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A 55-year-old lady presented to us in the emergency services with
melaena. Haemoglobin was 3.4 g/dL. A massive blood transfusion
was given. Upper Gastrointestinal (Gl) endoscopy showed antral
erosions without active bleed and colonoscopy was inconclusive.
An Ultrasonogram (USG) of the abdomen showed multiple
haemangiomas of the liver and no bowel pathology. A Contrast
Enhancing Computed Tomogram (CECT) of the abdomen showed
an intensely enhancing lesion in the jejunum. Laparotomy revealed
a firm hypervascular mass 3x3cm in the proximal jejunum 6¢cm
distal to the duodeno-jejunal junction. The mass was resected and
on histopathological examination was found to be a low-risk GIST
with adequate margins and c-KIT (CD 117) positivity.
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[Table/Fig-1]: An abdominal CT transverse slice showing intensely enhancing
lesion with duodeno-jejunal intussusception (white arrow).
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[Table/Fig-2]: An abdominal CT coronal slice showing liver haemangiomas (black
arrow) and duodeno-jejunal intussusception with intensely enhancing submucosal
lesion (white arrow).
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Clinically, severe pallor was present. The abdominal examination
was within normal limits. Digital rectal examination revealed
melaena staining. On proctoscopy, the lower rectum could not be
visualised due to the melaena.

Laboratory findings: Haemoglobin 3.4 g/dL, bleeding and co-
agulation parameters were within normal limits

On Endoscopy of Upper Gl, Antral erosions were noted with no
active bleeding. Colonoscopy was inconclusive as rectum was
filled with melaena resulting in poor visibility.

Abdominal USG showed multiple haemangiomas in the liver with
no abnormal bowel pathology visualised.

CECT abdomen showed Duodeno-Jejunal intussusception [Table/
Fig-1] with intensely enhancing submucosal lesion with the same
intensity as that of blood vessels with probable diagnosis being a
growth of vascular origin. Multiple liver haemangiomas were also
visualised [Table/Fig-2].

Gross findings: Laparotomy revealed a firm well circumscribed
mass 3x3cm, arising from the anti-mesenteric border of the jejunum
6 cm distal to the duodeno-jejunal flexure with dilated peritumoural
vessels. The intraluminal portion of the affected bowel showed a
full diameter transverse slit across the tumour representing rupture
which probably caused the massive bleed [Table/Fig-3,4].

Microscopy: Microscopy with classical haematoxylin and eosin
staining revealed clusters of spindle shaped cells with elongated
nuclei with areas of mitosis. Immunohistochemistry demonstrated
positivity for CD 117 [Table/Fig-5,6].

GISTs are the most common sarcomatous tumours of the GIT,
typically seen in patients more than 50 years with slight male
preponderance. The most common sites in the GIT include
stomach (50-60%), small intestine (25-30%), rectum (5%),

[Table/Fig-3]: Intraoperative photograph showing the lesion near the duodeno-
jejunal junction
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[Table/Fig-4]: Intra-luminal photograph showing the lesion with intraluminal rupture.
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[Table/Fig-5]: Photomicrograph showing spindle shaped cells with irregular large
nuclei with intervening stroma (H & E, x 400).

oesophagus (2%). Jejunal GISTs are rare, contributing to only 10%
of GISTs arising from the GIT [1,2]. Histologically, GISTs consist of a
combination of spindle and epitheloid cells. Immunohistochemistry
for GISTs typically shows positivity for the tyrosine kinase receptor
protein — c-KIT (CD 117) [3].

Most patients with GISTs present symptomatically with
variable clinical presentation. Small GISTs usually present
as vague abdominal pain or with bleeding. Bleeding is most
common into the lumen of the GIT which is usually chronic in
presentation. Acute massive life threatening intraluminal bleed
is very rare. CECT abdomen findings typically are of a well
circumscribed submucosal mass or of an exophytic lesion.
Endoscopy can also be used for pre-operative diagnosis in
accessible locations. A pre-operative diagnosis is difficult
especially in cases presenting as emergency and diagnosis is
usually confirmed at surgery.

Complete surgical resection forms the mainstay of treatment.

Small bowel GIST is an unusual tumour of the GIT and can have
varied clinical presentation. Its presentation as acute massive Gl
haemorrhage is rare. Aggressive resuscitation, a high index of
suspicion and thorough clinical and radiological evaluation are
necessary to provide the best possible treatment.
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