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Abstract 

Obesity today is a public health problem in most industrialized countries, Chile does not escape this reality. Despite the 

availability of medical treatments and changes in lifestyle, bariatric surgery is a safe and reliable therapeutic alternative 

for long-term treatment. However, it is not free of risks or complications. Intussusception is a complication that must be 

suspected, although its reportad incidence is close to 0.1-0.3%. In this Report, we describe an un usual case in a patient 

presenting acute alitiasis cholecystitis and acute pancreatitis secondary to gastric intussusception in the duodenum, 4 

months after surgery for Roux-en-Y Gastric Bypass. 
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Introduction 

Obesity today is a public health problem in most 
industrialized countries, Chile does not escape this reality 
[1]. Despite the availability of medical treatments and 
changes in lifestyle, bariatric surgery is a safe and reliable 
therapeutic alternative for long-term treatment. However, 
it is not free of risks or complications. In the universe of 
complications after surgery, diagnosis and early 
management reduce the morbidity and mortality of 
patients. Intussusception is a complication that must be 
suspected, although its reportad incidence is close to 0.1-
0.3% [2]. Clear diagnostic and management guidelines 
should be applied, contrast-enhanced abdominal CT being 
the most efficient means to confirm the presence of 
intussusception, since the clinic usually does not provide 

sufficient elements to establish the diagnosis [2-4]. Of the 
cases reportad today, jejunal-jejunoanastomosis 
intussusception is the usual presentation. In this report, 
we describe an un usual case in a patient presenting acute 
alitiasis cholecystitis and acute pancreatitis secondary to 
gastric intussusception in the duodenum, 4 months after 
surgery for Roux-en-Y Gastric Bypass. 
 

Case 

A 43-year-old female patient comes to the emergency 
department with a history of 1 month of intermittent colic 
abdominal pain, with a predominance of upper 
hemiabdomen. Her previous medical history included 
hypertension, insulin resistance syndrome, smoking and 
obesity, having undergone 4 months prior to correction 
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surgery of Hiatal Hernia and Laparoscopic Roux-en-Y 
Gastric Bypass. Preceding to its consultation, EED had 
been carried out, which reportad adequate transit of 
contrast from gastric pouch to jejunal loop, with a smaller 
caliber, partially distensible gastrojejunal anastomosis, 
distal jejunal loops and ileon that adequately opacified 
with preserved peristalsis.  

 
Physical examination show soft abdomen with mild 

sensitivity in the right hypochondrium. Routine tests 
reporting WBC 8.7 K/dL (nl 4.1 - 9.5) Amylase 305 U/L 
(nl 30 - 110) Lipase 2582 U/L (nl 23-300) Total bilirubin 
0.20 mg/dL (Nl 0.2-1.3) PCR 0.90 mg/dL (nl 0-1). The 
remaining exams are close to normal. It was request 
abdominal ecotomography that reports biliary mud. 
Regarding antecedents and clinical presentation, it was 
order an abdominal CT with EV contrast that reports 
dilatation of intra and extrahepatic biliary tract, to the 
intrapancreatic portion, with slight dilatation of the main 
pancreatic duct, Gastroduodenal invagination up to the 
level of jejuno-jejunostomy that causes extrinsic 
compression of the invaginated content at the level of the 
duodenal papilla and the head of the pancreas (Figure 1). 
We performed exploratory laparoscopy, identifying the 
stomach completely intussuscepted in the duodenum 
(Figure 2). The stomach is removed from the duodenum, 
with protrusion of suture, with a normal-looking 
duodenum. Therefore, a remnant gastrectomy is 
performed, removing major and minor omentum, release 
of duodenum and post-pyloric section. Since the patient 
presented distended gallbladder with edematous tension, 
and dilated biliary tract, intraoperative cholangiography 
is performed without evidence of choledocholithiasis, so a 

cholecystectomy is perform without incidente. It begins to 
drink liquids in 24 hours and 5 days after the surgical 
procedure is discharge. Biopsy of the stomach reported 
granulatory tissue, cicatrizal fibrosis, chronic 
granulomatous inflammation, multinucleated giant cells, 
reaction to foreign bodies, mild superficial chronic 
gastritis and duodenal wall segment without 
morphological alterations. The anatomopathological 
study of the gallbladder indicated moderate chronic 
cholecystitis, cholesterolosis and cystic ganglion with 
reactive lymphadenitis.  
 
 

 

Figure 1: CT reports, Gastroduodenal invagination up 
to the level of jejuno-jejunostomy that causes extrinsic 
compression of the invaginated content at the level of 
the duodenal papilla and the head of the pancreas. 

 
 

 

Figure 2: Exploratory laparoscopy, identifying the stomach completely intussuscepted in the duodenum. 
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Discussion 

Intussusception as a complication of bariatric surgery 
is relatively uncommon [2,5] however, with newest 
techniques, current obesity statistics and hence the 
increased frequency of this surgical treatment, the 
increase in the incidence of this or other complications is 
expected. It is evident that the majority of the affected 
patients are female, since they are the group that most 
undergo bariatric procedures [3]. Of the reported cases of 
intussusceptions, they commonly result from the 
retrograde type, with the majority being invagination 
through the jejuno-jejunostomy [2,3].  

 
In this particular case, the symptomatology is 

nonspecific, short duration, more compatible with 
pancreatitis and acute cholecystitis due to both the 
symptoms and the laboratory results [6]. Therefore it was 
decided to request imaging studies that complemented 
the diagnosis, being the abdomen CT scan the most 
specific to establish the etiology. The presence of 
intussusception should always be suspected in a bariatric 
patient, especially when the clinic is non-specific and the 
presence of recurrent symptomatology [2-5]. The 
management of the case was to modify the main 
complication without disregarding its concomitant 
pathologies: correct the intussusception [5] and manage 
the inflammatory pancreaticobiliar signs [6,7]. In this 
patient, since the affected organ was the gastric remnant, 
the surgical procedure consisted of gastrectomy and 
additionally cholecystectomy plus intraoperative 
cholangiography [8]. The surgical resolution should not 
be postponed, since waiting increases morbi-mortality. 
 

Conclusion 

Intussusception in patients with bariatric surgery, 
although infrequent, should be suspected in the case of 
non-specific, recurrent abdominal pain, nausea and 
vomiting. The most reliable imaging method for diagnosis 
is CT scan of the abdomen with contrast. Surgical 
behavior will depend on the viability of the affected 
segment and should not be postponed because of 
diagnostic accuracy. Surgical management in the first 
instance should be laparoscopic. The behavior in case of 
gastric intussusception is resection. 
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