Interesting case (Jejunal duplication)
A 10-year-old boy with generalized edema and abdominal distention
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laififaannzduns lifivihuan Liflauan lifiveuwiles il orthopnea lsifl PND 1sifild 999152Und
U swamin wndsulishelulsaneruia 4 Ju m529nu hypoalbuminemia (albumin 1.8 ¢/dL)
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1sAUs¥a1ea Hb E trait, iron deficiency anemia
2 Ynouun sw. 1redlo1N1SUINENBULAEINUNNNEY (VUM DNV 1189U7%) b 5.91.999%3A

1a work up Albumin 1.5 g/dL, stool alpha-1 antitrypsin 18.59 mg/dL (high), UPCR 0.3
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Tasun155n1918 albendazole 7 JuU wag intravenous albumin #a331NTUDINITUINAVY

UsLIREIUA:

- AaaA Term, no complication, NEUTIUNTBNUITAN

- U/D Hb E trait last transfusion 5 years PTA, iron deficiency anemia
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Vitamin D (20,000 iU/cap) 1 tab po q Fri, Sat, Sun
CaCO3 (1.5 ¢) 1 tab po OD pc

- MTV 1 tab po OD pc

Ferrous Fumarate (200) 1 tab po BID pc

A599319N1¢

BW 24.2 ke. (P3) Ht 124 cm. (<P3)

V/S ¢ BT 37.4 c. BP 110/67 mmHg. HR 82 bpm. RR 20 /min. SpO2 100%

W/A 76.2%, W/H 100%, H/A 89.8%

GA : good conscious, well cooperative

HEENT : mild pale conjunctiva, anicteric sclerae, no injected pharynx, no cervical lymph node
palpable

Heart : normal S1S2, no murmur

RS : clear equal breath sound both lungs

Abdomen : marked distention, hypoactive bowel sound, soft not tender, no
hepatosplenomegaly, shifting dullness positive

Genitalia : no scrotal swelling

Ext : no rash, no edema

Problem list
1. Hypoalbuminemia with generalized edema

2. Abdominal distention



Differential diagnosis
1. Protein losing enteropathy from
- Primary intestinal lymphangiectasia
- Gl Ulceration
- Infection/Inflammation e.g. IBD
- Autoimmune disease e.g. SLE

2. Nephrotic syndrome

Investigation

CBC: Hb 10.2 g/dL , Hct 32.4%, WBC 9,630 cell/uL (PMN 50.1% L 42.6% Mono 5.4% Eo 1.5% Ba
0.49%), Plt 529,000 cell/uL

Electrolyte: Na 141 mmol/L, K 3.9 mmol/L, Cl 101 mmol/L, HCO3 27 mmol/L

BUN 13 mg/dL, Creatinine 0.34 mg/dL

LFT: TP/Alb/Glob 7.4 /4.2 / 3.2 ¢/dL,TB/DB 0.25/0.17 mg/dL, AST/ALT/ALP 71/77/215 IU/L (nasle
albumin wag furosemide)

UA: pH 5.5 sp.gr. 1.035 Epi 0-1 /HPF, WBC 0-1 /HPF, RBC 0-1 /HPF, ketone neg, nitrite neg
leukocyte neg, urobilinogen 1+, protein trace

UPCR 0.16

24 hr urine protein 2.45 mg/kg/day



Abdominal radiography

Plain film abdomen : No free air under the dome of diaphragm. Small bowel dilatation

with air fluid level in small bowel.

CT abdomen

CT whole abdomen with contrast :

Large loculated rim-enhancing air-fluid level
collection with suspected jejunum
connection at mid abdomen.

Mild dilatation with mild wall thickening of
jejunal loop at mid abdomen.

Multiple enlarged mesenteric and para

aortic lymph node size up to 1.2 cm.




Upper Gl study with Gl follow through

Upper Gl study with Gl follow through: Contrast-filled a large loculated cystic structure occupying entire abdomen causing

obscured small bowel. Delay small bowel transit time.

Esophagogastroduodenoscopy

Esophagogastroduodenoscopy wulais first part of duodenum #adan1udl marked bowel

dilatation 34l4vi1 colonoscopy #e

Esophagogastroduodenoscopy:

Stomach
® Antral and corporal mucosa with mild reactive change.

® Negative for H. pylori-like organisms and intestinal metaplasia.

Duodenum
® Duodenal mucosa without significant pathological changes.
®  No villous atrophy or intraepithelial lymphocyte infiltrate.

®  No significant inflammation seen.




Management:
® NPO, IV hydration
® Plain film abdomen

® Set OR for emergency exploratory laparotomy

Operation: Exploratory Laparotomy for Jejunal resection with jejunojejunal end to end

anastomosis

Findings :

® Markedly distended loops of small bowel which share mesentery and medial wall.

® Normal appearance of stomach, duodenum, DJ junction to pre lesion 50 cm, postlesion to
IC junction 120 cm, colon, liver, gallbladder and spleen

® Multiple mesenteric lymphadenopathy size vary 0.5-2 cm.

Post-operative diagnosis : jejunal duplication

Pathologic findings:
Sections of dilated portion show benign small bowel mucosa with focal ulceration and
granulation tissue formation. Sections of lymph nodes show proliferation of lymphoid follicles

with reactive germinal centers.



Diagnosis: Jejunum, resection: Dilated intestinal lumen, compatible with intestinal duplication.

Definite diagnosis: Jejunal duplication



Tsaanldlanandou (Small intestinal duplication)
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Usgnoumey nisiindnanileiSeuunmau (well-developed smooth muscle coat), Hiwaalgaynis
(epithelial lining), LazBnRANUNINLALDIMIT (attach to alignmentary tract)
anwazloyIsmilauiua lduIad duplication Bafneg WAUIITIEBIANY ectopic tissue LY

gastric tissue, pancreatic tissue Fv1aviliinidoneenluniefiueImis visedldneals (perforation)
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1. Abortive twinning theory aJeazngluinnsuisiuduaes WwwReatunsiinumn
e lanunsnesuignisiinauiaunfnnusiuiuvenisiinaildndeudiulans (hindgut
duplications) tkagmuraUnfueszuulaa (GU tract duplications)
2. Split notochord MM5LUIAIUBY notochord LAATUIUYS 1 Lhouwsn
o) danunsnesuienainanuRaUnATIniunsEandunas (vertebral defects) uagludumnas
(spinal defects)
3. Diverticular defects Unfiluszeziisou aziingudngBusanunainuilsdnld Wefeswadaiu
geazAvy @anevuly ngufileSuiemaiinnizaldgdeusiia cyst neluniadnld
ualdanrsaesuiensiin cyst Tua1u mesentery vosanld
4. Canalization defects ngufjiiaunsaasuianisiianisiueisggouindy cyst
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5. Environmental factors wagzdu 9 WU A1zU1M8nT1au (hypoxia), ANURAUARUDIADALADA

(vascular accidents), wag N15UIMLAU (trauma)



BINILERNS (signs & symptoms)

ormsulivannvanetuiusums vwauaraiinvesdldendeu widnlnaiinandeoins
viosuaule Uinvies daldgasiu ldenaan Ad1laneu (painless mass)

919MUAAUNADUT I (Associate findings) 1w ALARUNATINTzQNALNEs
wazludunds (Vertebral, spinal cord), AuRnUnAiszuuTaEae (GU malformation),
ARAUNATIELE 1wy nmedldSad (malrotation) way Amedild AUy (intestinal atresia)
warimnudsssensiauziiduounn 1wy adenocarcinoma, neuroendocrine carcinoma,

squamous cell carcinoma, leiomyoma, intestinal stromal tumor Wudu

N153NWN
- msidaenanldd@luiueen (Removal of duplication) Ingignns simple cyst resection,

duplication excision with end to end anastomosis
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