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Abstract  Case Report 
 

Introduction: Only 0.1-3 percent of all GI malignancies are gastrointestinal stromal tumors, which are the most 

frequent mesenchymal tumors of the digestive system. Gastrointestinal bleeding, either acute or chronic, is the most 

typical GIST manifestation. Case Presentation: We describe the case of a 32-year-old man who experienced repeated 

bouts of melena and hematochezia over the course of four months, necessitating multiple blood transfusions and 

causing a weight loss of 5 kg. Fresh and clotted blood was seen during a colonoscopy using a 50 cm ileoscopy; 

however there were no obvious lesions. A wide-based submucosal edema with surface ulceration was discovered by 

deep enteroscopy via the oral route at 150 cm from the incisor teeth. After the patient had a laparoscopic excision, the 

diagnosis of a GIST coming from the jejunum was confirmed by histological and immunohistochemistry tests. 

Conclusion: The diagnosis of bleeding GISTs in the proximal small intestine is challenging due to the inaccessibility 

of these areas with conventional endoscopes. In such cases, capsule endoscopy or deep enteroscopy plays a valuable 

role in diagnosis. The primary treatment strategy for jejunal GIST is complete surgical resection. 

Keywords: Gastrointestinal Stromal Tumor (GIST), Obscure Gastrointestinal Bleeding (OGIB), Double Balloon 

Enteroscopy (DBE), Capsule Endoscopy (CE). 
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INTRODUCTION 
Obscure gastrointestinal bleeding (OGIB) is 

defined as persistent or recurrent overt or occult 

bleeding from the gastrointestinal tract without any 

obvious etiology after an esophagogastroduodenoscopy 

(EGD), colonoscopy, and radiologic evaluation of the 

small bowel [1]. OGIB accounts for about 5% of all 

gastrointestinal bleeding cases in clinical practice [2]. 

The small intestine is a crucial source for OGIB. There 

are various etiologies for small bowel bleeding. 

According to Gerson et al., Meckel's diverticulum, 

inflammatory bowel disease, or a tumor are often the 

causes of minor intestinal hemorrhage in individuals 

under the age of 40 [3]. Vascular lesions such 

angioectasia and NSAID-induced ulcers are more 

prevalent in people over the age of 40. It's worth noting 

that small bowel angioectasia is the most common 

cause of small bowel bleeding. Video capsule 

endoscopy (VCE) and deep enteroscopy are capable of 

detecting the source of bleeding in approximately 75% 

of cases [1]. While neoplasms are not an uncommon 

cause of small bowel bleeding, they still comprise 5% 

to 10% of cases [3]. Among these, gastrointestinal 

stromal tumors (GISTs) are a rare cause of small bowel 

malignancy. In particular, jejunal GISTs are rare, 

accounting for only 0.1-3.0% of all gastrointestinal 

stromal tumors [4]. GISTs were first described by 

Mazur and Clark in 1983 [5], with an estimated 

incidence of about 1.5 per 100,000 per year [6]. 

Advanced genetics associated with 

immunohistochemistry is a valuable diagnostic tool to 

evaluate these lesions of mesenchymal origin. In this 

paper, we present a case of jejunal GIST as the source 

of obscure gastrointestinal bleeding; highlighting the 

critical role that deep enteroscopy can play in the 

diagnosis of OGIB. This case was prepared following 

CARE guidelines [7]. 

 

CASE PRESENTATION 
The patient, a 32-year-old male with no known 

comorbidities, reported recurrent incidents of melena 

and hematochezia over the span of four months. 

Accompanying these symptoms were noticeable 

lethargy and a tendency towards easy fatigability. 

During this period of illness, he received ten units of 

blood through transfusion. His initial presentation 

involved five days of passing black, semi-solid, tarry 

stools multiple times a day, accompanied by a single 

instance of hematochezia and a syncopal attack. After 

consulting with a physician and receiving symptomatic 
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medication, blood tests were conducted. The results 

indicated a hemoglobin level of 8.8g/dl, while Liver 

Function Tests and Carcinoembryonic Antigen (CEA) 

levels were within normal ranges. Four days following 

these tests, the patient underwent an upper 

gastrointestinal endoscopy, the results of which were 

normal. However, a subsequent colonoscopy revealed a 

rectal polyp, which was promptly removed during the 

same session through polypectomy. Two weeks later, 

the patient once again reported instances of melena, but 

a repeat of both the endoscopy and colonoscopy did not 

reveal any abnormalities. Four months into his illness, 

he experienced a severe recurrence of melena and 

hematochezia, characterized by the passage of clotted 

blood. At this point, his hemoglobin level had dropped 

to 6.4g/dl, necessitating a transfusion of two units of 

blood. The patient was then referred to me in the 

department of gastroenterology at BSMMU, Dhaka. 

Following two more units of blood transfusion, we 

performed another round of upper GI endoscopy and 

colonoscopy. The colonoscopy showed the presence of 

fresh and clotted blood in the proximal colon extending 

to approximately 50 cm of the terminal ileum. Despite 

repeated water jet flushing and suctioning, no mucosal 

or vascular lesions were observed, which suggested the 

possibility of active bleeding from the proximal small 

intestine. Consequently, we performed a single balloon 

enteroscopy, which revealed a wide-based submucosal 

swelling with surface ulceration located 150 cm from 

the duodenojejunal junction. 

 

 
Figure 1: Colonoscopy shows fresh blood and clot in colon and ileum 

 

 
Figure 2: Enteroscopy shows submucosal swelling with surface ulceration in prox. Jejunum 

 

Patient underwent laparoscopic examination 

and intraoperative findings revealed a growth in the 

jejunum 90cm from D-J junction. There was no 

lymphadenopathy, liver metastasis or ascites. Small 
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bowel resection was done laparoscopically, 5cm 

proximal and 5cm distal to the growth followed by side-

to-side anastomosis. He recovered uneventfully and was 

discharged after three days of resection.  

 

 
Figure 3: Post-operative CT scan shows side to side anastomosis with no recurrence/residue of tumor 

 

The histopathological reports showed 

neoplasm composed of monotonous bland of spindle 

cells with pale eosinophilic cytoplasm suggestive of 

GIST, spindle cell with a TNM staging of T2N0M0. 

The tumor site is jejunum, size about 4.5 × 4.0cm, 

mitotic rate less than 5 per 50high power field (HPF), 

with no evidence of tumor rupture and both resected 

margins are uninvolved by GIST. On 

immunohistochemistry staining, the tumor was positive 

for CD117and DOG1. Post-operative follow up CT 

scan of abdomen showed no recurrence or residue of 

tumor and no hepatic metastasis. Patient was advised 

tab. Imatinib 400mg daily with periodic follow-up by 

oncologist. 

 

DISCUSSION 
Bleeding from the small intestine accounts for 

approximately 5-10% of all gastrointestinal 

hemorrhages [3]. There are several methods available 

for diagnosing small intestinal bleeding, including 

capsule endoscopy (CE), deep enteroscopy, 

angiography, and enterography examination. CE or 

deep enteroscopy has come to be regarded as the 

primary tool for identifying the source of small 

intestinal bleeding. Following the introduction of these 

techniques, a majority of patients with obscure 

gastrointestinal bleeding (OGIB) have been found to 

have a bleeding source in the small intestine. OGIB can 

be overt, presenting as hematemesis, melena, or 

hematochezia, or occult, presenting as a positive fecal 

occult blood test or iron deficiency anemia. A patient 

with overt bleeding is typically first evaluated using an 

upper and lower endoscopy to exclude bleeding from 

the upper and lower GI tract [3]. The standard upper GI 

endoscopy covers up to the second portion of the 

duodenum, and a colonoscopy can reach up to the 

terminal ileum. If no source of bleeding is found from 

these procedures, CE or deep enteroscopy are 

recommended as the next step. CE is typically 

performed before deep enteroscopy, unless 

contraindicated or if the patient is experiencing massive 

hemorrhage [3]. Our patient presented with recurrent 

episodes of melena, accompanied by syncopal attacks 

and hematochezia. A colonoscopy revealed fresh and 

clotted blood in the colon and terminal ileum, but no 

mucosal or vascular lesions were found. A single 

balloon enteroscopy revealed a submucosal mass with 

surface ulceration in the jejunum, and a biopsy 

confirmed chronic active enteritis with mild atypia. 

Enteroscopy has the advantage of being able to perform 

therapeutic interventions as well as take biopsy 

samples. Mou-bin Lin et al., found that enteroscopy is a 

reliable method for directing surgical intervention for 

patients with small intestinal bleeding. However, 

gastrointestinal stromal tumors (GISTs) are rare, 

accounting for only 0.1-3.0% of all GI malignancies 

[15]. These tumors are most commonly found in the 

stomach (60-70%), followed by the small intestine (20-

30%), esophagus (2-3%), and rarely in the colon, 

rectum, or appendix (5%) [16]. GISTs may be 

asymptomatic or present with symptoms. Small tumors 
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(<2cm) are often asymptomatic and found incidentally 

on endoscopy or imaging during the evaluation of other 

pathologies. The most common symptom is bleeding 

(50%), followed by abdominal pain (20-30%), and 

intestinal obstruction (10%) [17]. While GISTs rarely 

spread to lymph nodes, they can metastasize to the 

liver. The diagnosis of GIST is confirmed by 

histopathology and immunohistochemistry. 

Approximately 95% of GISTs test positive for the 

CD117 marker, an epitope on the KIT receptor. Other 

markers include DOG1 and CD34 [19, 20]. The CT 

scan of the abdomen is the initial investigation for 

evaluation, staging, and monitoring of treatment 

response. In endoscopy, GISTs appear as a spherical 

mass arising from the muscularis propria beneath the 

mucosa and pushing into the lumen to form a smooth 

mucosal surface [18]. Surgery is the mainstay of 

treatment for GISTs, with no difference in oncologic 

outcomes between laparoscopic or open surgery [22]. 

The Asian consensus guidelines recommend 

laparoscopic resection for tumors up to 5 cm in size and 

with a favorable location [23]. The principles of 

surgical resection include complete excision of the 

localized tumor with negative margins and maintaining 

an intact capsule to prevent tumor spillage and 

subsequent seeding [22]. A positive margin should be 

resected during the primary resection. According to the 

Asian consensus guideline, GISTs should not be 

resected endoscopically due to the risk of rupturing the 

pseudo-capsule and recurrence [23]. There are four 

independent prognostic factors for recurrence after 

surgery: tumor size, tumor site (gastric vs non-gastric), 

the number of mitoses per 50 high-power fields (HPF), 

and tumor rupture [23]. Among these, tumor rupture is 

a significant negative prognostic factor as most ruptured 

GISTs recur during follow-up. Tumor size and mitotic 

rate are two independent factors that together predict 

the likelihood of metastasis [23]. The discovery of KIT 

has played a pivotal role in GISTs, not only for 

diagnosis but also in treatment. Tyrosine kinase 

inhibitor is the primary drug for medical therapy of 

GISTs. Imatinib is recommended as the first-line drug 

in neoadjuvant or adjuvant therapy, as well as for 

advanced GISTs [24- 26]. Relapse or recurrence is most 

common in the liver and/or peritoneum, with other sites 

being less common for metastasis. High-risk patients 

should be followed up with CT scans or MRIs of the 

abdomen every 3 to 6 months during adjuvant therapy. 

After cessation of drug treatment, follow-ups should 

occur every 3 months up to 2 years, every 6 months for 

the next 3 years, and then annually [27]. 

 

CONCLUSION 
GISTs involving jejunum is a rare cause of 

obscure GI bleeding. The diagnosis of small intestinal 

GIST is challenging, as these part of intestine difficult 

to access by conventional endoscope. So, any case of 

gastrointestinal bleeding with normal endoscopy or 

colonoscopy arise suspicion of small intestinal 

bleeding. VCE, enteroscopy and CT enterography have 

important role in diagnosing the lesions. 
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