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RETROGRADE jejunogastric intussusception occurs rarely after oper-
ations on the stomach. In the American literature only 45 cases have 

been reported. Although the complication was observed and described 
much earlier,1 a report on the radiologic diagnosis was published in 1924.1 

On the basis of previously recorded cases, it has been established that 
retrograde jejunogastric intussusception is a late complication of gastro-
jejunostomy or of a Billroth II anastomosis, predominantly of the latter 
procedure.2 We believe that in view of the infrequency of reported in-
stances of this complication after operations so commonly and widely per-
formed, the report of a recent case is of special interest. 

The declining incidence of cancer of the stomach in the United States,3 

together with a trend toward a more physiologic operation for peptic 
ulcer disease will certainly make retrograde jejunogastric intussusception 
even rarer than it has been to the present time. 

REPORT OF A CASE 

A 60-year-old Negro man who had undergone part ia l gastrectomy and Bil lroth II 
anastomosis for peptic ulcer in 1948, was first examined at the Cleveland Clinic Hospital 
in March 1965 because of a three-year history of recurrent episodes of bil ious vomiting 
and abdominal distension, occurring every two or three weeks and lasting about four 
days. Frequent ur inat ion preceded emesis, which was accompanied and followed by epi-
gastric pain. Between attacks he felt well, but he had lost 13 pounds dur ing the course of 
his illness. His family history and a review of systems were noncontributory. 

On examinat ion, the pat ient was i l l-nourished, dehydrated, and depressed, weighing 
only 125 pounds. There were generalized neurofibromatosis of the skin, and enlargement 
of the prostate g land. 

* Fellow, Department of Gastroenterology. 
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Fig. 1. A roentgenogram from a normal gastrointestinal series obtained in November 
1966. This study was made after repeated episodes of vomiting, which were attributed to 
bile gastritis and psychogenic reaction. 

A roentgenogram of the chest, a plain roentgenogram of the abdomen, and an upper 
gastrointestinal series of roentgenograms showed normal function, as did the intravenous 
and the retrograde pyelograms. No further episodes of vomiting occurred during the two 
weeks of observation in the hospital. Upon discharge from the hospital he was advised 
to follow a diet for dumping syndrome and to take vitamins. He was reexamined periodi-
cally, and by November 1, 1966, had experienced five episodes of persistent vomiting. 
At no time was he observed during one of these "spells." Bile gastritis and psychogenic 
reactions were considered to be contributory to the symptoms. An upper gastrointestinal 
rocntgenogram in November 1966 revealed a normal gastrojejunostomy. The gastric 
remnant, stoma, and both loops appeared unremarkable (Fig. 1). 

The patient was readmitted to the hospital on February 28, 1967, in a dehydrated 
state from persistent vomiting for two days. The vomitus was the color of coffee grounds. 
His temperature was 98 F, pulse rate 130, and blood pressure 102/76 mm Hg. The 
abdomen was normal. Laboratory studies consisted of determinations of: blood hemoglobin 
content, 15.6 g per 100 ml; cell volume, 45 percent; leukocyte count, 7,700 per cubic milli-
meter; urinalysis, traces of protein; and serum values—carbon dioxide, 21.6 meq per liter; 
chloride, 99 meq per liter; potassium, 3.9 meq per liter; sodium, 130 meq per liter; 
calcium, 9 mg per 100 ml; phosphorus, 5.8 mg per 100 ml; amylase, 600 units. A flat 
roentgenogram of the abdomen showed dilated loops of the small bowel in the right upper 
quadrant, and a fluid level in the stomach suggestive of obstruction of the efferent loop. 
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Fig. 2. A roentgenogram from a gastrointestinal series obtained on March 1, 1967, show-
ing a loop of intestine in the di lated gastric remnant. The intussuscepted loop is charac-
terized by a coiled-spring appearance; the afferent loop is di lated. 

An electrocardiogram showed tachycardia, enlargement of the r ight a tr ium, and non-
specific myocardial changes. 

The pat ient was treated for upper gastrointestinal obstruction and electrolyte imbalance. 
T h e next morning, a gastrointestinal series of roentgenograms demonstrated an elongated 
sausage-shaped defect with a coiled-spring appearance in the distal portion of the gastric 
remnant . There was evidence of severe di latat ion of the gastric remnant and afferent 
loop, but no filling of the efferent l imb (Fig. 2). 

A diagnosis of intussusception of the small bowel into the stomach was made, and on 
March 3, 1967, laparotomy was performed. At operation, the retrograde intussusception of 
the efferent loop into the gastric pouch had spontaneously reduced. Another intussuscep-
tion, 12 inches from the l igament of Trei tz ( je junojejunal) , was found and reduced. Mult i-
ple neurofibromas were on the serosal surfaces of the stomach and intestines, and biopsy 
specimens were obtained. T h e j e juna l intussusception was believed to have been caused 
by one of the neurofibromas, consequently nothing could be done to prevent recurrence 
of this problem. 

T h e patient made a slow but uneventful recovery. The upper gastrointestinal roent-
genogram made before he was discharged from the hospital is shown in Figure 3. T h e 
pat ient was readmitted to the hospital on Apri l 17, 1967, because of symptoms suggesting 
recurrence of intussusception. A pla in roentgenogram of the abdomen confirmed the 
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Tig. 3. A roentgenogram from the postgastroscopy gastrointestinal series showing a normal 
gastric remnant and efferent loop. 

suspicion of upper gastrointestinal obstruction. Gastroscopy revealed a segment of small 
intestine in the stomach, but a subsequent gastrointestinal series of roentgenograms 
showed a normal anastomosis with free passage of barium, suggesting that reduction of 
intussusception took place during gastroscopic examination (Fig. 5). 

DISCUSSION 

Intussusception of a portion of the small bowel into the gastric remnant 
occurs rarely. The abnormal physiologic mechanism involved is not yet 
known. No organic lesion, such as an idcer, a polyp, or a tumor, has 
generally been thought to initiate invagination. According to Palmer,1 

Amberger reported a case in which a fibroma on the jejunum was noted 
at operation, but this did not involve the stoma. Although several neu-
rofibromas were noted on the serosal surface of the stomach and jejunum 
in the patient treated, their role in the causation of the jejunogastric in-
tussusception is open to question; none were present in the region of 
anastomosis. The distal, jejunojejunal intussusception did appear to be 
caused by one of the neurofibromas. 
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Shackman4 classified jejunogastric intussusception into three categories: 
type 1, in which the afferent loop intussuscepts into the stomach; type 2 
in which the efferent loop invaginates; and type 3 in which both loops 
intussuscept. Type 3 generally occurs in the early postoperative period; 
whereas types 1 and 2 seem to occur many months or years after opera-
tion. Our case fits the type 2 category. The patient remained well for 12 
years after operation, and symptoms of intermittent high obstruction de-
veloped subsequently, which were attributed variously to dumping syn-
drome, recurrent ulceration, bile gastritis, and psychogenic reaction. 

Chamberlin5 believed there were two modes of presentation characteristic 
of jejunogastric intussusception. The presenting symptoms of fulminant 
cases of acute upper gastrointestinal obstruction are abdominal pain, vomit-
ing, and the attendant effects of electrolyte and fluid deficit. Hematemesis 
is frequent because of gangrene of the jejunum, and leads ultimately to 
shock. In such cases, prompt surgical intervention is the treatment of 
choice. In chronic cases, usually there is a long history of intermittent 
symptoms, as exemplified by the patient we treated, though he had several 
acute episodes also, which subsided with spontaneous reduction. Only his 
final episode was accompanied with hematemesis. 

Foster6 suggested that a palpable mobile epigastric mass associated with 
manifestations of upper gastrointestinal obstruction in a patient who 
previously underwent operation is diagnostic of retrograde intussuscep-
tion. Nonetheless, the diagnosis remains elusive due to clinicians' lack of 
awareness of this complication. 

Roentgenographic findings are diagnostic when an upper gastrointestinal 
series is made during the episode. The diagnosis in the case reported here 
would not have been established without such evidence. Wisoff7 commented 
on the typical coiled-spring appearance of a filling defect in the stomach 
because of the Kerckring's valves of the small bowel. Aleman 8 reported 
one case, and from a review of 65 reported cases found that this appearance 
applied to 85 percent of patients with retrograde jejunogastric intussuscep-
tion. In addition, dilatation of the gastric remnant is often prominent in 
acute cases. Diagnosis can be confirmed by gastroscopy. Palmer1 stated that 
invagination of jejunal mucosa through the stoma in these cases is readily 
recognized. Secondary changes due to intestinal strangulation, gangrene, and 
obstruction can also be identified. 

Caudell and Lee9 reported two cases, and believed that many cases of 
chronic intermittent jejunogastric intussusception are never recognized. 
They stressed barium contrast roentgen studies in the presence of active 
symptoms. 

The cause and mechanism of the development of retrograde intussuscep-
tion are still a matter of conjecture. Indeed, one would more often expect 
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to find the reverse—prolapse of the gastric mucosa into the jejunum. Var-
ious mechanical and functional factors have been proposed as causes. The 
site of anastomosis or the size of the stoma has no correlation with the 
cases that have been reported. According to Reyelt and Anderson,2 the 
stomas in reported cases have ranged in size from 2 to 5 cm. Occurrence of 
adhesions in the vicinity of the stoma,8 a lengthy afferent loop or a mobile 
efferent loop2 have been suggested as precipitating causes, but remain un-
confirmed. Segmental spasm in the proximal jejunum and retrograde 
peristalsis have been mentioned as inducing intussusception. However, the 
underlying factors that occasion such neuromuscular incoordination and 
motility disorders have not been elucidated with certainty. 

The roles of diet, gastric acidity, and the dumping phenomenon, in-
dividually or collectively, have been questioned. Aleman8 reviewed two 
cases in which the patients were addicted to morphine, which presumably 
caused spasm. A thick, contracted mesocolon8 has also been suggested as 
a probably predisposing factor. According to Wisoff,7 Dunlop reported a 
case of acute intussusception that was associated with a perforated jejunal 
diverticulum. The latter may well have caused sufficient spasm and reverse 
peristalsis to result in invagination of the jejunum into the gastric remnant. 

The importance of a high index of suspicion on the part of the clinician 
is emphasized by mortality figures cited by Lawson and Whitener. 1 0 Retro-
grade jejunogastric intussusception resulted in death of all patients who 
did not receive surgical treatment. 

S U M M A R Y 

Retrograde jejunogastric intussusception is an infrequent and often 
undiagnosed complication of gastric surgery. The literature has been briefly 
reviewed and a recent new case has been presented. The initial symptoms 
are those of upper gastrointestinal obstruction in a patient who has pre-
viously undergone a gastric resection. Prompt recognition of this condition 
is necessary, since there is a high mortality rate without surgical interven-
tion. 
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