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Abstract
Introduction Intussusception represents an uncommon cause of intestinal obstruction after Rouxen-Y gastric bypass. Symptoms
are not specific and clinical presentation may vary from acute intestinal obstruction with or without bowel necrosis to intermittent
or chronic pain. CT scan is the diagnostic test of choice.
Materials and Methods A 38-year-old woman who had undergone RYGBP 5 months prior was admitted to our Emergency
Department with acute abdominal pain, alimentary and bilious vomiting, and fever. A CT scan revealed an intussusception after the
anastomosis and dilatation of the biliopancreatic limb and the gastric remnant. An emergency laparoscopic exploration was performed.
Results The patient undergoes an explorative laparoscopy. A bowel intussusception starting distally at the jejunojejunostomy and
involving the latter is discovered. The common channel is divided first, and after that, the alimentary limb is resected. The biliary
limb is identified, marked, and finally divided. A side-to-side jejunojejunal anastomosis is created between the alimentary limb
and the common limb. Finally, the anastomosis between the common limb and the biliopancreatic limb is fashioned about 30 cm
distally from the latter anastomosis. The total operative time was 130 min. Postoperative course was uneventful, and the patient
was discharged on the fifth postoperative day.
Conclusion Although rare, intussusception after RYGBP must be considered as a possible cause of intestinal obstruction. In case
of a small bowel intussusception, a surgical resection is recommended. A laparoscopic approach to treat bowel intussusception
after RYGBP is safe and feasible.
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Introduction

Intussusception represents an uncommon cause of intestinal
obstruction after Roux-en-Y gastric bypass (RYGBP) with a
reported prevalence of 0.07% to 1.2% [1, 2]. Even if some
cases of anterograde intussusception after RYGBP have been
reported, it occurs in a great majority of cases in a retrograde
fashion, and it is not triggered by a lead point as generally

found in intussusceptions in adults [1–5]. It has been hypoth-
esized that this complication may be due to small bowel mo-
tility disturbances caused by the construction of the Roux limb
[1, 6]. In addition, even weight loss could play a role in de-
veloping intussusception after RYGBP because of less resis-
tance related to the decreased thickness of the mesentery of the
intussuscepted segment [1]. Finally, it has been postulated that
the suture line at the jejunojejunostomy could act as a lead
point, even if this phenomenon does not explain the occur-
rence of retrograde antiperistaltic intussusception [1, 7, 8].

Symptoms are not specific, and clinical presentation may
vary from acute intestinal obstruction with or without bowel
necrosis to intermittent or chronic pain [1]. CT scan is the
diagnostic test of choice as it shows the typical Btarget^ sign
in about 80% of cases [9].

Concerning the treatment, different options exist, including
only the reduction of the intussuscepted segment or with con-
comitant enteropexy, plication, or resection with or without
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revision of the jejunojejunostomy [2]. However, resection of
the intussuscepted bowel or of the jejunojejunal anastomosis (if
involved) seems to be preferred over a simple reduction or
reduction and various types of intestinal plications because of
a lower risk of recurrence [1, 4, 10, 11]. The operation can be
performed by laparoscopy or by laparotomy according to the
clinical presentation, the patient’s clinical state, and the experi-
ence of the surgeon [2, 12]. Nevertheless, in case of intussus-
ception after RYGBP, a conservative management should be
discouraged [1, 13].

Materials and Methods

A 38-year-old woman who had undergone RYGBP 5 months
prior was admitted to our Emergency Department with acute
abdominal pain, alimentary and bilious vomiting, and fever.
The patient reported typical symptoms of intestinal obstruc-
tion including cessation of bowel function and nausea.
Physical examination showed intense abdominal pain located
in the upper left part of the abdomen.

The patient’s blood count showed a high white blood cell
count (19,000/μL). A CT scan revealed an intussusception
after the anastomosis and dilatation of the biliopancreatic limb
and the gastric remnant. An emergency laparoscopic explora-
tion was performed.

Results

Video run time is 6:14 min. First, the video shows the preopera-
tive CTscan: an intussusception located at the jejunojejunostomy
site is evidently causing a dilatation of the biliopancreatic limb
and the gastric remnant.

The patient undergoes an explorative laparoscopy. The al-
imentary limb is explored, starting from the gastrojejunal
anastomosis. A bowel intussusception starting distally at the
jejunojejunostomy and involving the latter is discovered.
After some unsuccessful attempts to decompress the
biliopancreatic limb and to reduce intussusception, the deci-
sion to resect the jejunojejunal anastomosis is taken. The com-
mon channel is divided first, and after that, the alimentary
limb is resected. In sectioning the mesentery at the
jejunojejunal anastomosis, great attention is paid to preserve
adequate blood supply to the alimentary limb. Then, the mes-
entery of the intussuscepted limb is divided. The biliary limb
is identified, marked, and finally divided.

A side-to-side jejunojejunal anastomosis is created between
the alimentary limb and the common limb. Finally, the anasto-
mosis between the common limb and the biliopancreatic limb is
fashioned about 30 cm distally from the latter anastomosis. The
mesentery is closed using a running barbed suture.

The total operative time was 130 min. Postoperative course
was uneventful, and the patient was discharged on the fifth
postoperative day.

Conclusion

Although rare, intussusception after RYGBP must be consid-
ered as a possible cause of intestinal obstruction. Presentation
can be vague, and clinical examination can be unhelpful [1,
14]. A CT scan is an important diagnostic tool in bariatric
patients and can help find typical signs that lead to the appro-
priate diagnosis [9].

In case of clinical suspicion of intestinal obstruction in a
patient who had previously undergone RYGBP, an explorative
laparoscopy should be performed. If a small bowel intussus-
ception is found, above all in case of ischemia, a surgical
resection is recommended [1, 12]. A laparoscopic approach
to treat bowel intussusception after RYGBP, even if it occurs
at the jejunojejunostomy site, appears to be safe and feasible.
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