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ABSTRACT
Congenital jejunal stenosis due to a perforated membrane is an 
uncommon cause of intestinal obstruction, but is usually encountered 
during the neonatal period or during early infancy. However, in 
rare cases this condition can persist during childhood or adulthood 
when it is more likely to create diagnostic difficulties. The authors 
present the case of a 2-year-old girl in whom a diagnosis of jejunal 
membranous stenosis was suggested by computed tomography and 
upper gastrointestinal contrast studies.
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INTRODUCTION
Jejunoileal atresia and stenosis is a major cause of neonatal intestinal 
obstruction. The incidence of jejunoileal atresia has been reported to 
range from 1 in 330 to 1 in 1 500 live births[1]. Stenosis is defined as 
a partial intraluminal occlusion, resulting in an incomplete intestinal 
obstruction, and accounts for 5-11% of jejunoileal obstructions[1-3]. 
Furthermore, stenosis and the different types of atresia can be 
viewed as a continuum[4]. Stenosis may also result from perforated 
diaphragmatic atresia or from a form of type I atresia with a 
fenestrated web[2,3,5]. A review of the available published literature 

revealed over 100 cases of congenital duodenal diaphragm or web 
in childhood or adulthood in single case reports or small series[6]. 
However, few cases of congenital jejunal diaphragm in childhood or 
adulthood have been previously documented[7,8]. 

CASE REPORTATION                 
A 2-year-old girl was admitted for evaluation and treatment of 
progressive abdominal distension and unremitting vomiting for 3 
days. She had a history of intermittent abdominal distension and 
vomiting from around 6 months, when solid foods were introduced. 
Symptoms normal subsided after conservative treatment or without 
treatment. She was born after a normal pregnancy of 38 weeks 
duration with a birth weight of 3.03 kg. On prenatal ultrasonography 
3 days before birth an intestinal obstruction was suspected, but 
abdominal radiography and intestinal ultrasonography findings after 
birth were normal. Initially she was bottled-fed and did not manifest 
any intestinal obstructive symptoms.
    On admission, she weighed 11.7 kg (P25-P50) and was 88 cm high 
(P50-P75). The initial physical examination was normal, excepting 
the distended abdomen. However, contrast-enhanced computed 
tomograph (CT) of the abdomen revealed markedly dilated lumens 
with food materials in stomach and duodenum adjacent to normal 
small bowel loops (Figure 1A). An upper gastrointestinal (UGI) 
gastrografin contrast study showed marked dilatation of bowels 
from the stomach to the 4th portion of duodenum and dye passage 
in the small bowel (Figure 1B). However, the exact position of the 
obstruction could not be ascertained, though it was presumed to be 
situated a few centimeters distal of Treiz’s angle.
    During left transverse laparotomy, the duodenum and proximal 
portion of jejunum appeared markedly dilated, but jejunal diameter 
decreased to normal at 10 cm distal of Treiz’s ligament (Figure 2A). 
A longitudinal antimesenteric enterotomy was made over the distal 
portion of the dilated jejunum and an intraluminal diaphragm with 
a small aperture was observed (Figure 2B). A 5 cm longitudinal 
enterotomy was then made over the diaphragm, and this was 
followed by partial excision, and transverse jejunal closure. The 
patient made a rapid, uneventful recovery with complete obstructive 
symptom relief, and was discharged at 8 days postoperatively. She 
remained well at 4 months postoperatively and was ingesting a diet 
normal for age. 
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Figure 1 Radiology fingings. A: Computed tomography (CT) of the abdo-
men showing markedly dilated lumens with food materials in stomach and 
duodenum adjacent to normal small bowel loops. B: Upper gastrointestinal 
contrast series showing marked bowel dilatation from the stomach to the 
4th portion of the duodenum with dye passage in small bowels. 

DISCUSSION
Intestinal stenosis is likely to create diagnostic difficulties, and initial 
investigations may be normal[3]. despite an abnormal variation in the 
caliber of the proximal obstructed intestine. Due to such diagnostic 
difficulties and its insidious nature, diagnosis is often delayed for 
months[5]. When an incomplete small bowel obstruction is diagnosed, 
an upper gastrointestinal contrast study is indicated to demonstrate the 
site and nature of the obstruction[5]. Alternatively, abdominal CT may 
aid diagnosis in cases like ours.
    According to a study of congenital duodenal diaphragms in adults, 
the severity of symptoms varies, and they probably depend on the 
size of the opening in the diaphragm and the age of the individual 
at symptom onset[9]. Furthermore, we suppose that a relationship 
exists between symptom onset and the size of the congenital upper 
jejunal membranous stenosis, as is the case for congenital duodenal 
diaphragms in adults.
    Variations in the surgical management of congenital jejunoileal 

atresia and stenosis have been described in the surgical literature. In 
cases of jejunoileal stenosis, some surgeons advocate a longitudinal 
incision in the area of the stenosis or membrane with resection of 
the web and subsequent transverse closure of the intestine, whereas 
others favor limited intestinal resection[1,7]. In the described case, we 
chose the former procedure because the stenosis was situated close to 
Treiz’s ligament, and because an abnormal difference in caliber was 
present between the proximal and distal jejunum. Recently, it was 
reported success of endoscopic balloon dilation for an infant patient 
with congenital membranous stenosis in the jejunum as a treatment 
modality[10].
    In conclusion, the presence of congenital jejunal membranous 
stenosis in childhood is an uncommon condition. However, 
the entity of congenital jejunal membranous stenosis should be 
suspected in children with abdominal distension and unremitting 
vomiting. 
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Figure 2 Intraoperative findings. A: The proximal portion of the jejunum 
appeared markedly dilated, but no dilation was evident at 10 cm 
distal of Treiz’s ligament. B: A longitudinal antimesenteric enterotomy 
was performed over the distal portion of the dilated jejunum, and an 
intraluminal diaphragm with a small aperture was visualized through the 
enterotomy.
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