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CASE REPORT

Intestinal intussusception as a postoperative complication
of gastric bypass
Intususcepcion intestinal como complicacion posoperatoria de bypass gastrico
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Abstract

The gold standard for bariatric surgery is the laparoscopic gastric bypass, which consists in forming a small gastric pouch and
a Roux-en-Y anastomosis. We present the case of a 41-year-old female who underwent a laparoscopic gastric bypass 8 years
prior to her admission to the emergency room, where she arrived complaining of severe and colicky epigastric abdominal pain.
The abdominal computed tomography showed a jejuno-jejunal intussusception, for which the patient underwent urgent explor-
atory laparotomy with intussusception reduction. Intestinal intussusception is a possible postoperative complication of a Roux-
en-Y gastric bypass.
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Resumen

El método de referencia en la cirugia baridtrica es el bypass gastrico laparoscdpico, que consiste en la creacion de una bolsa
gdstrica pequefia, anastomosada al tracto digestivo mediante una Y de Roux. Presentamos el caso de una mujer de 41 afios
con el antecedente de un bypass gastrico laparoscdpico realizado 8 afios antes, quien ingreso al servicio de urgencias re-
firiendo dolor abdominal grave. La tomografia computarizada abdominal evidencié una intususcepcion a nivel de la anasto-
mosis yeyuno-yeyuno, por lo que se realizé una laparotomia exploradora con reduccion de la intususcepcion. Se debe con-
siderar la intususcepcion intestinal como complicacion posoperatoria de bypass géstrico.

Palabras clave: Intususcepcion. Bypass gastrico. Cirugia bariatrica.

body mass index (BMI) = 40 kg/m? or between
35 40 kg/m? and 40 kg/m? associated with a major

Bariatric and metabolic surgery is increasingly being comorbidity (type 2 diabetes mellitus, systemic arterial
performed in response to the rising incidence of obe- NYPertension, obstructive sleep apnea syndrome, or
sity and overweight in Mexico and worldwide, and to ~ dyslipidemia)'.
the growing demand from patients for such proce- The reference method for bariatric surgery currently
dures. The main indications for bariatric surgery are a is laparoscopic gastric bypass, which involves creating
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Figure 1. Simple abdominal computed tomography. Evidence of intussusception at the level of the jejuno-jejunal anastomosis (arrow). A: coronal

view. B: cross-ectional view.

a gastric reservoir of about 30 mL in capacity, anas-
tomosing it to the intestinal tract through a Roux-en-Y
configuration. Surgeons should not forget that postop-
erative complications of bariatric surgery and laparo-
scopic gastric bypass are not trivial.

Next, we present the case of a patient who pre-
sented to the ER with an intestinal obstruction follow-
ing gastric bypass surgery, as well as a review of the
scientific medical literature currently available.

Case report

A 41-year-old woman with a history of laparoscopic
gastric bypass surgery performed 8 years earlier
presented to the ER complaining of epigastric localized
abdominal pain, colicky in nature, radiating to the back,
rated 7/10 on the numerical analog scale (NAS) for pain,
which became exacerbated after food intake, and was
alleviated after vomiting twice. This clinical presentation
progressed symptomatically into NAS 10/10, which
made her seek emergency care. Physical examination
revealed the presence of a soft and depressible
abdomen, painful to superficial and deep palpation, with
increased intensity and frequency of peristalsis. As part
of the diagnostic approach, laboratory tests were
conducted, all of which reported normal ranges.
Additionally, and a simple abdominal computed
tomography (CT) (Fig. 1) revealed a jejuno-jejunal
intussusception at the level of anastomosis.
Consequently, emergency surgical management was
decided, with exploratory laparotomy performed to

reduce the intestinal intussusception by taxis and
adhesion lysis (Figs. 2 and 3). Findings revealed the
presence of a 20 cm intussusception of the small
intestine at the jejuno-jejunal anastomosis, after which
the patient had to be hospitalized for 5 days with good
progress being uneventfully discharged on day 6.

Discussion

The Roux-en-Y gastric bypass is a restrictive and
malabsorptive bariatric procedure developed in 1966
by Mason. Currenlty, laparoscopic gastric bypass is
the bariatric procedure of choice®3. The Roux-en-Y
gastric bypass consists of the creation of a small gas-
tric reservoir anastomosed to the intestinal tract
through a Roux-en-Y configuration. The jejunum is,
then, sectioned 60 cm to 80 cm away from the Treitz
angle to form the biliopancreatic limb, followed by an
antecolic gastrojejunostomy. Finally, the remaining in-
testinal transit is reconstructed with a jejuno-jejunal
anastomosis 100 cm away from the Treitz angle, form-
ing the alimentary limb'.

Complications that may occur after gastric bypass
include ulceration, stenosis or anastomotic leak, gastro-
gastric fistula, and intestinal obstruction due to adhesions
or internal hernia*. Due to the prevalence of bariatric
surgery, the number of postoperative complications has
increased exponentially; however, fewer than 200 cases
of postoperative intestinal intussusception have been
reported in the medical literature®.
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Figure 2. Surgical procedure (exploratory laparotomy). A: intestinal
intussusception at the jejuno-jejunal anastomosis. B: reduction of
intussusception by taxis.

Figure 3. Surgical procedure: complete intestinal reduction with ade-
quate intestinal viability.

Although intestinal intussusception is an extremely
rare complication of gastric bypass surgery, it can be
a catastrophic one®.When it occurs, it often appears
at the site of the jejuno-jejunal anastomosis, with a
reported incidence of 0.1% to 1% in patients undergo-
ing gastric bypass’. It has been reported that lengths
of the jejuno-jejunal anastomosis of more than 60 mm
may be associated with a higher incidence of intus-
susception and other complications®®. Clinical presen-
tation will mainly include abdominal distension and
inability to evacuate, along with severe acute abdomi-
nal pain occurring, approximately, 25 to 52 months
after gastric bypass surgery®°. The imaging modality
of choice for diagnosis is a simple abdominal CT
scan, which will reveal thickening and edema of the
intestinal wall, proximal intestinal loop dilatation, and
the target sign of a sagittal section®'"-'3,

Once high intestinal obstruction is suspected in bar-
iatric patients, early surgical intervention is advised to
prevent the vascular compromise that would cause
intestinal ischemia and necrosis”'". Surgical manage-
ment is prioritized since endoscopy does not have
direct access to the intussusception site*. Intraopera-
tively, in the presence of ischemic or irreducible intes-
tine, resection of the jejuno-jejunal anastomosis must
be performed®®®. The treatment of choice is laparot-
omy with reduction of the intussusception within 48
hours to ensure intestinal viability. As a good practice,
experts recommend securing the reduced jejunum to
adjacent tissues, such as the mesocolon, colon, or
stomach, to prevent recurrence. Time and speed in
diagnosis and treatment are important because when
surgery is performed within the first 48 hours, mortal-
ity rate is 10%, but if performed > 48 hours, mortality
rate can be up to 50%°'".

Conclusions

Morbid obesity surgery is currently the most effective
treatment due to its short- and long-term benefits.
Among the options for bariatric procedures, laparoscopic
gastric bypass is the method of choice. However, it is
crucial to be aware of associated complications, as well
as their early diagnosis and treatment, to reduce the
morbidity and mortality associated with these patients.

We reported the case of a patient with intestinal
intussusception following gastric bypass, a rare but
potentially fatal complication in this type of bariatric
surgery. Intestinal intussusception should be consid-
ered in the differential diagnosis in the presence of a
patient with signs of intestinal obstruction and a past
medical history of gastric bypass.
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