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Candy cane syndrome related with weight loss failure after
laparoscopic gastric bypass: a case report
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Background: Candy cane syndrome represents a rarely described complication that presents after
gastric bypass surgery. An excessively long blind side of the alimentary limb just below the gastro-jejunal
anastomosis configured into a shape that resembles a “candy cane” is the cornerstone of the clinical picture.
Upper gastrointestinal symptoms are frequently associated. Suboptimal weight loss has rarely been described
in medical literature as a relevant component of the syndrome.

Case Description: We present the case of a 34 years old female with a Body Mass Index of 46.7 kg/m’
in which a laparoscopic gastric bypass was performed without any immediate postoperative complications.
During follow up unexpected suboptimal weight loss accompanied with gastrointestinal complaints were
documented. An intensive workup which included an upper endoscopy and fluoroscopy with oral contrast
demonstrated an exceptionally long blind side of the alimentary limb. Increased anastomosis diameter was
also identified. The patient was offered surgical revision. A laparoscopic reconfiguration of the gastro jejunal
anastomosis accompanied with a proper resection of the excessive length of the blind side of the alimentary
limb was performed. The patient experienced improved weight loss and complete resolution of upper
gastrointestinal complaints during clinical follow up.

Conclusions: Clinical suspicion and diagnosis of this clinical entity accompanied with laparoscopic surgical

revision reversed symptoms including suboptimal postoperative weight loss in this patient.
Keywords: Candy cane; bariatric surgery; bypass y roux; weight regain; case report
Received: 23 February 2023; Accepted: 19 July 2023; Published online: 28 July 2023.

doi: 10.21037/1s-23-5
View this article at: https://dx.doi.org/10.21037/1s-23-5

A ORCID: Angela Paz Ferndndez, 0009-0009-6035-6184; Pablo Le6n-Cabral, 0000-0003-1213-6020; Aline Martel Vilchis, 0000-0002-
2334-2586; Victoria Gallardo Chdvez, 0000-0001-9001-047X.

© Laparoscopic Surgery. All rights reserved. Laparosc Surg 2023;7:14 | https://dx.doi.org/10.21037/1s-23-5


https://crossmark.crossref.org/dialog/?doi=10.21037/ls-23-5

Page 2 of 5

Introduction

Obesity has become a major public health concern during
the last decades. Globally, close to 1.9 billion people are
considered overweight and up to 650 million more are
morbidly obese (1). Bariatric surgery, a readily available
treatment in most countries, has become the standard of
treatment for this aggravating disease being laparoscopic
gastric bypass (LGBP), one of the most performed bariatric
procedures around the world (2).

Candy cane syndrome (CCS) has been described as an
unusual complication of LGBP. It is related to an excessively
long blind end of the alimentary limb just distal to the
gastro-jejunal anastomosis which can retain undigested
food remains (3). CCS is classically considered a rule out
diagnosis and is often accompanied with non-specific
symptoms such as abdominal pain, dysphagia, regurgitation,
nausea and vomiting (4). The pathophysiology of
the symptoms presumably derives from an increased
intraluminal pressure of the blind end of the alimentary
limb. The increment of pressures results in structural
changes (increasing size) of the grastro-jejunal anastomosis
losing an important restrictive component for weight loss
after LGBP.

We present the case of a patient with CCS. We
present this case in accordance with the CARE reporting
checklist (available at https://Is.amegroups.com/article/
view/10.21037/1s-23-5/rc).

Highlight box

Key findings

* This case presents a patient with marginal weight loss after
laparoscopic gastric bypass as the main complaint leading to the
identification of a large blind alimentary limb.

What is known and what is new?

¢ Candy Cane syndrome is a rare clinical entity described in patients
after laparoscopic gastric bypass.

* A large “Candy Cane” in a patient with gastric bypass could be an

exceptional cause of poor postoperative weight loss.

What is the implication, and what should change now?

* Asses for the presence of a long blind limb “Candy Cane” during
upper endoscopy and oral contrast fluoroscopy in patients with
suboptimal postoperative weight loss.

® Surgical revision could reverse suboptimal weight loss in these

patients
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Case presentation

We present the case of a 34-year-old lady with a Body
Mass Index (BMI) of 46.7 kg/m’ (132 kg). She had
relevant comorbidities associated with obesity including
dyslipidemia, moderate obstructive sleep apnea,
hypothyroidism and insulin resistance. The patient was
evaluated in an outside hospital as a candidate for bariatric
surgery. Ultimately a LGBP was performed in July 2019
without any postoperative immediate complications. She
was discharged and unfortunately did not take a regular post
operative clinical follow up.

The patient presented to our institution 3 years after
the primary procedure with a maximal total weight loss of
only 8 kg (BMI of 44.8/12.7% excess weight loss) obtained
3 months after surgery. Interestingly, the patient reported
that weight loss was very difficult to maintain despite her
adherence to a regular exercise and dietary plan. She also
complained from occasional epigastric pain accompanied
with a bulging sensation around the upper abdomen after
meals. She remarkably states that was able to eat meals in
big quantities without any feeling of satiety. She reported
unpleasant feelings regarding her suboptimal weight loss
after surgery, with low motivation and her expectations
completely unfulfilled. Thus, a complete workup was
performed in order to establish the cause of the unsuccessful
weight loss in this patient. Additionally, a multidisciplinary
team evaluated the patient and ruled out alternative
differential diagnosis or coexisting eating disorders.

The outside hospital operatory report was obtained
and revealed a standard configuration of the LGBP in a
classic Roux in Y fashion with an antecolic alimentary limb.
Both mesenteric defects were closed with running sutures.
The gastrojejunal anastomosis was hand sewn and was
calibrated with a 36 Fr orogastric tube and a measurement
of alimentary and biliopancreatic limbs of 100 centimeters.

As a part of diagnostic workup a fluoroscopy was
performed (Figure 1) and reported an increment in the size
of the blind side of the alimentary limb below the gastro-
jejunal anastomosis which retained the contrast and slowed
down the clearance.

An upper endoscopy was also performed (Figure 2) and
reported a dilated gastro-jejunum anastomosis (around 5 cm)
with a measurement of the blind end of the alimentary
limb of 12 centimeters. The jejunum-jejunum anastomosis
and measurement of the alimentary limb was not evaluated
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Figure 1 Enlarged blind side of the alimentary limb below the
gastro-jejunal anastomosis retained the oral contrast during

fluoroscopic contrasted evaluation.

during the procedure.

After a thorough multidisciplinary evaluation that
involved Endocrinology, Psychology, Sleep Medicine and
Noutritionist specialists. The patient was offered a revisional

surgery.

Intraoperative findings

Laparoscopic evaluation revealed a long blind end of the
alimentary limb below the gastro-jejunal anastomosis
(Figure 3).

Given the preoperative endoscopy findings (enlarged
gastro-jejunum anastomosis) a total remodelation of
the anastomosis was performed. The gastric pouch was
transected just above the previous anastomosis (Figure 4).
The alimentary limb was also transected with total exclusion
of the blind dilated segment (candy cane) (Figure 5A). A
totally manual anastomosis was performed and calibrated
with an orogastric tube (36 Fr).

The resected segment was extracted through one of the
12 mm trocars and finally measured (Figure 5B).

Both Petersen’s and intermesenteric defects were
evaluated and visualized closed. Measurement of alimentary
limb and biliopancreatic was also evaluated. The procedure
was performed without any intraoperative complication.
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The patient cursed an uneventful postoperative period.
Fluoroscopic examination was performed and revealed no
leaks or strictures (Figure 6). She was discharged on the
second postoperative day.

During clinical follow up at six months after revisional
surgery the patient experienced total remission of upper
gastrointestinal symptoms. A marked improvement on
weight loss was observed (27 kg). Close clinical follow up
should be guaranteed.

All procedures performed in this study were in
accordance with the ethical standards of the institutional
and/or national research committee(s) and with the Helsinki
Declaration (as revised in 2013). Written informed consent
was obtained from the patient for publication of this case
report and accompanying images. A copy of the written
consent is available for review by the editorial office of this
journal.

Discussion

Bariatric surgery is one of the most important alternatives
for the treatment of obesity and their comorbidities. CCS
is an unusual postoperative complication following LGBP.
Abdominal pain, nausea and even suboptimal postoperative
weight loss can be important clinical manifestations that
require a thorough clinical assessment in order to rule the
entity.

CCS is often underreported, only a few reports have
been published in medical literature. It can present early
during the postoperative period or even years after surgery.
The size of blind limb could be variable.

The patient presented in this case report referred
unexpected weight loss after surgery as the main complaint.
She presented complete resolution of symptoms after a
successful revisional surgery.

Conclusions

An adequate surgical technique can reduce the incidence of
this pathology. Performing a fluoroscopy assessment early
during the postoperative period can be useful leading to an
early identification.

Optimal treatment for CCS implies surgical revision with
remodeling or resection of the proximal dilated end of the
alimentary limb. The management of CCS with endoscopy
therapy has also been described as an alternative approach
with satisfactory results (5,6).
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Figure 2 Upper endoscopy. (A) Gastro-jejunum anastomosis, red dotted line indicates length of gastro-jejunum anastomosis, blue one
indicates the entrance of blind limb. (B) Blind limb 12 cm. (C) Gastric mucosa.

Figure 3 Candy cane.

Figure 5 Intraoperative findings. (A) Candy cane resection. (B) Candy cane.
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Figure 6 Post operatory fluoroscopy.
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