
On initial clinical observation, the patient was
hemodynamically unstable. The systolic blood pres-
sure was 90 mmHg, heart rate was 110/min, and
temperature was 36.8 °C. His abdomen was soft and flat,
but there was tenderness in the left upper quadrant. Be-
cause initial hemoglobin value in the emergency room
was 7.3 g/dl (normal range, 13.5–17), immediate transfu-
sion and emergency endoscopy were performed to identify
bleeding sites and perform hemostasis. An esophago-
gastroduodenoscopy showedno upper gastrointestinal
pathology to account for bleeding, and colonoscopy re-
vealed hematic residues but no detected lesion (Fig.1).
As soon as endoscopy was completed, abdominal pelvic
computed tomography (AP-CT) scan was performed
with IV contrast. AP-CT scan showed that the distal
jejunum and its mesentery were tortuous and the end
of the mesentery was ring-shaped suggesting an intra-
abdominal intussusception (Fig.2).

Because of unresponsive transfusion for low blood
pressure and continuous hematochezia, an emergency
laparotomy was performed. Intraoperative laparoscopic
findings showed typical intussusception in which one
small bowel infiltrated the other small bowel (Fig.3).

Gross and histopathologic examination after resection
confirmed GIST to be the leading point causative of the in-
tussusception. Grossly, the mass was within the small bowel
wall, covered with epithelial mucosa, and measuring 3.7 ×
2.5 × 2.5 cm. A centrally located and depressed ulcerative
lesion was identified overlying the tumor (Fig.4). On cut
section, a relatively well-demarcated, firm and fibrotic, and
light gray, lobulated mass was identified. The mass involved
the entire small bowel wall, extending from the mucosa to
the subserosa without penetrating the serosal surface.
Overall, monotonous and multifocal hemorrhagic foci were
identified, with no dominant focus of bleeding (Fig.5).

On light microscopic examination, hypercellular and
hypocellular areas were identified with mostly hypercel-
lular component showing nodular appearance under low
magnification. Under high magnification, spindle cells
showed elongated nuclei with vesicular chromatin and
inconspicuous nucleoli forming short fascicles (Fig.6).
The ulcerative area showed neutrophilic inflammatory
exudate and extravasated erythrocytes, confirming heavy
bleeding within the ulcerative focus.

Immunohistochemically, the tumor was strongly positive
for c-kit (CD117), showing diffuse and cytoplasmic reactiv-
ity (Fig. 7). DOG1 (also known as ANO1, anoctamin 1)
stain was also positive in our case, which is sensitive and
relatively specific for GIST, confirming the diagnosis.

Discussion
Only 5% of all primary GI tract tumors are small bowel
origin tumors [9]. It is difficult to diagnose the small
bowel tumor because symptoms are often absent or
non-specific. Small bowel origin GIST is a rare tumor
that is also difficult to diagnose. A review of 18 cases of
intussusception secondary to GIST found that approxi-
mately 39% (7/18) of GISTs were within the small bowel.

Fig. 1 Colonoscopic finding of unknown origin melena

Fig. 2 CT scan showing a target sign at the jejunum

Fig. 3 Intraoperative laparoscopic finding showed intussusception of
the jejunum
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