
Abstract 

Gastroduodenal intussusceptions are an uncommon condition usually caused by the prolapse of a gas-

tric tumor into the duodenum with subsequent invagination of a portion of the stomach wall. The diag-

nosis of adult intussusceptions can be delayed because it occurs infrequently and is nonspecific. The dif-

ferential diagnosis of intermittent symptoms of pyloric stenosis in adults should include gastroduodenal 

intussusceptions.A rare case of this condition associated with a pedunculated gastric tumor is presented 

and relevant literature is discussed.
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Introduction 
An adult intussusception of the stom-

ach into the duodenum is a distinct clinical 
entity, and it is entirely different from that 
of children1. Gastric invagination is almost 
invariably secondary to a tumor, which car-
ries with it a portion (lateral intussuscep-
tions) or entire circumference (central in-
tussusceptions) of the full thickness of the 
wall into the duodenum [1,2]. It is quite 
uncommon and a clinical diagnosis is there-
fore usually challenging [2,3]. Although the 
first correct preoperative radiographic diag-
nosis was made by Loanerblad, as early as 
1933 [1], in most of the subsequently re-
ported cases [2-4], the true condition was 
appreciated only at the time of surgery. We 
report the case of an adult who had inter-
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to gastroduodenal intussusceptions. 
Case report
A 30-year-old male was admitted to the 

surgical ward of Ahmadu Bello University 
Teaching Hospital Shika-Zaria with a three-
month history of nausea, frequent bouts of 
vomiting and significant weight loss. There 
was occasional upper abdominal pain with 
easy satiety. The patient was vomiting par-
tially digested food particles a few hours af-
ter feeding. He has had treatment for peptic 
ulcer disease in a peripheral hospital for six 
weeks to no avail. There was no history of 
upper gastrointestinal endoscopy or imag-
ing studies. 

Physical examination revealed a mid-
dle-aged man, who was dehydrated, pale



Discussion  
The first report of intussusceptions was made in 

1674 by Barbette of Amsterdam [5].  Intussusceptions 
is the telescoping of one segment of the gastrointesti-
nal tract into an adjacent one [2-4,6]. This condition 
is uncommon in adults, with two to three cases occur-
ring in a population of 1,000,000 per annum [7] and it 
accounts for less than 0.1% of all adult hospital admis-
sions [7,8]. There have been uncommon documented 
cases of transpyloric prolapse of pedunculated gastric 
tumors (Gastroduodenal intussusceptions) [9]. The 
first correct preoperative radiographic diagnosis was 
made by Loanerblad, as early as 1933 [1].Most patients 
present as an emergency with features of intestinal ob-
struction [7,10]. However, the presenting symptoms in 

Figure 1. Invagination of the stomach (intussusceptions).

and who had a temperature of 36.8oC at presenta-
tion. The cardiopulmonary status was normal with a 
pulse rate of 80 beats per minute, a blood pressure of 
110/70mmHg and the lung fields were clear. The upper 
abdomen was slightly distended, with no visible peri-
stalsis. There was marked tenderness in the epigastri-
um. However, no mass was palpable or ascites elicited. 

Figure 2. Lead point of the intussusceptions in the proximal jejunum.

Digital rectal examination was normal. An impression 
of gastric outlet obstruction to rule out gastric volvulus 
was made.

The haemogram was initially 8.1g/dl, which was 
corrected with three units of blood to 11.2g/dl. An 
abdomino-pelvic ultrasound was not helpful. While 
a Barium study was being planned for, the abdominal 
pain suddenly became severe, thus necessitating early 
operation. After resuscitation, he consented to explora-

tory laparotomy. Intra-operatively, there was an invagi-
nation of the distal portion of the stomach (Figure 1) 
into the duodenum. The lead point of the intussuscep-
tion was found in the proximal portion of the jejunum 

Figure 3. Pedunculated gastric polyp (lead point structural lesion).

(Figure 2). Following successful manual reduction and 
gastrotomy, a pedunculated gastric polyp was found to 
be the lead point of the intussusceptions (Figure 3). 
The base of the pedicle was located in the mid anterior 
third of the stomach, and was less than 2cm in diameter. 
The tumor looked and felt benign and the pedicle was 
grossly not involved. The invaginated portion of the 
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stomach was found to be viable and so a wide excision 
of the pedunculated gastric polyp and a subsequent 
repair of the mucosal defect were done. Inspection of 
the remaining gastric cavity revealed no other polyp. 
Gastrotomy closure followed by abdominal wound clo-
sure was done. The patient did well postoperatively and 
was discharged home after 10 days. Histology results 
revealed a benign adenomatous polyp. The patient has 
been entirely free of symptoms since his six months of 
operations.
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non-emergency patients can be challenging, as symp-
toms in adult patients with gastroduodenal intussus-
ceptions are non-specific and often long standing [10]. 
Most series [4,6,7,10] reported pain as the commonest 
symptom, being present in 71% to 90% of patients, with 
vomiting and bleeding from the rectum being the next 
most common symptoms [10]. The most important 
characteristic of pain is its periodic, intermittent na-
ture, which makes the diagnosis elusive and which ac-
counts for the delay in making the diagnosis, with only 
half the cases being diagnosed before operation [4,10]. 
Abdominal mass is noted in 24% to 42% of cases [11]. 
The duration of symptoms is usually longer in patients 
with benign lesions, compared to those with malignant 
lesions [10,12]. Therefore, it was not surprising that, in 
our report, the patient’s abdominal pain was periodic 
and intermittent for over three months. 

Preoperative diagnosis can be difficult to make and, 
although it may be suspected, it is usually confirmed 
at laparotomy [10,12]. Computed tomography seems 
to be the most reliable investigation in making a pre-
operative diagnosis, especially in those patients with 
non-specific abdominal pain in whom the diagnosis 
can be elusive [12]. The appearance of intussuscep-
tions on computed tomography is characteristic (target 
or sausage mass with air bubbles occasionally), and has 
been confirmed both in experimental models and clini-
cal situations [6,13] . Interestingly, recent experience 
with the computed tomography/magnetic resonance 
imaging has enabled detection of vascular compromise 
[14]. The accuracy of computed tomography has been 
confirmed at operation by some studies [6]. In our re-
port, computed tomography was not carried out due 
to progressive deterioration of his illness in the last few 
days. 

Generally, in the management of these patients, 
controversy exists as to whether reduction of the in-
tussuscepting lesion should be attempted at operation. 
Early reports advocated reducing the intussusceptions 
before resection [1,8,10]. The perceived disadvantage 
of this is that malignant cells may be disseminated 
during the process, despite no clear evidence on this 
issue. On the other hand, the advantages of reducing 
the intussusception, especially when the small bowel is 
affected, are that it may be possible to preserve consid-

erable lengths of the bowel and thereby prevent devel-
opment of short bowel syndrome [11]. Although the 
surgical treatment is straightforward in most cases, in 
some patients, in particular those with gastroduodenal 
intussusceptions, the operative aspect can be challeng-
ing. Treatment of a gastroduodenal intussusception 
may entail reduction of the intussusception and surgi-
cal excision of the lead point, either endoscopically or 
through a formal laparotomy [15]. Resection, without 
attempting reduction, is advocated when the bowel is 
inflamed, ischaemic, or friable [14]. In all other cases, 
reduction should always be attempted initially. How-
ever, Azar et al. [11] suggested that surgical resection 
without reduction is the preferred treatment in adults, 
as the lead point lesion may be associated with malig-
nancy in 50% of cases. However, it is not always easy to 
reduce the intussusceptions and there is a risk of dis-
seminating cancer cells if the lead point lesion is ma-
lignant. Most experiences with gastroduodenal intus-
susceptions showed that the operative procedure may 
need innovative techniques and can be challenging. 

A gastroduodenal intussusception in adults is an in-
frequent problem. The diagnosis of this condition can 
be difficult as symptoms are often non-specific and epi-
sodic. It is important to have a high index of suspicion. 
Treatment of gastroduodenal intussusceptions is usu-
ally by surgery; although there is no specific technique 
described for it, any technique may require modifica-
tion according to the situation and the challenges. 
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