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Abstract

Introduction: Chronic afferent loop syndrome is one of rare complication after Bill Roth II gastrojejunostomy. Surgical
correction is must to avoid complications that come after conservative management. Most common complications of chronic
afferent loop syndrome are sepsis, pancreatitis, cholangitis and ischemia of the afferent loop.

Case Presentation: Here we are presenting 18 years old female patient presented with repeated episodes of bilious vomiting,
nausea, epigastric discomfort and distension after her 90th post-truncal vagotomy and Bill Roth II gastrojejunostomy for
gastric outlet obstruction secondary to peptic ulcer disease stricture. Braun’s corrective anastomosis done and the patient
discharged with improvement. Now the patient was on follow up with no compliant.

Conclusion: Although rare to happen after Bill Roth II gastrojejunostomy reconstruction, it is better to consider chronic
afferent loop syndrome irrespective of surgery done time for those who have bilious vomiting. Revision of the bypass surgery

is must for chronic afferent loop syndrome to avoid serious complications.
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Introduction

Afferent loop syndrome is rare mechanical
obstruction that occurs after Bill Roth II stomach or
esophagus to jejunum anastomosis for malignant or
non-malignant diseases [1]. It can be acute or chronic
based on its duration of occurrence after the Bill Roth
II reconstruction. Acute one will present with in early
post-operative complete obstruction but chronic
afferent loop syndrome can present with partially
obstructed small bowel features for weeks, months
and even years [2]. The causative agents are classified
as intraluminal, intramural and extrinsic. Acute
afferent loop syndrome classically presents with
epigastric pain, abdominal distension, nausea, and
projectile billows vomiting in early post-operative
periods with complete obstruction features that need
urgent exploration. In chronic afferent loop
syndrome, the patient will have prolonged partial
small intestine obstruction features. On long run, the
obstruction will cause pancreatitis, cholangitis and
overgrowth of microbes in afferent limb of the
jejunum leading to sepsis [2-5]. To avoid such
complication to happen, there should be surgical
correction. Once happen, chronic afferent loop
syndrome is managed only surgically [5-7]. Barium
meal will show us the filling defect and give clue for
obstruction but the best diagnostic modality is
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contrasting enhanced computed tomography (CT)
[8]. The corrective surgical treatment options for Bill
Roth II gastrojejunostomy maybe Roux-en-Y  or
Braun’s anastomosis but endoscopic by pass may be
choice in debilitated end stage malignancy patients
[9,10]. Here we are presenting rare chronic afferent
loop syndrome case after Bill Roth 1II
gastrojejunostomy and truncal vagotomy for patient
presenting with gastric outlet obstruction secondary
to peptic ulcer disease (PUD).

Case Presentation

18 years old female patient come to our hospital with
compliant of bilious vomiting, nausea, abdominal
distension and epigastric discomfort after her 90th
post-operative day for whom truncal vagotomy and
Bill Roth II gastrojejunostomy done for gastric out let
obstruction (GOQO) secondary to peptic ulcer
stricture. For that compliant the patient was inserted
nasogastric tube for decompression, resuscitated and
managed conservatively by considering post-operative
adhesion causing partial small bowel obstruction
because she was passing. She was stayed in surgical
ward for 72hours, improved and discharged. After
five days of discharge, she came with the same
compliant, admitted, management started, and
thorough work up started. For the past 90 days she
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was doing well, taking meal comfortably, and gained
20kg weight but no compliant reported on her post-
operative follow up. She was passing both flatus and
feces but no jaundice, itching sensation or fever. On
her general appearance she was better from previous
condition but still wasted. Her pulse rate ranges 70-
88beat per minute and also the other vital signs were
in normal range. She has pink conjunctiva and no
reportable findings on HEENT. No abnormality
detected on respiratory and cardiac examination.
Abdomen was scaphoid and there was healing
supraumbilical mid vertical surgical wound otherwise
no reportable finding. Normal other system
examination except there was some palmar pallor. On
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complete blood count all parameters were in normal
range. Serum electrolytes were also in normal range.
Serum amylase and lipase were in normal range and
also, liver function test was in normal range. Serum
albumin was 3.1mg/dl which is normal. On
ultrasound examination there was dilated afferent
limb and stomach but collapsed distal bowel
otherwise normal biliary ducts, gall bladder and
pancreas. On contrast enhanced abdominopelvic
computed tomography (CT) there was dilated afferent
limb of jejunum, duodenum and stomach with

collapsed distal bowel otherwise normal finding
(Figure 1).

Figure 1: Showing DilatedAfferent Loop (Blue Arrow).

We requested for upper gastro intestinal endoscopy
but the patient was not affording and left. By
considering chronic afferent loop syndrome, naso
gastric tube inserted and there was significant bilious
output decompressed. The patient was resuscitated,
informed consent taken and taken to operation room
(OR). Supraumbilical mid vertical abdominal incision

over previous scar was done. The intraoperative
findings were-there was adhesion that is partially
obstructing the afferent loop, dilated afferent loop,
dilated duodenum and stomach, and collapsed
efferent limb of jejunum and distal small bowel
otherwise normal finding (Figure 2 & Figure 3).

-
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Figure 2: Showing adhesion causing partial obstruction of afferent loop (black arrow) and intact gastrojejunostomy site with
adequate patency (blue line).
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Figure 3: Dilated Afferent Loop (Tip of the Forceps).
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Patent gastrojejunostomy site with adequate size to
allow passage of contents. For that Braun’s
anastomosis was done, adhesion released and the
abdomen closed in layers after the instrument count
was correct. The patient was safely extubated with no
incident and transferred to surgical ward with smooth
post anesthesia condition. In the ward she was
followed for seven days and discharged with
improvement. She is on her 16th relaparotomy post-
operative condition, gaining weight, ambulating, and
no discomfort and vomiting.

Discussion

In chronic afferent loop syndrome, the patient will
have prolonged partial small intestine obstruction
features. In chronic afferent loop syndrome on long
run, the obstruction will cause pancreatitis,
cholangitis and overgrowth of microbes in afferent
limb of the jejunum leading to sepsis [2-5]. Although
patients with chronic afferent loop syndrome will
have cholangitis, it is better to rule put other causes
like stricture on hepaticojejunal anastomotic site. Like
patient reported by Meghan R. Mansour et.al showed
isolated cholangitis but not pancreatitis that is not
clear whether the afferent loop syndrome or
hepaticojejunal anastomotic site stricture caused
cholangitis. The other issue regarding this case
management is, it was managed conservatively which
is against standard surgical correction of the afferent
loop syndrome [1]. Unlike this case, our patient did
not have cholangitis. Like report by Fernando
Azevedo et.al, there was adhesion obstructing the
afferent limb of the jejunum but there was no clear
mention on the Y limb redundancy of the Roux-en-Y
[2]. Another difference here is, in our case the initial
surgery was Bill Roth II gastrojejunostomy with intact
distal stomach and truncal vagotomy with only ten cm
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afferent loop length that goes with the standard.
Another report by Brenton G. Davis et.al, showed
stomach cancer advancing growth that causing
obstruction which can be expected against our benign
case [3]. K.D. Ballas et.al report is showing, acute
presentation of afferent loop syndrome unlike ours
that is chronic with prolonged duration and partial
obstruction. Here also contrast enhanced CT of
abdomen is choice of investigation [4]. Unlike our
case, report by WARUN JOSE et.al was congenital
cause [5]. Most common cause of the afferent loop
syndrome was reported that it is progression of the
initial malignancy condition unlike our case and
common initial procedure done was distal
gastrectomy with Bill Roth II gastrojejunostomy
reconstruction that may make the afferent limb
redundant but our initial procedure was Bill Roth II
gastrojejunostomy with intact distal stomach and no
redundant afferent limb of the jejunum [5,6,9].
Although rare to happen after intact distal
gastrojejunostomy and non-redundant afferent loop
of the jejunum still it is better to consider and
reconstruct the Gastrojejunostomy once the patient
had typical chronic type afferent loop syndrome
clinical features.

Conclusion

Although rare to happen after Bill Roth II
gastrojejunostomy reconstruction, it is better to
consider chronic afferent loop syndrome irrespective
of surgery done time for those who have bilious
vomiting. Revision of the bypass surgery is must for
chronic afferent loop syndrome to avoid serious
complications.
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