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Case Report

An intraluminal jejunal gastrointestinal stromal tumor near DJ flexure
with gastrointestinal bleed: a rare case report
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ABSTRACT
Gastrointestinal stromal tumours (GISTs) are mesenchymal tumors arising in the gastrointestinal tract (GIT). In GIT,
the most common site of presentation is stomach followed by small intestine, colon, rectum and oesophagus. Here we
report a rare case of intraluminal jejunal GIST with history of pain abdomen, occasional vomiting and GI bleed.
Patient was taken up for exploratory laparotomy. Intraoperative findings revealed a hard-nodular growth in
antimesenteric border of jejunum, 5 cm distal to duodenojejunal flexure (DJ) partially obstructing the lumen.
Anastomosis was quite difficult due to presence of growth near DJ flexure and chances of leak were high. The patient
had an uneventful postoperative course and doing well after 1 year of follow up with no recurrence.
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INTRODUCTION
Gastrointestinal
stromal
tumours
(GISTs)
are
mesenchymal tumors arising in the gastrointestinal tract
(GIT) and occasionally elsewhere within the abdomen
(omentum, peritoneum and retroperitoneum).1 In GIT, the
most common site of presentation is stomach followed by
small intestine, colon, rectum and oesophagus.2 The
incidence of GIST is very low (i.e., 2 in 1,00,000) while
jejunal GIST is extremely rare accounting for 0.1-3% of
all gastrointestinal (GI) tumors.3 Usually these are
asymptomatic. Here we report a rare case of intraluminal
jujunal GIST with history of pain abdomen, occasional
vomiting and GI bleed.

region and occasional vomiting. There were 3 episodes of
melaena in last one week. On admission, her
haemoglobin was 9.7 gm/dl. On examination, per
abdomen findings were normal. No abnormality was
detected
on
oesophagogastroduodenoscopy
and
colonoscopy. CECT abdomen revealed 4.5×4.0 cm well
defined enhancing mass in proximal jejunum (Figure 1).
Within this mass there was a hypodense area representing
central necrosis. There was no lymphadenopathy or
metastasis. Patient was taken up for exploratory
laparotomy. Intraoperative findings revealed a hardnodular growth in antimesenteric border of jejunum, 5 cm
distal to duodenojejunal flexure (DJ) partially obstructing
the lumen (Figure 2).

CASE REPORT
A 48 year old female with no comorbidities presented
with 1 month history of dull aching pain in umbilical

Haemorrhagic spots were seen in the growth. Resection
of tumour with primary anastomosis was done.
Anastomosis was quite difficult due to presence of
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growth near DJ flexure and chances of leak were high.
The patient had an uneventful postoperative course and
doing well after 1 year of follow up with no recurrence.

The excision was complete with clear margins.
Immunohistochemistry revealed c-kit (CD 117)
positivity, which further confirmed the diagnosis of
GIST.
DISCUSSION
GIST constitutes a distinct group of rare gastrointestinal
tract tumors that originate from or differentiate towards
the interstitial cells of Cajal which are involved in
regulation of gastrointestinal motility by pacemaker
activity and also have a role in muscle relaxation.1 GISTs
are most common in adults predominantly at 50-60 years
of age.1 Both men and women are equally affected.4 2030% of GISTs are malignant in nature but most (70-80%)
are benign.2
GISTs occur most commonly in stomach (70%) followed
by small intestine (20-30%) and remaining 10% in colon ,
rectum and oesophagus.2,5 Jejunal GISTs are the rarest
type among all types of GISTs.3 The most common
clinical manifestation for symptomatic GIST is occult
gastrointestinal bleeding from mucosal ulceration. The
tumor may also present as pain abdomen, lump abdomen,
GI obstruction or may be an incidental finding in case of
small lesion.

Figure 1: CECT of whole abdomen.

Figure 2: Intraoperative picture of jejunal tumour
mass.

The diagnosis in small bowel GIST is difficult as these
are inaccessible to endoscopy. CT imaging is done which
shows heterogenous enhancement due to haemorrhage
and necrosis. Diagnosis is confirmed with help of
histopathology
and
immunohistochemistry.
Immunocytochemical studies showed c-kit (CD117) and
CD34 immunopositivity. The standard angiography has
low specificity especially in light or intermittent bleeding.
These patients usually end up with exploratory
laparotomy to identify the source of the bleeding. CT
angiography can overcome the shortage of standard
angiography; multi detector row CT has an accuracy of
100% for localization of acute GI Bleeding.
The mainstay of management for jejunal GIST is a
complete surgical excision. The surgical imperative is a
complete gross resection with an intact pseudo-capsule
and negative microscopic margins. Adjacent organs
adherent to the mass should be resected en bloc with the
tumour, in order to avoid capsule rupture and intraabdominal spillage. Lymphadenectomy is usually not
required because these tumours do not show lymph node
metastases.6 The presence of GIST near DJ flexure makes
it difficult to make an anastomosis and chances of
complications are high.

Figure 3: Histopathology slide of specimen.
The histopathological examination (HPE) revealed
submucosal tumour with central necrosis and areas of
hemorrhages. The tumour consists of predominantly
spindle cells with eosinophilic to clear cytoplasm (Figure
3).

Imatinib mesylate is the first and only effective drug for
treatment of GIST. It is used as an adjuvant therapy in
high risk cases (tumour size >10 cm) after surgery. It is
also recommended in metastatic, residual or recurrent
cases of GISTs or which are surgically not removable.
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Favourable prognosis for GIST are tumour size <10 cm,
the lesion without metastases, low mitotic index and
complete resection of the tumour with negative
microscopic margins and with no intraperitoneal
dissemination. However, regardless of the mitotic index,
the location of the tumour in the small intestine and its
size more than 5 cm predict an intermediate malignant
potential. In patients who have undergone surgical
resection of the GISTs, CT abdomen and pelvis is
performed every 3-6 months for surveillance of
metastatic or recurrent disease.

2.

CONCLUSION

4.

Bleeding jejunal GIST is rare cause of GI bleeding and
can be extremely difficult to diagnose due to
inaccessibility of endoscopy. The mainstay of
management for jejunal GIST is a complete surgical
excision. The presence of GIST near DJ flexure makes it
difficult to make an anastomosis and chances of
anastomotic leak are high. Survival rate is increased with
the use of imatinib mesylate.
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