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ABSTRACT
We present a 65-year-old man with a history of a Roux-en-Y gastric bypass and an ampullary adenocarcinoma,
treated initially with a Whipple operation, who developed chronic left upper quadrant pain as a consequence of
retained gastric contents within a dilated gastric remnant that was no longer in continuity. This was treated successfully with the endoscopic ultrasound–guided creation of a gastrogastric conduit via a covered metal stent.
This represents a unique complication of pancreaticoduodenectomy in patients with a prior Roux-en-Y gastric
bypass.

INTRODUCTION
Pancreaticoduodenectomy, also known as the Whipple procedure, remains the optimum surgical management for
malignancies in the head of the pancreas, ampullary region, and distal biliary tree. Over time, the procedure has
become safer, with lower overall postoperative morbidity and mortality.1 Not surprisingly, postoperative outcomes
improve with greater case volume and experience.2 Endoscopic ultrasound (EUS) has been increasingly utilized in
managing complications post-pancreaticoduodenectomy, mainly in achieving rendezvous access to the main pancreatic duct.3 Patients with prior Roux-en-Y gastric bypass surgery pose a special challenge, and pancreatic surgery in this group has been less well described.

CASE REPORT
A 65-year-old man with a history of prediabetes, hypertension, and Roux-en-Y gastric bypass surgery more than 20
years prior presented with jaundice. At an outside facility, cross-sectional imaging revealed an ampullary mass. He
underwent a standard pancreaticoduodenectomy with the excluded stomach of the gastric bypass being left in discontinuity. Pathology revealed ampullary adenocarcinoma, staged as IIA (T3 N0). Approximately 1 month after the
procedure, he began to experience constant left upper quadrant pain, anorexia, and weight loss. Imaging at the
outside institution showed a large postoperative collection, which was considered to be the etiology of his symptoms. The collection was aspirated with EUS, which temporarily relieved his symptoms.
He then presented to our institution approximately 1 month later with similar symptoms. On presentation, his vital
signs were normal. Physical examination showed tenderness in the left upper quadrant without any rebound or
guarding. Laboratory evaluation revealed a high white blood cell count of 15.7 but was otherwise unrevealing.
Cross-sectional imaging after intravenous contrast administration showed a 7  7 cm collection in the left upper
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Figure 3. Fluoroscopic image after deployment of a 10-mm by 4-cm covered Viabil metal stent into the excluded stomach.
Figure 1. Computed tomography of abdomen showing the excluded
stomach (arrow) with adjacent inﬂammation and mesenteric fat
stranding.

quadrant, likely representing a dilated gastric remnant, with
adjacent mesenteric fat stranding and edema (Figure 1).
Repeat EUS with a linear echoendoscope revealed a dilated
gastric remnant (identiﬁed by typical thick rugal folds). This
was accessed with a 19-gauge EchoTip needle (Cook Medical,
Bloomington, IN) through the gastric pouch (Figure 2) with
special attention to ensure that the puncture site was distal
to the gastroesophageal junction. An 0.035-in Jagwire
(Boston Scientiﬁc, Marlborough, MA) was then coiled within
the excluded stomach (Figure 3). After dilation of the tract
with a Fusion 5-7-10 French push catheter (Cook Medical)
and a 6-mm Hurricane RX balloon dilator (Boston Scientiﬁc),
a gastrogastric conduit was created via deployment of a 10mm by 4-cm fully-covered Viabil metal stent (Gore Medical,
Flagstaff, AZ) under ﬂuoroscopic and endoscopic guidance
(Figure 4). Cloudy ﬂuid and a small amount of debris
drained through the stent into the gastric pouch after
deployment.

Figure 2. EUS-Guided access from the gastric pouch into the excluded
stomach with a 19-gauge EchoTip needle.
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The patient did well after the procedure and was discharged
after a 4-day hospitalization. He has followed up as an outpatient at our institution and remains asymptomatic for 6
months since the intervention. Follow-up imaging done
approximately 7 months post-intervention showed resolution
of inﬂammatory changes and decompression of the gastric
remnant. The covered metal stent remains in place (Figure 4).
He is currently receiving gemcitabine as adjuvant therapy for
his ampullary malignancy. He is planned for removal of the
covered metal stent in the near future.

DISCUSSION
EUS has been well described as an endoscopic means of
drainage of a variety of intra-abdominal collections, including
pseudocysts and walled-off pancreatic necromas, intraabdominal abscesses, bilomas, and inﬂamed gallbladders in
patients at high operative risk.4-7 In patients with a prior Roux-

Figure 4. Computed tomography of the abdomen showing the gastrogastric conduit via a metal stent (arrow) and a decompressed gastric
remnant.
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en-Y gastric bypass, EUS-guided creation of a gastrogastric
conduit, usually via placement of a covered metal stent after
obtaining access into the excluded stomach, has been
described mainly to facilitate retrograde endoscopic biliary
intervention.8,9 Emerging data indicate that this technique is
both safe and effective.10
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In our case, a standard pancreaticoduodenectomy was performed for an ampullary mass in the setting of a prior Rouxen-Y gastric bypass. The excluded stomach was left in situ, no
longer in communication with the gastrointestinal tract. This
led to retention of gastric contents, dilation of the excluded
stomach, and associated symptoms. After multidisciplinary
discussion, it was decided to pursue nonoperative management due to the degree of inﬂammation seen on initial imaging. Our patient responded well to the EUS-guided creation
of a gastrogastric conduit via a covered metal stent, with a
technique similar to what has been described previously.5,6
Ideally, after removal of the metal stent, some degree of a
gastrogastric ﬁstula will remain to allow for drainage of the
gastric remnant. However, this speciﬁc complication after
pancreaticoduodenectomy, and its natural history after endoscopic management, has not been described previously. This
patient may ultimately have recurrent issues and may require
removal of the gastric remnant for deﬁnitive management.
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