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CASE REPORT
A 65-year-old female presented with symptoms of upper abdominal 
pain, intermittent vomiting 30 minutes after meals for the past six 
months and she did not have any significant past history. She had 
a mass, palpable in the right upper quadrant with clinical features 
of gastric outlet obstruction. Blood investigations showed mild 
anaemia. Endoscopy showed a submucosal tumour from the 
posterior wall of stomach with central ulceration prolapsing into the 
duodenum [Table/Fig-1]. CT scan demonstrated gastroduodenal 
intussusception due to 6 x 6 x 4 cm sized heterogeneously 
enhancing pedunculated polypoid mass attached to the antropyloric 
region, lying within the duodenum extending till its third part [Table/
Fig-2,3].  During laparotomy, the gastroduodenal intussusception 
was noticed to have extended upto the duodeno-jejunal junction 
as evidenced by the intussusception complex being seen in the 
infracolic compartment [Table/Fig-4]. The intussusception was 
reduced gradually with traction [Table/Fig-5] and the tumour 
replaced back into the antrum. Anterior gastrotomy was made, the 
tumour was resected with a cuff of posterior wall of stomach with 
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AbSTRACT 
Gastroduodenal intussusception is the rarest forms of adult intussusception. We present a case of gastroduodenal intussusception 
due to a gastric Gastrointestinal Stromal Tumour (GIST). The patient was a 65-year-old female who clinically presented as acute 
gastric outlet obstruction. The patient was managed by gentle reduction of the intussusception, followed by wedge resection of the 
tumour. She was relieved of her symptoms and recurrence free for past one year.

GIA stapler [Table/Fig-6,7]. The anterior gastrotomy was closed 
with single layer continuous 2’0 vicryl sutures. Postoperative period 
was uneventful, Nasogastric tube was removed on second Post 
Operative Day (POD) and orals gradually started from third POD 
and discharged on eighth POD. Histopathology of the resected 
specimen showed spindle cell neoplasm with 0-1/50 (high-power 
field) mitotic activity [Table/Fig-8]. There was focal ulceration of 
mucosa and no necrosis was evident. All around gastric wall margin 
was free of tumour. Immunohistochemistry showed positivity for CD 
117, CD 34 and DOG1 [Table/Fig-9]. Smooth Muscle Actin (SMA) 
was focally positive with S100 negative. The patient is doing well, 
without recurrence for the past one year.

DISCUSSION
Adult intussusception is different in its entity than in children as 
it is caused by a definable structural lesion [1]. Gastroduodenal 
intussusception is among the rarest forms of adult intussusception, 
around 10% [2]. Gastroduodenal intussusception results from the 

[Table/Fig-1]: Endoscopy showing  submucosal tumour in the antrum with mucosal 
ulceration. [Table/Fig-2]: CT scan showing gastroduodenal intussusception (white 
arrow head).

[Table/Fig-3]: CT scan showing gastroduodenal intussusception extending to third 
part of duodenum (white arrow head). [Table/Fig-4]: Gastroduodenal intussusception 
complex seen at duodenojejunal junction in the infracolic compartment.

[Table/Fig-5]: Reduction of the intussusception by gentle traction. [Table/Fig-6]: 
After anterior gastrotomy, tumour seen arising from the posterior wall of stomach. 
[Table/Fig-7]: Wedge resection of the tumour done with GIA staplers.

[Table/Fig-8]: H and E section showing spindle cell neoplasm. (10X and 40X).
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invagination of a part of the stomach through the pylorus and into 
the duodenum. It can be caused by benign or malignant conditions. 
This rare presentation has been documented to be caused by 
polyps, Menetrier’s disease, brunner gland hamartoma, GIST and 
gastric carcinoma [3-7]. Our case of gastroduodenal intussusception 
is due to a pedunculated gastric GIST.

GIST is the most common mesenchymal tumours of the 
gastrointestinal tract, and is pathologically defined by positive 
immunostaining for c-kit proto-oncogene - CD117 (overexpressed 
in 95%) and CD34 (positive in 60% to 70%) [8]. Gastrointestinal 
stromal tumours are relatively common tumour of the stomach, 
majority of which are asymptomatic. Ulceration of the apical mucosa 
may occur resulting in abdominal pain or bleeding as reported in 
50% of cases [9]. Rarely patients present with symptoms of weight 
loss, early satiety, dysphagia and vomiting. Our patient presented 
with similar symptoms along with acute gastric outlet obstruction 
due to gastroduodenal intussusception. Only a handful of cases of 
gastroduodenal intussusception due to a gastric GIST have been 
reported in literature so far [6,10-12]. Endoscopy and CT scan are 
helpful in making a diagnosis, as in our case.

The treatment of choice for localised GIST is complete surgical 
resection. Gastric GIST <5 cm can be managed by wedge 
resection of stomach with generous margin, although some may 
require formal types of gastrectomy [13]. Tumours located close 
to gastroesophageal junction or pylorus may not be amenable to 
straight forward wedge resections. Laparoscopic management 
of gastric GIST has been reported in centres with such expertise 
[11,12].

Tumour  size and mitotic index are the main variables used in risk 
stratification systems, which was first developed by the National 
Institute of Health (NIH), also called as Fletcher’s criteria [14]. 
Modified NIH criteria include additional prognostic factors, such 
as non-radical resection (R1) and tumour rupture [15]. Based on 
Fletcher’s criteria our case belonged to the low risk category.

[Table/Fig-9]: Immunohistochemistry staining showing positivity for CD117, CD34 
and DOG1.

CONCLUSION
Gastroduodenal intussusception is the rarest form of adult 
intussusception. It can be caused by benign or malignant gastric 
tumours. Although gastric GIST is not uncommon, presentation 
in the form of gastroduodenal intussusception is very rare. This 
diagnosis should be entertained in a patient with acute gastric outlet 
obstruction. After reduction of the intussusception, GIST requires 
conventional surgical resection.
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