
 Original Article

GIST as a Lead Point in Adult Intussusception: Study in a Tertiary
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Abstract

Introduction: Intussusception is very common in childhood between the ages of 5 months to 1

year. In adults it is a rarity, in whom it commonly presents with a nonspecific, repeated, chronic

or subacute intestinal obstruction. Ninety percent of them have a variable number of secondary

pathological ‘lead point’- from benign lesion to malignant.5

Objective: This study aims to find out the variations & the commonest ‘Lead points’ in rare

adult intussusceptions.

Methodology: Study period was from January 2015 to June 2019. All patients of adult

intussusceptions, admitted in Shaheed Suhrawardy Medical college Hospital, were examined,

investigated, & analysed peri-operative findings with post-operative histopathological results,

in this prospective observational study.

Result: In this study, among 15 patients, GIST found to be the commonest (46%) Lead point in

adult intussusceptions. Others include Adenocarcinoma, Leiomyomatous polyp, Meckel’s

Diverticulum, intestinal TB, etc.  Male was mostly sufferer (67%). Ileoileal (II) variety was

found more in male & Ileocecal (IC) variety in female.
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Introduction

Intussusception is defined as the “telescoping” or

invagination of the proximal bowel wall into the adjacent

distal segment, often causing bowel obstruction. It was

first reported by Barbette1 of Amsterdam in 1674. A

detailed report was further presented by John Hunter in

1789.2 Sir Jonathan Hutchinson3 was the first to operate

on a child with intussusception in 1871.

Intussusception is a very common disease of children, with

a peak incidence between 5 months to 1 year of age, 90%

of all cases being idiopathic. However, in adults it is an

extremely rare condition, representing about 5% of all

cases of intussusception, and about 1%-5% cases of

intestinal obstruction in adults.4

Almost 90% cases of intussusception are secondary to a

pathologic condition that serves as a “lead point”, such as

carcinoma, polyps, Meckel’s diverticulum, strictures or

benign neoplasms. Most often these pathologic conditions

are identified intra-operatively.5-7 There may be a risk of

malignancy in almost 65% of the cases of

intussusception,8,9 so definitive surgical treatment by

surgical resection is usually the treatment of choice in

almost 70-90% of the cases.10

Gastrointestinal stromal tumours (GISTs) are rare tumours

of the GI tract, making up 0.2-1% of gastrointestinal

malignancies18 First identified by Mazur and Clark in

198319, these mesenchymal tumours can occur anywhere

along the gastrointestinal tract.18,20 Relative rarity

combined with non-specific presentation results in delayed

diagnosis.21,22



Objectives

The purpose of this article is to present a prospective study

of a total of 15 patients aged ³18 years, who were

diagnosed with intussusception and treated in the

department of Surgery of Shaheed Suhrawardy Medical

College and Hospital, to highlight the variations and also

to find out the commonest pathological ‘lead points’ which

led to the development of intussusception in adults.

Methodology

The study period was from January 2015 to June 2019.

All patients aged ³18 years with intussusception were

included. A detailed history was obtained from each

patient, regarding symptoms: onset, duration, intensity,

progression, etc, and a complete and thorough physical

examination was done, in order to assess the condition of

the patient and come to a clinical diagnosis. Further

evaluation was done through diagnostic investigations,

which include CBC, ultrasonogram of the whole abdomen,

plain X-ray of the abdomen in erect posture, colonoscopy

and, in selected cases, CT-scan of the whole abdomen.

Per-operative diagnosis was further confirmed by

histopathology of the resected specimen.

Result

A total of 15 patients were finally diagnosed with adult

intussusception. The relation of the age, sex and

pathological lead points are shown in the diagrams and

tables below:

In our study, Male patients were affected more 10(67%)

than Female patients 5 (33%). Figure 1

Table- I

Number of patients affected by each underlying

pathological lead point

Pathological                 No. of patients affected Total

Lead point Male (n) Female (n) n(%)

GIST 4 3 7(46)

Adenocarcinoma 3 0 3(20)

Leiyomyomatous polyp 1 1 2(13)

Meckel’s diverticulum 1 0 1(7)

Intestinal TB 1 0 1(7)

Lipoma 0 1 1(7)

Total 10 5 15(100)

The most common form of intussusception found was the

Ileo-ileal variety, affecting a total of 7 (46%) patients,

seen with almost every form of pathological lead point.

Ileo-caecal variety was seen in only 5(33%) patients,

almost all of whom were diagnosed with GIST. The colo-

colic variety was found in adenocarcinoma and lipoma.

Table-II

Types of intussusception and their underlying

pathology

Pathological Lead Point II IC CC Total

GIST 3 4 7

Adenocarcinoma 1 2 3

Meckel’s Diverticulum 1 1

Lipoma 1 1

Intestinal TB 1 1

Leiyomyomatous polyp 1 1 2

Total 7 5 3 15

I = ileo-ileal, IC = Ileo-colic, CC = colo-colic

Male patients presented with predominantly ileo-ileal

variety (6 patients) while female patients presented with

predominantly ileo-colic (3 patients) variety (Figure 2).

10, 67%

5, 33%

Male & Female Ratio

Male Female

Fig.-1:  Number of patients according to distribution of sex

This study shows that Gastrointestinal stromal tumours

‘GIST’ found to be the highest in frequency (7 patients)

as ‘pathological lead point’ for adult intussusception,

where 3 were female and 4 males. The second most leading

cause was adenocarcinoma (3 patients), which mainly

affected the males. Other causes included

Leiyomyomatous polyp, Meckel’s diverticulum, intestinal

tuberculosis and lipoma (Table – I). Fig.-2: Variants of intussusception in relation to sex
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The benign lesions were detected in almost 10(67%) of

the cases, whereas 5(33%) of the cases were of malignant

origin (Table – 3).

Table-III

Relation of the number of intussusceptions with the

nature of the lesion

Benign Malignant

GIST (CD 117+) 2

GIST (CD 117-) 5

Adenocarcinoma 3

Meckel’s diverticulum 1

Intestinal TB 1

Lipoma 1

Leiyomyomatous polyp 2

Total 10 5

Discussion

Adult intussusception is very rare. Intussusception is

idiopathic in only about 8-20% of the adult cases and is

more likely to occur in the small intestine.4,10,11 The

remaining 90% is usually seen to initiate secondary to any

pathological lesion of the bowel wall or irritant within the

lumen that alters normal peristaltic activity and serves as

a lead point, which is able to initiate an invagination of

one segment of bowel into the other.10,12 This usually leads

to obstruction of the free passage of the intestinal contents

and, when severe, compromise of the vascular flow of the

intussuscipient, thereby, causing inflammatory changes,

ranging from thickening to ischemia of the bowel wall.

In the small intestine, an intussusception can be secondary

to the presence of intra- or extra-luminal lesions

(inflammatory, Meckel’s diverticulum, post-operative

adhesions, lipoma, adenomatous polyp, lymphoma and

metastases) or iatrogenic (presence of intestinal tubes).13

Malignancy is found in up to 30% of the cases.10 In the

Large intestine up to 66% of the cases are of malignant

origin.10,12,14

The classic (pediatric) presentation of a triad of cramping

abdominal pain, bloody diarrhoea and palpable tender

mass, is extremely rare in adults. Often the presenting

symptoms are non-specific, such as, nausea, vomiting,

gastrointestinal bleeding, alteration of bowel habits,

constipation or abdominal distension, and the majority of

the cases in adults usually present with sub-acute or

chronic, often repeated episodes of intestinal

obstruction.4,15 A thorough physical examination usually,

but not invariably, reveals a tender sausage shaped mass

with concavity towards the umbilicus.

Investigations aimed at diagnosing adult intussusception

include imaging studies, such as X-ray abdomen: plain

X-rays help to establish intestinal obstruction with the

absence of caecal gas shadow in ileo-colic cases; Barium

enemas usually reveal the claw-sign in the ileo-colic

variety, but not useful in ileo-ileal variety. Ultrasonogram

is more sensitive in children, revealing the doughnut

appearance of the concentric rings in transverse section.

The most accurate (58-100%) imaging technique is the

computerised tomography (CT) scan of the abdomen,

which usually reveals a ‘target’ or ‘sausage’ shaped soft

tissue mass[16]. However, most cases are often missed and

usually diagnosed intra-operatively.5-7

Gastrointestinal stromal tumors (GISTs) are a subset of

mesenchymal tumors of varying differentiation. They are

rare clinical entities, constitute less than 3% of all

gastrointestinal malignant neoplasms and represent only

20% of small-bowel malignant neoplasms.18 Classically

GISTs grow exophytically, into the peritoneal cavity or

adjacent organs 22, further decreasing their likelihood of

causing an intussusception. Rarely, however, GISTs can

grow as a pedunculated polyp which may go on to act as a

lead point for an intussusception.20 Their growth pattern

leads to a range of non-specific symptoms (much like an

intussusception), meaning GISTs often remain unnoticed

until advanced enough to cause complications such as

ulceration, obstruction or GI bleed.18

Prior to the introduction of imatinib, surgery was the only

treatment available and to this day offers the only chance

of cure23. Surgery is offered for all tumours over 2 cm in

diameter, along with a role in debulking or symptomatic

relief.24 Below 2 cm the natural history of these rare

tumours is relatively unknown; therefore, treatment

planning is difficult. Segmental resection should be

performed rather than a peritumoral approach. Given the

rarity of spread to lymph nodes, regional

lymphadenectomy has not been found to be useful24.

Adjuvant treatment with imatinib following surgical

resection of GIST tumours can significantly reduce the

risk of disease recurrence (6% recurrence on imatinib vs.

17% without therapy at 12 months).

Conclusion

GISTs are a subset of mesenchymal tumours and represent

the most common mesenchymal neoplasms of

Gastrointestinal tract. The clinical presentation of GIST

is erratic. Furthermore, only 70% of the patients are

symptomatic, while 20% are asymptomatic and 10% are

detected at autopsy. The symptoms and signs are not

disease - specific and as a consequence, about 50% of

GISTs have already metastases at the time of diagnosis.
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Only up to 20% of all cases present with complete bowel

obstruction and acute onset.

Adult intussusception is an extremely rare condition and

usually presents with vague non-specific, sub-acute

symptoms or intestinal obstruction.

In this study, Out of 15 cases 7cases of GIST was found

as lead point of adult intussusception, so in our study GIST

can be recognized as a “leading pathological lead point”

of adult intussusceptions.

Nevertheless, a large scale multicentric study is necessary

to conclude the inference.
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