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Retrograde jejunogastric intussusceptions:A rare case report
Lakkanna Suggaiah, Ramesh Brahmavara ShamburaoUsha Rani Rathnam, Preetham Raj

ABSTRACT
Introduction: Retrograde jejunogastricintussusception is a rare acute abdominalcondition where the small bowel loops getincarcerated and may get strangulated insidethe stomach. Case Report: We report one suchrare case of a 50yearold female who hadretrograde jejunogastric intussusceptionfollowing gastrojejunostomy and outline ourtreatment. Conclusion: Retrogradejejunogastric intussusception is a rare acuteabdominal condition which is a rarecomplication after gastric surgery. The presenceof a mobile mass associated with nausea andvomiting in a patient with previous history ofgastric surgery is virtually pathognomic of acuteretrograde intussusception. A high degree ofsuspicion is required for preoperativediagnosis of the case which should be followedby prompt surgery.
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INTRODUCTION
Jejunogastric intussusception is a rare complicationof gastrojejunostomy or partial gastrectomy [1, 2]. Bozzidescribed the first case of this complication in 1914.Around 200 cases have been reported in the literaturetill now. This paper reports a case of retrogradejejunogastric intussusception of both the loops ofjejunum in a female patient who underwent surgery foracid peptic disease twenty years back.

CASE REPORT
A 50yearold female patient presented to ESIPGIMSR with complaints of acute abdominal pain,vomiting and mass in the upper abdomen since fourdays. She had undergone gastrojejunostomy and truncalvagotomy for chronic duodenal ulcer twenty years back.On physical examination, the patient was dehydratedwith pulse rate of 108/minute, blood pressure of 100/60mmHg and respiratory rate of 18/min. Abdominalexamination revealed upper midline abdominal scar ofprevious laparotomy. A tender sausage shaped lumpwas palpable in the umbilical region measuring 10x5 cmwhich moved with respiration (figure 1). Laboratoryinvestigations showed hemoglobin of 9.3 gm%. After
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correction of dehydration and electrolyte imbalance, anemergency upper gastrointestinal endoscopy wascarried out which revealed an intussusception of smallbowel at gastrojejunal anastomosis (figure 2).Computed tomography (CT) scan of the abdomen andpelvis revealed retrograde jejunogastricintussusception through previous gastrojejunostomywith edematous walls of intussusception and minimalascites (figure 3). After initial treatment withintravenous fluids, nasogastric suction and antibiotics,emergency exploratory laparotomy was carried out.Operative findings: Peroperatively a soft masswas palpable in the stomach with evidence of a posteriorgastrojejunostomy afferent and efferent loopsintussusception into the gastric stump. Manualreduction of the same showed viable bowel. Jejuno

jejunostomy was performed and afferent and theefferent loops fixed to the gastric wall. Thepostoperative recovery was uneventful and patient wasdischarged on the ninth postoperative day (figure 46).

Figure 1: Sausage shaped mass with previous scar of gastricsurgery in epigastrium.

Figure 2: Endoscopic photograph showing intussusceptedmass sharply demarcated and normal gastric mucosa.

Figure 3: CT scan of abdomen showing dilated stomach withintragastric non homogeneous mass compatible with smallbowel loops.

Figure 4: Intraoperative photograph showing dilated stomachand intussuscepted congested jejunal loops.
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Figure 5: Reduction of more than 10 cm of efferent andafferent loop with jejunojejunostomy. Figure 6: Intraoperative photograph after reduction ofjejunogastric intussusception and jejunojejunostomy.
DISCUSSION

Retrograde jejunogastric intussusception is a rareacute abdominal condition [1, 2], where the small bowelloops get intussuscepted/incarcerated and strangulatedinside the stomach. This is a rare complication aftergastric surgery [2]. Till date, around 200 cases ofjejunogastric intussusception have been reported inworld literature.The widely accepted anatomical classificationproposed by Shackman et al. distinguishes threecategories of jejuno gastric intussusception [3, 4];Type I: Afferent loop intussusception (antegrade)Type II: efferent loop intussusception (retrograde)Type III: combined form.The mechanism of jejunogastric intussusception ispoorly understood [3]. Suggested underlying causesinclude  a long afferent loop, jejunal spasm withabnormal motility, increased motility of efferent loop,adhesions leading to intussusception of a more mobilesegment into fixed segment, widening of upper jejunum,causes of increased intraabdominal pressure likevomiting, pregnancy and labor, dilated atonic stomachand retrograde peristalsis [3].Clinically patients with jejunogastricintussusceptions may be divided into two typesaccording to the presentations [1, 3], Type 1  acutefulminant and Type 2  chronic intermittent. In acute

form, onset is usually sudden and consists of colicky orconstant upper abdominal pain associated withvomiting. In chronic form, the symptoms may beroughly similar to the acute form but are milder andtransient or sudden and spontaneous. The presence of amobile mass in association with pain and vomiting in apatient who has had a previous gastric surgery isconsidered virtually pathognomic of acute retrogradeintussusception. Most of the reported cases have notbeen diagnosed preoperatively. In our case, thecondition was suspected and preoperative uppergastrointestinal endoscopy was done. The reportedmortality rate range from 10% for treatment within thefirst 48 hours to 50% within a 96 hour delay [5]. Thesurgical options available are manual reduction,resection of gangrenous bowel and revision ofanastomosis. Fixation of the jejunum to adjacent tissuelike mesocolon, colon, or stomach may be added toprevent recurrence [2].

CONCLUSION
A high index of suspicion is required for diagnosis ofjejunogastric intussusception. Early recognition of acutevariant of jejunogastric intussusception and promptsurgical intervention is the treatment of choice. To
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prevent recurrences, jejunum may be fixed to theadjacent tissues like mesocolon, colon or stomach.
*********
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