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First Case of Small Bowel Cancer in a Post Roux-en-Y
Gastric Bypass Weight-Loss Surgery: A Case Report
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Abstract

Obesity is currently one of the most common chronic diseases and has
become a major health concern in Western countries. Consequently,
rise of bariatric surgery nationwide, has been increasing. The Roux-
en-Y gastric bypass (RYGB) is a type of surgery indicated in the
treatment of morbid obesity. At our institution, we report a case of a
48-year-old female with a history of morbid obesity, who underwent
RYGB 13 years ago for weight loss, and was admitted to the hospi-
tal for abdominal pain. Upper endoscopy then revealed small bowel
cancer.
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Introduction

Obesity is a major public health problem in the United States
[1]. Bariatric surgery, including laparoscopic Roux-en-Y
gastric bypass (LRYGB), has been shown to be effective in
achieving significant long-term weight loss [2]. Malignant
small bowel tumors are perhaps the most devastating gastro-
intestinal (GI) malignancies due to difficulty with diagnosis
[3]. We present a case of a 48-year-old female with a history
of morbid obesity who underwent RYGB for weight loss and
who developed small bowel cancer years later.
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Case Report

On October 25, 2013, a 48-year-old female with a medical
history of morbid obesity and status post RYGB performed
13 years ago was evaluated in the emergency department for
worsening postprandial abdominal pain, nausea, and vomiting.
The patient lost over 200 pounds after the RYGB procedure.
However, recently she has gained over 50 pounds. She denied
any fever, chills, or sweats. The patient had a family history of
colon cancer.

In 2011, she was admitted to the hospital with similar
symptoms and an EGD was performed. During the procedure,
the scope was passed through the small intestines to a distance
of 60 cm distal to the gastroduodenal anastomosis. No pathol-
ogy was visualized.

The patient’s vital signs were unremarkable. Physical ex-
amination revealed a distended abdomen with epigastric ten-
derness and a succussion splash was heard. Laboratory data
showed normocytic anemia and mild hypocalcemia. The pa-
tient was admitted for conservative management of small bow-
el obstruction. Subsequently, gastroenterology was consulted

Figure 1. Olympus videogastroscope shows a friable lesion in the
Roux-en-Y gastric bypass limb at about 80 cm distal to the gastroduo-
denal anastomosis.
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Figure 2. The oozing of blood is due to its friability after the scope was
passed through.

and EGD was performed, which revealed a lesion in the RYGB
limb at about 80 cm distal to the gastroduodenal anastomosis
(Fig. 1, 2). Three days after her hospital admission, she was
taken for a diagnostic laparoscopy with conversion to open
laparotomy and underwent resection of a portion of Rou-en-Y
limb with partial omentectomy. Surgical resection of the small
bowel tumor revealed a 5.2 X 2.4 cm centrally ulcerated and
erythematous mass with slightly raised polypoid edges (Fig. 3,
4). Biopsies revealed invasive glands and cribiform structures
composed of columnar cells with hyperchromatic nuclei that
have lost normal polarity (Fig. 5). Two out of the 20 lymph
nodes were positive for metastatic disease.

Three months following the small bowel cancer surgical
resection, the patient came in to the gastroenterology clinic for
follow-up. She complained of nausea, due to the chemother-
apy treatment. A repeat CT scan of the abdomen, pelvis, and
chest did not show any metastatic lesion.

Figure 3. Resected specimen of small intestine that has been opened
longitudinally along the antimesenteric border and shows a centrally
ulcerated and erythematous mass with slightly raised polypoid edges.
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Figure 4. Closer view of the resected specimen of small intestine
showing a centrally ulcerated and erythematous mass with slightly
raised polypoid edges.

She received folinic acid, fluorouracil, and irinotecan
(FOLFIRI) chemotherapy regimen with a total of 14 cycles
from December 2013 to October 2014 complicated by fatigue,
extensive lower extremity lymphedema, and neuropathy.

Discussion

Malignant tumors of the small intestine are among the rarest
types of GI cancers and adenocarcinoma is the most common
histologic type of small bowel cancer [4]. However, very lit-
tle is known about its etiology. Several behavioral risk factors
include consumption of red or smoked meat, saturated fat, obe-
sity, and smoking [5].

One interesting study by Derogar et al concluded that obe-
sity surgery seems to be associated with an increased risk of
colorectal cancer overtime [6]. The association between small
bowel cancer and bariatric surgery is unknown. Nevertheless,

Figure 5. Hematoxylin and eosin (H&E) stain of the friable small bowel
lesion at x 100. Left lower half of the picture shows normal small intes-
tinal mucosa. Rest of the picture shows invasive adenocarcinoma, i.e.
invasive glands and cribriform structures composed of columnar cells
with hyperchromatic nuclei that have lost normal polarity. Invasive ad-
enocarcinoma is surrounded by desmoplastic (fibrotic) reaction.
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some cases were still documented [7, 8]. We believe our case
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