Case study

Idiopathic post-Gastropexy ileo-ileal intussusception.
A Case report and review of literature

Abstract:

BACKGROUND: Postoperative intestinal intussusception (PQI) is arare cause of
intestinal obstruction. It is reported to be occurred after many abdominal and non-
abdominal operations. However, delayed diagnosis leads to.ischemia and intestinal
necrosis. Also increases post-operative morbidity and mortality, so itis needed an
early diagnosis and timely intervention.

METHODS: we have reported our experience.with one of rare condition that post-
operative intussusception seldom to be discovered after gastropexy, in addition to the
previous experience of similar condition have also reported through collection of
online databases of google scholars, included the children and infants with POI since
2017 in English-language using the key word ‘‘postoperative intussusception in
children’”

RESULTS: We presented one case of ileoileal POI. Detected in the 7th post-operative
day. managed successfully with operative manual reduction with no postoperative
complications in.comparable with others in one diagram, as 19 cases with post-
operative intussusception have been reported.

CONCLUSION: Frequently, post-operative intussusception is misdiagnosed as
postoperative adhesive obstruction or adynamic ileus. Due to its rarity and unusual
presentation, diagnosis is difficult and requires a very high index of suspicion.

Key Words: Postoperative intussusception — Intestinal obstruction — Gastropexy —
Adynamic ileus



Introduction:

An acute intussusception that appears within 30 days of an index operation is known
as post-operative intussusception (POI) (1). There are numerous suggestions to
explain this uncommon condition, including prolonged postoperative ileus, extensive
non-gentle treatment of the gut, however the etiopathogenesis of POI is not fully
known (1,2).

POI with reported incidence after laparotomies of 0.01 to 0.25%, and accounts for 5-
10% of all early postoperative intestinal obstructions (3). Early POl detection is
challenging. Because of the early symptoms of intestinal obstruction after the first
procedure are frequently mistaken for a dynamic ileus (4).

This usually presents within one week with picture of intestinal obstruction without a
palpable abdominal mass, and absence of bloody stool (5). So, in a retrospective
review by Van Houwelingen LT. et al., believed that ultrasonography for diagnosis of
POI had a sensitivity of 89% and specificity of 100% (6):

Because of POI could be misdiagnosed, as it.is unusual cause of postoperative
obstruction. Herein, we present. our ~experience for post-operative ileo-ileal
intussusception after management of gastric volvulus, to increase the awareness of
this rare entity

Case presentation:

A male child one-year-old, presented with history of repeated attacks of non-
bilious vomiting and chest infection, since few months, with failed conservative
treatment, investigated by contrast study that showed picture of Transverse lie of
the stomach with upward position of greater curvature and spherical bubble at
gastric fundus denoting organo-axial gastric volvulus as (Fig.1), patient submitted
for surgical correction and fixation of the stomach at 27th September 2022, also
abdominal exploration was done for exclusion of gastric outlet obstruction or other
abdominal anomalies.

post-operative first day passes smoothly, but on the 2nd day post-operatively the
patient has low grade fever with mild abdominal distention, NGT residual was
about 100 cc of bilious secretion, the abdominal girth increased, by the third day
and also NGT residual was high. (Hb) was 10.8, and potassium level was low (K
3.7), abdominal X-Ray (AXR) showed multiple air fluid levels (Fig.2).



At the 4th post-operative days, the patient has same clinical picture, with observed
low potassium level (K 3.2), and also abdominal X ray revealed picture of
intestinal obstruction (Fig. 3), however abdominal ultrasonography was free. The
condition considered to be post-operative paralytic ileus and conservative
management was recommended, at 5th day pt. the condition slightly improved as
K level was corrected and abdominal distention decreased,

But at the 7th post-operative day, NGT bilious residual and abdominal distension
increased, also abdominal US showed target sign of ileo-ileal .intussusception. So,
exploratory laparotomy has done, revealed that a part of bowel dilated and other
collapsed, ileo-ileal intussusception detected (Fig. 4a), and simple reduction done
smoothly (Fig.4b), no adhesions, no leading point to be found. The bowel loops at
the intussusception were noted to be pink viable. Postoperative course and follow
up period were uneventful.

Discussion:

Postoperative intestinal obstruction is'a common problem occurred in children and is
mostly due to intestinal adhesions:and adynamic ileus. One forgotten cause of
postoperative intestinal obstruction is postoperative intussusception (7,8).

The rarity and unusual presentation of this entity make early identification
challenging. The exact cause is unknown. Alterations in peristalsis, early
postoperative adhesions, excessive bowel movement, electrolyte problems during
lengthy procedures, anesthetic medications, opioid analgesics, and neurogenic
variables are some of the theories being used to try to explain how POI occurs (3).

Surgery-for gastroesophageal reflux disease, neuroblastoma, and Hirschsprung's
disease.is linked to an increased risk of POI (9). Additionally, appendectomy,
Meckel's diverticulum, and retroperitoneal malignancies are common causes of
intussusception. As previously documented by Sule Yalgin et al., POI seldom occurs
following.gastropexy (10), which is what happened in the current case.

POI occurs in 90% of all cases within less than 14 days, in 64% as early as the first 7
days after the primary operation (2,11), our case was picked up at the 7" post-
operative day.

Clinically, POI frequently manifests with vague "prolonged paralytic ileus" (2);
moreover, POI is frequently misinterpreted as postoperative adhesive bowel
obstruction (7), with bilious vomiting being the most frequently observed presentation



of symptoms. Other frequent presentations include abdominal distension and
increased bilious nasogastric tube output (3). In the index case, an early ileus was
present with bilious vomiting, abdominal distension, no stool passage, low potassium
levels, and air fluid levels in the abdominal radiography. The patient was closely
monitored and the general condition was corrected.

Helpful diagnostic modalities may include abdominal X-ray, abdominal ultrasound,
contrast study and computerized tomography (CT) scan (12), in our case AXR
revealed obstruction as multiple fluid levels, diagnosis of POI by ultrasound had a
sensitivity of 89% and specificity of 100% (5), In our case to complete our work up
we did 2 ultrasounds for the patient, first one was negative (during the ileus period),
the 2" was positive for the target sign for intussusception.

The most common site of POI is the small intestine with'ileo-ileal intussusception
predominance (3), Other reported POI sites are jejunojejunal, jejunoileal, ileocolic and
multiple intussusception (13). lleoileal POI is frequently reported with abdominal
procedures while ileocolic POI being reported more commeonly with non-abdominal
procedures (12). Our case as commonly reported was ileoileal type.

The common characteristics features with many of the others, which are comparable
to our case, are the intussusception's prevalence in the ileoileal region, the lack of any
lead points, the high rate of manual reduction success, and the uneventful course
following the second operation (14,15). Most authors in the last 5 years’ review
reported successful manual reduction as Ravibindu et al, Manel et al, Hannah et al
and others (Table 1) (18,19,20,24,25), also most authors do not advocate colonic
enema for nonoperative reduction since it will not be beneficial for small bowel
intussusception, the most frequent site of POI (10).

Post-operative intussusception can be associated with bowel ischemia and necrosis
that need resection and anastomosis as reported in 5 cases in our review with Sadi et
al, Lavanya et al and Aditya et al (Table 1) (13,16,23), which is not consistent with
our case.

The use of @ minimally invasive procedure, gentle handling, and avoiding desiccation
of the colon are all recommended as POI prevention strategies (10).

Table 1
Characteristics of the previously reported POI in the last 5 years

Gender Age | Firstoperation Onset of Day of Second operation
symptoms reoperation




Case 1 (13) F 2years| Laparotomy with POD 10 POD 30 Manual reduction with resection and re-

end sigmoid anastomosis
colostomy

Case 2 (13) F 5mon | lleo-colic POD 5 POD 7 Manual reduction with primary repair of
intussusception perforation

reduction with Rt.
Hemicolectomy

Case 3 (13) M 6 mon | Laparotomy, POD 3 POD 5 Manual reduction
creation of end
colostomy
Case 4 (16) F 4 mon | Laparotomy with POD 3 Unknown Manual reduction with resection and re-
end colostomy anastomosis
Case 5 (16) F 2mon | Laparotomy with POD 2 Unknown Manual reduction with resection and re-
end colostomy anastomosis
Case 6 (17) M 13 mon Ri(tht hemi- POD 7 Unknown Manual'reduction
colectomy with
ileocolic ™
anastomosis
Case 7 (18) M 25 Ladd’s procedure POD 6 Unknown Manual reduction
years
Case 8 (19) F 6mon | Nissen POD 5 Unknown Manual reduction
fundoplication
Case 9 (20) F 8 mon ]L\Aanual reduction POD 1 POD1 Manual reduction
or
intussusception
Case 10 (21) M 6 mon | Ladd’s procedure POD 8 POD 8 Manual reduction
Case 11 (22) F 3years| Pyloroplasty POD 3 POD'5 Manual reduction
Case 12 (23) M 15 Excision of POD5 POD 7 Resection and re- anastomosis
years | pancreatic
pseudocyst
Case 13 (24) F 10 Open POD 1 Unknown Manual reduction
years | appendectomy
Case 14 (25) M 5years| Nephrectomy POD 3 POD 4 Manual reduction
Case 15 (25) M 8 mon | Nephrectomy. POD 1 Unknown Manual reduction
Case 16 (26) F 15 mon| Resection POD 4 POD 15 Manual reduction

anastomosis for
patent vitello
intestinal duct.

Case 17 (27) M 8 mon |-Meckel's POD 7 POD 8 Manual reduction
diverticulum
excision
Case)l9 (Our M lyear | Gastropexy POD 3 POD 7 Manual reduction
case

Conclusion:
POI is'a rare surgical complication. A strong index of suspicion should be kept in

place in every patient who has postoperative intestinal obstruction, and meticulous
clinical assessment should be done to pick up POI.
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Fig. 1. Contrast study showing transverse lie of the stomach with upward
position of greater curvature and spherical bubble at gastric fundus






Fig. 3. AXR 4™ day post operative showed multiple air fluid levels.

Fig. 4. A. Intraoperative ileoileal intussusception

B. Intraoperative successful'manual reduction.






