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CASE REPORT: A 24 years old primigravida had presented to us in third trimester with an antenatal 

ultrasound diagnosis of intestinal obstruction in the fetus and polyhydramnios. The parents were 

counseled and the obstetrician was advised to conduct the delivery as per obstetric indication, the 

patient delivered at 36 wks by an emergency LSCS. The baby was 1.8Kgs in weight and had an APGAR 

score of 9 and 10 at 1 and 5 minutes of life. Baby had significant bilious aspirate and did not pass 

meconium, it did not have dysmorphic features or any other associated anomalies, abdomen was soft 

and no masses were palpable. X ray abdomen revealed three gas bubbles with distal paucity of gas 

(Triple bubble sign). With the above findings a diagnosis of jejunal atresia was made and a 

laparotomy was planned on day 2 of life. 
 

 
 

 

At laparotomy a proximal jejunal atresia was found about 20cms from the DJ flexure. It was a 

type 3A atresia with distal unused bowel. There were multiple diverticula on the mesenteric side of 

the unused small bowel, large intestine was unused and other wise was normal without diverticula.  

Inspissated meconium plugs in distal bowel were washed out with warm saline. During this 

procedure an accidental perforation was made in the jejunum about 10cms from atretic site, this 

segment was resected and an end to back jejunal anastomosis was made with 5’o vicryl. Post 

operatively child recovered well and was started on antibiotics; TPN was started on 2 POD, baby 

passed motion on the 12 POD and feeds were started on 14 POD. After observation child was 

discharged on 20th POD. The child is being followed up on a monthly basis and is one year old now 

and has attained all his milestones normally till date. 

Fig. 1: X-ray abdomen showing triple bubble sign 
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The resected segment of unused jejunum was evaluated by pathologist. Macroscopically there 

were diverticula of sizes 1-2 mm on the mesenteric side, microscopy revealed absent or defective 

longitudinal muscle and irregular arrangement of circular muscle in these areas of diverticula. 

 

 
 

 

 
DISCUSSION: MU Shenoy et al(1) had reported a similar case with multiple jejunal atresias with 

diverticulae proximal and distal to atretic segments. They demonstrated focal absence of intestinal 

musculature in these areas. The pathogenesis of absence of intestinal musculature is not known. Mc 

Carthy et al(2) based on the fact that a 7 to 40 mm embryo has multiple diverticula which regress 

proposed an embryological etiology. Alawadhi et al(3) had proposed that this process of regression of 

diverticula if fails leads to segmental absence of musculature. Emanuel et al(4) had stated a genetic 

cause for absence of intestinal musculature. 

Fig. 2: Intraoperative photograph showing jejunal atresia 
with multiple diverticulae on the mesenteric side 

Fig. 3: Histopathological picture of jejunal diverticulae 
showing attenuated mucosa, submucosa and smooth muscle 
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Husain et al(5) suggested classifying segmental absence of intestinal musculature into two 

groups: 

1. Primary in which there were no pathologic findings in the remaining layers of small bowel 

other than superimposed perforation or intussusception. 

2. Secondary in which there may be ischemic necrosis, fibrosis, calcification, or chronic 

inflammation in the remaining layers of intestine. These findings may be caused by vascular 

accident or trauma. 

Alvarez et al(6) had reported a case of ileal atresia with segmental absence of intestinal 

musculature which led to perforation and meconium peritonitis. Sections from atretic portion also 

showed focal absence of muscle layers. They believed that vascular accident explains both atresia and 

absence of musculature. 

The exact etiology of atresia with diverticulae remains uncertain, segmental absence of 

intestinal musculature may be the cause of these diverticulae and vascular accident may be the 

possible cause of this association of atresia and multiple diverticulae. 
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