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Summary

We present a rare case of a massive gastrointestinal bleed from a gastrointestinal stromal tumour (GIST) originating from
the jejunum. GISTs make up only 0.1-3% of all gastrointestinal neoplasms and typically present as an occult or chronic
gastrointestinal bleeding. Acute gastrointestinal bleeding from the small bowel is uncommon and can be a challenging

diagnosis to make.
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Case report

A 35-year-old male with no comorbidities presented to
the emergency unit with a 12-hour history of passage of
significant amount of fresh blood per rectum. There was no
history of vomiting. The patient denied use of nonsteroidal
anti-inflammatory drugs, smoking, recreational drugs,
recent alcohol use or use of anticoagulation therapy. He had
no history of previous gastrointestinal bleeding, and no prior
endoscopy had been performed.

Clinically the patient had hypovolemic shock with a
low haemoglobin (Hb) of 4.8 g/dL (normal values 13.5-
17.5 g/dL for adult male). There were no clinical features
of liver failure. His abdomen was soft and there was fresh
blood on rectal examination. No haemorrhoids or masses
were felt.

Arterial blood gas analysis revealed an uncompensated
metabolic acidosis (pH 7.28, bicarbonate (HCO3-)
11 mmol/l, lactate 9.0 mmol/l, base excess (BE)
-15.5 mmol/l and PCO2 3.2kPa) (normal ranges pH 7.35—
7.45, HCO3 22-26 mmol/l, lactate < 2 mmol/l, BE -2 —
+2 mmol/l and pCO2 4.7-6.0 kPa respectively).

The patient was resuscitated with crystalloids and blood
products over four hours with a moderate improvement in
his hemodynamic status and blood gas analysis. A total of
4 units of packed red cells and 4 units of fresh dried plasma
were given.

An urgent upper endoscopy was performed up to the
second part of the duodenum where no source of bleeding
was found. The patient was transferred to the intensive care
unit (ICU) for close observation and planned for colonoscopy
during daytime hours if the patient remained stable.

The ICU nurse reported passage of blood clots and bright
red blood per rectum. Furthermore, the patient became
hemodynamically unstable. A full blood count revealed a
Hb 6.4 g/dL, platelets of 40 x 10%1 (normal values 150-400
x10%1) and a normal white cell count.

The patient was again resuscitated over 4 hours with blood
products consisting of packed red cells, fresh dried plasma,
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Figure 1: Contrasted CT of the abdomen demonstrating a
small bowel mass (white arrow)

platelets and cryoprecipitate. There was an appropriate
response to the resuscitation with improvement in his
hemodynamic status.

He was transferred to the operating theatre for an urgent
repeat upper endoscopy and lower endoscopy. The upper
endoscopy again revealed no source of bleeding up to D2.
The lower endoscopy up to the descending colon revealed
red blood throughout the colon but no source of bleeding.

Anurgent contrasted abdominal computerised tomography
(CT) demonstrated a proximal small bowel mass (Figure 1).

The patient was scheduled for an exploratory
laparotomy where a jejunal mass was found and resected
to macroscopically clear margins. An end-to-end
anastomosis was performed with a running 2/0 vicryl suture.
Postoperatively, the patient was transferred to the ICU.

No further episodes of gastrointestinal bleeding were
reported postoperatively. He was transferred to the general
ward on the first postoperative day and discharged home on
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Figure 2: Specimen photograph demonstrating resected
small bowel mass (wWhite arrow)

the third postoperative day. He was planned for follow-up
at the surgical outpatient department for clinical review and
histology results in one week.

Histology of the resected small bowel showed a
gastrointestinal stromal tumour (GIST). The size of the
tumour was 3.9 cm with a mitotic rate of one per 5 mm?.
The margins were clear by more than 2 cm. The tumour was
classified as low risk based on these histological values and
there was no indication for adjuvant imatinib.

The patient was seen on the planned follow-up visit and
he was doing clinically well with no further gastrointestinal
bleeding reported.

Discussion

Gastrointestinal bleeding is a common surgical emergency
and arises from either the upper gastrointestinal (above the
ligament of Treitz) or lower gastrointestinal tract.

Massive gastrointestinal bleeding is a life-threatening
surgical emergency characterised by hypotensive shock
requiring early recognition and resuscitation usually with use
of blood products.! No consensus on the formal definition
exists currently.

The incidence of upper gastrointestinal bleeding is
approximately 80 to 150 per 100 000 population and the
estimated mortality rate 2% to 10%.2 Common causes for
massive upper gastrointestinal bleeding include peptic
ulcer, duodenal ulcer and oesophageal varices. The most
common causes for lower gastrointestinal bleeding include
diverticulosis and arteriovenous malformations.!

Acute management consists of adequate fluid and blood
resuscitation, coagulation control and endoscopy within
the first 24 hours with the aim to identify the source of
haemorrhage and control the bleeding.'

Bleeding from the small intestine is a rare occurrence,
contributing to only about 5-10% of all cases of
gastrointestinal bleeding.*

Angiodysplasia of the small bowel account for up to 40%
of small intestinal bleeding. Other potential causes include
tumours (both benign and malignant), polyps, Crohn’s
disease, Meckel’s diverticulum and ulcers.’

Massive gastrointestinal bleeding from a jejunal GIST is
very rare with only a few cases reported.’
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GISTs are the most prevalent mesenchymal tumours found
in the digestive tract, yet they make up only 0.1-3% of all
gastrointestinal neoplasms.’ These tumours most commonly
manifest through acute or chronic gastrointestinal bleeding,
often leading to symptomatic anaemia in affected patients.>

GISTs most frequently develop in the stomach (60—
70%) and small intestine (25-35%). Less commonly, they
originate in the oesophagus (2—3%), while rarer occurrences
are found in the colon, rectum, or appendix (5%).6

Bleeding from the small intestine can be a challenging
diagnosis to make as this area is not accessible by standard
endoscopy.’

Modalities for examination of the small bowel include
video capsule endoscopy and push enteroscopy.> However,
in our case, these modalities were unavailable but would also
not have been indicated as the patient was hemodynamically
unstable.’

If upper and lower endoscopy fail to identify the source
of gastrointestinal bleeding, contrasted tomography
angiography can be considered.’

The appearance of GISTs varies based on their size
and location, but they typically present as rounded soft
tissue masses originating from the wall of a hollow organ,
most often the stomach. These tumours may grow inward
into the lumen or outward beyond the organ wall. In the
small intestine, they predominantly exhibit an exoenteric
growth pattern, characterised by a significant extraluminal
component.® Gastrointestinal bleeding results from tumour
perforation through the mucosa.

In cases where there is high volume bleeding and
hemodynamic instability despite adequate resuscitation, an
exploratory laparotomy should be performed.”

Curative treatment of GIST involves complete surgical
excision with negative margins, without the need for lymph
node dissection.®

Several factors influence the risk of recurrence in resected
GISTs, including tumour size, mitotic rate, primary site,
and the occurrence of tumour rupture® Adjuvant imatinib
is recommended to GISTs that are scored as high risk for
recurrence.’

Studies suggest that gastrointestinal bleeding may be an
independent risk factor for recurrence, highlighting the need
for adjuvant treatment with imatinib in these patients.'%!
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