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Case report 

Unique long-term simultaneous complications of conventional Roux-en-Y 
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Introduction: We report a case of late concomitant complications caused by conventional Roux-en-Y gastric 
bypaas and its managements. 
Presentation of case: A 62-year-old male presented 27 years after conventional gastric bypass Y-de-Roux (BGYR) 
with, sudden, moderate intensity abdominal pain, nausea, biliary vomiting and hyporexia. Persistent abdominal 
pain was constant, so a thoracoabdominal tomography was requested by the surgeon. It confirmed the presence 
of intestinal intussusception associated with lithiasis and cholecystitis. The patient reported having lost 45 kg 
since the BGYR. He goes to the operating room for definitive management. 
Discussion: The etiology of post-BGYR intussusception is largely unknown, and multiple hypotheses have been 
created, such as the iatrogenic stitch created by the suture line in the entero-enteric anastomosis and the most 
common pattern found is antegrade. The use of contrasted CT as the most reliable diagnostic method. 
Conclusion: The importance of taking into account the possible complications existing in bariatric patients and 
their frequency gives us the opportunity to suspect and detect them in time and in the most cases the man-
agement must be surgical.   

1. Introduction 

BYGR is one of the most effective surgical treatments for morbid 
obesity [1,2]. This procedure remains one of the most complex due to its 
post-operative complications, with relatively high morbidity and mor-
tality rates [3]. 

Intussusception following BYGR was first described by Agha in 1986 
[4]. It represents an unusual cause of intestinal obstruction after BYGR, 
having a prevalence of 0.07 % to 1.2 % [5,6]. There is a clear obser-
vation of a greater number of complications in open BYGR than in the 
laparoscopic version [7–13]. It is described that complications such as 
intussusception can be seen one year after surgery. There is a possible 
association between weight loss and greater risk of complications [14]. 
In addition, it has been hypothesized that this complication could be due 
to disturbances in the peristalsis caused by the Roux branch [15]. Other 
authors mention that the suture line in the jejuno-jejunostomy could act 

as a reference point [16–17]. 
The symptoms of intussusception are not specific, and the clinical 

presentation can vary. Computed axial tomography (CT) being the study 
of choice, it shows the target sign in 80 % of cases [18]. 

There are different options of treatment. Jejunojejunal anastomosis 
or resection of the damaged bowel is preferred over simple reduction 
due to its lower recurrence rate [19–21]. 

2. Case presentation 

We present a 62-year-old male patient with a history of conventional 
BGYR performed 27 years prior to his admission. He refers absence of 
pathological personal history of importance, and refers heredofamilial 
history of hypertension on his father's side. He denies history of drug 
addiction, alcoholism and smoking. 

He started 8 h before his admission with abdominal pain of insidious 
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onset of moderate intensity, located in the mesogastrium, radiating to 
the epigastrium, aggravated by movement and food intake, partially 
attenuated with analgesics, accompanied by hyporexia, nausea and 
multiple vomiting of biliary content. He progresses 2 h earlier with 
increasing pain intensity, evolving high intensity, which is the reason 
why he goes to the emergency department. On arrival, the physical 
examination reveals a globose abdomen at the expense of distension 
with decreased peristalsis at auscultation, and peritoneal irritation 
demonstrated by positive rebound sign and positive Murphy sign. It was 
decided to perform a simple thoracoabdominal computed axial tomog-
raphy, in which an image, suggestive of intestinal intussusception, was 
visualized along with multiple lumps and vesicular wall of 4 mm (Fig. 1). 

For this reason, the patient was scheduled for diagnostic laparos-
copy, which was performed by the 4th year general surgery resident. 
The procedure began with the placement of 5 trocars, 2 of 11 mm in the 
umbilical and subxiphoid region and 3 trocars of 5 mm in the left flank, 
right flank and right iliac fossa. Dilated small bowel loops were 
observed, with a transition area located 100 cm from the jejuno-jejuno 
anastomosis. Intussusception in the common loop was found. 

Attempted laparoscopic reduction failed, thus converting to open 
surgery. An incision was made in the midline, supra and infraumbilical 
line. Abdominal planes were dissected, and after this a successful 
manual reduction is performed, areas of ischemia and transmural in-
testinal necrosis were observed in the intestine involved in the intus-
susception (Fig. 2A). For this reason, it was decided to perform a small 
bowel resection of approximately 70 cm. A later entero-entero latero-
lateral T Barcelona anastomosis was performed with linear stapler, blue 
cartridge of 60 mm, 25 cm from the jejuno-jejuno anastomosis (Fig. 2B). 

In a second stage, conventional cholecystectomy was performed with 
silk ligation of the duct and cystic artery (Fig. 2C). Drainage was placed 
over the anastomosis and the hepatic bed, which was extracted through 
the right iliac fossa port. Closure by planes was performed and the pa-
tient went on to recovery without any eventuality. 

This patient evolved in a successful and satisfactory manner. The 
patient reports feeling noticeably better in his postoperative period, 
where he denies abdominal pain. He began to channel gas at 48 h and 
started a progressive tolerance to diet at 72 h postoperatively. He had an 
initial drainage of 20 cc serohematic liquid, with no data of systemic 
inflammatory response. The patient was discharged on the 4th post-
operative day without drainage. 

The postoperative recommendations involved drainage care, feeding 
and continuation of antibiotics. Post-surgical follow up was recom-
mended to the patient through open consultation to the surgery 
department, however, his adherence has been poor. She has reported no 
complications or adverse effects of treatment. 

The patient was informed about the interest of publication of this 
case. A written informed consent was obtained from the patient so that, 
with his authorization, this study could be published. 

3. Clinical discussion 

Intussusception is an under-reported complication of BGYR, but due 
to the increase in the number of bariatric surgeries in recent years, 
intussusception will become an increasingly prevalent complication 
[22]. 

What adds to the evidence in a report such as this is the recognition 
of the risk of complications in patients who, regardless of years of history 
of metabolic surgery, will be at risk for a complication such as the one 
reported above. Lifelong surveillance by the treating surgeon should be 
recommended based on the findings of this study. 

The most common pattern found in intussusception is antegrade 
[21]. The etiology of post-BGYR intussusception is largely unknown, and 
multiple hypotheses have been created, such as the iatrogenic stitch 
created by the suture line in the entero-enteric anastomosis [23,24]. 

Other authors suggest Roux stasis syndrome as another possible 
etiology, theorizing that anomalous peristalsis of the Roux segment 
could create adjacent areas of high and low pressure allowing intus-
susception [25,26]. This supports our recommendation of physician 
follow-up in patients with a history of metabolic surgery. 

The use of CT, especially contrasted as the most reliable diagnostic 
method, is recommended and should be obtained as soon as possible in a 
post-BGYR patient with abdominal symptoms, bearing in mind that the 
bull's eye sign will not appear in intestinal hernia, which is much more 
common than intussusception and which may present with similar evi-
dence [27,28]. 

This case report has been performed based on the SCARE 2020 
criteria guidelines [29]. 

4. Conclusion 

The importance of taking into account the possible complications 
existing in bariatric patients and their frequency gives us the opportu-
nity to suspect and detect them in time. 

Clinical presentation of acute calculous cholecystitis is more frequent 
in bariatric patients compared to intestinal intussusception, which is 

Fig. 1. Thoracoabdominal computed tomography identifying intussusception 
of a small bowel loop and acute calculous cholecystitis. A: transverse section. B: 
coronal section. 
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much rarer to suspect. In this case report, we present an infrequent 
presentation of both acute calculous cholecystitis and intussusception. 

Once the diagnosis is suspected in someone who has bariatric history 
and has a clinical presentation of emergency acute abdomen, imaging 
studies could be avoided and definitive surgical management could 
begin immediately, avoiding an increase in possible complications, 
increasing the prognosis and quality of life of the patients. 
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