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Case Presentation

a41 year old female presented with increasing 
abdominal pain and diarrhea. Her symptoms 
started 2 months ago with nausea, non-bilious 

non-bloody vomiting, and diarrhea. Her nausea and 
vomiting subsequently resolved. Over the next 6 weeks 
her diarrhea increased in frequency to daily watery non 
bloody diarrhea. Two weeks before hospitalization she 
started having abdominal pain and diarrhea occurring 
within an hour after eating. The pain was diffuse 
around the umbilicus. Past medical history included 
no medical problems. Clinical examination showed 
normal vital signs. Her abdomen was tender around 
the umbilicus and a soft mass was palpated in the 
right lower quadrant which extended up towards the 
umbilicus. Investigations: CBC and electrolytes were 
normal.  Contrast enhanced CT scan of the abdomen is 
shown below (Figure I). Follow up colonoscopy was 
performed (Figure II). She was subsequently taken 
to operating room and underwent laparotomy. The 
histology of the surgical specimen is shown in Figure 
IIIA. In view of the findings seen in Figure IIIA special 
immunohistochemical staining was performed and is 
illustrated in Figure IIIB.

Questions

1. What does the contrast enhanced CT scan 
demonstrate?

2. What is the endoscopic diagnosis?

3. What does the histology show?

4. What is the postulated cause of this patient’s 
diarrhea?

Discussion
This report illustrates an unusual case of intussusception 
with the lead lesion being a gastrointestinal stromal 
tumor (GIST). Figure I illustrates an inhomogeneous 
target shaped soft tissue mass with enveloped eccentric 
areas of low density. Adult intussusception represents 
5% of all cases of intussusception and only 1–5% of 
intestinal obstruction. An identifiable lead lesion is the 
cause of adult intussusception in majority of cases.

Figure I

Figure II
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The majority of adults with intussusception present 
with non-specific symptoms. This patient presented 
with post obstructive diarrhea and abdominal pain.  
In contrast to the pediatric population, the triad of 
abdominal pain, palpable abdominal mass and bloody 
stool is seldom seen in adults. A submucosal lesion 
was seen on endoscopic evaluation of the terminal 
ileum (Figure II). The differential diagnoses for 
submucosal lesions is broad and includes leiomyoma, 
sarcoma, lipoma, schwannoma, mesenteric fibroma, 
carcinoid tumor, and melanoma. Figure IIIA indicates 
a gastrointestinal sarcoma of spindle cell type on H/E 
staining. In view of the previously mentioned findings 
immunohistochemical stains were performed that 
were positive for CD 117(Figure IIIB) and CD34.
Gastrointestinal stromal tumors (GISTs) are the most 
common mesenchymal neoplasm of the gastrointestinal 
system accounting for about 1% of all GI tumors. 
Immunohistochemical staining positive for CD 117 is 
required for diagnosis. The most common location is 
the stomach, followed by the small intestines. GISTs are 
derived from interstitial cell of Cajal (ICC). Mutations 
resulting in a gain-of-function of the KIT tyrosine kinase 
receptor results in activation of cellular pathways that 
lead to cell proliferation and differentiation of the ICC. 
Treatment of GIST is based on the tumor size, mitotic 
rate, location, TNM staging and imaging characteristics. 
Treatment options include surgical resection and 
imatinib. The discovery of the KIT -GIST connection 
has not only improved the diagnostic accuracy of GISTs 
but has also shifted the cancer therapy by targeting 
molecular abnormalities with drugs like imatinib and 
sunitinib.n
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•	 Send	in	a	brief	case	report.
•	 No	more	than	one	double-spaced	page.
•	 One	or	two	illustrations,	up	to	four	questions	
and	answers	and	a	three-quarter	to	one-page	
discussion	of	the	case.

•	 Case	to	include	no	more	than	two	authors.
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Trainees and Residents only.
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