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Abstract: Jejuno-gastric intussusception is a highly uncommon condition occurring as a rare complication of
gastrojejunostomy ~ less than 300 cases have been reported of this entity since it was first reported in 1914 by
Bozzi. Here we report a case of a 57 year old male who came with complaints for bilious vomiting and vague
abdominal pain whose ultrasound and CT findings showed intussusception of the proximal ileal loop into the
efferent jejunal loop which in-turn prolapsed into the stomach. The patient had undergone a gastro-jejunostomy
18 years ago for a peptic ulcer, further details about past history were not known.
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. Introduction

Jejuno-gastric intussusception is a very rare complication of gastric surgeries like Roux-en-Y
anastomosis, Billroth 11 operations, total and subtotal gastrojejunostomies.™? It was first reported by renowned
surgeon Bozzi in 1914 B! and since nearly 200 cases have been reported [ with an incidence of less than 0.1%
of all gastric resections . In addition post-gastrojejunostomy intussusceptions have a mortality as high as 50%
if not treated immediately./'This paper reports a very rare case of Compound Retrograde ileo-jejuno-gastric
intussusception developing in a 57 year old male, after undergoing gastro-jejunostomy for a peptic ulcer
approximately 18 years earlier.

1.1Case Report

A 5 year old male came to the ER with complaints of 7 episodes of bilious and coffee colored
vomiting aggravated on eating and diffuse sudden abdominal pain with bouts of colicky pain relieved on
vomiting. Patient also complained loss of weight and appetite. There were no complaints of abdominal
distension, diarrhoea, malena or constipation. Patient’s stools were of normal colour and consistency. The
patient had a prior history of surgery done 18 years ago for a peptic ulcer but further details as to the surgery
could not be elicited. Patient was diagnosed with pulmonary tuberculosis 45 days ago by sputum AFB and was
started on anti-tuberculous treatment. Patient was not on any other medications, not an alcoholic or a smoker.
On examination patient afebrile with features of some dehydration. Patient’s blood pressure was 160/90 mmHg ,
pulse was 76/min and appears to have 100% oxygen saturation in room air. Examination of the abdomen
revealed, a upper mid-line laprotomy scar. On palpation of the abdomen, a vague mass of ~ 7 x 8 cm in the
epigastric region extending into the left lumbar and iliac regions. The mass shows visible gastric peristalsis. The
abdomen was otherwise soft. Laboratory investigations showed (Haemoglobin - 11.7 gms%, White blood cell
count - 10840/ cu.mm and Mildly elevated blood urea - 47 mg/dl). Serum electrolyte levels (Sodium -
130mEg/L, Potassium - 3.7 mmol/L, Chlorine - 93.7 mmol/L).

1. Images
Abdominal radiography showed no significant abnormality. Ultrasonography (USG) showed prolapse
of small bowel loops (proximal ileal and jejunal loops) and few mesenteric vessels into stomach causing
obstruction of the gastric outlet with gross distension of stomach. Minimal wall vascularity was noted in the
prolapsed bowel loops.
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[Figure 1 -Pseudokidney sion, Figure 2 - TEet sign|

Contrast enhanced computerized tomography (CECT) showed intussusception of the proximal ileum
into the jejunum which in-turn prolapsed into stomach through a defect in the posterior wall of the stomach.
Avrterial and venous phases of the CECT showed that along with small bowel, the superior mesenteric vessels
were also seen to be in stomach. The bowel walls showed minimal enhancement. Other viscera appeared normal
at the time of scan. Figure -

[Figure 3 — Post contrast CT coronal reformat showing retrograde ileojejunogastric intussusception with mild
wall enhancement of intussusceptum, Figure 4 — Post contrast CT axial section showing a defect in the posterior
wall of stomach with herniation of ileojejunal loops and mesenteric vessels into stomach(arrow). F — gastric
Fundus, P — Pylorus, | — Intussesceptum, MV — Mesenteric Vessels, TC — Transverse Colon]

Based on these finding a diagnosis of Retrograde ileo-jejuno-gastric intussusception with possibility of early
bowel ischemia was made.

1. Management
An initial treatment of intravenous fluid therapy was started to treat the mild electrolyte imbalance
along with nasogastric tube suction and pre-operative antibiotics. The patient was taken for an open laprotomy
in two hours after admission. Intra-operatively, evidence of prior gastro-jejunostomy were seen. A very short
afferent loop was seen 1 inch from the Duodeno-jejunal flexure with a dilated efferent jejunal loop. The stomach
was grossly stretched with the ileo-jejunal intusssceptum noted within. A cicatrizing D2 duodenal segment was
also noted.
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[Figure 5 - Intraoperative picture showing a cicatrizing ulcer with bruised small bowel loops,
Figure 6 - hemiated mesentery being delivered from the defect ]

Gentle manual reduction was attempted and the efferent jejunal loop was delivered in full. Mild
contusions were noted in some parts of the intussusceptum. The jejunum was then divided 7 cm from the
previous anastomosis site and an end-to-end anastomosis was carried out after checking for stromal growth at
the site of the previous anastomosis. Post-operative period was uneventful and patient was discharged on the
11" day after surgery.

IV.  Discussion

Jejuno-gastric intussusceptions are rare, (0.1%) acute complication of gastric resection, gastric
anastomotic surgeries®, where small bowel loops prolapse into the stomach through the defect in the gastric
wall created during the surgery.This case of Retrograde ileo-jejuno-gastric intussusception is a rare complication
to occur in post-gastrojejunostomy status. These intussusceptions have also been reported to occur in Roux-en-y
gastric bypass, Pancreatico-jejunostomy and rarely in association with previously placed gastrostomy tubes.” )
Few authors claim the incidence of this complication to be 0.07% to 2.1% in patients who have undergone
gastric resection.date up to approximately less than 300 cases of this complication (Jejuno-gastric
intussusception) have been reported® and we are reporting single case of Retrograde ileo-jejuno-gastric
intussusception with early bowel ischemia. There is a wide variation in the duration between the gastric
operation and occurrence of the intussusception, ranging from 6 days to almost 20 years. A single case of
jejuno-gastric intussusception occurring 55 years after surgery has also been reported.*!
Typically, these intussusceptions are classified into 4 types
Anterograde intussusception of the afferent loop. (5.5 %)
Retrograde intussusception of the efferent loop. (75.5%)
Combination of 1 and 1. (6.5%)
Intussusception through a braun side to side jejunojejunal anastomosis. (8%) 2
The case reported here is a type II.

agrwdE

The pathogenesis for the intussusception is unclear and is debated till now. Two theories exist as its
explanation. The first theory is the functional theory which is more widely accepted states that it is the
disordered motility with functional hyperperistalisis that causes the intussusception [13]. The mechanical theory
states that mechanical factors such as adhesions, a long mesentery, gastric derangements and a sudden increase
in intra-abdominal pressure serve an important role in causing the complication. [14]. Few other authors like
Bakhash et al, suggested that factors like long efferent loops, jejunal spasm with abnormal motility, widening of
upper jejunum, vomiting, pregnancy, labour and other causes of increased intra-abdominal pressure, dilated
atonic stomach, and retrograde peristalsis all play a role in post-gastric surgery jejuno-gastric
intussusceptions.Clinically, jejunogastric intussusception can present either acutely fulminant or chronically
intermittent.™**! Acute presentation is characterized by sudden epigastric pain, emesis (could be hematemesis)
and with a palpable and tender abdominal mass. This represent the classic triad of jejunogastric
intussusception.™® Chronic forms may be roughly similar to acute form but are milder and transient.™*” This
could lead to wrong or delayed diagnosis. [18]. Hematemesis occurs when there is compromised jejunal
vascular supply[19].
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Due to its rarity this complication is rarely considered, even rarer so when the proper history of past
surgeries cannot be elicited, as with this case. Jejunogastric intussusception can be diagnosed with various
modalities like endoscopy, ultrasonography, barium and CECT studies.

Ultrasound findings of intussusception classically should show a mass within the stomach with a
echogenic centre and a peripheral ring of hypoechogenicity. This is called the “doughnut sign” or “pseudo-
kidney” sign.”l Even though ultrasound provides a clear cut view the investigation of choice for this condition
is a CT. Typical finding on a CT is the presence of a target sign which is similar to the “doughnut” sign on
ultrasound.Definitive treatment of jejunogastric intussusception is surgery as soon as possible. Options for
surgical intervention include reduction with correction, resection of bowel if gangrenous, and anastomotic
revision.Delay in surgery increases the mortality rate drastically from 10% for treatment within first 48 hours to
over 50% in a 96 hour delay. Therefore early diagnosis is important in diagnosing a post operative jejunogastric
intussusception.
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