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INTRODUCTION 

The first recorded account of an intussusception dates back 

to 1674 and was written by the Dutch physician Paul 

Barbette. In 1871, Sir Jonathan Hutchinson successfully 

reduced an intussusception in a 2-year-old girl after 

hydrostatic reduction had failed.1 

At a rate of 2-3 cases per million adults annually, 

intussusception in adult patients is far less common than in 

paediatric populations, accounting for only 5% of all 

cases.2 In adults, the small bowel is the most common site 

of intussusception; 10% of cases also occur in the stomach 

or at the location of a surgical stoma.3 Epidemiological 

data specifically related to gastrogastric intussusception 

are not found. Adult intussusceptions are rarely idiopathic, 

in contrast to childhood cases, with a known cause found 

in 70–90% of cases.4 

Malignant neoplasms are commonly identified as lead 

points, accounting for 66% of colonic and 30% of enteric 

intussusceptions. Other polypoidal lead points include 

hamartomas, lipomas, hyperplastic polyps, and stromal 

tumors.5 When an adult develops intussusception, they 
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typically present with nonspecific symptoms like vomiting 

and abdominal pain; an abdominal mass and intestinal 

blockage are less common.6 

Any pathologic lesion of the bowel walls or irritant within 

the lumen that modifies normal peristaltic activity and acts 

as a lead point is thought to be the cause of secondary 

intussusception in adults. This lesion can cause an 

invagination of one segment of the bowel 

(intussusceptum) into the other (intussuscipiens). 

Intussusception presents with similar radiographic 

characteristics everywhere it occurs. Even at unusual sites, 

hence aid in the diagnosis. Although it is not common, 

foregut intussusception is usually caused by either gastric 

polyps passing through the pylorus into the duodenum or 

intussusception of the gastric remnant through a 

gastrojejunal anastomosis. There have never before been 

any reports of a true gastrogastric intussusception, 

according to a search of the MEDLINE database.  

There have been cases of large hypertrophic polyps 

prolapsing through the pyloric canal, resulting in 

intermittent obstruction of the stomach outlet, and even 

blocking the ampulla of Vater, which can lead to 

pancreatitis.7,8  

Imagings on computed tomography (CT) are characteristic 

and hence make CT the investigation of choice for 

diagnosis. 

CASE REPORT 

A thirty-eight-year-old gentleman, with no medical 

comorbidities with history of sarcoidosis of stomach 

diagnosed 5 years back with ongoing treatment with 

prednisone 10 mg, presented with chief complaints of 

epigastric pain, multiple episodes of non-bilious vomiting, 

decreased appetite for 1 month associated with loss of 7 kg 

weight. His symptoms increased progressively in the past 

10 days and he wasn’t able to tolerate even oral liquids. 

On clinical examination, he was dehydrated. Per abdomen 

examination revealed an ill-defined epigastric mass which 

was firm in consistency, non-tender with limited mobility 

with respiration and restricted sideways mobility. 

The upper GI endoscopy revealed a large polypoidal 

growth along entire greater curvature with an uneven 

surface protruding down into the antropyloric region 

(Figure 1). 

Histopathology was suggestive of tubulo-villous adenoma 

without any dysplastic focus. A PET CT revealed multiple 

intraluminal soft tissue mass lesions arising from wall of 

fundus and greater curvature of stomach with SUV 13.5 

(Figure 2).  

Surprisingly, he developed jaundice during the course of 

evaluation which was insidious in onset, slowly 

progressive without any associated cholangitis. 

 

Figure 1 (a-e): Endoscopy showing polypoidal mass 

along greater curvature. 

 

Figure 2: CT images of the polypoidal mass along the 

greater curvature. 

The abdominal sonography for evaluation of Jaundice 

revealed a large pedunculated polypoidal mass lesion with 
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whorled appearance at antro pyloric region extending up 

to first part of duodenum and causing extrinsic 

compression of common bile duct. Magnetic resonance 

imaging (MRI) upper abdomen with MRCP showed 

altered gastroduodenal anatomy with an intraluminal mass 

prolapsing into the duodenal lumen and thereby 

compressing the distal bile duct (Figures 3a and b). 

 

Figure 3 (a and b): PET-CT images showing high 

SUV uptake of the polypoidal mass. 

 

Figure 4: MRI abdomen with MRCP with prolapsing 

gastric polyp. 

Patient underwent an exploratory laparotomy. He was 

found to have a gastro-gastric intussusception. The 

anterior wall of the body of stomach had invaginated into 

the antropyloric region thereby occluding the lumen and 

causing complete obstruction with associated dilatation of 

pylorus and the first part of duodenum (Figure 4). 

Anterior gastrotomy was done and the prolapsing 

polypoidal mass was reduced back into the stomach 

(Figures 5a and b). There were multiple large polypoidal 

masses along the greater curvature and fundus of stomach. 

A wide local resection of stomach along the greater and 

lesser curvature of stomach was performed and the 

resected margins were examined with intra operative 

frozen section which was negative for malignancy. 

Primary repair of the gastric defect was performed (Figure 

6). 

 

Figure 5: MRI showing the extrinsic CBD 

compression. 

 

Figure 6: Gastrogastric intussusception. 

 

Figure 7: Anterior gastrotomy with reduction of 

polypoidal mass along greater curvature. 

The post-operative course was uneventful. The Ryle’s tube 

was removed on POD2. He was started on oral liquids on 

POD3 and soft diet by POD5 that he accepted and tolerated 

a b 



Bhalerao AS et al. Int Surg J. 2024 Jun;11(6):997-1001 

                                                                                              
                                                                                            International Surgery Journal | June 2024 | Vol 11 | Issue 6    Page 1000 

well. The final histopathology was suggestive of 

tubulovillous adenoma with low grade dysplasia, without 

any lymphovascular or perineural involvement with 

resected margins free from dysplasia or malignancy.  

4 weeks’ post-surgery the patient continues to be stable, is 

tolerating normal diet and has gained 2 kg weight in the 

post-operative period. 

 

Figure 8: Polypoidal mass. 

 

Figure 9: Wide local excision of stomach specimen. 

DISCUSSION 

"The first known description of intussusception was made 

by the Dutch physician Paul Barbette in 1674," according 

to Behrooz et al, "with Sir Jonathan Hutchinson 

performing the first successful manual reduction of an 

intussusception in 1871 on a 2‐year‐old girl".9 Only two to 

three cases of intussusceptions per million occur annually; 

adult patients account for 5% of all cases. Merely 10% of 

adult intussusceptions involve the stomach out of all of 

those. 

The "telescoping" of a distal stomach portion into the more 

proximal stomach portion is known as gastrogastric 

intussusception. Symptoms include emesis, generalized 

weakness, and abdominal pain. The average age range is 

65 to 83 years old. Adult intussusceptions are rarely 

idiopathic, in contrast to those in children. The majority of 

the time, they are connected to lead points produced by 

stomach neoplasms. There have only been 9 case reports 

of gastrogastric intussusception between 1950 and 2017, 

and all of those cases have been linked to neoplasms.1 

Ascites and hiatal hernias have been the cause of a few 

recent reported cases.10,11  

Intussusception can occur at any part of the digestive tract 

and presents with similar radiographic characteristics at 

the location of occurrence. Even at unusual sites, these 

distinguishing characteristics can aid in the diagnosis of 

intussusception. Although uncommon, foregut 

intussusception is caused by either a large gastric polyp 

passing through the pylorus into the duodenum or 

intussusception of the gastric remnant through a 

gastrojejunal anastomosis. Medical literature rarely reports 

gastrogastric intussusception case discussions or reviews.  

Five percent of all intussusceptions are adult 

intussusceptions, with gastrogastric intussusceptions 

accounting for 10% of all cases. The etiology of very few 

documented cases is benign.1 In certain reports from 2018 

to 2020, non-malignant ascites has been linked as the cause 

of gastrogastric intussusception.9,11 A severe gastrogastric 

intussusception accompanied by a gastric volvulus and a 

hiatal hernia was experienced by an 82-year-old patient in 

2019. This resulted in gastric antrum perforation and 

ischemic necrosis, which ultimately caused septic shock 

and death.10 A duodenal intussusception was documented 

as a biliopancreatic diversion complication in 2018.12  

Instead of a "lead point" brought on by a stomach cancer, 

Behrooz et al proposed that elevated intra-abdominal 

pressure could be the cause of gastrogastric 

intussusceptions.9 Our patient's small bowel obstruction 

most definitely increased intra-abdominal pressure, which 

supports this proposed etiology. In adults, gastrogastric 

intussusceptions are exceedingly uncommon and always 

require surgical correction, regardless of the etiology.13 

When a patient is diagnosed with a gastrogastric 

intussusception, it is always advisable to investigate the 

possibility of gastric cancer. 

Adult-onset intussusceptions, typically present with 

nonspecific symptoms like vomiting and abdominal pain; 

with abdominal mass and intestinal obstruction being less 

common. There is no literature in the database that 

describes obstructive jaundice as a sequalae of gastro-

gastric intussusception. The majority of hypertrophic 

polyps are small and asymptomatic, but larger polyps can 

cause ominous symptoms. Large hypertrophic polyps have 
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a tendency to prolapse through the pyloric canal, causing 

intermittent gastric outlet obstruction and, in rarest of rare 

cases like ours, may also lead to surgical obstructive 

jaundice and pancreatitis due to extrinsic compression of 

the retro duodenal portion of the common bile duct and the 

ampulla of Vater. 

In our case study, a thirty-eight-year-old gentleman 

presented with vague epigastric pain associated with 

persistent nausea and multiple episodes of non-bilious 

vomiting, associated with loss of 7 kg weight and profound 

loss of appetite for 1 month. His symptoms worsened over 

last 10 days with an inability to tolerate even clear liquids 

orally.  

With a provisional diagnosis of gastric outlet obstruction, 

he was evaluated and found to have large polypoidal mass 

lesions along the entire length of greater curvature of 

stomach. During the course of hospitalization, he 

developed jaundice and MRI abdomen was suggestive of 

a gastro-gastric intussusception with impingement of 

lower end of the common bile duct leading to impediment 

of flow of bile. 

The laparotomy revealed gastro-gastric intussusception 

due to the prolapsed polyp to be the cause of obstructive 

jaundice and outlet obstruction. The wide local excision of 

the polypoidal mass was done after reducing the 

intussusception. The post-operative period was uneventful 

and resolution of jaundice was noted 2 days after the 

surgery without the need for biliary intervention ln the 

form of ERCP and stenting. 

CONCLUSION 

In adults, gastro-gastric intussusceptions are exceedingly 

uncommon and to the best of our knowledge gastro-gastric 

intussusception leading to surgical obstructive jaundice 

has not been reported in literature so far. Gastro gastric 

intussusception in adults mostly however not exclusively 

have a benign or a malignant polyp as its etiology and is a 

surgical emergency which requires an urgent laparotomy. 

Few of the cases can be managed with surgical reduction 

and gastropexy, however extensive cases may require a 

formal wide local excision or in rare cases a subtotal or 

total gastrectomy. 
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