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Abstract  Case Report 
 

Introduction: A jejunal intussusception is a rare cause of acute abdominal pain in adults, and multiple transient 

intussusception associated with acute pancreatitis are even more rare. Case presentation: We present the case of a 28-

year-old gentleman who presented in December 2017 to our emergency department complaining of sever acute 

epigastric abdominal pain, radiating to the left upper quadrant. He mentionated drinking alcohol a day before. The 

blood tests illustrated raised amylase and lipase, Alcohol (Promille) was negativ. CT of abdomen also releaved double 

jejuno-jejunal intussusception distal from Treitz, no other pathological signs. Diagnostic laparoscopy revealed an 

intussusception of the proximal jejunum amount ligament of Treitz. A reduction of the intussusception was not 

successful. A diagnosis of jejuno-jejunal intussusception amount of Ligament of Treitz, also four more additional 

concomitant intussusception distal to it was confirmed during median laparotomy. A manually examination of the 

entire small bowel was then performed an allowed an easy manual reduction and therefore the aetiology of his 

intussusception was unknown. A bowel resection was not performed.Post-operatively the patient did well. This patient 

presented in January, June and September 2018 complaining of acute epigastric abdominal pain. CT showed multiple 

jejuno-jejunal intussusceptions amount and distal from ligament of Treitz without complications. As his symptoms had 

improved noticeably, he was therefore discharged home. Conclusion: An recurrent idiopathic multiple transient 

jejuno-jejunal intussusception and acute pancreatitis in an adult it is an extremely rare coexistence in adult. Since the 

symptoms of pain were persistent and the CT was demonstrating the diagnosis, the standard treatment of 

intussusception in adults should remain surgical. 
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Copyright © 2021 The Author(s): This is an open-access article distributed under the terms of the Creative Commons Attribution 4.0 International 

License (CC BY-NC 4.0) which permits unrestricted use, distribution, and reproduction in any medium for non-commercial use provided the original 

author and source are credited. 

INTRODUCTION 
A jejunal intussusception is a rare cause of 

acute abdominal pain in adults, and multiple transient 

intussusception associated with acute pancreatitis are 

even more rare. Acute pancreatitis it is a frequently 

abdominal pain in adult, obstruction of the common bile 

duct by stones (38%) and alcohol consume (36%) it is 

one of the most underlying cause [1, 2]. 

 

A proximal jejunal intussusception at the level 

of ligament of Treitz prevented the normal flow of 

pancreatic enzymes, which may have caused the acute 

pancreatitis [6]. 

 

CASE PRESENTATION 
We present the case of a 28-year-old 

gentleman who presented in December 2017 to our 

emergency department complaining of a 12 hour history 

of sever acute epigastric abdominal pain, radiating to 

the left upper quadrant. He had associated vomiting and 

diarrhea, but not fever. He did not notice any blood in 

his vomit or stool. He mentionated drinking alcohol a 

day before.  

 

No history of previous abdominal surgery was 

declared by him and his family history was not 

contributory. 

 

He is an active smoker, admitted to drinking 

alcohol every day (alcohol abuse) and to using 

intravenous drugs in the remote past. He smoked 

marijuana occasionally. 

 

Physical examination revealed epigastric 

abdominal wall defense and rebound pain. The rest of 

physical examination was within normal limits. 

 

The blood tests illustrated raised amylase of 

322 U/L (25-125), lipase 2387 U/L (8-78), GOT-AST 
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of 110 U/L (<35), GPT-ALT 72 U/L (<45), Gamma-GT 

of U/L (<60), Alcohol (Promille) was negativ, a white 

cell count of 15.6/nL (4.3-10.8) and D-Dimer 1.57 

mg/L (<0.50).  

 

Ultrasound examination identified free fluid in 

the pouch of Douglas, and a ―target‖ appearance on 

epigastric and left upper quadrant without evidence of 

gallstones 

 

Contrast-enhanced computed tomography of 

abdomen showed a jejunal intussusception amount 

ligament of Treitz (Fig-1). 

  

 
Fig-1: A jejunal intussusception amount ligament of Treitz 

 

CT of abdomen also releaved double jejuno-

jejunal intussusception distal from Treitz (Fig-2). There 

were signs of acute pancreatitis without evidence of 

gallstones or bowel obstruction, or perforation, no 

tumor, no complications of the acute pancreatitis, or 

entlarged lymph nodes. 

 

 
Fig-2: Double jejuno-jejunal intussusception distal from Treitz 

 

Since the symptoms of pain were persistent 

and the CT was demonstrating several jejunal 

intussusceptions with possible presence of underlying 

pathology, the decision was made to take him for 

laparoscopic exploration. 
 

He underwent a diagnostic laparoscopy which 

revealed an intussusception of the proximal jejunum 

amount ligament of Treitz. 
 

A reduction of the intussusception was 

attempted but was not successful. We made an median 

epigastric laparotomy. A diagnosis of jejuno-jejunal 

intussusception amount of Ligament of Treitz, also four 

more additional concomitant intussusception distal to it 

was confirmed.  
 

A manually examination of the entire small 

bowel was then performed an allowed an easy manual 

reduction. There was no evidence of ischemia or tumor 

or any other pathological trigger, and therefore the 

aetiology of his intussusception was unknown. A bowel 

resection was not performed.Post-operatively the 

patient did well and was discharged on day seven. 
 

The patient was informed and educated about 

his conditions, was prescribed painkillers and anti-

spasmodic for symptomatic relief when needed. He was 

instructed to return to the emergency room if an attack 

does not resolve. 
 

This patient presented in January 2018 to the 

emergency department with recurrent history of acute 

abdominal pain in the left midabdomen.  
 

The blood tests illustrated a light raised lipase 

83 U/L (8-78) and Alcohol-test (Promille) was negativ. 

The other blood-tests were within normal limit. 
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Contrast-enhanced computed tomography 

(Fig-3) of abdomen showed a distal jejunal 

intussusception without bowel obstruction, some edema 

of pancreas head. 

  

 
Fig-3: Distal jejunal intussusception 

 

There were no complications and the 

diagnostic of jejunal intussusception with regression of 

an pancreatitis were made. He was managed 

symptomatically with intravenous normal saline fluids, 

―nothing by mouth― status, anti-spasmodic and pain 

killers. 

 

As his symptoms had improved noticeably, he 

was therefore discharged home 2 days later with an 

advice to follow-up as an out-patient with his primary 

care physician. 

 

The patient was admitted to the Emergency 

Department June 2018 with intense left-sided 

abdominal pain. Result of routine blood test revealed 

elevated lipase 5605 U/L (8-78), CRP 0.96 mg/dl (0.00-

0.50) and Alcohol-test (Promille) was negativ. The 

other blodd tests were normal. A computed tomography 

image was highly suggestive of proximal jejunum 

intussusception amount ligament of Treitz and massive 

swollen pancreas with small abscess (Fig-4) 

 

 
Fig-4: Proximal jejunum intussusception amount 

ligament of Treitz 

 

 

He was managed symptomatically, his 

symptoms and blood tests had improved noticeably and 

administration of enteral nutrition was well tolerated 

24-hours after admission to hospital. 

 

He was discharged home 4 days later. In 

September 2018 he underwent contrast-enhanced 

computed tomography of the abdomen regarding 

recurrent left-sided abdominal pain. The examination 

showed triple jejuno-jejunal intussusceptions distal 

from ligament of Treitz without complications. The 

pancreatitis signs were noticeably improved (Fig-5). 

 

 
Fig-5: Jejuno-jejunal intussusceptions distal from 

ligament of Treitz 

 

Laboratory evaluation showed lipase 378 U/L 

(8-78) and Alcohol-test (Promille) was negativ. He was 

managed symptomatically and discharged home 2 days 

later, as his symptoms had improved noticeably. 

 

Thereafter, up to now, jejunal intussusception 

has not recurred. The final diagnosis was ―recurrency of 

an idiopathic multiple transient jejunal intussusception 

and acute pancreatitis‖ 
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DISCUSSION 
A jejunal intussusception remain a rare cause 

of acute abdominal pain in adults, and multiple transient 

intussusception associated with acute pancreatitis are 

even more rare. Acute pancreatitis it is a frequently 

abdominal pain in adult, obstruction of the common bile 

duct by stones (38%) and alcohol consume (36%) it is 

one of the most underlying cause [1, 2]. 

 

Intussusception is on the other hand primarily 

a childhood disease, comparing with pancreatitis witch 

is almost reported in adult. 

 

In 70%-90% of cases of adult intussusception, 

an underlying organic cause is found. This is in contrast 

to the pediatric population, which has an idiopathic and 

spontaneous form in over 95% of cases.  

 

Recent studies show that 60% of small-bowel 

intussusception are caused by malignancy, the 

remainder of instance are caused by benign lesions 

(30%) or are idiopathic (10%). 

 

The pathophysiology of cases without relation 

to a lead point is considered idiopathic, and in adults, it 

is typically transient. Most cases of intussusception in 

adults that involve only the small bowel are also 

idiopathic [3-5]. 

 

A proximal jejunal intussusception at the level 

amount ligament of Treitz prevented the normal flow of 

pancreatic enzymes, which may have caused the acute 

pancreatitis [6]. 

 

The clinical investigation and treatment is 

essential and also different in both of the conditions. 

Clinical signs, blood tests and physical 

examination findings mostly help to diagnose acute 

pancreatitis. In patients with intussusception, however, 

the clinical findings may be obscure. 

 

Contrast-enhanced CT is the most usefull 

modality of diagnosis for intussusception in the adult. 

This bowel-within-bowel appearance on CT scan is 

pathognomonic for intussusception. A lead point can be 

identified in some cases, although this is a difficult task 

in many patients. 

 

With the increasing use of CT in patients with 

gastrointestinal symptoms, the number of adults 

identified with unsuspected intussusception is likely to 

increase [7-9]. 

 

Also CT may provide important findings of 

coexisting multiple intraabdominal pathologies that can 

easily be overlooked, as it was the issue in the presented 

case. 

 

Imaging by acute pancreatitis is crucial for the 

detection of complications and to help guide treatment. 

Most surgeons believed that laparotomy 

should be performed on all patients of high likehood of 

identifying a pathologic lesion; there are no universally 

accepted guidelines [10]. 

 

Because of high incidence of complications, 

the standard treatment of intussusception in adults is 

surgical, without prior nonoperative attempts at 

reduction [11]. 

 

Medical management of mild acute 

pancreatitis is relatively straightforward. The patient is 

kept NPO (nil per os—that is, nothing by mouth), and 

intravenous fluid hydration is provided. Analgesics are 

administered for pain relief. Antibiotics are generally 

not indicated.. Systematic reviews and meta-analyses 

have shown that administration of enteral nutrition may 

reduce mortality and infectious complications compared 

with parenteral nutrition [12]. 

 

CONCLUSIONS 
An recurrent idiopathic multiple transient 

jejuno-jejunal intussusception and acute pancreatitis in 

an adult it is an extremely rare coexistence. 

 

By the virtue of its rarity, recurrent transient 

intussusception in adult with acute pancreatitis are 

unexpected, an early diagnosis with a CT scan will 

identify patients requiring emergent surgery and thus 

prevent serious complications such as haemorrhage, 

intestinal gangrene and perforation. Since the symptoms 

of pain were persistent and the CT was demonstrating 

the diagnosis, the standard treatment of intussusception 

in adults should remain surgical. 

 

The practitoners should be thinking about a 

proximal jejunal intussusception (at the level of 

ligament of Treitz), which may cause acute pancreatitis 

in adult without history of stones or alcohol abuse.  

 

Histological evidence of recurrent multiple 

transient jejuno-jejunal intussusception do not exist in 

our archives. 
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