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• Being overweight/obese poses significant risks. Body mass index [(BMI) 
(kg/m2)] is an estimate of total body fat. A BMI > 25 kg/m2 is associated with a 
modest increase in mortality and a BMI > 30 kg/m2 is associated with a 
significant increase 1. The World Health Organization categorizes being 
overweight as a BMI of 25 kg/m2 to 29.9 kg/m2 and obesity as a BMI of 30 
kg/m2 or greater 2 (Table 1). Obesity is associated with type 2 diabetes mellitus, 
hypertension, coronary artery disease, sleep apnea, and cancer.

• In 1994, Wittgrove described laparoscopic Roux-en-Y gastric bypass surgery 
(LRYGBS) which bypasses the distal stomach and proximal small bowel by 
creating a small stomach pouch and rerouting part of the alimentary tract 4. The 
standard approach to Roux-en-Y gastric bypass surgery (RYGBS) is laparoscopic 
5. LRYGBS is considered the gold standard and is associated with long term 
weight loss and significant improvement of comorbidities 6. Although 
considered to be safe, LRYGBS can lead to serious complications if problems are 
not detected early. Early complications are anastomotic leak, bleeding, and 
venous thromboembolism. Late complications include gallstone disease, 
marginal ulcerations, small bowel obstruction, and anastomotic strictures 7.

• Jejuno-jejunal (j-j) anastomosis in RYGBS can be achieved with a stapler or 
sutures. Goitein et al. reported that bleeding from the staples, anastomotic 
leak, and obstruction are possible complications at the anastomosis site 8. Late 
perforation following LRYGBS is a very rare complication with an incidence 
under 1% 8,9,10. This report presents a case of perforation at the site of the j-j 
anastomosis occurring after LRYGBS that was managed successfully using an 
open technique.
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CONCLUSION:
• Acute abdominal pain after LRYGBS should raise the suspicion of postsurgical complication.
• Patients presenting with abdominal pain and tachycardia post bariatric surgery may suggest a leak or 

sepsis. Acute care surgeons should be familiar with diagnosis and management of such cases.
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Findings at laparotomy: perforation at the jejuno-
jejunal anastomosis. The bowel is otherwise 
healthy

Figure 1 Figure 2

• A 46-year-old woman (BMI 35kg/m2) with obesity-related co-morbidities 
underwent LRYGBS.

• She had uneventful laparoscopic appendectomy 8 weeks later and achieved 24% 
excess weight loss after 3 months.

• Fifteen weeks after surgery, she experienced a sudden onset of pain in the upper 
abdomen. The pain started gradually, was constant, colicky, and of increasing 
intensity. The pain worsened and was accompanied by vomiting and constipation 
for 2 days.

• There was no history of alcohol consumption or ulcerogenic medications.
• She presented to the emergency department (ED) one day prior to admission, 

where she was prescribed analgesics and discharged.
• She presented to the ED the next day with the same presentation. She was 

tachycardic, afebrile, and normotensive.
• Physical examination revealed a mildly distended, tender abdomen.
• Initial laboratory tests were normal except for an elevated leukocyte count 

(11,000/µL with left shift). The patient had a chest X-ray with an abdominal view, 
which showed free air under the left diaphragm dome (Figure 1).

• After exploratory laparoscopy, an open technique was applied due to anatomical 
anomalies. A 1.5 cm anterior j-j anastomotic perforation was identified, and 
intra-abdominal fecal matter was found (Figure 2). The perforation was closed 
using 3-0 absorbable sutures reinforced by a graham patch. Copious normal 
saline irrigation of the peritoneal cavity was completed.

• Goitein et al. reported that postoperative leak, staple line bleeding, and bowel obstruction are complications 
of j-j anastomosis 8. Late perforation at the site of j-j anastomosis is a rare complication after LRYGBs 8,9. 
Anderson et al. reported a perforation following a biliopancreatic diversion 11. Goitein et al. reported that 
three out of 717 patients who underwent LRYGBS between January 2000 and January 2005 developed late j-j 
anastomotic perforations at 7 and 8 weeks postoperatively (0.42% incidence) 8. Gonzalez-Pezzat et al. 
described a patient who developed abscess due to late perforation at the site of j-j anastomosis 6 months after 
gastric bypass 9. Kalaiselvan et al. reported that three out of 1,652 patients who underwent LRYGBS between 
April 2002 and April 2012 developed this complication at 7, 9, and 18 weeks postoperatively (18% incidence) 
10.

• An acute abdomen is the typical presentation of late perforation at the site of j-j anastomosis after LRYGBS 
10. The manifestation of this complication is not always clear as it can mimic other conditions (obstruction or 
hernia) 9

• Our patient presented to the ED with symptoms of abdominal pain, vomiting, and constipation. In cases when 
the diagnosis is unclear, imaging may provide crucial information about intraabdominal pathologies. Rapid 
worsening of abdominal pain and typical findings of perforated viscous on standard radiograph mandated our 
patient transfer to the operating room 9

• This complication can be managed through laparoscopy. However, in cases where laparoscopy is difficult, an 
open technique is a viable alternative 9. Laparoscopy helps reduce postoperative stay, shorten time to return 
to activity, and permit evaluation of abdominal structures.

• Alternative surgical options for management of j-j perforation include temporary tube fistulization of the 
perforation, oversewing of the defect and reinforcement with an omental patch, and resection of the j-j 
perforation with immediate or delayed bowel anastomosis.

• In our case, no identifiable cause of j-j anastomotic perforation was found. We hypothesize that an ulcer 
formation resulted in perforation 10,12.

Table 1. overweight and Obesity Classification

BMI(kg/m2) Classification Disease Risk

Waiest size 
M/W

(<102/<88 cm)

Waist size M/W
(>102/>88 cm)

underweight <18.5 ---

Normal 18.5-24.9 ---

Overweight 25.0-29.9 --- Increased High

Obesity 30.0-34.9
35.0-39.9

I
II

High
Very High

VeryHigh
Very High

Extreme 
Obesity

<40 III Extremely High Extremely High

Findings of chest X-ray: Free air under the 
dome of the left diaphragm


