07 and

(A829P) PRES warning) 08.09.2026,

not started


https://drive.google.com/file/d/1ugmdBlObaIrMsmXeAiEGUYYs2LXY8ezW/view
https://drive.google.com/file/d/1JLzQAW1DuF7Z4EsLHW-iNj517lOl4mWf/view
https://drive.google.com/file/d/1JLzQAW1DuF7Z4EsLHW-iNj517lOl4mWf/view
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Drug / V654A (exon A829P (exon VEGFR / PRES
approach FoundationOne 13) 18) risk Status for her
Regorafenib NCCN acceptable active (6.7 mo)  high (HTN chosen —
160 mg d1-21 category 1 clinically (7.4 10-24 %, dispensed
mo, PRES in label,  30.09.2026, not
VOYAGER) hepatotoxicity)  yet started
Ripretinib 150 limited reduced (4.0 strong (14.2 low (HTN 5.8 fourth line;
mg resistance mo) mo) %, no PRESin  equal to
evidence label) sunitinib in the
co-occurring
subgroup (HR
1.07)
Sorafenib NCCN 2A, active in vitro active moderate off-guideline,
other tumour (conflicting) retrospective
type data
Avapritinib resistance resistant active bleeding not suitable
flagged warning
Nilotinib / NCCN 2A other no clinical — low / arterial not
ponatinib / tumour type / activity / risk / low recommended
dasatinib no flag escape
mutation / no
data
Velzatinib — active (exon 13  active (exon selective KIT, trial
(IDRX-42), ORR 17 %) 17/18 ORR 23  low VEGFR (StrateGIST 3,
StrateGIST-1 %) NCT07218926,
recruiting in
Europe); 2nd
line mPFS 13.7
mo, 3rd line 9.2
mo
Bezuclastinib + — yes (sunitinib) yes sunitinib risk phase 3 Peak
sunitinib (Peak, (bezuclastinib)  retained positive (PFS
phase 3) 16.5 vs 9.2 mo,
HR 0.50); FDA
decision due
30.11.2026
Pimitespib — mutation- same low (no Japan only;
(TAS-116, agnostic (KIT VEGFR activity; phase 3 mPFS
Jeselhy), degradation; diarrhoea 76 %, 2.8 vs 1.4 mo,
HSP90 inhibitor HR 0.52in night blindness OS HR 0.42,
exon 13/14 + 12 %) no objective
17/18 responses;
subgroup) import =
€17,700 per
28-day cycle
Local therapy + — ablates clone ablates clone none NCCN-

imatinib

endorsed for
limited
progression;
fresh imaging
first

11 Questions for the multidisciplinary tumour board

1. Physical removal of the new focus, with imatinib continued. Thermal ablation has been declined
because the segment Il/lll lesion (June 42 x 36 mm; FDG-active area 35 x 54 mm, confluent, on
23.09.2026) abuts the left portal branch and the left hepatic duct; the 23.09.2026 PET-CT adds an
active 15 x 24 mm focus in segment S8. Which option does the board recommend and where can it be
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done: resection of the left lateral section (segments II-lll), irreversible electroporation (NanoKnife), his-
totripsy (HistoSonics, newly approved in Europe), SBRT, or transarterial treatment (DEB-TACE/TARE)

of the segment Il/lll feeding artery — and how should the active rim of the right-lobe mass be handled?

2. New systemic drug or trial, if and when needed. Both resistance clones (KIT exon 13 V654A and
exon 18 A829P) must be covered; each later TKI line gives a shorter time to the next progression with
more toxicity; she had PRES with intracerebral haemorrhage on a VEGFR inhibitor.

Covers V654A /
Option A829P Expected benefit Main risk for her Access / cost
Sunitinib 50 mg yes/ no median PFS 5-15 hypertension, available;
4/2 (prescribed) months by clone VEGFR class — prescribed, not
PRES history started
Regorafenib 160 yes / yes median PFS hypertension, NCCN category 1;

mg d1-21 about 5 months hand—foot chosen —
dispensed
30.09.2026, not
yet started
Ripretinib 150 mg  weak / strong 4—6 months; lowest about USD
equal to sunitinib  neurovascular risk 36,600 per month
in the co-mutated  of the TKIs (Israeli price
subgroup 110,986 per 90
tablets)
Velzatinib yes | yes 2nd line 13.7 selective KIT, low  trial: StrateGIST 3
(IDRX-42), months, 3rd line VEGFR (NCT07218926,
StrateGIST-1 9.2 months velzatinib vs
sunitinib)
recruiting
incl. Warsaw,
Poznan, Kielce,
Essen, Berlin,
Mannheim,
Budapest; 50 %
sunitinib arm
Bezuclastinib + yes / yes phase 3: PFS sunitinib risk FDA decision due
sunitinib (Peak) 16.5vs 9.2 retained 30.11.2026; not
months vs enrolling in
sunitinib, HR 0.50; Europe
ORR 46 vs 26 %
(ASCO 2026)
Pimitespib mutation-agnostic PFS 2.8 vs 1.4 diarrhoea, night Japan only;
(HSP90 inhibitor) months, blindness; no import = €17,700
stabilisation only VEGFR activity per cycle

Question: which of these would the board choose, at what point — now, or only after local control fails
— and with what blood-pressure safeguards?

3. Immune- and antibody-based options: is anything worth pursuing now or alongside local treat-
ment? The evidence is weak and mostly preclinical; the question is whether the board sees a rational

entry point.

What has been tried in GIST (OpenEvidence review, sections 13—16):

Approach

Evidence

Result

Relevance to her

Checkpoint inhibitor +

TKI (AXAGIST:

avelumab + axitinib)

Phase II, n = 56,
pretreated GIST

ORR 8.9 %, median
PFS 4.6 months; five
responders lasted a

median 18.5 months

Small chance of
durable benefit; grade
= 3 toxicity 30 %
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Approach

Evidence

Result

Relevance to her

Regorafenib +
checkpoint inhibitor
(IMPRESARC)

Imatinib +
peginterferon-a2b

Checkpoint
monotherapy, mRNA
neoantigen vaccine,
TIL therapy

Retrospective French
cohort

Pilot, 8 treatment-naive
patients

No GIST data

46 % of GIST patients
progression-free at 6
months, mostly KIT
exon 11

100 % response; never
repeated

Uncontrolled, but
matches her genotype
and a drug already
proposed

Depended on imatinib
sensitivity — not her
situation

TMB 3—4.8 Muts/Mb
and MSS leave few
targets

New leads: (a) KlIT-targeted antibody—drug conjugate NN3201 (c-KIT antibody + MMAE, Novelty No-
bility), phase 1 NCT06805825, recruiting in the US, imatinib-pretreated GIST eligible (gisttrials.org trial
419); (b) V&1 yd T cells are the anti-tumour immune population in GIST, depleted in imatinib-resistant
tumours and restored by PD-L1 blockade plus imatinib in mice (Zeng, DeMatteo et al., Research
Square preprint 2026, PMC13252525); (c) single-cell profiling of imatinib-resistant GIST shows a
specific immunosuppressive microenvironment — regulatory T cells engaged via TIGIT-NECTIN2 and
IDO1-positive dendritic cells via BTLA-TNFRSF 14, absent in sensitive tumours (Liu X et al., Cell Death
Dis 2024;15:190, doi:10.1038/s41419-024-06571-3), a rationale for Treg-, TIGIT- or IDO1-directed
strategies; (d) intratumoral T-cell activation kills tumours regardless of antigen specificity through a
paracrine innate mechanism (Ghirardelli Smith et al., Nat Immunol 2026, doi:10.1038/s41590-026-
02642-z) — a rationale for intratumoral immune agents in an accessible liver lesion, without clinical
GIST data.

Question: is any of these a candidate for her — the ADC trial, checkpoint inhibitor + regorafenib, an
intratumoral or cell-therapy trial — and under what conditions?
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12 Appendix A — PET-CT report, KMKOC, 23.09.2026 (English trans-
lation)

Drive: this translation (Ukrainian original)
MUNICIPAL NON-PROFIT ENTERPRISE «KYIV CITY CLINICAL ONCOLOGY CENTRE» (KMKOC)

69 Verkhovynna St., Kyiv, 03115, Ukraine - tel. (044) 4239607 - E-mail: petctkyiv@gmail.com - EDRPOU
code 13697965

Combined PET-CT examination protocol

Patient (full name): Zherlitsyna Anastasiia Stanislavivna
Date of birth: 25.04.1976

Medical record No.: 13189/26

Patient weight: 65 kg

Date of examination: 23.09.2026

Scanner: PET-CT GE Discovery STE16
Radiopharmaceutical (RP): 18F-FDG

RP activity: 260 MBq

Route of administration: intravenous

Effective dose, low-dose CT: 5.64 mSv

Effective dose, PET: 4.94 mSv

Total dose, PET/CT: 10.58 mSv

Preparation: fasting; oral water loading.

Imaging performed 80 min after RP injection.

Field of view: from the supraorbital ridges to the mid-third of the thighs
Blood glucose at time of scan: 5.9 mmol/L

Diagnosis:

Leiomyosarcoma of the uterine body, T2NxM1. Secondary involvement of the liver and peritoneum. Disease
progression in the liver. Gastric GIST.

Anamnesis morbi:

Histopathology (liver) 2023 — metastasis of uterine leiomyosarcoma; histopathology (stomach) from 2023 —
gastric GIST, GIST metastasis to the liver;

Surgical treatment — 01.2023 — repeat liver biopsy; 11.04.2023 — gastric biopsy, core biopsy of the liver;
Chemotherapy — 4 cycles in 2022 + targeted therapy with pazopanib, thereafter 3.5 years of imatinib.
Description of the PET-CT images (comparison with PET/CT of 19.06.2026):

Neck: symmetrical uptake of the tracer in the tonsils is seen, which is a physiological process. No other areas
of tracer uptake in the neck organs were found. No cervical, supra-/infraclavicular or axillary lymph nodes with
pathological RP accumulation are visualised.

Chest: the parenchyma of the right and left lungs and the mediastinal organs show no pathological hyper-
metabolism. In the middle—lower third of the oesophagus, increased RP uptake of moderate-to-high intensity
is seen, SUVmax = 2.0-3.2, without additional mass lesions. Physiological tracer distribution is seen in the
mammary glands. Physiological RP distribution is seen in the myocardium. Mediastinal blood-pool SUVmax
= 1.6. No mediastinal or pulmonary-hilar lymph nodes with pathological RP accumulation were found.

Abdominal cavity: the gastric walls show a relatively uniform RP distribution, SUVmax up to 2.8, without
suspicious foci of hypermetabolism. Along the lesser curvature an FDG-negative lesion persists, closely
apposed to the tail of the pancreas, with signs of calcification, measuring 43x32 mm (previously 4.3x3.3 cm).
In the liver, the previously known multiple ametabolic lesions persist (the largest 98x148 mm in the right lobe


https://drive.google.com/file/d/1dT7-TInWm_OQHP7e2sD-n3tfDWjNuUsM/view
https://drive.google.com/file/d/16mV_oTjqjV8NexQEq13h0SDUWBPW7hqO/view
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— previously 14.4x10.4 mm) with ingrowth of metabolic activity along the contour and within the structure of
some of them, intensity SUVmax up to 4.9, with a metabolic size in the left lobe up to 35x54 mm (confluent)
and up to 15x24 mm within the ametabolic area in segment S8. Physiological RP distribution is seen in the
spleen, pancreas and both adrenal glands. The walls of the small and large intestine show no pathological
hypermetabolism. RP uptake in both kidneys is physiological for this tracer. No abdominal or retroperitoneal
lymph nodes with pathological RP accumulation were found.

Pelvis: status after chemotherapy for leiomyosarcoma of the uterine body. Along the anterior uterine wall
a heterogeneous lesion persists, SUVmax up to 1.8, with calcifications in its structure, measuring 67x49
mm (previously 6.8x5.5 cm). A stable ametabolic nodular lesion persists along the upper margin, measuring
37x47 mm (4.6%3.7 cm). No other areas of pathological RP accumulation in the pelvic organs were found.
Physiological tracer uptake is noted in the urinary bladder. No RP hypermetabolism in the lymph nodes of the
true pelvis, iliac or inguinal groups was found.

Skeleton: no pathological tracer metabolism indicating osteolytic involvement was found in the bones.
Conclusion:

PET/CT signs of an increase in metabolic activity in multiple foci of liver-parenchyma involvement compared
with the PET/CT of 19.06.2026, which is characteristic of progression of the underlying disease.

Stable low-intensity lesion of the uterine body and a stable ametabolic node of the uterine body, without marked
change.

A stable FDG-negative lesion of the gastric body persists.

RP uptake in the oesophagus may correspond to an inflammatory origin; however, further evaluation — EGD
(upper Gl endoscopy) — is recommended.

No other data indicating an FDG-positive pathological process were found.
Recommended:

oncologist consultation; PET/CT treatment monitoring.

Nuclear-medicine physician: Kholodna A.V.

Note! 18F-FDG is not a tumour-specific radiopharmaceutical. The presence of an FDG-insensitive tumour
type cannot be excluded. This report cannot serve as a definitive diagnosis. The PET/CT data should be
considered valid for three weeks.

English translation of the original Ukrainian PET-CT report of 23.09.2026 (KMKOC, Kyiv). Faithful clinical
translation; measurements and SUV values reproduced as in the original.
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13 Appendix B — Expert opinion on the FDG PET-CT, 08.09.2026 (En-
glish translation)

Drive: this translation (Russian original)

13.0.1 Expert opinion on FDG PET-CT — English translation

Source (Russian original): docs_eng/2026 _new/Zherlitsyna Anastasia - PET CT revision - 08.09.2026.docx
(second medical opinion, Israel). Translation made 10.09.2026; wording follows the original as closely as
possible.

13.0.1.1 Patient and study details Patient: ZHERLITZINA ANASTASIA / Zherlitsyna Anastasia
ID: ME923960

Date of birth: 25.04.1976

Study date: 19.06.2026

Date of reading: 08.09.2026

13.0.1.2 Indication The patient is under follow-up and receiving treatment for metastatic gastrointestinal
stromal tumour (GIST).

Comparison: with the previous study of 13.05.2025.

13.0.1.3 Technique The study was performed after intravenous injection of the radiopharmaceutical, with-
out intravenous and without oral contrast agent.

13.0.1.4 Findings

13.0.1.4.1 Head and neck As is known, the diagnostic capability of this study with respect to the brain is
limited. Within the limits of the method, no gross changes of the brain parenchyma are identified.

No hypermetabolic enlarged cervical lymph nodes are identified.

The thyroid gland is of normal size, without pathological FDG uptake.

13.0.1.4.2 Chest Small nodules are seen in both lungs, stable over a long period, with sizes below the
resolution of PET.

No pleural effusion.

Minimal amount of pericardial fluid — unchanged.

No pathological FDG uptake in the mediastinal and hilar lymph nodes.
No pathological FDG uptake in the breast tissue.

No pathological uptake in the axillary lymph nodes.

The superior vena cava (SVC) is not visualised — probably occluded. Dilated collateral vessels are seen in
the chest.

13.0.1.4.3 Abdomen and pelvis The known hypodense lesions are again identified in both lobes of the
liver.

A large lesion in the right lobe of the liver with peripheral FDG uptake, which in the present study is somewhat
more pronounced. The size of the lesion is about 15 x 10 cm; on the previous study — about 11-12.5 cm.

The lesion in the left lobe of the liver, about 42 x 36 mm — without significant change in size, however the
intensity of FDG uptake has now increased.

The gallbladder is not enlarged. The intrahepatic bile ducts are not dilated. The portal vein is patent.


https://drive.google.com/file/d/1ZmwiGkKzbwShznJlkOn2GymYGIo4gjWb/view
https://drive.google.com/file/d/1pEe9kHfNVYrPEavHsBKgTapsc9jTSw1w/view
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The known lesion in the stomach wall with calcifications, without significant change in size — about 37 x 31
mm. Minimal FDG uptake is noted, similar to that observed previously, without significant dynamics.

The spleen is of normal size, without pathological FDG uptake.

No pathological FDG uptake is identified in the pancreatic parenchyma.

The right adrenal gland is compressed by the liver, without mass lesions and without pathological FDG uptake.
Thickening of the left adrenal gland without pathological FDG uptake — unchanged.

Kidneys without radiopaque calculi, no hydronephrosis.

No hypermetabolic enlarged lymph nodes are identified in the abdominal cavity, retroperitoneum or pelvis.
No pathological FDG uptake in the inguinal lymph nodes.

Urinary bladder without significant changes.

Bowel loops, as far as can be assessed by this method, without significant changes.

The known heterogeneous lesions of the uterus — without significant dynamics.

13.0.1.4.4 Skeletal system Within the examined area no pathological foci of FDG uptake or destructive
bone changes are identified.

13.0.1.5 Conclusion The known gastric lesion — without significant change in size and without significant
FDG uptake.

Metabolic progression of the liver lesions, especially of the lesion in the left lobe, as well as enlargement of
the large lesion in the right lobe of the liver, whose metabolic activity has also somewhat increased.

Small pulmonary nodules — unchanged.

13.0.1.6 Signature Dr. Victoria Kulikova
Nuclear medicine specialist

Physician licence No. 84847

Specialist licence No. 131252

Translator's note: the report states the CT was performed without intravenous contrast; the DICOM series of
the 19.06.2026 study include a venous-phase contrast series (series 9), so this statement appears to refer to
the PET reading protocol rather than to the CT acquisition.
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14 Appendix C — LISOD retrospective radiology report, 08.07.2026
(English translation)

Drive: this translation (Ukrainian original)

14.0.1 LISOD Radiology Report — Retrospective PET-CT Analysis (English Translation)

Source (Ukrainian original): docs_eng/anastasia_disks/June_19 2026 PET_CT/KepniunHa_AHacTacis_CraHicnasiBHa_F
Facility: LISOD, Radiology Diagnostics Department

Patient: Zherlitsyna Anastasiia Stanislavivna, ID 110889, DOB 25.04.1976

Report date: 08.07.2026

Study: retrospective analysis of provided imaging studies (PET/CT with FDG from 19.06.2026), compared to
prior PET/CT with FDG from 13.05.2025 and 14.03.2024

Reporting physician: Novikov M.Ye.

14.0.1.1 Clinical background (as stated in report) ICD-10: C16.9 - Malignant neoplasm of stomach,
unspecified. Diagnosis: Leiomyosarcoma of uterine body, T2NxM1, secondary liver and peritoneal involve-
ment. Status after 4 cycles of Gemcitabine + Docetaxel + Avastin chemotherapy with liver progression
(per CT/MRI 10/2022). C-KIT, MET mutation detected (ONCOMINE). Status after Pazopanib treatment (05-
12/01/2023) with PRES development and positive CT dynamics. 01/2023 - repeat liver biopsy, histology:
uterine leiomyosarcoma metastasis. Status after 3 cycles of Trabectedin with negative radiological dynam-
ics (PET/CT 11/04/2023). Suspected synchronous gastric neoplasia (GIST?). Status after EUS-FNA gastric
biopsy, liver core biopsy - histologically GIST of stomach, GIST metastasis to liver (CSD). 08/2023 - status
after 4 months Imatinib with pronounced positive PET/CT response. 03/2025 - status after 2 years Imatinib,
positive clinical picture. 05/2025 - stable radiological dynamics on Imatinib.

14.0.1.2 Findings Head and neck: No changes characteristic of metabolically active aggressive neoplastic
involvement, same as prior imaging. No significant change since 13/05/2025, no new active or suspicious
lesions.

Chest: No changes characteristic of metabolically active aggressive neoplastic involvement, same as prior
imaging. No significant change since 13/05/2025, no new active or suspicious lesions. No excess pleu-
ral/pericardial fluid, no large vessel thrombi.

Abdomen and pelvis: Known foci and masses in the liver are generally stable in size overall; however, mural
(wall) components within them — particularly in the largest lesion in the right lobe — show new nodular ele-
ments with notable enhancement and partial focal moderately increased activity, moderately higher than the
hepatic blood pool. This is best seen in nodule "42” in the left lobe, with uptake up to SUVmax 3.2 (adjacent
parenchyma SUV 2).

No new separate similar active or suspicious nodules found.

Known residual gastric tumor without significant activity; nodule above the bladder/uterus on the right also
without significant activity and without change.

No new separate active or similar nodules, no new suspicious lymphadenopathy found.

No signs of bowel obstruction, ascites, hydronephrosis, bile duct dilation, or large vessel thrombi.

Bones and soft tissue: New elongated/geographic lucency in the femoral head of the right hip, approximately
31mm, with a sclerotic rim and moderate activity, currently without flattening/deformity of the head. No other
new active/suspicious bone lesions found.

14.0.1.3 Radiological conclusion New mural (wall) components with moderate activity within the liver
lesions, raising suspicion of return of viable tumor elements of GIST metastases.

Physician: Novikov M.Ye.

[Translation note: plain-language English translation of the Ukrainian original for reference purposes; not a
certified medical translation.]


https://drive.google.com/file/d/1taZ7Sy14R117SCHrhsDFnNYREB3wgyIL/view
https://drive.google.com/file/d/1zp4hFUJAxP7a3SCxyGxmrEGFmKDTbIOJ/view
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15 Appendix D — PET-CT report, Feofaniya, 19.06.2026 (English
translation)

Drive: this translation (Ukrainian original) - DICOM disc

15.0.1 PET-CT Whole Body with Contrast Enhancement — English Translation

Source (Ukrainian original): docs_eng/anastasia_disks/June_19 2026 PET_CT/KepniunHa_AHacTacis_CraHicnagiBHa_f:
Facility: All-Ukrainian Radiosurgery Center (Feofaniya), PET-CT Diagnostics Department

Patient: Zherlitsyna Anastasiia Stanislavivna, b. 1976

Study: Whole-body PET-CT with contrast enhancement

Date: 2026-06-19 / #53478/25

F18-FDG injected IV: 232.7 MBq; PET effective dose 4.4 mSy, CT 18.7 mSv

15.0.1.1 Clinical data 1. Gastrointestinal stromal tumor (GIST) of the stomach, GIST metastasis to the
liver (CSD). Status post EUS-FNA biopsy of the stomach, core biopsy of the liver. 08.2023 - status after 4
months of Imatinib treatment. 03.2025 - status after 2 years of Imatinib treatment with positive clinical picture.
Daily Imatinib (Glivec) continued after the last PET-CT.

2. Leiomyosarcoma of the uterine body T2NxM1, secondary involvement of liver and peritoneum. Status
after 4 courses of chemotherapy per Gemcitabine+Docetaxel+Avastin protocol with disease progression in
the liver (10.2022). C-KIT and MET mutations detected. Status after Pazopanib treatment (05-12.01.2023)
with development of posterior reversible encephalopathy syndrome and positive CT dynamics.

01.2023 repeat liver biopsy: histology - metastasis of uterine leiomyosarcoma. Status after 3 cycles of
chemotherapy per Trabectedin protocol with negative dynamics (PET-CT from 11.04.2023).

Reference PET-CT for comparison: 13.05.2025

Reference values: mediastinal blood pool SUVmax 1.41; liver parenchyma pool SUVmax 1.99.

15.0.1.2 Findings Oncological disease control:

Stomach: not distended; along the lesser curvature a hypodense ametabolic mass persists, stable in size at
up to 4.3x3.3x4.4 cm (ax+sag), with increasing calcifications in its structure.

Distant metastatic spread:

Liver: compensatorily enlarged, right lobe craniocaudal size up to 18.7 cm (13.05.2025 - up to 17.9 cm).
Parenchyma contains ametabolic, hypodense masses, stable in size:

- Sg5/6/7/8: massive mass up to 14.4x10.4x14.1 cm (ax+cor)

- 8Sg7: satellite lesion up to 1.0%1.0 cm

- 8g7/8: subcapsular, up to 6.3x4.3 cm

- Sg5/8 border: small lesion up to 0.6x0.6 cm

- Sg4a/7 border: up to 0.6%0.6 cm

- 8g2/3 border: mass along the left portal vein, 4.5x3.6 cm

-Sg1: up to 1.3x1.3 cm

- Sg4b: small lesion up to 0.4x0.4 cm

Uterus: along the anterior wall, a heterogeneous round mass with calcifications, conditionally stable in size
at up to 6.8x5.5x4.8 cm (ax+sag) - per history, likely treated leiomyosarcoma. Along the upper margin, an
ametabolic mass of stable size up to 4.6x3.7 cm - pelvic MRI with contrast recommended for correct assess-
ment. Ovaries not clearly differentiated - correlate with ultrasound data.

Bones unremarkable, no suspicious bone marrow FDG uptake.

Neck: physiological symmetric FDG metabolism in the palatine tonsils. No signs of metabolically active cer-
vical lymphadenopathy. Thyroid not enlarged, normal structure, no increased FDG uptake. A subcutaneous
port system is placed at the right subclavian region; catheter passes into the superior vena cava, distal tip at
the lower third of the SVC.


https://drive.google.com/file/d/1FvaL6jAj_Qw64Z44oFnUJvXySHHqyjYw/view
https://drive.google.com/file/d/15Z007fhThFHyCgIekVFmOgxNc0LJhBuR/view
https://drive.google.com/drive/folders/1GLr6paw7LEI_fFs5x93oVRZjIjuNlBWb
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Chest: mammary glands without pathological FDG uptake. No signs of metabolically active axillary, medi-
astinal or hilar lymphadenopathy. Trachea and main bronchi patent. Lung parenchyma normal aeration, no
infiltrative or mass changes. Single small bullae on the right in S1, subpleural, up to 0.8 cm. No pleural
effusion.

Abdomen/retroperitoneum: gallbladder not enlarged, compressed by adjacent liver parenchyma, contents of
homogeneous density, no radiopaque calculi. Pancreas normotrophic, contour clear and scalloped. Adrenal
glands not enlarged, normal shape. Kidneys typically positioned, parenchyma normal thickness. Collecting
systems and ureters normal configuration. No metabolically active intra-abdominal or retroperitoneal lym-
phadenopathy.

Pelvis: bladder moderately filled, walls not thickened, no additional masses. Small amount of fluid in the
Pouch of Douglas. No metabolically active pelvic or inguinal lymphadenopathy.

15.0.1.3 Conclusion Compared with the PET-CT from 13.05.2025 (note: report references this as
13.05.2026, likely a typographical date error for 13.05.2025), the picture of the known gastrointestinal stromal
tumor (GIST) of the stomach and metastatic liver involvement shows no reliable negative dynamics.

Given the histologically confirmed GIST, which may show absent or variable FDG avidity, the absence of
pronounced metabolic activity does not exclude residual tumor tissue. For correct assessment of disease
course and further monitoring, correlation with contrast-enhanced CT or MRI is recommended.

The calcified uterine body mass is stable over time; the ametabolic mass along the upper margin of the
uterine body - pelvic MRI with contrast is advisable for correct assessment.

Radiologist: Zakrzhevska K.P.

Head of the All-Ukrainian Radiosurgery Center, radiologist: Kmetiuk Ya.V.

[Translation note: this is a plain-language English translation of the Ukrainian original for reference purposes;
it is not a certified medical translation.]
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16 Appendix E — Slice-by-slice verification of the lesion outline

Figure 27: Every 2 mm slice through the lesion: cyan = CT lesion outline, yellow = FDG-active tumour, blue = portal vein,
green = other vessels.
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