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A Rare Form of Internal Hernia after Roux-En-Y Gastric Bypass
Ron Dar1,2, Tamar Dola1, Nasser Sakran1,2*
Department of Surgery A, Emek Medical Center, Afula, Israel

1

Rappaport Faculty of Medicine, Technion-Israel Institute of Technology, Haifa, Israel

2

Corresponding author: Nasser Sakran, Department of Surgery A, Emek Medical Center, 21 Izhak Rabin Blvd, Afula 1834111,
Israel
*

Citation: Dar R, Dola T, Sakran N (2020) A Rare Form of Internal Hernia after Roux-En-Y Gastric Bypass. Ann Case Report 14:
420. DOI: 10.29011/2574-7754.100420
Received Date: 05 June, 2020; Accepted Date: 11 June, 2020; Published Date: 18 June, 2020

Abstract
Laparoscopic Roux-en-Y Gastric Bypass (LRYGB) is currently the second most popular weight loss surgery [1]. The
laparoscopic approach induces less postoperative adhesions than the open one. It has long been associated with one of its late
complications, which is the development of internal hernias (IH), with a reported incidence of 1-5%, and a prevalence that
varies up to 7.5% in the literature [2-5].
Over the past years, the increased incidence of post-LRYGB small bowel obstruction (SBO) due to IH has become a
significant concern since it can occur unexpectedly at any time post-surgery.

Case Report
A 35 years old female patient ten years after LRYGB for
morbid obesity due to a BMI of 40 kg/m2 suffered from chronic
abdominal pain. She presented to the emergency room (ER)
because of abdominal pain and vomiting. Initially, she had an
unremarkable physical examination, laboratory results, and plain
x-ray findings, which made diagnosis challenging. A computed
tomography (CT) scan showed a distended Biliopancreatic limb
(BPL) up to 54 mm with a transition point beside the JJ anastomosis
and an abnormal course of the mesentery suspicious for an IH
(Figure 1). The patient was taken urgently to the operating room
for a diagnostic laparoscopy.

Figure 1: A computed tomography (CT) scan showed a distended
Biliopancreatic limb (BPL) up to 54 mm with a transition point beside
the JJ anastomosis and an abnormal course of the mesentery suspicious
for an IH.
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During emergent exploratory laparoscopy, she was
found to have a strangulated Jejuno-Jenunostomy space hernia
with volvulus. The jejunal mesenteric space at the level of
the jejunojejunostomy (Figure 2). There was also twisting of
biliopancreatic limb at the jejunojejunal anastomosis site (Figure 3).
Treatment includes emergent exploration, either laparoscopically
or open. The volvulus is reduced, adhesions are lysed, internal
hernia is repaired, and bowel viability is assessed. If the bowel is
ischemic, the patient will require bowel resection and occasionally
revision of the jejunojejunal anastomosis.

Figure 2: The jejunal mesenteric space at the level of the
jejunojejunostomy.
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Acute biliopancreatic limb obstruction has typical CT
features. Given its high morbidity and rate of reoperation, it is
useful to make this specific diagnosis instead of reporting the
findings as postoperative small bowel obstruction.
BPL obstruction requires prompt decision for relaparoscopy.
Timely intervention is necessary to prevent postoperative
morbidity whether days or several years after gastric bypass,
patients with intermittent abdominal pain, nausea, or vomiting
need to be carefully evaluated with keeping the option for an IH
high on the differential diagnosis scale.

Figure 3: Twisting of biliopancreatic limb at the jejunojejunal
anastomosis site.

Discussion
Most common sites of IH post LRYGB are through a
transverse meso-colon defect followed by Petersen’s hernia and
Jejunojejunostomy (JJ) mesenteric space [5].
BPL obstruction is a challenging diagnosis as the symptoms
are very nonspecific. Patients with BPL obstruction can present
acutely or subacutely with acute intestinal obstruction or
intermittent, crampy, vague, and sharp abdominal pain, usually
unrelated to eating. SBO, due to internal hernia, is commonly
a closed-loop obstruction, which has a higher perforation risk.
Symptomatic patients should undergo a prompt CT scan, and
once diagnosed by imaging, the obstruction is treated by urgent
surgical exploration in order to reduce the hernia. Early diagnosis
and treatment are essential in reducing the morbidity and mortality
associated with this condition.

The present case presents a rare IH after LRYGB, as well
as a very rare form of bowel twisting. In these cases, urgent
exploratory laparoscopy is recommended. Surgical closure of
defect is the definitive treatment for these hernias with expectant
excellent clinical outcomes.
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