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A Case of Gastroduodenal Intussusception
caused by Gastric Leiomyoma
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Gastroduodenal intussusception is an rare condition usually caused by prolapse
of a gastric tumor with subsequent invagination of a portion of the stomach wall
into the duodenum. Symptoms are protean, but classically patients have presented
with episodic epigastric abdominal distress, a history of intermittent vomiting and
gastroduodenal bleeding, either as melena, hematochezia, or stools positive for oc-
cult blood. Examination generally discloses a fullness or mass in the epigastrium.
Its typical radiologic presentation includes luminal narrowing, distally converging
gastric folds, infolding and outpouching of the gastric wall, a filling defect, and a
coil-spring pattern. A 71-year-old man was admitted for epigastric pain and melena
which required blood transfusions. Endoscopy showed an unexplained pulling-down
of part of the gastric body and the pylorus couldn’t be identified. An upper GI
barium examination demonstrated a huge lobulated mass from the distal antrum
of stomach to the duodenal cap. On abdominal sonography, double contour of
stomach wall was seen at the proximal portion of narrowing stomach. At surgery,
a large, intraluminally exophyting gastric mass prolapsed into duodenum was ex-
cised and diagnosed as leiomyoma of stomach.
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Fig. 1. UGI series show the dilated duodenal
bulb with the intraluminal filling de-
fect(closed arrow) and the “coil-spring”
folds of the intussuscipiens(open ar-
row).
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Fig. 2. Antral leiomyoma intussuscepted into  Fig.'8. Abdominal CT scan shows a large soft

the duodenal bulb. The folds of the tissue mass(closed arrow) in duodenum
pseudopedicle(arrow) are visible radiat- and low density area left to mass rep-
ing toward the mass in the antrum resenting fluid(open arrow) in duodenal
(“longitudinal convergence”). lumen.

Fig. 4. Abdominal ultrasonograph shows a large mass with multiple
concentric echogenic and echolucent rings(arrows) in duode-
num.
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Fig. 5. Endoscopy shows abnormal convergence of the gastric folds from the body toward the
pylorus, suggested intussusception into the duodenum.

Fig. 6. After gastrostomy, about 7x5x5 cm sized protruding mass that has slightly narrowed
stalk and ulceration on its center is found on the posterior wall of the antrum.

Fig.7. On section of a segment of stomach, there is an ovoid, well circumscribed, pinkish red,
soft mass(5.5x5cm) below the mucosa. This mass is partly hemorrhagic and its outer
surface is covered by a grossly intact serosa.

Fig. 8. Whorling bundles of neoplastic spindled smooth muscle cells with focal secondary change

(H-E, x200)
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