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       The diagnosis of congenital duodenal 

obstruction may not always be made during 

the neonatal period. The symptoms may 

mimic a feeding problem and some children 

with duodenal stenosis or a perforated web 

may not present until late childhood (1). The 

obstruction commonly occurs in the vicinity 

of the ampulla of Vater. The possibility   of 

incomplete   duodenal      obstruction should 

be suspected in young children with a history 

of persistent vomiting and failure to thrive. 

 

Case Report 

A 2-year-old boy was admitted with a history 
of persistent bilious vomiting and chronic 
abdominal distension since birth. The 
vomitus was non-projectile and contained 
undigested food eaten days earlier. His 
bowel habit was irregular and the quantity of 
stool passed was very small. On 
examination, the child was poorly nourished 
and weighed 8.5 kg. The most striking 
physical feature was a protuberant abdomen. 

Barium meal study of the upper gas-
trointestinal tract showed a stomach which 
was normal. The duodenal cap and entire C-
loop showed marked dilatation till the  
duodenojejunal flexure, with stasis of barium 
upto 3 hours (Fig.. 1). After 8 hours a few 
clumps of barium were seen in the distal 
bowel. 
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On exploration of the abdomen, the 
stomach was normal in size and shape. 
The whole duodenum was markedly dis-
tended, the distension abruptly terminat-
ing at the duodenojejunal flexure. There 
was   no    evidence   of   malrotation.    A 

Fig. 1.     Barium meal showing the dilated duodenum   

 three hours after the ingestion of barium 

 without anydistal emptying. The stomach is 

 normal. 

duodonotomy of the fourth part of the 
duodenum revealed a thick diaphragm 
with a central hole of about 5 mm diameter at 
the site of obstruction. A side-to-side 
duodeno-jejunostomy was performed. The 
post-operative ileus was prolonged and 
nasogastric aspiration had to be continued 
for 7 days. 

He was discharged from hospital 2 
weeks after the operation. A repeat barium 
study done 6 months later showed a marked 
regression in the size of the duodenum and a 
functioning anastomosis. During the six 
years following the operation, he had no 
further problems and is growing well. 
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Discussion 

Congenital intrinsic duodenal obstruction 
is a rare condition with an estimated incidence 
of 1 in 7500 births (2). Intrinsic obstruction of 
the duodenum may be complete or 
incomplete. Various types of atresia are 
usually limited to the 1st and 2nd parts of the 
duodenum. Incomplete obstruction may be 
due to a perforated diaphragm. The 
commonly encountered variety of diaphragm 
is the 'wind-sock' type(3) particularly found in 
patients in whom the diagnosis is delayed(4). 
In the present cases, it was a centrally 
perforated diaphragm at the duodenojejunal 
flexure, a comparatively unusual site for such 
an entity.  

A case with similar clinical presentation 
due to a diaphragm in the mid-jejunum in a 2 
year-old child was reported from Chandigarh 
(5). Rao et al.(6) in a study of extrinsic and 
intrinsic duodenal obstructions encountered 
.3 cases of duodena diaphragm. Recently, 
Dutta and Sharma (7) reported 2 cases of 
duodenal diaphragm in neonates.  

The usual surgical treatment for duodenal 
diaphragm is its excision and 
duodenoplasty. We had resorted to the al-
ternative technique of a bypass procedure 
because we felt that it was easier. 
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