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Intraluminal Migration of an Abdominal Drain into the Gastric Cavity After 
Gastric Bypass: A Case Report

Abstract

Abdominal drains have long been used as a tool for the early detection of complications such as anastomotic leaks or hemor-
rhage. They also facilitate the evacuation of bile, gastric secretions, or inflammatory fluid, thereby preventing intra-abdominal 
collections and abscess formation. However, migration of a drain into the gastric lumen is an exceedingly rare event. Anasto-
motic leak is one of the most feared complications following Roux-en-Y gastric bypass, with an incidence ranging from 1% 
to 5%.

We present the case of a 27-year-old male with a body mass index of 56 kg/m² and a history of Nissen fundoplication in 
childhood, who underwent laparoscopic Roux-en-Y gastric bypass. On postoperative day 10, he developed abdominal pain, 
tachycardia, and sero-bilious drainage, consistent with an anastomotic leak that required exploratory laparotomy and repair of 
the dehiscence. Despite intervention, he persisted with high-output drainage and was referred to our unit, arriving with severe 
malnutrition, anemia, and leukocytosis. Initial imaging did not demonstrate active leakage. Subsequent endoscopy revealed 
intragastric migration of a Blake drain (~10 cm) and a 6-mm fistulous orifice. The drain was repositioned under direct visual-
ization, a nasogastric tube was placed, and conservative management for postoperative gastrointestinal fistula was initiated. 
The patient’s condition progressively improved, with closure of the leak confirmed, and he was discharged in good condition 
with adequate oral tolerance.

Although drain placement in gastric bypass surgery has specific indications, intragastric migration is rare. Awareness of di-
agnostic and therapeutic tools such as endoscopy enables timely management. Close postoperative surveillance is essential, 
particularly in patients with atypical evolution, as minimally invasive strategies may achieve successful resolution.
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Introduction
Within bariatric surgery, Roux-en-Y gastric bypass is one of 
the most commonly performed procedures for the management 
of morbid obesity, due to its high efficacy in weight reduction 
and improvement of metabolic comorbidities. However, this 
technique is not without complications, the most significant of 
which include bleeding, stenosis, and anastomotic leak. The 
latter has a reported incidence ranging from 1% to 5% and car-
ries a potential risk of mortality, often necessitating urgent sur-
gical reintervention [1,2].
In the postoperative setting, the use of abdominal drains, such 

as the Blake drain, is a common practice for monitoring and 
early detection of complications. However, prolonged reten-
tion or unsupervised positioning may be associated with ad-
verse events, including infection, local pain, and, in exception-
al cases, intraluminal migration. Erosion and penetration of the 
drain into the gastric lumen through the suture line constitute 
an extremely rare phenomenon, with only a few cases docu-
mented in the literature [3].

This report describes an unusual case of intragastric migration 
of a Blake drain, diagnosed by endoscopy one month after gas-
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trojejunal anastomosis reconstruction, performed due to a leak 
secondary to gastric bypass. The current case report follows 
the CARE checklist for documenting clinical cases.

Case Report
We report the case of a 27-year-old male with morbid obesity 
(BMI 56 kg/m²), Asperger syndrome, and a sedentary lifestyle, 
with a history of Nissen fundoplication, who underwent con-
ventional laparoscopic Roux-en-Y gastric bypass. On postop-
erative day 10, he developed abdominal pain, tachycardia, and 
serobilious output through the drain, suggesting an anastomot-
ic leak. He was taken for an exploratory laparotomy, during 
which a gastrojejunal anastomotic dehiscence was identified 
and repaired. Due to a protracted postoperative course, he was 
referred to our unit with persistent signs of leakage.

Upon arrival, laboratory studies revealed severe malnutrition 
according to CONUT, anemia, and leukocytosis. Parenteral 
nutrition was initiated with Kaviben solution (1700 kcal in 
2700 mL), starting at 100 mL over 24 hours, and the patient 
remained NPO. The patient received a total of four units of 
packed red blood cells for anemia. A subsequent esophagogas-
troduodenal series did not reveal any leak (Figure 1). Despite 
these measures, the patient continued to have serobilious drain 
output, nausea, and persistent vomiting. Follow-up CT imag-
ing confirmed prior findings, without evidence of active leak-
age.

An endoscopic evaluation was performed, revealing a patent 
gastrojejunal anastomosis without leak (Figure 2). A Blake 
drain was found to have migrated approximately 10 cm into 
the gastric lumen (Figure 3). Under direct endoscopic visual-
ization, the drain was withdrawn 12 cm until it was completely 
outside the stomach, revealing a 6-mm fistulous orifice. The 
drain was then repositioned and connected to a collection sys-
tem, and a nasogastric tube was placed as part of conservative 
management while awaiting fistula closure.

A follow-up esophagogastroduodenal series performed five 
days later demonstrated appropriate contrast passage with-
out evidence of leakage or delayed gastric emptying (Figure 
4). Enteral diet was reintroduced seven days after drain ma-
nipulation and repositioning. Management of the low-output 
fistula included continued parenteral nutrition and administra-
tion of octreotide. The Blake drain was removed after output 
decreased significantly. After discharge, the patient remained 
immobile at home, consistent with his prior lifestyle, which, 
according to the family’s report by phone, may have contrib-
uted to what appeared to be a pulmonary embolism; however, 
no clinical evidence is available to support this. The patient 
subsequently died at home one week later. 

Discussion
Migration of devices, such as drains or catheters, from their in-
tended position following gastrointestinal surgery is relatively 
common, occurring in over 28% of placed drains [4]. How-
ever, migration into the gastrointestinal lumen is an uncommon 
phenomenon. In the context of bariatric surgery, there are few 
reports describing intraluminal drain migration [3,5]. Other 
case reports have described this same phenomenon, although 

Figure 1: Initial gastroesophageal series: The gastric pouch 
showed postsurgical changes from bariatric surgery, without 
evidence of extrinsic compression. There was adequate pas-
sage of contrast into the intestinal tract, with delayed empty-
ing, no leakage, and normal transit of the contrast material.

Figure 2: Endoscopic image showing a patent anastomosis 
with no evidence of leakage.

Figure 3: A. Abdominal CT showing a migrated drain within the gastric cavity, without 
evidence of collections or leaks. B. Endoscopic image showing a drain migrated into the 

gastric lumen.
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Figure 4: Esophagogastroduodenal series after tube reposi-
tioning: there was adequate passage of contrast material.

the populations often involve patients undergoing gastrectomy 
for oncologic indications, which may introduce additional co-
morbidities that increase the risk of complications [6-9]. Anas-
tomotic leaks, on the other hand, remain one of the most feared 
complications in this type of surgery, and timely diagnosis and 
early intervention are crucial determinants of patient outcomes. 
Some of the mechanisms proposed as triggers for these events 
include constant pressure of the drain against the suture line, 
combined with inflammation and tissue fragility in the context 
of a prior leak or impaired healing [7]. Prolonged contact with 
friable and vulnerable tissues may lead to progressive erosion 
and penetration into the gastric lumen. In this case, the Blake 
drain, repositioned after reintervention for the leak, likely re-
mained in close contact with the anastomotic site, facilitating 
migration into the gastric cavity. Detection was achieved due 
to clinical suspicion and the performance of endoscopy one 
month after surgery. 

Interestingly, several previously published case reports/series 
of intraluminal drain migration involved patients who also had 
anastomotic leakage [6-8]. In the report by Lai et al. (2010), 
the migrated drain was visualized through a mucosal defect 
over the anastomotic site. In Wilmot et al.’s case series (2007), 
two of four patients had anastomotic leakage; additionally, 
among 57 patients with leakage in their broader cohort, 4 (7%) 
had intraluminal drain migration [7]. In the study by Janež et 
al. (2025), no anastomotic dehiscence was observed, though 
a postoperative collection near the anastomosis was present, 
and the drain entry point was ultimately located 2 cm distal to 
the anastomosis [6]. Across these reports, authors noted pro-
inflammatory states that could impair healing. In our patient, 
anastomotic leakage was also present; however, obesity–mal-
nutrition with severe CONUT was also considered a key factor 
contributing to the intraluminal migration.

The literature supports the use of endoscopy as both a diag-
nostic and therapeutic tool in such cases, allowing safe drain 
removal and assessment of anastomotic integrity [6,10-12]. 
Spontaneous closure of small fistulous tracts is possible with 
conservative management, including nasogastric tube place-
ment, parenteral nutrition, and fasting [13].

This case emphasizes the importance of close postoperative 
monitoring in patients with atypical evolution after reinterven-
tion for leaks and highlights the need for caution regarding pro-
longed use and placement of drains in bariatric surgery.

Conclusion
While abdominal drains are valuable for postoperative moni-
toring, proper placement and fixation under direct visualization 
are essential to prevent rare but serious complications, such as 
intragastric migration. This case underscores the importance of 
endoscopy not only for accurate diagnosis but also for mini-
mally invasive management. Close postoperative surveillance 
is critical, particularly in patients with atypical clinical evo-
lution, to ensure timely detection and resolution of complica-
tions.
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