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Clinical case of intussusception
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after gastric resection

F.Sh. Akhmetzyanov'?, V.I. Egorov'**, A.N. Daminov?, N.D. Sirazitdinov'

'Kazan State Medical University, Kazan, Russia;
2Tatarstan Regional Clinical Cancer Center, Kazan, Russia

Abstract

Intussusception is one of the varieties of mixed (strangulation and obturation) mechanical intestinal obstruction.
It arises as a result of the introduction of the adducting segment of the intestine into the abducting one. Gastroduo-
denal intussusception is an extremely rare type of high intestinal obstruction. It most often occurs after surgery
on the stomach and much less often in non-operated patients. Intussusception of the jejunum into the stomach can
occur soon after surgery, but most often, this complication occurs 5—15 years after the intervention. This paper
describes a case of retrograde intussusception that arose 9 years after the Billroth II gastric resection with Braun
anastomosis. This clinical case acquaints specialists with the possibility to encounter this pathology in clinical
practice and demonstrates the appropriateness of differential diagnostics in cases with similar clinical symptoms.
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Intussusception (introduction) is one of the forms
of mechanically mixed intestinal obstruction (3%—
4%), occurring as a result of the intestinal afferent
segment introduction into the efferent one. Intus-
susception can be caused by inflammatory chan-
ges in the intestine, intestinal tumors, and helmin-
thic invasion [1,2].

Intussusception in the stomach and duodenum
is an extremely rare type of high intestinal ob-
struction. It occurs most often after gastric surgery
and much less frequently in patients who did not
undergo operation [3,4]. The afferent loop is intus-
suscepted into the anastomosis in 75% of cases,
efferent loop in 11%, and both loops are intussus-
cepted simultaneously in 10% of cases. Intussus-
ception of the jejunum into the stomach can occur
shortly after surgery, and most often this compli-
cation is registered in 5—15 years after the inter-
vention [5].

Predisposing and producing factors of intussus-
ception are present. The first ones include broad
anastomosis, improper fixation of gastroentero-
anastomosis in the window of the transverse colon,
and intestinal connection of the stomach in the an-
tiperistaltic direction. Productive aspects are con-

sidered to be stomach atony and an abrupt increase
in intra-abdominal pressure [6,7].

This study aimed to introduce the possibility of
intussusception of the small intestine into gastroen-
teroanastomosis in the late postoperative period af-
ter gastric resection to specialists.

Clinical case. Patient A. was transferred urgent-
ly from the central district hospital on 11/02/2019 to
the Republican Clinical Oncological Dispensary of
the Republic of Tatarstan with a diagnosis of can-
cer recurrence in the stomach stump complicated
by gastric bleeding.

Examination in the admission ward. The patient
complained of severe asthenia and epigastric pain,
with severe general condition. The skin and visible
mucous membranes were pale. The pulse was re-
gular and of poor volume at 98 beats per minute.
Blood pressure was 170/90 mm Hg. Heart tones
were muffled. The tongue was clean and dry. In the
mesogastric and left lateral region of the abdomen,
a dense inactive, and moderately painful tumor-like
formation up to 15-20 cm in size was palpated.
Melena was revealed on the digital rectal examina-
tion. Gastric contents of 300 ml with a hemorrhagic
nature were found via a nasogastric tube.
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Fig. 1. Radiography of the abdominal cavity with passage of barium suspension

Fig. 2. Endoscopic presentation of the stomach

Fig. 3. View after the surgery 1 (1); route of intussusception
(2, 3); postoperative view (4).

Upon admission, the laboratory and instru-
mental studies included complete blood count
(erythrocytes = 3.29 x 10'¥/1, hematocrit = 31.4%,
hemoglobin = 107 g/1, leukocytes = 11.0 x 10%/1,
and platelets = 161 x 10%/1).

Fibrogastroduodenoscopy (FGDS), performed
at the central district hospital on 11/02/2019, re-
vealed a giant blood clot in the stomach, suspec-
ting gastric cancer recurrence.

Considering the ongoing gastric bleeding, the
patient was admitted to the intensive care unit for
additional examination.

The results of laboratory and instrumental
studies showed general blood test (erythrocytes=
3.1 x 10'%/1, hematocrit = 30.1%, hemoglobin=
102 g/1, leukocytes = 11.5 x 10%1, and platelets=
150 x 10%/1).

FGDS dated 11/02/2020 showed the stomach
state after Billroth II resection, a small stump oc-
cupied completely by a blood clot, which could not
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be evacuated as it was fixed. The clot spread into
the intestinal complex through anastomosis. Thus,
no clear evidence for recurrence has been identi-
fied. Ongoing hemorrhage was not observed.

The follow-up was recommended based on the
data from the endoscopic examination. During the
conservative therapy, no bleeding episodes were
observed, and the pain syndrome in the epigastric
region was stopped. The patient subjectively noted
an improvement in well-being.

The main symptom of bleeding from stomach
cancer recurrence is often repeated coffee-ground
vomiting, which did not correspond to the patient’s
clinical presentation, as bleeding was scarce, with-
out hemodynamic disorders. Differential diagnostics
with retrograde intussusception into the anasto-
mosis was performed, but imaging data was lack-
ing. Passage of barium through the intestines was
decided, and FGDS was performed in dynamics.

Radiography of the abdominal cavity with ba-
rium passage. Free gas in the abdominal cavity was
not detected. On the right, heterogeneous contents
in the intestine were found. The small intestine was
swollen with gas, without obvious levels and arches
(Fig. D).

The board of endoscopists concluded the sto-
mach state after Billroth II resection, the stump
was of medium size, containing bile, and the mu-
cous membrane was edematous and hyperemic.
Gastroenteroanastomosis was performed with
a large ovoid intussusceptum infiltrate located in
the afferent and efferent loops of the small intestine,
and the mucous membrane of the intussusceptum
was gray (Fig.2).

The surgery was performed on the patient based
on the endoscopic presentation. Intraoperatively,
intussusception of the efferent loop of the jejunum
into the jejunum through a Brownian anastomo-
sis into the gastroenteroanastomosis region and
the stomach was revealed. Considering the dura-
tion of intussusception, it was decided to perform
resection of the jejunum with intussusceptum and
re-formation of the gastroenteroanastomosis. The
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afferent and efferent loops of the small intestine
were resected together with intussusceptum and
dissected away from the stomach. End-to-side gas-
troenteroanastomosis and Roux-type end-to-side
jejuno-jejunoanastomosis were formed (Fig. 3).

The prepared sample was sent for histopatho-
logical examination. Macroscopic description of
the preparation indicated a segment of intestine
as 40 cm in length with intussusception, extensive
necrosis, and hemorrhage in the intestinal wall.
Microscopic description of the sample indicated
extensive necrosis and hemorrhage in the intestinal
wall and polymorphic cell infiltration.

Conclusion. Retrograde small bowel intussus-
ception in adults is extremely rare, but often re-
quires urgent surgical intervention. Nonspecific
symptoms, diagnostics requiring imaging methods,
extremely rare frequency, and minimal number of
cases make this complication difficult to diagnose.
The material presented can contribute to the emer-
gence of diagnostic and therapeutic approach in
case this pathology is suspected.

Author contributions. F.Sh.A. created the study con-
cept and design and edited the article; A.N.D. per-
formed surgical treatment; V.I.LE. collected and pro-
cessed the materials and performed diagnostic studies;
and N.D.S. wrote the text and reviewed the literature.

Funding. The study had no external funding.
Conflict of interest. The authors declare no conflict of
interest.

REFERENCES

1. Kazushhik V.L., Protasevich A.l. Redkie formy os-
troj kishechnoj neprohodimosti. (Rare forms of acute in-
testinal obstruction.) Minsk: BGMU. 2008; 22 p. (In Russ.)

2. Ponomarev A.A., Kurygii A.A. Redkie neopuholevye
hirurgicheskie zabolevanija pishhevoda, zheludka i dve-
nadcatiperstnoj kishki. (Rare non-neoplastic surgical di-
seases of the esophagus, stomach and duodenum.) L.: Me-
dicina. 1987; 231 p. (In Russ.)

3. Marinis A., Yiallourou A., Samanides L. et al. Intus-
susception of the bowel in adults: a review. World J. Gas-
troenterol. 2009; 15 (4): 407—411. DOI: 10.3748/wjg.15.407.

4. Bas S.I., Kovalev S.A., Tatarinov V.S. et al. A case of
retrograde intussusception of the small intestine into the gas-
tric stump. In: Hirurgija Belarusi na sovremennom etape.
(Surgery in Belarus at the present stage.) Part 1. 2018; 403—
405. (In Russ.)

5. Moreno E.A., Cickman P., Azar R. et al. Intestinal in-
tussusception in adults: Tomographic findings and report of
two cases. Acta Gastroenterol. Latinoam. 2013; 43 (2): 126—
129. PMID: 23940913.

6. Ponomarev A.A., Karpov O.E. Redkie prichiny nepro-
hodimosti zheludochno-kishechnogo trakta. (Rare causes of
gastrointestinal obstruction.) Rjazan": RyazGMU. 2002; 420 p.
(In Russ.)

7. Lyons D., Sidhu S. Missed case of intussusception, a rare
cause of abdominal pain in adults: A case report emphasizing
the imaging findings and review of the literature. Radiol. Case
Rep. 2019; 14: 906-910. DOI: 10.1016/j.radcr.2019.05.007.

30f3



