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1. Abstract

Gastric plication is a restrictive bariatric procedure that reduc-
es stomach volume without resection tissue. Although considered a
less invasive alternative to other bariatric surgeries, it can lead to rare
complications such as gastric intussusception. This case report pres-
ents a 25-year-old woman who underwent laparoscopic gastric plica-
tion four months prior and presented to the Emergency Department
with severe vomiting, stomach pain and malnutrition. A Computed
Tomography (CT) scan revealed gastric intussusception and pseudo-
diverticula. The patient underwent surgical repositioning of the stom-
ach with favorable postoperative recovery. This case highlights the
importance of early recognition and management of gastric intussus-
ception following gastric plication.

2. Introduction

Obesity is a major global health concern, where bariatric surgery
has become an effective intervention for weight loss and metabolic
improvements. Various surgical technique, including Roux-en-Y
gastric bypass (RYGB), sleeve gastrectomy (SG) and adjustable
gastric banding, have been established as standard procedures. More
recently, gastric plication has emerged as a non-resective, reversible
alternative that reduces stomach volume through folding and suturing
rather than excision. This technique aims to achieve weight loss
while minimizing the risk of nutritional deficiencies and staple-line
leaks associated with other bariatric procedures [1-5].Despite its
advantages, gastric plication is associated with certain complications,
including gastric obstruction, reflux, perforation, suture dehiscence
and, in rare case, gastric intussusception. Intussusception is
an uncommon but serious condition in which a segment of the
gastrointestinal track telescopes into an adjacent section, leading to
obstruction and potential ischemia. In adults, intussusception is often
associated with underlying pathology, such as tumors or postoperative
changes, whereas in post- bariatric patients, altered gastric motility
and mechanical factors may contribute to its occurrence. Incidence of
intussusception following gastric bypass is 0.62 to 4.7%. [6-9].This
case report describes a rare presentation of gastric intussusception
following gastric plication, emphasizing the importance of timely
diagnosis and surgical intervention to prevent complications.

3. Case Presentation

A 25-year-old woman with a history of morbid obesity (Body
Mass Index (BMI): 35) underwent Laparoscopic Greater Curvature
Plication (LGCP) four months prior. She had experienced satisfactory
weight loss in the early postoperative period (she lost 28 kilos, BMI:
24,8) but presented to the emergency department with complaints of
severe nausea, vomiting, epigastric pain and feeding difficulties for
approximately 4-5 days. The pain was intermittent, non-radiating and
worsened after food intake. She denied fever, gastrointestinal bleeding
or other systemic symptoms.On physical examination, she was

hemodynamically stable but exhibited moderate epigastric tenderness
without peritoneal signs. Laboratory tests, including complete blood
count and metabolic panel, were within normal limits. A- contrast-
enhanced CT scan of the abdomen revealed gastric and duodenal
intussusception with telescoping of the gastric folds to the severe
dilated third part of the duodenum, leading to partial obstruction and
gastric pseudodiverticula on the proximal greater curvature of the
plicated stomach (Figurel). No evidence of ischemia or perforation
was observed.Given the findings, the patient received a nasogastric
tube, intravenous fluids and underwent diagnostic laparoscopy which
confirmed gastric and duodenal intussusception without necrosis.
Furthermore, plication had been performed using interrupted sutures
and two pseudodiverticula was noted between sutures on the side of
the plicated stomach on the proximal greater curvature, probably due
to interrupted sutures from the previous plication operation (Figure2).
Due to technical difficulties and adherences, the operation was
converted to a laparotomy with a midline incision. The stomach
was successfully repositioned and reinforced without the need for
resection. The two pseudodiverticula were resected with liner staples.
The postoperative course was uneventful, with gradual reintroduction
of oral intake. The patient was discharged on postoperative day four
with dietary modifications.

4. Discussion

Gastric intussusception is a rare but potentially life-threatening
complication of the bariatric surgery, particularly in patients who
have undergone gastric plication. Hence, it is important to share case
experience and raise awareness as well as treatment approaches. Unlike
other bariatric procedures, gastric plication involves the invagination
of the gastric wall without resection, which may predispose patients
to mechanical complication such as intussusception [1,2]. A few
published case reports describe intussusception post gastric plication
[10-12]. Almulaif A et al. [13]. Reported a case of obstructive
jaundice six months after LGCP caused by gastric intussusception
into the duodenum [13].The exact pathophysiology of intussusception
after bariatric surgery is not fully understood, but several mechanisms
have been proposed. First, the altered motility and delayed gastric
emptying seen after bariatric surgery can lead to dysrhythmic
contractions, increasing the risk of invagination. Second, mechanical
factors, including excessive plication or asymmetric suturing, may
create areas of localized redundancy in the gastric wall, making it
prone to telescoping. Third, weight loss- induced changes in intra-
abdominal pressure and mesenteric tension could further contribute
to abnormal gastric movement and subsequent intussusception
[7,8,11,12].Previous reports indicate that intussusception following
gastric surgery is more commonly observed in RYGB patients,
often at the jejunojejunal anastomosis site [7,8,14,15]. However,
its occurrence in gastric plication patients is exceptionally rare,
with only a few cases reported in the literature [10-13]. The clinical
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Figure 1: CT scan of the abdomen revealed gastric and duodenal intussusception with telescoping of the gastric
folds to the severe dilated third part of the duodenum, leading to partial obstruction and gastric pseudodiverticula.

Figure 2: Laparoscopic presentation of gastric intussusception and pseuododiverticula
following Laparoscopic Greater Curvature Plication.

presentation of gastric intussusception varies depending on the degree
of obstruction and ischemia. Common symptoms include nausea,
vomiting, postprandial pain, and early satiety. In severe cases, patients
may present with signs of gastric strangulation, including peritonitis
and hemodynamic instability. Diagnosis can be challenging due to
the nonspecific nature of symptoms and the rarity of the condition.
Radiological imaging plays a crucial role, with abdominal CT scans
being the most effective modality for identifying intussusception.
Characteristic findings include the “target sign” mass representing
the telescoped gastric folds. Upper gastrointestinal contrast studies
may also demonstrate delayed emptying or obstruction in the cases
of incomplete intussusception [7].Timely surgical intervention
is critical to prevent complications such as gastric ischemia and
perforation. The preferred approach is laparoscopic reduction of the
intussusception, with reinforcement of gastric sutures if necessary.
In cases with severe ischemia or necrosis has occurred, partial
gastrectomy may be required [7,8,10].0Our patient first underwent
laparoscopic surgery but was converted to a laparotomy reduction
of the intussusception without the need for gastric resection except
for resection of the pseudodiverticula. Postoperatively, gradual diet
advancement and close follow-up were emphasized to monitor for
recurrence or other complications. Dietary modifications, including
smaller, frequent meals and avoidance of fibrous foods, were
recommended to reduce mechanical stress on the plicated stomach.
To minimize the risk of gastric intussusception after gastric plication,
several preventive measures should be considered. Surgeons should
ensure that plication sutures are evenly placed to prevent asymmetric
folding.Long-term prognosis is generally favorable following
successful surgical management. However, given the limited data
on gastric intussusception post-LGCP, further studies are needed to
establish best practices for prevention and early detection.

5. Conclusion

Gastric intussusception is a rare but serious complication fol-
lowing LGCP, likely due to altered motility and mechanical changes
in the gastric wall. Early recognition through imaging studies and
prompt surgical intervention are essential for optimal outcomes. This
case report underscores the importance of vigilant postoperative
monitoring and highlights the need for further research into the long-
term risks associated with gastric plication.

References

1. Zeinoddini A, Heidari R, Talebpour M. Laparoscopic gastric
plication in morbidly obese adolescents: a prospective study
Surgery for Obesity and Related Diseases. 2014;10(6):1135-9.

2. Ramos A, Galvao Neto M, Galvao M, Evangelista LF, Campos
JM. Laparoscopic Greater Curvature Plication: Initial Results
of an Alternative Restrictive Bariatric Procedur. Obes Surg.
2010;20(7):913-8.

3. Skrekas G, Antiochos K, Stafyla VK. Laparoscopic gastric
greater curvature plication: results and complications in a series
of 135 patients. Obes Surg. 2011;21:1657-63.

4. Talebpour M, Motamedi SM, Talebpour A, Vahidi H. Twelve
year experience of laparoscopic gastric plication in morbid
obesity: development of the technique and patient outcomes. Ann
Surglnnov Res. 2012;6:7.

5. Abdelbaki TN, Huang CK, Ramos A, Neto MG, Talebpour M,
Saber AA. Gastric plication for morbid obesity: a systematic
review. Obes Surg. 2012;22:1633-9.

6. Zerrweck C, Rodriguez JG, Aramburo E. Revisional Surgery
Following Laparoscopic  Gastric  Plication Obes  Surg.
2017;27(1):38-43.

Volume 9| Issue 16


https://pubmed.ncbi.nlm.nih.gov/24958648/
https://pubmed.ncbi.nlm.nih.gov/24958648/
https://pubmed.ncbi.nlm.nih.gov/24958648/
https://pubmed.ncbi.nlm.nih.gov/20407932/
https://pubmed.ncbi.nlm.nih.gov/20407932/
https://pubmed.ncbi.nlm.nih.gov/20407932/
https://pubmed.ncbi.nlm.nih.gov/20407932/
https://pubmed.ncbi.nlm.nih.gov/21898042/
https://pubmed.ncbi.nlm.nih.gov/21898042/
https://pubmed.ncbi.nlm.nih.gov/21898042/
https://pubmed.ncbi.nlm.nih.gov/22913751/
https://pubmed.ncbi.nlm.nih.gov/22913751/
https://pubmed.ncbi.nlm.nih.gov/22913751/
https://pubmed.ncbi.nlm.nih.gov/22913751/
https://pubmed.ncbi.nlm.nih.gov/22960951/
https://pubmed.ncbi.nlm.nih.gov/22960951/
https://pubmed.ncbi.nlm.nih.gov/22960951/
https://pubmed.ncbi.nlm.nih.gov/27220850/
https://pubmed.ncbi.nlm.nih.gov/27220850/
https://pubmed.ncbi.nlm.nih.gov/27220850/

united Prime Publications LLC,, https://ajsuccr.org/

7.

10.

11.

Oor JE, Goense L, Wiezer MJ, Derksen WJM. Incidence and
treatment of intussusception following Roux-en-Y gastric bypass:
a systematic review and meta-analysis. Surgery for Obesity and
Related Diseases. 2021;17(5):1017-1028.

Stephenson D, Moon RC, Teixeira AF, Jawad MA. Intussusception
after Roux-en-Y gastric bypass. Surgery for Obesity and Related
Diseases. 2014;10(4):666-70.

Lindor RA, BellolioMF, SadostyAT, Earnest F, Cabrera D. Adult
intussusception: presentation, management, and outcomes of 148
patients. J Emerg Med. 2012;43:1-6.

Kehagias D, Lampropoulos C, Kehagias |. Gastroduodenal
intussusception: an insidious complication following gastric
plication. J Visc Surg. 2024;161(6):399-401.

Sharaan M, Okba MM, El Badawy MA, Torensma B, Hany

12.

13.

14.

15.

3

M. Gastrogastric intussusception 10 years after laparoscopic
gastric greater curvature plication: a case report. Obes Surg.
2024;34:3543-3548.

Freitas D, Saunders J, Parikh M. Gastrogastric and gastroduodenal
intussusception after gastric plication. Obes Surg. 2024;34:3924-
3925.

Almulaif A, Mohammad WM. Obstructive jaundice: a rare
complication of laparoscopic greater curvature plication. J Surg
Case Rep. 2013;2(8):062.

Martinez Sanz N, Gonzalez Valverde FM. Intussusception after
bariatric surgery. J Gastrointest Surg. 2019;23:597-8.

Daellenbach L, Suter M. Jejunojejunal intussusception after
roux-en-y gastric bypass: a review. ObesSurg. 2011;21:253-63.

Volume 9| Issue 16


https://pubmed.ncbi.nlm.nih.gov/33632616/
https://pubmed.ncbi.nlm.nih.gov/33632616/
https://pubmed.ncbi.nlm.nih.gov/33632616/
https://pubmed.ncbi.nlm.nih.gov/33632616/
https://pubmed.ncbi.nlm.nih.gov/24935180/
https://pubmed.ncbi.nlm.nih.gov/24935180/
https://pubmed.ncbi.nlm.nih.gov/24935180/
https://pubmed.ncbi.nlm.nih.gov/22244289/
https://pubmed.ncbi.nlm.nih.gov/22244289/
https://pubmed.ncbi.nlm.nih.gov/22244289/
https://pubmed.ncbi.nlm.nih.gov/38796351/
https://pubmed.ncbi.nlm.nih.gov/38796351/
https://pubmed.ncbi.nlm.nih.gov/38796351/
https://pubmed.ncbi.nlm.nih.gov/39090428/
https://pubmed.ncbi.nlm.nih.gov/39090428/
https://pubmed.ncbi.nlm.nih.gov/39090428/
https://pubmed.ncbi.nlm.nih.gov/39090428/
https://pubmed.ncbi.nlm.nih.gov/39245698/
https://pubmed.ncbi.nlm.nih.gov/39245698/
https://pubmed.ncbi.nlm.nih.gov/39245698/
https://pubmed.ncbi.nlm.nih.gov/24964469/
https://pubmed.ncbi.nlm.nih.gov/24964469/
https://pubmed.ncbi.nlm.nih.gov/24964469/
https://pubmed.ncbi.nlm.nih.gov/29845569/
https://pubmed.ncbi.nlm.nih.gov/29845569/
https://pubmed.ncbi.nlm.nih.gov/20949329/
https://pubmed.ncbi.nlm.nih.gov/20949329/

