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JEJUNO-JEJUNAL INTUSSUSCEPTION DUE TO LIPOMA

Shrestha SR, Shah J N

ABSTRACT
Sixty eight year old lady from Kathmandu presented to Emergency Department, Patan Hospital with pain
and abdomen distention associated with vomiting and constipation. Abdomen examination revealed a mass
in infraumblical region. Emergency laparotomy for acute intestinal obstruction revealed jeuno-jeunal
intussusception due to multiple lipoma of jejunum intestine. Resection anastomosis was done. Postoper ative
period was uneventful.
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INTRODUCTION

Intussusception is a process in which a portion of the gut
becomes invaginated within animmediately adjacent segment,
invariably it is the proximal into distal bowel.? This leads to
obstruction of venous and lymphatic flow which may further
progressto mesenteric artery obstruction and ischaemiaof the
bowel. Intussusception in adult is uncommon, approximately
5 % of all intussusceptions and 1% of bowel obstructions?

Small bowel obstruction dueto enteroenteral i ntussusceptions
like jejuno-jejunal, jejuno-ileal and ileo-ileal are usually
associated underlying pathology, mainly some intraluminal
growth. Small bowel lipomas are usually submucosal and do
not produce symptoms until they reach 4 cm. They may cause
blood lossdueto ul ceration of the overlying mucosain addition
tointussusception.

CASE REPORT

A sixty eight year old lady, farmer from Kathmandu, presented
to emergency department Patan Hospital with complaints of
sudden continuous periumblical pain associated with vomiting,
abdomen distension and constipation for 2 days. She was on
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medication for Chronic Obstructive Airway Disease (COPD)
and Acid Peptic Disease (APD).

On examination, she was restless in bed. Her pulse was 90/
min, respiration 18/min, blood pressure 130/86 mmHg. She
was non-icteric. Respiratory system, cardiovascular system
appeared normal. Abdomen was distended, mainly umbilical
and suprapubic region. No visible peristalsis was seen. A
tender, mobile mass was palpated in infraumblical region.
Bowel sound was sluggish. Per rectal examination was normal.

I nvestigations

Leucocyte count, Haematocrit, Serum amylase, Serum
creatinine, Sodium, Potassium and Abdomen X-ray were
normal.

With provisional diagnosis of acute intestinal obstruction (?
intussusception), patient was resuscitated in the emergency
department and planned for surgery. Emergency laparotomy
revealed jejuno-jejunal intussusception. Manual reductionwas
not tried due to patchy bowel necrosis. Mass resected, 8 cm
from Ligament of Traits to 50 cm distally (fig. 1, 2) and
anatomosed end to end in two layer. Postoperative period was
uneventful. Histopathology — jejunal lipomas.
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Fig. 1 : Gross specimen after reduction.

DISCUSSION

Intussusception is the disease of childhood, in which ileum
(intussusceptum) tel escopesinto the colon (intussuscipiens) -
anileocalicintussusception. During thisperiod, thereisusually
no lead point and intussusception is thought to be due to a
viral infection that results in either enlarged lymph node or
bowel wall inflammation. Enteroenteric type of intussusception
is rare in children.

In contrast, intussusception in adult is uncommon,
approximately 5% of all intussusceptions and 1% of bowel
obstructions? and usually caused by underlying pathology,
malignant growth in colon and benign tumors in small bowel.
Thisisthe first case reported from Patan Hospital.

The pathogenesisanimbalanceinthelongitudinal forcesalong
the intestinal wall, caused by a mass acting as alead point or
by a disorganized pattern of peristalsis. Asaresult, an area of
the intestinal wall invaginates into the lumen, with the rest of
the intestine following. The invaginating portion of the
intestine is called intussusceptum, which completely
invaginates into the receiving portion of the intestine known
as intussuscipiens.This process continues and more areas
follow, and allows to intussusceptum to proceed along the
lumen of the intussuscipiens.

The mesentery of the intussusceptum is invaginated with the
intestine, which leads to classic pathophysiologic process of
any bowel obstruction.

Jejuno-jejunal intususception in adults may result due to
lipoma34® leimyoma,® leiomyosarcoma,” Denis tube insertion
for ileus? melanomas, adenomatous polyps, after Roux-en-Y

L

Fig. 2 : Cut specimen, multiple submucosal lumps.

gastrojejunostomy,® Trichobezoar with tail,** and metastatic
renal cell carcinoma.! Lipoma may be sub-mucosal as in our
case and as described by Cakirer,* polypoid,’® hemorrhagic.'t

Clinical presentation of intussusception in adults in contrast
to children tendsto be more chronic or intermittent and include
pain, constipation, weight loss or a pal pable mass at physical
examination. In children presentation is usually acute with
colicky abdominal pain, vomiting, bloody stool that look like
current jelly, and often a palpable mass.!

In many cases it is difficult to diagnose jejuno-jejunal
intussusception on the basis of clinical presentation. Patient
presenting with signs of intestinal obstruction and with
abdominal mass should be suspected as a case of
Intussusception. Jejuno-jejunal intussusception can be
diagnosed with the help of ultra sonogram of abdomen,
typically multilayered appearance consisting of the alternating
hypoechoic concentric rings that represent alternating layers
of mucosa, bowel wall, and mesenteric fat in cross section?
plain X ray of abdomen showsdilated bowel, apaucity of bowel
gas in the right lower quadrant, or a soft tissue mass that
produces a concave defect in the air column of the colon? CT
findings include a target like or sausage like mass, depending
on the angle of the beam relative to the intususception, in
which the inner central area represents the invaginated
intussusceptum that is surrounded by its mesenteric fat and
associated vasculature, all of which are surrounded by the
thick-walled intussuscipiens?

In children, conservative or operative reduction of
uncomplicated intususceptionisusually sufficient, but in adult
resection isrequired to cure the underlying cause.
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