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Background Gastrojejunal intussusception occurs as a rare complication following gastrojejunostomy.

Summary A 50-year-old female with Down syndrome presented to the hospital with abdominal pain and 
multiple episodes of nonbilious emesis over the past 24 hours. She had a midline abdominal incision 
from prior surgery as an infant without any known historic details available. She was clinically stable, 
and the initial radiographic workup demonstrated an intussusception of jejunum into the stomach 
and signs of intestinal malrotation. Further investigation with upper endoscopy revealed the presence 
of complete duodenal atresia and viable jejunum within the gastric lumen. Preoperative radiologic 
evaluation and endoscopy suggested the intraoperative findings noted. We further describe this 
entity’s unique surgical management and a briefly discuss the pertinent literature.

Conclusion Optimal surgical management of gastrojejunal intussusception is dependent upon operative findings 
and bowel viability.
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Case Description
A 50-year-old noncommunicative female with Down syn-
drome, hypothyroidism, and severe developmental delay 
presented to the emergency room with abdominal pain 
and multiple episodes of nonbilious emesis over the past 
24 hours. There was a history of a congenital cardiac defect 
as well. She was mildly distended and tender on physi-
cal examination without signs of peritonitis. There was 
a midline abdominal scar and no external hernias. 
The rectal exam was Hemoccult-negative. Laboratory 
analysis revealed a white blood cell count of 13,000 
and normal serum chemistries.

The p atient’s i nitial r adiographic w orkup c onsisted o f a  
plain abdominal film demonstrating a large, gas-filled 
structure in the right upper quadrant (Figure 1). Careful 
analysis of a subsequent CT scan of the abdomen and pel-
vis with oral but no IV contrast demonstrated several find-
ings, the first and foremost of which was what appeared 
to be an intussusception of the small bowel into the stom-
ach. Upon further analysis of the CT scan, it appeared the 
small bowel was located predominantly on the right side 
of the abdomen while the colon occupied the left. While 
challenging to discern adequately without IV contrast, the 
SMV was in front of the SMA, but the two vessels were not 
fully transposed. An additional finding was that of contrast 
opacification in the right upper quadrant in the same area 
where a gas-filled loop of bowel had been noted on the 
initial plain film. Finally, the duodenum did not appear to 
cross the midline abdomen (Figure 2).

Since the patient was stable, consent was obtained for 
an initial upper endoscopy to further define and clarify 
anatomy, followed by laparotomy immediately thereafter. 
The operating surgeon had full anesthesia capabilities and 
performed the endoscopy in our surgical endoscopy unit. 
Upon passage of the scope into the distal gastric body, an 
intussuscepting limb of the small bowel was encountered, 
which was fully viable. Its origin was not initially apparent, 
and the scope could be maneuvered through the patient’s 
native pylorus into a large blind pouch of proximal duo-
denum with no outlet. There was no bile in the stomach 
or this blind ending pouch (Figure 3). A laparotomy fol-
lowed, and examination of the abdominal content revealed 
the colon to indeed be on the left side of the abdomen. 
The appendix was surgically absent, consistent with prior 
Ladd’s procedure. There was complete atresia of the second 
portion of the duodenum. A surgical gastrojejunostomy 
was noted, the efferent limb of which had intussuscepted 
retrograde through the gastrojejunal anastomosis into the 
gastric lumen. The intussusception was manually reduced 
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by grasping the stomach at the cephalad aspect of the 
intussusception and pushing the jejunum within its lumen 
distally back toward the anastomosis while placing only 
minimal traction on the intussuscepted jejunal limb from 
below. Once fully reduced, there was no evidence of a lead 
point, and jejunal viability was confirmed (Figure 4).

A decision was made to pexy the efferent anastomotic limb 
further along the greater curve of the stomach and to an 
adjacent portion of jejunum immediately beyond to pre-
vent future intussusception episodes (Figure 5). The effer-
ent limb pexy was created with a gentle curve in mind to 
avoid possible kinking or obstruction at its apex. Postop-
erative GI contrast studies and a CT scan confirmed nor-
mal transit through this area (Figure 6). Postoperatively, 
the patient did well and recovered to discharge several days 
later.

Figure 1. Initial Abdominal X ray Demonstrating Large Proximal Duodenal 
Gas Bubble. Published with Permission
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Noted viable intussucepted jejunum in gastric antrum (left) and blind-ending proximal duodenal pouch (right).

Figure 2. CT Imaging. Published with Permission

Figure 3. Endoscopic Images. Published with Permission

Oral contrast demonstrates findings of intussusception (right); intussusceptum (jejunum) is seen within intussuscipiens (body of stomach). Oral contrast is identified 
within stomach and blind-ending proximal duodenum.
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Jejunogastric intussusception (left) and post-reduction viable small bowel (right) are shown.

Figure 4. Intraoperative Images. Published with Permission

Figure 5. Diagram of Post-Pexy Surgical Anatomy.
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Discussion
Down syndrome is associated with various gastrointesti-
nal anomalies, including duodenal atresia (6%),1 annular 
pancreas, gastrointestinal reflux, imperforate anus, and 
Hirschsprung disease. Additionally, malrotation, Meckel’s 
diverticulum, and duodenal web appear more common in 
this population.2‒5 Congenital cardiac defects are also well 
described in these patients. They may be a potential source 
of surgical morbidity.6 Current operative management of 
duodenal atresia consists of duodenoduodenostomy or 
duodenojejunostomy.7 Perhaps at the time of initial pre-
sentation and exploration as an infant in our patient, it 
may not have been precisely clear where the bile and pan-
creatic ducts entered the atretic duodenum and so gastro-
jejunostomy may have been chosen instead.

Jejunogastric intussusception following gastrojejunostomy 
is exceedingly rare, with approximately 300 cases report-
ed in the literature. This finding arises as a complication 
of prior surgical anastomosis. Most reported cases (74%) 
involve the efferent limb of the gastrojejunostomy, but 

afferent and combined limb intussusception have been 
described.8‒10 The mechanism is likely related to retrograde 
peristalsis. Still, long afferent limb, jejunal spasm, abnor-
mal motility, hyperacidity, and increased intraabdominal 
pressure have also been implicated.11,12 There were no 
lead points for this condition described in the literature, 
so resection based solely on concern for anatomic causes 
appears unnecessary.

Endoscopic reduction has been described, but the risk of 
perforation or recurrence is high.13,14 Potential surgical 
options for intussusception depend largely upon intra-
operative findings and intestinal viability. They include 
simple reduction with or without fixation and revision or 
resection with re anastomosis.8 Another potential option is 
to convert the gastrojejunostomy to Roux-en-Y configura-
tion, mainly if nonviable intestine is encountered at explo-
ration. In our case, the afferent limb was short in length 
because the index gastrojejunostomy had been constructed 
close to the duodenum, completely to the right of the mid-
line. The limb was also partially tethered in the retroperito-

Image demonstrates persistently dilated and air-filled duodenal bulb in right upper quadrant and right-sided small bowel opacification with contrast.

Figure 6. Postoperative Upper Gastrointestinal Series and CT. Published with Permission
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neum from prior surgery. If a long afferent limb had been 
encountered, additional pexy of the afferent to the efferent 
limb, similar to a Braun jejujo-jejunostomy but without 
anastomosis, could have also been considered.

Conclusion
We report a case of gastrojejunal intussusception, an 
exceedingly rare complication of gastrojejunostomy with 
a good outcome. Optimal surgical management is depen-
dent upon operative findings and bowel viability.

Lessons Learned
Careful analysis of preoperative imaging is especially use-
ful when no prior surgical historical details are available. 
Endoscopy can be useful, especially when gastrojejunal 
intussusception is suggested by radiologic workup in a sta-
ble patient. The lack of a l ead point i n all reported c ases 
makes resection unnecessary unless bowel viability is in 
question.
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