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To the Editor 
Laparoscopic Roux en Y gastric bypass (LRYGB) as a 

gold standard bariatric surgery has proven to be effective 

procedure for weight loss and a high resolution of obesity 

related diseases. IH is a well-known late complication of a 

LRYGB 

The incidence of IH after LRYGBP has been reported 

to be between 0.5 and 11% [1]. Clinical symptoms related 

to an IH can vary from vague nonspecific symptoms, like 

intermittent or postprandial pain to persistent abdominal 

pain and an acute abdomen [2]. Because of the nonspecif-

ic clinical presentation and the absence of reliable diag-

nostic imaging, it can cause a high morbidity and even 

mortality. This is a significant clinical problem since IH is 

the most common cause of small bowel obstruction (SBO) 

after LRYGB [3, 4]. The possible mesenteric spaces after 

LRYGB arise at typical locations. In antecolic antegastric 

LRYGB, there are two primary locations of IH: an open 

space between the alimentary (Roux) limb and the trans-

verse colon (called Petersen’s space) or a mesojejunal 

space at the jejunojejunostomy. Here, we present IH 4 

years after LRYGB even though primary repair of meso-

jejunal space. The presented cases emphasize the diagnos-

tic difficulties and the need for early surgical exploration. 

our manuscript included one case of  Intestinal Herni-

ation after Laparoscopic Roux-en-Y Gastric Bypass: 

A 31 Y/O Iranian morbid obese man (BMI=46.29) 

who had underwent LRYGB 4 years ago, presented in the 

emergency room with a history of upper abdominal 

cramps, nausea and vomiting during the last 3 days. He 

reported abdominal cramp which was a colic pain at the 

epigastric and right upper part during 4 months, gotten 

worse while eating and sitting. The postoperative course 

was without problems and the patient had lost 70 kg (BMI 

24.69 kg/m2). He was operated for laparoscopic cholecys-

tectomy a year ago. 

 

Physical examination showed a mild abdominal ten-

derness at the right upper quadrant and epigastric part. On 

gastroesophageal endoscopy, the gastric remnant was 

connected to two loops of the jejunum and a biopsy of 

jejunum was taken which was within normal limits. His 

chest-x-ray and standing abdominal graphy was normal. 

On ultrasound there was no free fluid in the abdominal 

cavity, the liver had a normal shape and size and paren-

chymal echo. The common bile duct and portal diameter 

were normal.  His hematological laboratory data were 

normal. Also, an abdominal CT was inconclusive. Finally, 

for his abdominal pain, he went on a diagnostic laparos-

copy. We found the intestine was herniated into mesojeju-

nal space so for a more exact survey abdomen was opened 

with a small incision above the umbilicus and the internal 

hernia was confirmed (figure1).The herniated intestine 

was reset and the defect repaired. As you see in figure 1, 

our roux limb was placed antecolic, the whole intestine 

was herniated into mesojejunal which was repaired with 

non-absorbable running suture before. 

 The herniated intestine was reset and the defect re-

paired with prolene 2/0 running suture (Figure2).  

The post-operative was uneventful and patient dis-

charged postoperative day 2.In his follow up after 3 month 

all sign and symptoms were disappeared. 

 

Although Internal hernia (IH) is more common after 

LRYGB than after open surgery. One of the most com-

mon and also the most devastating complications that can 

arise after LRYGB is an IH [5]. It is a particularly sinister 

complication with a various and nonspecific presentation 

[6]. Nonspecific symptoms, making the diagnosis chal-

lenging. Most patients report a combination of postprandi-

al abdominal pain, nausea, and emesis [7]. 

Although mesojejunal space was repaired in primary 

surgery with non-absorbable suture in our case, a large 

part of the small intestine herniated through meseojejunal 

defect. This had resulted in partial bowel obstruction. 

There is increasing evidence, that primary closure can 

reduce the incidence of IH [8,9]. De la Cruz-Muñoz and 

colleagues reviewed 2079 patients after LRYGB surgery 

and compared IH incidences before and after they started 

to routinely close mesenteric defects at the initial surgery. 

They found a significant reduction of IH incidence. Clos-

ing mesenteric defects may also bear a risk for complica-

tions [10]. In a another study by Blockhuys et al. in large 

number of patients they strongly  recommended  of clo-
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sure of both mesenteric defect and Petersen’s space, with 

notice a tendency to lower incidence of internal hernias( 

incidence of 3.34% comparing 1.15% in the closure group 

of both defects)[11]. 

In a study by Goudsmedt et al. the found swirl was in 

CT scan the best predictor of internal hernia with sensi-

tivity of 68-89%, since the presented sensitivities are vari-

able and do not reach 100 % [12] IH might be missed, 

implicating that a high index of suspicion with a low 

threshold for explorative laparoscopy/- tomy remains the 

cornerstone of appropriate treatment.  

 

 

 

 

 

 

Figure 1. Internal hernia into mesojejunal space which 

was repaired with non-absorbable running suture before 

Figure 2. Reduction of internal hernia from mesojejunal 

space and repair of defect with prolene 2/0 running suture
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