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Abstract

Introduction: Foreign body ingestion, whether accidental or intentional,
may result in serious complications such as impaction, perforation, or
obstruction. While most ingestions resolve spontaneously, intentional cases
often require endoscopic or surgical intervention. Patients with altered
gastrointestinal anatomy—especially those with prior bariatric surgeries
like Roux-en-Y gastric bypass—are at increased risk due to anatomical
narrowing and altered motility. Although bezoars and strictures are known
complications post-bariatric surgery, foreign body obstruction in this
population is rarely reported. We describe a rare case of gastric bypass-
related obstruction caused by a suspected narcotic packet overlain by a food
bezoar, managed endoscopically.

Materials and methods: A 49-year-old male with a history of morbid
obesity, pernicious anemia, and Roux-en-Y gastric bypass presented with
three months of nausea, vomiting, weight loss, and oral intake intolerance.
Imaging showed gastric pouch dilation with a collapsed jejunum distal
to the gastrojejunostomy, suggesting partial obstruction. The aim was
to characterize the etiology and determine appropriate intervention.
Esophagogastroduodenoscopy was performed for diagnosis and therapeutic
management.

Results: Endoscopy revealed a healthy anastomosis with a large food
bezoar obstructing the gastrojejunostomy. Upon removal, a latex balloon—
suspected to be a narcotic body packet—was identified and extracted,
resulting in complete resolution of obstructive symptoms. The patient’s
condition improved post-procedure, and he was discharged without
complications.

Discussion: This case highlights an unusual cause of gastrointestinal
obstruction in a post-bariatric surgery patient. While bezoars and strictures
are recognized complications, foreign body ingestion causing obstruction in
this group is underreported. Endoscopic management was effective, though
caution is warranted with suspected narcotic packets due to rupture risk.
Strengthsincludediagnosticclarityandsuccessfulinterventionwithoutsurgery.
Limitations include lack of toxicological confirmation of packet contents.

Conclusion: This case emphasizes the importance of considering foreign
body ingestion in bariatric patients with subacute obstructive symptoms.
Endoscopic treatment remains a viable and effective option, potentially
avoiding the need for surgical intervention.
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Introduction

Foreign body ingestion is an endoscopic emergency that can
be accidental or intentional. Most reports of foreign body inges-
tion pass through the Gastrointestinal (Gl) tract spontaneously
with only 10 percent requiring endoscopic removal and <1 per-
cent requiring surgery [1-3]. However, the literature suggests
that in the case of intentional ingestion, up to 76 percent ne-
cessitate endoscopic intervention and nearly 16 percent require
surgery [4].

Complications associated with foreign body ingestion include
impaction, perforation, and obstruction. These complications
can occur in any part of the Gl tract, although most commonly
in areas of angulation and narrowing, leading to increased risk
in patients with pre-existing Gl tract anatomic abnormalities,
functional abnormalities, and prior Gl tract surgery [5,6].

Bariatric surgery is an excellent therapeutic strategy for the
treatment of obesity and metabolic syndrome. The two proce-
dures most frequently performed today include the laparoscop-
ic Roux-en-Y gastric bypass and laparoscopic sleeve gastrectomy,
and while generally safe, these procedures can lead to postop-
erative complications of gastric hypomotility, hypoacidity, anas-
tomotic stenosis, and strictures that can present clinically with
symptoms of obstruction such as food intolerance, abdominal
pain, and/or excessive weight loss prompting further evaluation
with combination of imaging, endoscopy, and surgery [7].

We describe the case of a 49-year-old male with a past medi-
cal history of morbid obesity and a remote history of Roux-en-Y
gastric bypass 15-years prior who presented with subacute ob-
structive symptoms consisting of persistent vomiting and exces-
sive rapid weight loss. Diagnosis and treatment were performed
through an upper Gastrointestinal (Gl) endoscopy which re-
vealed a food bezoar overlying a foreign body, presumed to be
a narcotic body packet.

The objective of this case presentation is to contribute to the
current literature on endoscopic management and removal of
foreign bodies composed of suspected narcotic body packets
causing subacute obstructive symptoms in bariatric surgery pa-
tients. It is important for physicians to consider the different
types of gastrointestinal foreign bodies that can cause obstruc-
tive symptoms in bariatric patients given the rise in morbid
obesity and increased number of patients undergoing bariatric
procedures.

Case report

This is a 49-year-old male with a past medical history of
morbid obesity (Class Ill, weight 118 kg), pernicious anemia,
asthma, seizure disorder, hypertension, and a surgical history
remarkable for laparoscopic Roux-en-Y gastric bypass 15-years
prior presenting with 3-months of persistent nausea, vomiting,
poor oral intake, and 36 kg secondary weight loss. He also com-
plained of progressive oral intolerance to both solids and lig-
uids, and intermittent abdominal pain in his right and left upper
guadrants.

Imaging with CT abdomen pelvis with oral and IV contrast
(Figures 1a, 1b) was remarkable for a dilated distal esophagus
and gastric pouch with a relatively collapsed jejunum distal to
gastrojejunostomy anastomosis suspicious for gastrojejunos-

tomy stenosis. The Gastroenterology (Gl) service was consulted
for further evaluation. Gl suspected an acute presentation of
a late complication of Roux-en-Y bypass causing obstructive
symptoms possibly secondary to anastomotic stenosis or mar-
ginal ulcers and thus recommended further evaluation with en-
doscopy.

/

Figure 1A: Roux-en-Y gastric bypass anastomotic narrowing on
CT. (A) Axial and (B) Coronal CT images after oral and intravenous
contrast material administration show a dilated distal esophagus
and gastric pouch with fluid and a relatively collapsed jejunum
distal to the gastrojejunostomy anastomosis suspicious for
| gastrojejunostomy stenosis. )

Figure 1B: Roux-en-Y gastric bypass anastomotic narrowing on
CT. (A) Axial and (B) Coronal CT images after oral and intravenous
contrast material administration show a dilated distal esophagus
and gastric pouch with fluid and a relatively collapsed jejunum
distal to the gastrojejunostomy anastomosis suspicious for
| gastrojejunostomy stenosis.
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Upper Gastrointestinal (Gl) endoscopic evaluation revealed
evidence of Los Angeles Grade B esophagitis, gastrojejunal
anastomosis with healthy mucosa, intact staple line at anas-
tomotic site, and what appeared to be a large food bezoar in
the gastric body unable to pass the GJ anastomotic narrowing.
Attempted retrieval of food residue revealed an underlying for-
eign body, which appeared to be a blue latex ball located in the
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gastric body causing the upstream obstruction (Figures 2 & 3).
The foreign body was roughly 5 inches and was successfully re-
moved with a Roth net without complications. The rest of the
endoscopic findings were unremarkable. On further interview-
ing, the patient admitted to having swallowed a foreign body
approximately 5 months prior to presenting with these symp-
toms. Following successful removal of the foreign body (sus-
pected narcotic body packet), the patient clinically improved
with increasing ability to tolerate PO intake and was discharged
without complications.

~

\\Figure 2: Food bezoar in gastric body. j

\\Figure 3: Foreign body in the gastric cardia. j

Discussion

In the adult population, foreign body ingestion is a common
clinical presentation classified according to the type of object
ingested, location of object as determined by imaging, and
clinical symptoms. Most ingested foreign bodies have a benign
course, with 90% of cases passing through the Gastrointestinal
(GI) tract spontaneously, 10% of cases requiring endoscopic re-
moval, and less than 1% requiring surgical intervention [5-7].
However, in the case of intentional ingestion, the literature sug-
gests that up to 76% necessitate endoscopic intervention and
nearly 16% require surgery, making these cases more challeng-
ing to treat [4].

Most foreign body ingestions appear to be asymptomatic.
Others are associated with complications including impaction,
perforation, and obstruction. These complications can occur in

any part of the Gl tract, although most commonly in areas of
angulation and narrowing, leading to increased risk in patients
with pre-existing Gl tract anatomic abnormalities, functional
abnormalities, and prior Gl tract surgery [5,6].

Bariatric surgery (e.g., sleeve gastrectomy and Roux-en-Y
gastric bypass) is an excellent therapeutic strategy for the treat-
ment of obesity and metabolic syndrome [8]. These procedures
effectively precipitate weight loss through restrictive and mal-
absorptive strategies or a combination of the two to promote
reduction in gastric volume while bypassing portions of the
small intestine to precipitate malabsorption of macronutrients

[9].

While generally considered a safe and efficacious procedure,
bariatric surgery leads to permanent alterations in gut physiolo-
gy that introduces a unique set of postoperative complications,
both in the early postoperative period (<30 days) and the late
postoperative period (>30 days), which can present acutely or
chronically. Acute presentations of late complications include
bleeding, perforations, and obstruction; most commonly sec-
ondary to anastomotic strictures, marginal ulceration, chronic
leaks, fistulas. Other less common causes of obstruction in
these patients include bezoars and intussusception [9,10]. For-
eign body ingestion is not a typical cause of obstruction in pa-
tients undergoing Roux-en-Y gastric bypass as shown in avail-
able literature.

Frequent clinical symptoms of obstruction in these patients
include abdominal pain, distention, nausea, and vomiting. Oth-
er less frequent symptoms include weight loss and anorexia.

The management guidelines for most foreign body ingestion
also applies to the bariatric patient, with specific indications
pertaining to the specific types of ingested material. Endoscop-
ic removal appears to be the gold standard in management of
most cases of foreign bodies and less frequently surgical remov-
al. In the case of narcotic drug packets, guidelines recommend
against endoscopic removal and instead recommend conser-
vative management with laxatives with escalation to open or
minimally invasive surgery to minimize the risk for rupture and
leakage of the contents [11,12].

Conclusion

Here, we report a case of an adult patient who underwent
laparoscopic bariatric surgery with Roux-en-Y gastric bypass
15 years earlier who presented with a foreign body (suspected
narcotic packet) as the sole cause of GJ obstruction with sub-
acute complains of persistent vomiting, satiety, and weight loss,
discovered during upper Gl endoscopy and successfully treated
with limited endoscopic manipulation. To our knowledge, this
is the first reported case of successful endoscopic removal of
a foreign object (suspected narcotic body packet) causing ob-
structive symptoms from the stomach of a bariatric patient.
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