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INTRODUCTION:
Jejunogastric intussusception, is uncommon that
occurs after a previous gastr ic surgery l ike
gastrojejunostomy and Billroth II gastrectomy.1

Epidemiological studies showed only 300 cases of
jejunogastric intussusception that occurred after
gastric surgery, an incidence of 0.1%.2 This paper
intends to report a case of retrograde jejunogastric
intussusception in a patient who had undergone
gastrojejunostomy and presented with acute gastric
obstruction that manifested as pain in the epigastric
region and recurrent projecti le vomiting with
hematemesis especially after meals.

CASE REPORT:
A 55-years old male patient presented with the
complaints of pain in the epigastric region radiating
to the back, recurrent projectile vomiting and
hematemesis especially after meals for the last two
days. The pain was colicky in nature. Examination
revealed fullness and tenderness in upper abdomen,
Right para-median scar of laparotomy with increased
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bowel sounds were noted. There was a history of
abdominal surgery  done 20 years back but the
reason and procedure were unknown with no record
available. Abdominal ultrasound gave the impression
of intussusception of small  gut. Endoscopic
examination revealed a bosselated mass in the area
of body of stomach with intact mucosa and peristalsis
in the mass. The endoscope could not go beyond
this point. CT scan of the abdomen revealed a
whirlpool sign at the splenic f lexure (Fig I).

The patient was resuscitated and an exploratory
laparotomy was done under general anesthesia. The
abdomen was opened through the midline incision
and small gut obstruction was seen with afferent and
efferent loops entering into the stomach wall. The
loop of the jejunum was delivered via gentle manual
traction and hot sponges compression. The reduction
of the intussusception was done (Fig. II). There was
posteriorly located gastrojejunostomy in the infracolic
region and retrograde dependent area of stomach.
About 25 cm of the jejunal loops were in the stomach
wall. The gut was congested but viable. There was
no leading point. Adhesiolysis of loops was done and
stitched to mesentery of colon to avoid recurrence.
P o s t o p e r a t i v e  r e c o v e r y  w a s  u n e v e n t f u l .

DISCUSSION:
Jejunogastric intussusception as a complication may
develop at any time in a patient who has undergone
gastrojejunostomy.3 Anatomically, jejunogastric
intussusceptions are classified into three types;

Intussusception occurring through a retrograde jejunogastric fashion  is one the rare causes
of gastric outlet obstruction. Our case, a 55 year old patient, presented with epigastric
pain, projectile vomiting and hematemesis following meals and fever. Ultrasound revealed
intussusception at the splenic flexure while endoscopy showed a bosselated mass in the
area of the body of the stomach with intact mucosa and visible peristalsis in mass. CT
scan of the abdomen revealed a whirlpool sign in the area of the splenic flexture. Patient
had abdominal surgery 20 year back however, procedure detail were unknown. Exploration
revealed the gastrojejunostomy intussusception. Reduction and stitching of the small gut
to the mesentery was done to avoid recurrence. Postoperative recovery was uneventful.
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Type I when afferent loop (anterograde) is
involved (16%), Type II where efferent loop is
involved (74%) and in Type III both loops are involved
(10%).  Based on this classification our patient falls
in Type III. No clear mechanism is known. It is stated
that hyperacidity, presence of a long efferent loop,
presence of jejunal spasms together with abnormal
motility in the bowel, increase pressure in the
abdomen as well as reverse peristalsis are the
leading pathophysiological factors that contribute to
the condition.5 Type II jejunogastric intussusceptions
a re  a t t r i bu ted  to  re t rog rade  pe r i s ta l s i s .

The management of jejunogastric intussusceptions
include both endoscopic as well as surgical
approach. The endoscopic method was not used in
our patient because of large mass and diagnostic
ambiguity. There are various surgical approaches
to manage this condition depending upon the
intraoperative findings.4 This include gentle manual
reduction, anastomotic site revision, efferent loop
stitching to the nearby structures such as the
mesentery. Same was used in our case. Prior to the
surgical procedure viability of bowel must be
assessed. Early diagnosis and treatment prevent
complications and improve the quality of life of the
patient.

CONCLUSION:
Intussusception may be considered in a patient who
previously has undergone gastrojejunostomy as
cause of intestinal obstruction even at long follow
up.
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Fig. I: Whirlpool sign indicative of intussusception.

Whirlpool sign

Fig II: Bowel loop being pulled out of stomach
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Efferent loop
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