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Abstract
There are over 100,000 bariatric surgeries in the United States
each year, with the majority of these Roux-en-Y procedures.
Most complications of this surgery present early with nonspecific
symptoms such as abdominal pain, nausea, vomiting, and
dysphagia. Some complications, however, can occur years after
surgery. We report the case of a patient presenting 5 years after
laparoscopic Roux-en-Y gastric bypass (LRYGBP) with intermittent
abdominal pain, vomiting, and local bowel ischemia secondary to
phytobezoar lodged at her jejuno-jejunostomy site.
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laparoscopy which revealed a phytobezoar at the jejuno-jenunostomy
that involved the posterior wall with local ischemia (Figure 1). The
patient underwent anastomosis revision, and the compromised
segment was removed.

Discussion
Over 1/3 of Americans are obese [1]. Since the first LRYGBP was
performed in 1993, it has become one of the most common weight
loss surgeries performed in the US, with over 100,000 done annually
[2-4]. Complications occur in up to 17% of patients, with the most
common being wound infection, hernias, anastamotic leak, and
thromboembolic disease [5,6].
Bezoars are generally very rare, but are more common in patients
who have had gastric surgery, with 55-94% of current cases occurring
in individuals with prior surgery [7-9]. Gastroparesis and diabetic

Introduction
A 53-year-old female presented with intermittent, non-radiating
epigastric abdominal pain associated with nausea and vomiting. The
pain was crampy and was not associated with obstipation or diarrhea.
The patient denied fevers. The remainder of her review of systems
was negative. The patient’s past surgical history was remarkable
for LRYGB for morbid obesity performed 5 years prior, which had
resulted in patient achieving 109% of excess weight loss with a BMI
of 24kg/m2.
On physical exam, the patient had normal vital signs. Her
abdomen was soft with localized epigastric tenderness. There was no
guarding or rebound. The patient was not distended, and no masses
were palpated. The remainder of her physical exam and laboratory
evaluation were normal. The patient underwent upper endoscopy
which revealed free sutures at the gastro-jejunostomy anastamosis
with local ulceration. These were removed and the patient was
discharged home on a proton pump inhibitor and sucralfate.
In spite of this, the patient had progression of her symptoms,
and represented to the ED. She underwent computed tomography
(CT) scanning of her abdomen and pelvis which was non-diagnostic.
Due to the severity of the pain, the patient underwent exploratory
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Figure 1: A 3.5 x 3.9cm phytobezoar mass shown on the right side of the image
The resected jejuno-jenostomy anastomos is after revision shown on the
left side of the image.
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neuropathy are also risk factors [10]. Bezoars are retained concretions
composed of indigestible material that accumulate in the form of
a mass within the gastrointestional (GI) tract [11]. These may be
composed of cellulose fiber from fruits and vegetables (phytobezoar),
hair (trichobezoar), or medications (pharmacobezoar) [11,12].
Although they are typically found in the stomach, bezoars may occur
anywhere throughout the GI tract [13]. Their pathogenesis is thought
to be due to delayed or dysfunctional gastric emptying, with foreign
material such as retained nonabsorbable sutures potentially acting as
a nidus for formation [10,13].
Patients with bezoar can present with a variety of symptoms
based on size, location, and composition of the bezoar mass. DeBakey
and Ochsner [14] reported that upper abdominal pain was the most
common symptom (70.2%) and that nausea, vomiting, obstruction,
palpable mass, and weight loss could also be seen [13,14]. Symptoms
may be chronic, as bezoars can take years to form.
Although the presentation is non-specific, the emergency
provider should consider bezoar in the differential of patients with
these complaints who have risk factors, such as prior gastric surgery,
and a diet high in fibrous plant material. Imaging studies can be a
valuable asset in the diagnosis of a gastric bezoar. Ultrasound may be
helpful, and in one small study identified 85% of bezoars [15]. In the
same study, CT was able to identify 97% of gastric bezoars [15]. CT
may also reveal additional bezoars elsewhere within the GI tract [15].
The gold standard for diagnosis, though, is endoscopy [13]. Bezoars
in the small bowel are diagnostically more challenging, and may only
be diagnosed intraoperatively, as in our patient.

ISSN: 2378-3656
11. Pinto D, Carrodeguas L, Soto F, Lascano C, Cho M, et al. (2006) Gastric
bezoar after laparoscopic Roux-en-Y gastric bypass. Obes Surg 16: 365-368.
12. Leung E, Barnes R, Wong L (2008) Bezoar in gastro-jejunostomy presenting
with symptoms of gastric outlet obstruction: a case report and review of the
literature. J Med Case Reports 2: 323.
13. Eng K, Kay M (2012) Gastrointestinal bezoars: history and current treatment
paradigms. Gastroenterol Hepatol (N Y) 8: 776-778.
14. DeBakey M, Ochsner A (1938) Bezoars and concretions. Surgery 4: 934-964.
15. Ripollés T, García-Aguayo J, Martínez MJ, Gil P (2001) Gastrointestinal
bezoars: sonographic and CT characteristics. AJR Am J Roentgenol 177:
65-69.
16. Holloway WD, Lee SP, Nicholson GI (1980) The composition and dissolution
of phytobezoars. Arch Pathol Lab Med 104: 159-161.
17. Walker-Renard P (1993) Update on the medicinal management of
phytobezoars. Am J Gastroenterol 88: 1663-1666.
18. Schlang HA (1970) Acetylcysteine in removal of bezoar. JAMA 214: 1329.
19. Winkler WP, Saleh J (1983) Metoclopramide in the treatment of gastric
bezoars. Am J Gastroenterol 78: 403-405.

Gastric bezoars may be removed endoscopically or chemically
fragmented [11]. If the bezoar is not obstructing, cellulase tablets
can be given with meals to enzymatically break down the bezoar
containing cellulose and hemicellulose in plant fibers [16]. Papain,
acetylcysteine, and metoclopramide can also be used to in the
treatment of some bezoars [11,17-19]. Obstructing bezoars and
those associated with bowel ulceration, bleeding, or necrosis require
surgical intervention.

Conclusion
Bezoar is an uncommon entity. Bariatric surgery is a significant
risk factor for their occurrence. The emergency provider should be
familiar with their presentation, evaluation, and treatment.
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