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Background

Summary

A 60-year-old female presented with a partial small bowel obstruction (pSBO) after a laparoscopic
Roux-en-Y gastric bypass and was discovered to have a band between the jejunojejunostomy and a
Meckel diverticulum.
The patient, a 60-year-old female, presented to the emergency room with a partial distal small
bowel obstruction after a history of laparoscopic Roux-en-Y gastric bypass. The patient was taken
for diagnostic laparoscopy reduction of a distal small bowel obstruction. The authors found dilation
of the gastric remnant from the mid-jejunum biliopancreatic limb to the small bowel, distal to the
jejunojejunostomy. At this point, a portion of the distal jejunum was found to have a band between
the jejunojejunostomy and what appeared to be a Meckel diverticulum. Running the remainder of
the jejunum to the terminal ileum showed a Meckel diverticulum. This finding of a Meckel band
associated with an obstruction in a bariatric surgical patient is especially rare.

Conclusion

This a unique case study of a Meckel diverticulum causing a pSBO after a history of a laparoscopic
bariatric procedure.
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Case Description

Of note, the patient’s medical history was pertinent for
hyperlipidemia, gastroesophageal reflux disease, and hiatal
hernia as well as a Roux-en-Y gastric bypass in 2013 (without complications). Her medications included Protonix
and Ultram. Prior to presenting at the ER, the patient’s
last bowel movement was four days. At the ER, the patient
reported continued abdominal pain, nausea, and vomiting, professed to passing a small amount of flatus that
morning, and denied any chest pain, shortness breath,
fever, or chills.

A 60-year-old female patient presented to the emergency
room complaining of nausea and vomiting for three days,
along with right upper quadrant (RUQ) abdominal pain.
The patient described the RUQ pain as a gnawing, spasmtype pain that became severe at the time. The patient then
underwent an ultrasound of the RUQ, which revealed
mild dilation of CBD at upper limits of normal, no gallbladder wall thickening, and no cholelithiasis. Patient was
also sent for an abdominal X ray (Figure 1) and CT of
the abdomen and pelvis (Figure 2), which showed a partial distal small bowel obstruction (pSBO) with a normal
gallbladder.

The patient’s nausea and vomiting were controlled with
antiemetics. We elected to not place a nasogastric tube
prior to OR due to the patient’s history of a Roux-en-Y
bypass, as the patient would not have been completely
decompressed due to her having a biliopancreatic limb and
remnant stomach. Laboratory testing revealed no leukocytosis. A complete metabolic panel with liver function,
including BUN, tests were ordered and were within normal limits.
The differential diagnosis consisted of an internal hernia causing a small bowel obstruction in a gastric bypass
patient, followed by adhesions due to previous surgery,
peptic ulcer disease, and a recurrence of a hiatal hernia.
The patient was taken to the OR for diagnostic laparoscopy
reduction of distal small bowel obstruction; the abdomen
was prepped and draped in a usual sterile fashion; a trocar
was placed in left upper quadrant and pneumoperitoneum
was established; laparoscopic trocar ports were placed for
this procedure. Upon this, we found dilation of the gastric remnant from the mid-jejunum biliopancreatic limb
and small bowel distal to the jejunojejunostomy. At this
point, distal jejunum was found to have a band between
the jejunojejunostomy and what appeared to be a Meckel
diverticulum (Figure 3 and Figure 4).

Figure 1. Abdominal X-Ray in ER, showing pSBO

Figure 3. Meckel diverticulum with adhesive band taken down

Figure 2. Abdominal CT in ER, showing pSBO
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Meckel diverticulum is commonly discovered as an incidental finding in children using the popular two percent
rule: in two percent of patients, two feet from the ileocecal
valve, two types of ectopic tissue can be present, gastric or
pancreatic.2-4 Resection in children is typical due to the
high incidence of symptoms, even if incidental. In adults,
resection is atypical unless the patient is symptomatic.
With the incidence of having gastric and pancreatic ectopic tissue in the Meckel diverticulum, an ulcer can form
from the secretions on the adjacent area of the bowel and
should prompt the provider to be on high-alert in children
with painless bleeding.5

Figure 4. Another view of the Meckel diverticulum

It is also noteworthy that the CT will not show abnormalities in 26 percent of the patients with internal herniation.6

The band was lysed with a Harmonic scalpel. Running the
remainder of the jejunum to the terminal ileum showed a
Meckel diverticulum, which was resected with a stapling
device without difficulty and removed.

In adults, these ectopic tissues, if present, are likely atrophied, and the so-called symptom of painless bleeding is
typically absent.7 In this case, there was an adhesive band
from this patient’s Meckel diverticulum to the JJ anastomosis of the Roux-en-Y bypass, causing a distal pSBO
and leading to dilation of the biliopancreatic limb and the
Roux limb. The thick adhesive band was lysed, the mesentery of the diverticulum was taken down with the Harmonic scalpel, and the diverticulum itself was transected
with an endoscopic stapler.

The remaining small bowel was run from the terminal ileum to the jejunojejunostomy showing normal anatomic
position. The biliopancreatic limb was in normal anatomic
position as well as the Roux limb up to the gastrojejunostomy.
The patient tolerated advancement of diet well postoperatively, her pain was controlled, and she had no issues
with bowel function. She was discharged the next day. The
patient followed-up in the bariatric clinic two weeks later with resolved symptoms of obstruction. Additionally,
she was tolerating a diet, passing flatus, and having bowel
movements.

The authors proceeded with a diagnostic laparoscopy
instead of an exploratory laparotomy because the patient
was clinically stable, able to tolerate pneumoperitoneum,
and had a history of only a laparoscopic procedure, and
there were no peritoneal signs. The authors also weighed
the risks versus benefits of being able to convert to an open
procedure if warranted in the setting of extensive adhesions or profuse contamination. Laparoscopy has shown to
provide a quicker return to bowel function, a decreased use
of pain medications, and decreased hospitalization.8

Discussion
Although there has been research published on intestinal
obstruction with a Meckel diverticulum in adults, including findings of an incarcerated Meckel diverticulum in
a Spigelian hernia,1 an internal hernia with small bowel
incarceration due to Meckel diverticulum,2 and an international case study report elaborating on recurrent intussusception in an open gastric bypass patient with incidental
Meckel diverticulum,3 our unique case presentation outlines a very rare finding in regards to intestinal obstruction
involving a Meckel band in a previous laparoscopic bariatric surgical patient.

American College of Surgeons

The authors also elected to not place a nasogastric tube in
this bariatric surgical patient prior to surgery since the tube
would not decompress the biliopancreatic limb. Although
the patient appeared to initially have RUQ pain, her symptoms progressively worsened, and due to the nature of a
Roux-en-Y bypass history, the incidence of an internal hernia being as high as nine percent, and the possibility of
strangulation, the patient was taken to the OR promptly
once the diagnosis of pSBO was established.4
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