
A 71−year−old male presented with a 6
week history of vomiting and a 10 kg
weight loss. He was taking aspirin. Gas−
troscopy demonstrated a small pyloric
channel Helicobacter pylori−negative ul−
cer. Duodenal intubation was obstructed
by prolapse of the proximal duodenum
into the gastric antrum (l" Fig. 1). The
gastroscope was maneuvered beyond the
prolapse over an endoscopic retrograde
cholangiopancreatography catheter (Tan−
dem XL; Boston Scientific, Natick, Massa−
chusetts, USA) preloaded with a 0.035
inch guide wire (Jagwire; Boston Scienti−
fic) reducing the intussusception. A 10 Fr
nasobiliary tube (ENBD; Cook Medical
Inc., Bloomington, Indiana, USA) was
placed into the jejunum to facilitate nu−
trition and maintain the reduced intus−
susception (l" Fig. 2).
Computed tomography imaging excluded
extrinsic compression (l" Fig. 3). The pa−
tient commenced proton pump inhibitor
therapy. The feeding tube was removed
after 4 weeks, and the patient’s weight
had increased by 8 kg. Two months fol−
lowing the tube removal, the patient was
asymptomatic with further weight gain
of 12%.
Intussusception typically involves distal
prolapse of the full thickness of the bowel
wall [1]. Duodenal intussusception is rare
because the duodenum is predominantly
retroperitoneal and fixed in position. It

has been associated with ampullary tu−
mors as the provoking point [2]. The first
part of the duodenum is intraperitoneal
suspended from the posterior wall of the
abdomen by visceral adipose tissue. Dou−
cet et al. demonstrated that a reduction in
weight results in loss of visceral adipose
tissue [3]. The vomiting precipitated by
the pyloric channel ulcer probably initi−
ated the prolapse by sustained reversed
peristalsis. The ensuing weight loss re−
sulted in visceral fat loss further facilitat−
ing the intussusception. Reduction and
stabilization of the intussusception al−
lowed the patient to regain lost weight,
thus restrengthening the intraperitoneal
support and preventing the intussuscep−
tion from recurring. This plus the proton
pump inhibitor therapy allowed the ulcer
to heal prior to the tube removal. Peptic
ulcer disease as the provoking point for
duodenal intussusception has not been
previously reported.
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Peptic ulcer disease precipitating duodenal
intussusception

Fig. 1 Endoscopic image showing a pyloric
channel ulcer (arrow) and prolapse of a sleeve
of the proximal duodenum into the gastric
antrum through the pylorus.

Fig. 2 Abdominal radiograph showing satis−
factory placement of nasobiliary tube (arrow)
in the proximal small bowel.

Fig. 3 Computed to−
mography image dem−
onstrating obstruction
in the proximal duode−
num (arrow) without
any evidence of extrin−
sic compression.
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