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ABSTRACT 
 

Intussusceptions accounts for 1% of all bowel obstructions in adults. Feeding jejunostomy (FJ) is a 
common procedure done for enteral feeding as an adjunct. Intussusception is a rare complication 
after FJ. We have encountered a case of 18 yr old female patient with FJ done for enteral feeding 
post corrosive acid ingestion. He presented with upper abdominal symptoms of vomiting and pain 
two months after the FJ. Ultrasound abdomen at the time of presentation was normal. A CT scan 
was done as the symptoms did not regress on conservative management, which showed sausage 
shaped mass with bowel in bowel configuration s/o intussusception with small bowel obstruction 
pattern. Emergency exploratory laparotomy was done which confirmed jejuno-jejunal 
intussusception with FJ as lead point. Surgical reduction of intussusceptions and revision FJ was 
done. Postoperative period was uneventful. Even though Jejunostomy tube-induced 
intussusceotion is rare with an incidence of 1%, it should be considered in an FJ patient with upper 
abdominal symptoms. 

 

 
Keywords:  Intussusception; feeding jejunostomy; intestinal obstruction; bowel obstructions; small 

bowel obstruction; corrosive ingestion. 
 

Case Study 



 
 
 
 

Nynasindhu et al.; AJCRS, 11(4): 49-53, 2021; Article no.AJCRS.74744 
 

 

 
50 

 

1. INTRODUCTION 
 

Feeding jejunostomy is commonly done surgical 
procedure for enteral nutrition

 
[1]. Intussuception 

is a common cause of intestinal obstruction in 
infancy and early childhood [2]. In adults it 
accounts for 1% of all bowel obstructions and 
only 5% of all cases of instussusception.  
Intussusception is a rare complications after 
feeding jejunostomy amounting for 1% of all 
complications of FJ. They are of diagnostic 
challenge and present with nonspecific 
symptoms, have a chronic indolent course until 
bowel ischemia occurs [3]. Computed 
tomography (CT) or ultrasonography (USG) can 
help to confirm the diagnosis. It can be relieved 
spontaneously or sometimes requires laparotomy 
[4]. Having a high index of suspicion is necessary 
for their diagnosis at the earliest. 
 

Aims: To present and highlight a rare and less 
considered complication of Feeding 
Jejunostomy.   
 

2. CASE PRESENTATION 
 

An 18yr old female was brought to the hospital 
with complaints of pain abdomen and vomiting 
since 3 days with FJ in situ with electrolyte 
imbalance. 2 months back at some other 
hospital; she had undergone an operative 
intervention for FJ creation following corrosive 
ingestion. Patient has no other comorbidities. On 
admission an USG abdomen was apparently 
normal and initially was managed conservatively 
with intravenous fluids, antiemetic and 
prokinetics. Even after 48hrs of conservative 
management the patients symptoms did not 
improve, and a CECT abdomen was planned. It 
revealed a sausage shaped mass with bowel in 
bowel configuration with feeding tube in situ (Figs 
1,2) suggestive of intussusception. 
 

An emergency laparotomy was done as there 
was no symptomatic improvement after 48 hrs 
and CT diagnosis of bowel obstruction caused by 
intussusception. Intraoperatively a 10 cm long 
fleshy sausage-like tubular intestinal mass 
formed by retrograde telescoping of the proximal 
jejunum was found forming an intussusceptions 
around the tip of feeding tube approximately 20 
cm distal to the entry of the jejunostomy tube 
(Fig. 3). 
 

The jejunostomy tube was normal without any 
coiling or adhesion. The jejunum was inflamed 
but healthy with maintained vascularity. Through 
gentle milking the intussuscipient was reduced 
(Fig. 4). 

Rest of the bowel was normal. Postoperative 
period was uneventful. Patients tolerated 
feeding started from the 3

rd
 day. Patient was 

discharged at 7
th
 day. Follow up was done at 4 

weeks; patient had adequate weight gain and 
improved general condition with no other 
complaints.  
 

3. DISCUSSION 
 
FJ is a simple and generally safe procedure. 
Complications are commonly reported with 
incidences upto 44% include dislodgement of 
tube, blockage of tube, leakage [5]. 
Intussusceptions as complication of FJ are 
uncommon but potentially fatal [6]. Most patients 
present with bilious emesis or abdominal pain but 
some may be asymptomatic and are discovered 
incidentally [7]. Intussusceptions may be 
transient or intermittent. Sometimes transient 
mass per abdomen can be felt. It can have 
accompanied electrolyte imbalance. It is seen 
more commonly in men, young infants and with 
the presence of distal pigtail on the tube .In our 
case the patient had persistent and worsening 
symptoms of abdominal pain and bilious 
vomiting. The diagnosis is difficult in cases of FJ 
because tube feeding may or may not be 
disturbed and typical. USG may point to the 
diagnosis but CT scan is the investigation of 
choice for the diagnostic evaluation of adult 
intussusceptions. The sensitivity ranges from 58 
to 100% and specificity ranges from 57 to 71% in 
diagnosing intussusceptions [8-9]. They have a 
diagnostic finding of complex soft tissue sausage 
shaped mass with target sign. However, 
radiography has its diagnostic limitations as 
Kareem et al. reported a case of adult 
jejunojejunal intussusception secondary to GJ 
placement with no distinguishable findings on CT 
[10-11]. 
 
Feeding jejunostomy is a surgical procedure for 
enteral feeding. It can be a bridging procedure 
until a major surgery can be carried on to 
improve nutrition or adjunctive procedure. There 
are many methods Stamms, longitudinal Witzel, 
transverse Witzel, needle catheter technique, 
percutaneous endoscopy, and laparoscopy. The 
complications of feeding jejunostomy may be 
mechanical, infectious, gastrointestinal 
symptoms and metabolic abnormalities. Life 
threatening complications include small-bowel 
obstruction, non obstructive small-bowel 
narrowing, extra luminal tracks or collections, 
jejunal hematomas, and intussusceptions [12-
13].  
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Fig. 1. CT image showing Feeding 

Jejunostomy site with dilated small 
bowel loops 

Fig. 2. CT image showing dilated bowel 
loops with bowel in bowel configuration 

suggestive of intussusception 
 

 
 

Fig. 3. Intraoperative Photographs showing the jejunojejunal intussusceptions site 
 

 
 

Fig. 4. Intraoperative photographs after reduction of intussusception and healthy bowel loop.  
The tip of feeding tube in situ is marked 

 
The exact mechanism of intussusception in our 
patients is assumed to be the tip of the feeding 
tube placed. The assumption is the tip would 

have acted as the initial lead point and, later, 
migrated proximally due to peristalsis. There are 
a few case reports on Jejunojejunal 
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Intussusceptions after FJ .with and without tube 
in situ.  Multiple theories have been proposed 
include [2,8-10,14-16].

  

 

-- 
Free movements of the intestine due to 
reduced fatty tissue i.e mesentry and 
omentum in a nutritionally deprived patient 

-- Retrograde peristalsis due to forced 
feeding and vomiting. 

-- Hyperplasia of mucosa due to tube 
induced inflammatory reaction. 

-- dragging force of the tip acts as a lead 
point. 

-- The most accepted theory is the feeding 
tube acting as a lead point and 
subsequently dragging the bowel loop 
inside the lumen of adjacent bowel leading 
to obstructive symptoms .Larger the tube 
more is the risk [15]. Theoretically, a tube 
tip that tents the bowel or otherwise 
impinges on the mucosa could cause 
mucosal irritation or create a fold that  
could act as a lead point for 
intussusceptions [9]. 

 
It resolves spontaneously, but may require 
surgical reduction in few cases. Resection is 
advised if associated with complications like 
gangrenous changes, ischemia, perforation or 
stenosis [10]. Feeding tube can be used 
postoperatively for feeding even in such cases of 
resection and anastomosis. Fixing a 4-5 cm 
segment of jejunum to abdominal wall instead of 
a single point fixation and keeping the distance 
from duodenojejunal (DJ) flexure to FJ site 
minimum (15 cm) to avoid antegrade 
intussusception of proximal redundant loop are 
few techniques which may help in preventing this 
complication [13-14].

 

 

4. CONCLUSION 
 

Feeding Jejunostomy tube induced 
instussusception is a rare but potentially fatal 
complication. A high degree of clinical suspicion 
is required for making the diagnosis timely to 
prevent development of life threatening 
complications. Awareness is needed regarding 
its typical and atypical symptomatic presentation 
in FJ patients. A low threshold for CT scan is 
necessary for confirming small bowel 
intussusceptions in a feeding jejunostomy 
patient. Timely diagnosis helps to preserve the 
bowel from undergoing irreparable changes such 
as gangrene, stricture and thus decreasing the 
morbidity of the patient. Once diagnosed, an 
early operative intervention gives the best 

outcome. There is no need to remove the 
jejunostomy tube and feeding can be continued 
post-operatively without recurrence. 
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