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Introduction
The management of abdominal pain after LRYGP is difficult because of the diverse 

pathologies that may cause it. It’s estimated that anywhere from 15 to 30% of patients 
will visit the emergency room within 3 years after gastric bypass [1]. 

Ingestion of foreign bodies like fish bones is a common condition in medical practice 
[1] however patients with gastric bypass, tend to form new strategies and modify their 
food selection, during their postoperative period, making them more cautious about 
what food they eat [2].

Abdominal pain as a result of an unintentional swallowed sharp foreign objects is 
rare, [3] most of them are eliminated with the stools without causing any problems [1]. 
However, bowel perforation, abdominal abscess, fistulas and gastrointestinal bleeding 
have been described [3]. Persons with LRYGP, are especially at risk since the presence 
of angulations at the biliary-digestive anastomosis can increase the risk of perforation 
by sharp objects [4]. Diagnosis may be difficult and delayed, even in a detailed history 
since the ingestion of fish bones may not be mentioned in the history of the patient [3].

We present a case of a 30-year-old female with a history of LRYGP, she presented 
to the emergency room with abdominal pain and tenderness. CT was not conclusive so 
laparoscopy was decided. A fish bone penetrating the bowel ball was discovered and 
was successfully resolved.

Patient underwent full recovery and on follow up controls, patient is doing well.

Case report
Patient is a 30-year-old female with past medical history of hysterectomy and a 

gastric bypass reconstructed with a Roux-en-Y, she was on follow up control with the 
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Abstract
Unintentional ingestion of foreign bodies like fish bones is a common condition in 

medical practice. Fortunately, most of the fish bones pass through the gastrointestinal 
tract without causing any complications. However, intestinal perforations by these sharp 
or pointed fish bones can lead to high morbidity and mortality. Accidental ingestion of fish 
bones after gastric bypass is rarer, mostly due to patient adjustment in how they manage 
their food and their eating behavior. 

Intestinal perforations by foreign bodies should be managed promptly by a surgeon, 
however preoperative diagnose is usually difficult since most of the clinical symptoms are 
usually nonspecific and can mimic other surgical conditions, this is particularly important 
after gastric bypass when serious complications could potentially occur in a misdiagnosis.

We report a case of a 30-year-old patient with past medical history of gastric bypass, who 
visited the emergency room with abdominal pain and tenderness. Even though laboratory 
exams and images were normal, the pain persisted so an exploratory laparoscopy was 
performed and it revealed a small bowel perforation at the biliary digestive junction due to 
a fish bone.

The fish bone was successfully extracted during laparoscopy, and the patient completely 
recovered.
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bariatric surgery team and she reported satisfactory weight loss 
with no significant problems during her six months postoperative 
course until this admission. 

She presented to the emergency department with nausea and 
lower intermittent abdominal pain. There were no accompanying 
symptoms such as fever or diarrhea. Clinical examination showed 
an otherwise healthy young patient with diffuse abdominal 
tenderness. Her vitals and blood work were normal. A contrast-
enhanced abdominal computed tomography (CT) (Figure 1A and 
1B) was performed and didn’t reveal any pneumoperitoneum or 
free fluid. Our differential diagnosis included; an internal hernia, 
bowel perforation, gastric ulcer, and gastroenteritis. Since pain 
continued to persist and muscle guarding appeared, surgery was 
decided.

At laparoscopy, inspection of the abdomen showed multiples 
adhesions near the biliary digestive junction, after lysis of these 
adhesions, (Figure 2A and supplementary video) we discovered a 
penetrating fish bone, measuring 4 x 0.3 cm at the biliary-digestive 
junction (Figure 2B), the fish bone punctured out of the biliary 
loop and caused the adhesions between these 2 limbs. No internal 
hernias were discovered and the intestine was normal except for 
the perforation, also there was no stenosis or necrosis at the site of 
perforation With these findings, intraoperative decision making 
was straightforward, the fish bone was successfully extracted 
without any damage to the rest of the bowel, and the exit point on 
the bowel wall was closed with intracorporeal suture (Figure 2C) 
with a polypropylene suture.

With this surgical findings, a retrospective history was taken 

and she revealed to us, that she ate home cooked fish 2 days 
before the onset of symptoms.

After surgery patient fully recovered, tolerating full diet on the 
second postoperative day. Without any pain, she was discharged 
a day after.

One month after surgery, on follow up controls she was 
completely asymptomatic and could tolerate full diet.

Discussion
In recent years bariatric surgery has gained acceptance as a 

primary treatment for morbid obesity, and, with it, associated 
complications have risen [5], LRYGB is one of the most commonly 
performed bariatric procedures [6], and it’s not free of risks 

 

Figure 1A: Contrast-CT, without any hernias, collections or liquids.

 

Figure 1B: Contrast-CT, apparently normal without any pneumoperitoneum.

 

Figure 2A: Laparoscopy, showing multiples adhesions.

 

Figure 2B: Fish bone perforating the bowel wall.

 

Figure 2C: Suture on the exit point on the bowel wall.
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the most common differential diagnosis, yet some patients may 
remain asymptomatic [3]. In our patient, abdominal pain was 
present from the beginning.

Perforation can occur in any segment of the gastrointestinal 
tract [3], and the most common sites are the distal ileum, 
cecum, and left colon due to their angulation. LRYGB patients 
are at greater risk since the presence of two anastomoses and 
angulations increase the risk of perforation [4]. In our case, 
at laparoscopy, the fish bone punctured out of the biliary loop. 
Management of fish perforation may be endoscopic, laparoscopic 
[13,14] or by open surgery. Suture of the defect and resection are 
among the surgical options [4,9]. Although intestinal perforation 
may occur infrequently after foreign bodies ingestion, this 
complication must always be considered [13].

Conclusions
Bariatric patients have other surgical diseases that must 

be considered when faced with acute abdominal pain. An 
appropriate history, a physical examination, and complementary 
tests will identify the underlying process of the disease, and 
define the proper treatment.

As the bariatric population increases, the rare causes of 
intestinal perforation in this group of patients, such as ingestion 
of fishbone, will also increase.
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