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Gastric bypass patients are at risk for small-bowel obstruction secondary to adhesions, internal
hernias, intussusception and volvulus. Most gastric bypass patients do not present with classic
obstructive symptoms. We present a rare case of concurrent intussusception and volvulus in a
woman with previous history of internal hernia following laparoscopic Roux-en-Y gastric

bypass surgery.

INTRODUCTION

Small-bowel obstruction (SBO) is a common complication
after bariatric surgery. Causes of SBO include adhesion,
internal hernia, volvulus and intussusception [1]. Given the
alteration of Gastrointestinal anatomy after bariatric surgery,
diagnosis of SBO may be delayed and obscured by vague
symptoms. We report a case of SBO presenting with concur-
rent intussusception and volvulus in a bariatric surgery
patient. It is essential to have a high degree of suspicion to
diagnosis SBO early and intervene promptly.

CASE REPORT

A 43-year-old woman [body mass index (BMI) 27.4 kg/m?]
with a past medical history of morbid obesity (BMI 53.1 kg/m?)
had progressively worsening upper abdominal pain and
distention with associated bilious vomiting. She also reported
constipation for 1 week.

Her past surgical history included a laparoscopic
Roux-en-Y gastric gastrojejunostomy (LRYGB) and chole-
cystectomy 7 years ago. The bypass procedure was compli-
cated 2 years later by SBO secondary to an internal hernia,
which required exploratory laparotomy and repair. Four years
after her LRYGB, a ventral hernia developed, which was
repaired laparoscopically with mesh.

On examination, her abdomen was soft and distended with
upper abdominal tenderness. No peritoneal signs were
present. An upright abdominal X-ray demonstrated dilated

loops of small bowel with air-fluid levels suggestive of SBO.
Subsequent contrast-enhanced computed tomography (CT)
of the abdomen and pelvis showed dilated loops of small
bowel with evidence of strangulation and a mesenteric whirl
sign converging at a suture line (Fig. 1).

An emergent laparotomy was performed. Intraoperative
assessment revealed an infarcted volvulus segment of small
bowel with twisted mesentery and proximal obstruction. The
infarcted segment included the jejunojejunostomy suture
line, which was resected and reconstructed. The surgical
specimen demonstrated intussusception of small bowel with
extensive mucosal necrosis. The patient had an unremarkable
post-operative course and was discharged to home.

DISCUSSION

SBO is a recognized complication following LRYGB
surgery for morbid obesity with a reported frequency of
0.2—4.5% [1]. Causes of SBO after bariatric surgery include
adhesion, internal hernia, volvulus and intussusception.
Unique to LRYGB is an increased rate of internal hernias
compared with open RYGB [2]. Sites of internal hernias
include the transverse mesocolon defect, Petersen’s space
and jejunal mesentery defect. Small-bowel volvulus has been
observed in ~17% of bypass patients [3]. Intussusception
is a rare cause of SBO and represents ~1% of all cases of
SBO [4]. Intussusception is often a late complication and
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Figure 1: Axial abdominal CT scan demonstrating a target sign mass consistent with intussusception with its inferior aspect tapering to a point consistent

with volvulus.

may be related to significant and rapid weight loss after
RYGB [1].

Intussusception is either an anterograde or retrograde [5].
Retrograde intussusception is the most common type
reported after both RYGB and LRYGB [5—8]. Anterograde
and retrograde intussusception after RYGB may be caused
by separate mechanisms, but the etiology of both remains
unclear [7]. Others propose that a suture line might act as a
lead point for intussusception [9], as we found in our antero-
grade intussusception. Another proposed cause of retrograde
intussusception is disordered motility involving an ectopic
pacemaker causing retrograde peristalsis [10]. In our patient,
we noted a small-bowel volvulus and anterograde intussus-
ception. To our knowledge, our case is the first concurrent
presentation of intussusception and volvulus in an LRYGB
patient presenting with SBO.

Both small-bowel volvulus and intussusception are often
difficult to diagnose in the bariatric population. Patients will
commonly present with abdominal pain and nausea.
However, due to the small gastric pouch, voluminous emesis
is rarely encountered [10]. The CT scan of the abdomen
with oral contrast is the best diagnostic tool for patients pre-
senting with SBO after RYGB [1, 5]. However, CT imaging
may not readily differentiate between volvulus and internal
hernia [10]. Nevertheless, a high index of suspicion is
required to detect intussusception and small-bowel volvulus.

SBO is a common complication after LRYGB. Volvulus
and intussusception after LRYGB for morbid obesity are
both rare and challenging entities requiring a high index of
suspicion, early diagnostic evaluation and surgical interven-
tion. Due to the surgical alteration of Gastrointestinal

anatomy following bariatric surgery, CT imaging should be
obtained early to identify the potential cause of bowel ob-
struction. We report the first case of concurrent intussuscep-
tion and volvulus in an LRYGB patient presenting with
SBO.

REFERENCES

1. Edwards MA, Grinbaum R, Ellsmere J, Jones DB, Schneider BE.
Intussusception after Roux-en-Y gastric bypass for morbid obesity: case
report and literature review of rare complication. Surg Obes Relat Dis
2006;2:483-9.

2. Higa KD, Ho T, Boone KB. Internal hernias after laparoscopic
Roux-en-Y gastric bypass: incidence, treatment and prevention. Obes
Surg 2003;13:350—4.

3. Gazzalle A, Braun D, Cavazzola LT, Wendt LR, Navarini D, de
Azevedo FM et al. Late intestinal obstruction due to an intestinal
volvulus in a pregnant patient with a previous Roux-en-Y gastric
bypass. Obes Surg 2010;20:1740—2.

4. Aitken DR, Reeves C, Mackett T, Branson BW. Obstruction of
defunctionalized small bowel. Arch Surg 1980;115:1031—6.

5. Kasotakis G, Ranjan S. Retrograde intussusception after Roux-en-Y
gastric bypass for morbid obesity. Obes Surg 2009;19:381—4.

6. Efthimiou E, Court O, Christou N. Small bowel obstruction due to
retrograde intussusception after laparoscopic Roux-en-Y gastric bypass.
Obes Surg 2009;19:378—80.

7. Coster DD, Sundberg SM, Kermode DS, Beitzel DT, Noun SH,
Severidt M. Small bowel obstruction due to anterograde and retrograde
intussusception after gastric bypass: three case reports in two patients,
literature review and recommendations for diagnosis and treatment.
Surg Obes Relat Dis 2008;4:69—72.

8. Zainabadi K, Ramanathan R. Intussusception after laparoscopic
Roux-en-Y gastric bypass. Obes Surg 2007;17:1619-23.

9. Duane TM, Wohlgemuth S, Ruffin K. Intussusception after Roux-en-Y
gastric bypass. Am Surg 2000;66:82—84.

10. Husain S, Ahmed A, Johnson J, Boss T, O’Malley W. Small-bowel
obstruction after laparoscopic Roux-en-Y gastric bypass. Arch Surg
2007;142:988—-93.



