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Abstract

Introduction 

Roux-en-Y gastric bypass (RYGB) surgery is the gold 

standard intervention for weight loss in patients with 

morbid obesity. Although the mortality associated with 

the procedure is reduced compared to no intervention, 

complications account for a high percent of associated 

morbidity.  

 

Case Presentation 

A 63-year-old female with a history of laparoscopic 

RYGB 2 years prior presented with a 3-month history 

of crampy abdominal pain. A CT scan showed an 

intra-luminal mass near the jejunojejunostomy (JJ) site. 

Surgical excision of the mass revealed a stalk of tissue 

stapled into the JJ anastomosis that was identified as a 

cherry fruit-stem. Unfortunately, the patient returned 3 

months later suffering from an incisional hernia, 

requiring mesh repair. 

 

Discussion 

RYGB is one of the most commonly performed 

procedures in bariatric surgery. Common 

complications from this that result in abdominal pain 

include anastomotic leaks or strictures, cholecystitis, 
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gastrointestinal bleeding, internal herniation, and 

marginal ulceration. No prior literature discusses 

intermittent obstructive symptoms secondary to a 

foreign body anchored by the anastomotic staples. 

Furthermore, there are currently no universal dietary 

guidelines for patients in the immediate pre-operative 

period with regard to avoiding certain foods that could 

get stapled during the anastomotic construction. 

 

Conclusion 

There are two main take-away lessons from this case. 

First, this case denotes an unusual complication 

following RYGB surgery requiring surgical 

intervention in which the stem of a cherry fruit was 

stapled into the JJ anastomosis causing obstruction-

related intermittent abdominal pain. Second, there is a 

need for standardized guidelines to outline foods to 

avoid, such as cherries with a stem, leading up to the 

procedure. 

 

Keywords: Roux-en-y gastric bypass; Anastomosis 

complications; Case report; Small bowel obstruction; 

Incisional hernia 

 

1. Case Report 

1.1 Introduction 

The obesity epidemic in the US is rampant, with 

approximately 42% of adults affected [1]. Despite 

global education and treatment with diet, exercise, and 

pharmaceutical management, bariatric surgery remains 

the most effective intervention for weight loss [2]. The 

current gold standard operation for weight loss is the 

laparoscopic Roux-en-Y gastric bypass (RYGB). 

RYGB provides safe and sustainable weight-loss in 

comparison to alternative approaches such as gastric 

banding, sleeve gastrectomy, and biliopancreatic 

diversion [3-5]. RYGB entails dividing the jejunum 

approximately 45 cm below the gastric outlet and 

anastomosing it to a 15-30 ml gastric pouch created 

from the proximal end of the stomach. The remaining 

stomach pouch with the 45 cm jejunal tail is re-

anastomosed to the jejunum 75-150 cm below primary 

gastro-jejunal pouch [6]. RYGB has proven beneficial 

by improving insulin resistance, glycemic indices, and 

reducing excess weight by 50-75% [5-7]. Despite the 

benefits, there are well-characterized complications 

including marginal ulcers, gastric dilation, stomal 

stenosis, volvulus, internal hernia, and anastomotic 

complications among others [8]. Obstructive 

symptoms are typically vague (e.g., epigastric pain) 

and result in non-diagnostic physical exams and 

inconclusive imaging [9]. Due to these factors, 

laparoscopic examination or exploratory laparotomy is 

often necessary if the symptoms become burdensome 

to the patient. We present the rare case of a women 

who developed obstructive symptoms 2 years 

following her RYGB procedure. The patient was 

treated at an academic hospital with surgical 

intervention.  A bezoar attached to a stalk of a cherry 

fruit-stem stapled into the JJ-anastomosis was found. 

This was managed with exploratory laparoscopy 

without need for reconsecration of the RYGB or 

resection of bowel. 

 

1.2 Case Presentation 

A 63-year-old female with past surgical history of a 

cholecystectomy with more recent gastric bypass 2 

years prior presented with 3 months of crampy left 

upper quadrant pain and weight loss. One month prior, 

the patient had an ED visit for severe epigastric pain 

radiating to the chest and back. A CT of the abdomen 

and pelvis showed colonic diverticulosis without 

inflammation (figure 1).  
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Figure 1: CT scan read as unremarkable in work up at emergency department visit with mass found in retrospect. 

 

Interval esophagogastroduodenoscopy showed no 

significant findings. The patient reported that bowel 

movements exacerbated the epigastric pain, with 

dicycloverine providing relieve. She had been taking 

MiraLAX ™ since the gastric bypass operation, 

although felt it had not been helping. On presentation, 

repeat CT of the abdomen and pelvis revealed a mass 

in the bowel near the area of the jejunojejunostomy 

(JJ) (figure 2). In retrospect, the prior CT demonstrated 

a round lesion in the proximal small bowel about the 

size of an olive. The lesion was suspected to be stool 

due to some solid dense areas and some areas of air 

density. There was no air in the biliary tree with a 

common bile duct measuring 2 cm in diameter. This 

combined with the prior cholecystectomy made a 

gallstone unlikely. To determine the etiology of the 

mass and suspected cause of the symptoms the patient 

elected for a laparoscopy, with possible conversion to 

open, and planned excision of the mass. An incision 

was made just beneath the left costal margin through 

which a 5 mm Optiview port was introduced into the 

abdomen for insufflation with carbon dioxide. An 11 

mm port was then placed to the right of the umbilicus, 

a 5 mm port placed below the right costal margin, and 

a 12 mm port placed along the right of the mid-

abdomen. The stomach and small bowel were 

thoroughly explored with particular attention of the GJ 

anastomosis, the JJ, biliopancreatic limb and the entire 

common channel down to the ileocecal valve. No 

masses were appreciated with this manipulation. It was 

decided to examine the bowel directly.  A clamp was 

placed onto the area of the JJ laparoscopically. A 

midline incision about 6 cm in length with dissection 

through 5 cm of subcutaneous fat was made.  The 

midline fascia was opened and the peritoneal cavity 

was entered. The JJ was elevated to this incision, 

grasped with a Babcock, and pulled out of the 

abdomen. With blunt examination a mass attached to a 

narrow stalk and downward mobility was palpable 

through the abdominal wall just beyond the JJ in the 

common channel. An anti-mesenteric incision 2 cm in 

length was made and we encountered a yellowish-

brown structure that crumbled on gross palpation with 

the particulate matter subsequently suctioned out. 
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Upon removal, a stalk was still present which was 

followed down to its base and excised. Further 

inspection revealed that the stalk was stapled into the 

tissue of the J-J anastomosis. A staple application used 

to create the JJ during the bariatric operation that 

passed across a cherry stem. Thus, this stem was 

unable to move down the bowel and was the nidus for 

a concretion of material. This lesion would 

intermittently be caught by bowel contractions and 

lead to crampy, abdominal pain. On post-operative day 

1 she was tolerating liquids, passing flatus, ambulating 

well. She had not requested or received anything for 

pain other than Tylenol. The post-operative course was 

unremarkable and thus she was discharged home that 

afternoon.  In the following months the patient 

developed an anterior abdominal bulge protruding 

along the midline. Although the patient was satisfied 

with the treatment of the anastomotic blockage, follow 

up CT displayed an incisional hernia (figure 3), 

requiring surgical repair with mesh. 

 

 

 

Figure 2: CT scan images identifying obstructive mass (A - axial, B - sagittal, C - coronal). 
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Figure 3: CT Scan demonstrating incisional hernia status post-anastomotic repair. 

 

 

 

Figure 4: Timeline of events from initial Roux-en-Y gastric bypass to incisional hernia repair with mesh. 

 

2. Discussion 

Anastomotic complications after RYGB surgery, 

although rare, can be a cause of significant morbidity 

in patients [10]. Anastomotic complications are 

divided into early (within the first 2 weeks of the 

procedure) and late (greater than 2 weeks). Early 

complications include anastomotic leak, bleeding, and 

edema, whereas late complications include strictures, 

ulcers, obstruction and internal hernias [11]. Our 

patient developed late complications of SBO 

secondary to intermittent anastomotic herniation. The 

nonspecific presentations of the various RYGB 

complications make for a challenging diagnosis, even 

for the astute surgeon. Increased gallstone formation 
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following rapid and massive weight loss in bariatric 

surgery is well documented. As such, gallstone 

complications of acute cholecystitis or cholangitis is a 

common source of nonspecific abdominal pain after 

bariatric surgery [12]. However, our patient had 

already undergone cholecystectomy several years prior 

to her RYGB procedure. The nature and timeline of 

her cholecystectomy without laboratory findings of 

hepato-biliary obstruction made acute cholecystitis or 

retained gallstone unlikely. Small bowel obstructions 

(SBO) after RYGB are an uncommon, but well-

characterized post-operative complication. One study 

reported that SBOs occurred in 3.8% of patients after 

RYGB, with adhesions and internal herniations 

accounting for more than 60% of obstructions [13]. 

When SBOs do occur, they typically present more than 

1 month after the operation, although it can appear 

years later as seen in our patient. Common etiologies 

of SBO after gastric bypass include intussusception, 

internal hernia, hemorrhagic bezoar, and adhesions 

[14]. The cause of obstruction differs by surgical 

approach: laparoscopic RYGB is more likely to have 

obstruction at the JJ site, while adhesive small bowel 

obstruction is more common following the open 

approach [10]. This is likely secondary to the inherent 

differences between open and laparoscopic surgery, as 

an open approach predisposes to more adhesions which 

act as the body’s natural defense in preventing 

intestinal herniation through mesenteric defects [15]. If 

an obstruction is significant enough to necessitate 

treatment through bowel resection or restructuring of 

the JJ anastomosis, patients have significantly worse 

outcomes [10]. Through the laparoscopic approach, 

our patient had a partial SBO at the JJ site, in line with 

the statistical predictability. Three months following 

the surgical excision of the cherry stem stapled in the 

JJ anastomosis, the patient developed an incisional 

hernia. Incisional hernias are reported to occur in 1% 

of patients after any open abdominal surgery [16]. Our 

patient then required a third operation to repair the 

incisional hernia with mesh. Dietary recommendations 

prior to bariatric surgery vary by institution and no 

universal guidelines currently exist [17]. Some 

guidelines specify a liquid-only diet for 1-2 weeks, 

[17] whereas other institutions recommend having only 

1 meal per day with solid food [18]. Regardless of the 

specific recommendations, there is not an official list 

of foods that should be avoided preoperatively. Our 

case suggests that bariatric surgeons provide a specific 

list of foods to avoid if taking solid foods, or that 

patients should adhere to the 2 weeks of liquid only 

diet.  

 

3. Conclusion 

This case demonstrates an unusual etiology of 

abdominal pain following RYGB: SBO at the JJ site 

following the inadvertent introduction of a cherry stem 

into the anastomotic stapling. This stem then acted as a 

nidus for the development of a bezoar which 

intermittently obstructed the small intestine at the 

distal alimentary limb. Early diagnosis and surgical 

exploration in suspected cases can provide immediate 

relief and limit the suffering of patients, although it 

also exposes patients to increased risk of surgical 

complications. Our case has 2 primary lessons from 

which to learn. First, surgeons need to be aware of the 

potential complication of non-digestible food 

impaction at the anastomotic sites. Second, there is a 

need for standardized dietary guidelines for the 2-week 

pre-operative period. This case suggests that patients 

should adhere to a liquid diet leading up to the surgery 

to avoid inadvertent stapling of non-digestible foods. 

   

Consent 

Written patient informed consent was obtained with 

signature. 
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