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Case Report
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Abstract

Introduction: A possible complication that may present late after Roux-en-Y gastric bypass is the development of marginal ulcer
at the gastrojejunostomy site. We discuss here an emergency presentation of a case with a delayed perforation at the anastomosis 5
months after surgery which dealt successfully with the laparoscopic approach.
Case Presentation: A 45-year-old female presented to the emergency department for evaluation of severe upper abdominal pain.
Her past history was significant for laparoscopic Roux-en-Y gastric bypass surgery for weight loss done in Oct 2016 and further denied
any history of chronic medication, alcoholism, smoking or any co-morbidity. She was examined and found to have a tenderness
all over the abdomen with sluggish bowel sounds and decreased air entry at bases bilaterally, more so on the left side. Portable
CXR revealed air under the diaphragm and an obliterated left costophrenic angle. A repeat CT scan with gastrograffin contrast was
carried out and findings confirmed a perforation at the site of gastrojejunal anastomosis with free fluid in the pelvis and flanks. She
underwent laparoscopic exploration and repair of anastomotic perforation with omental patch and was discharged in a healthy
fashion on her 7th postoperative day.
Conclusions: This case report corroborates with literature available from many sources that marginal ulcer perforation is one of the
serious complications after Roux-en-Y gastric bypass and may present early in the first few months or as a delayed entity years after
the surgery. Once diagnosed, urgent intervention is required and laparoscopic repair has shown itself a safe and effective treatment
strategy where facilities are available.
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1. Introduction

Morbid obesity is a major health concern worldwide
and bariatric surgery is considered as an impressive treat-
ment strategy for tenable weight loss and reduction of co-
morbidities associated with it (1). Among the bariatric sur-
gical procedures, Roux-en-Y gastric bypass is hailed as the
gold standard and is the most commonly performed oper-
ation (2), because of its effectiveness in maintaining long-
term weight reduction goals and management of obesity-
related diseases (3). In spite of achieving tremendous re-
sults (4), it is still fraught with complications that require
vigilance for early detection and management. A poten-
tially ominous complication that may present late after the
bypass is the development of a marginal ulcer at the gastro-
jejunostomy site which may further perforate and present
with peritonitis. We discuss here an emergency presenta-
tion of a case with a delayed perforation at the anastomosis
(5) months after surgery which was dealt successfully with
the laparoscopic approach.

2. Case Presentation

2.1. Preseneting Concerns

A 45-year-old healthcare facility worker with no known
comorbidities was shifted from Nepal via Air Ambulance to
the emergency department of our institution for the eval-
uation of severe upper abdominal pain. The patient de-
scribed a sudden onset of excruciating upper and left flank
pain 3 days back while she was in Nepal for which she was
taken to a local facility where she underwent treatment
with analgesics; then CT scan was arranged which reported
free air in the peritoneal cavity.

2.2. Clinical Findings and Diagnosis

Her past history was significant for laparoscopic Roux-
en-Y gastric bypass surgery for weight loss done in Oct
2016 and further denied any history of chronic medication,
alcoholism or smoking. A suspicion of peptic ulcer per-
foration was entertained and conservative management
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started with IV fluids and IV antibiotics. Subsequently, her
condition worsened and WBC count increased to 20,000×
109/L and patient was shifted to another local facility, where
the decision was taken to proceed with surgery but the pa-
tient wished to be transferred to our hospital for manage-
ment. On arrival, she was examined and found to have
a tenderness all over the abdomen with sluggish bowel
sounds and decreased air entry at bases bilaterally more
so on the left side. Portable CXR revealed air under the di-
aphragm and an obliterated left costophrenic angle. A re-
peat CT scan with gastrograffin contrast was carried out as
the patient was hemodynamically stable and findings con-
firmed a perforation at the site of gastrojejunal anastomo-
sis with free fluid in the pelvis and flanks.

2.3. Therapeutic Focus and Assessment

She was prepared for laparoscopic exploration and re-
pair of anastomotic perforation with omental patch and
resuscitation started with IV fluids and broad-spectrum an-
tibiotics. Under complete aseptic technique, Veress needle
CO2 insufflation was carried out to achieve a pneumoperi-
toneum at 17 mmHg via a supra umbilical incision which
was used as camera entry point as well and further three
working ports were inserted under vision as follows: 10
mm in the right midclavicular line, 5 mm in the left mid-
clavicular and another 5 mm in the epigastrium at appro-
priate triangulation distances from one another. Explo-
ration confirmed peritonitis with around 200 cc of pus col-
lected in the right and left hypochondrium and pelvis (Fig-
ure 1). Pus sample was collected for culture and sensitivity
and aspiration was carried out. Fibrinous adhesions dis-
covered around the anastomotic staple line which had to
be cautiously separated to expose the perforation (Figure
2) and confirmed by pushing air through the nasogastric
tube and observing bubbling in the water instilled around
the leak (Figure 3). The closure was carried out transversely
using an absorbable suture (Figure 4) and reinforced by an
omental patch. Copious irrigation of the peritoneal cavity
was carried out with normal saline. Drains were placed in
the pelvis and around the anastomotic bed and patient was
shifted to HDU for routine postoperative care. A Left Inter-
costal tube inserted 3 days post op for left pleural effusion
which drained 475 mL of turbid fluid and was removed the
next day. An ultrasound abdomen did 4 days after inter-
vention showed no significant collections, and her post-op
course stayed satisfactory until her discharge on the 7th
day.

2.4. Follow Up and Outcome

She remained healthy and symptom-free on immedi-
ate follow-up visits before flying back to her home country

Figure 1. Pus in the peritoneal cavity

Figure 2. Perforation exposed after dissection

and a follow-up gastroscopy done 10 months after surgery
showed normal integrity and patency of the anastomosis
and repair.

3. Discussion

Roux-en-Y gastric bypass is hailed as the gold standard
procedure in bariatric surgery and is the most commonly
performed operation because of its effectiveness in main-
taining long-term weight reduction goals and manage-
ment of obesity-related diseases. The development of an
anastomotic or marginal ulcer is an acknowledged late
complication of Roux-en-Y gastric bypass surgery which
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Figure 3. Bubbling after air insufflation for confirmation

Figure 4. Suturing the defect

usually complicates the jejunal side of the anastomosis
with rates described between 0.6% - 16% (5, 6) in different
studies. The incidence of perforated ulcers, however, has
been cited at 0.4% - 1% (7). Various causes implicated in
the pathogenesis of these ulcers are discussed by Steine-
mann et al. (8) in their international survey and can
be divided into surgical and non-surgical risk factors, for
analytical purposes. Surgical factors include mucosal is-
chemia, tension at the anastomosis, larger gastric pouch
with more gastrin-producing cells, staple line disruption
and use of non-absorbable suture for staple line reinforce-
ment (9). Non-surgical factors which may need to be ad-
dressed are smoking, diabetes mellitus, NSAID use, corti-

costeroids, and persistent H.Pylori infection (10). Patients
usually present with symptoms of pyrosis, dysphagia, and
nausea which are more often than not dismissed as com-
mon postoperative complaints of overeating.

The evolution of marginal ulcers entails a strong as-
sociation between local factors like ischemia, stenosis or
foreign body with early ulcers while an increased acid ex-
posure at the anastomotic site is a more likely basis for a
late presentation (11). The fundamental course of manage-
ment would include continuation of therapy with a proton
pump inhibitor for 3 - 6 months, eradicate the likely risk
factors involved and monitor healing with endoscopic con-
trol (11).

Notwithstanding, an acute presentation with a perfo-
rated marginal ulcer is a serious and lethal complication
that needs to be dealt with promptly. We have talked about
such a patient in our report who was diagnosed with a per-
forated marginal ulcer 5 months postoperatively for which
we performed a repair of the perforation laparoscopically
and instituted an omental patch reinforcement. Felix et
al. have put forward their analysis and have recognized
35 cases of perforation post bypass with a median time
to perforation of 18 months (range of 3 - 70 months) in-
criminating smoking, NSAID use, and steroids as a viable
causes (12). The most delayed onset of perforation dis-
cussed in the literature is found to be 98 months after the
initial surgery (7). Due to the rarity of such a complication,
there is no general agreement regarding the ideal therapy
for such patients. However, various sources have detailed
a laparoscopic technique with repair and omental patch
placement and have found it to be a feasible and safe op-
tion (7, 13), provided the expertise to carry out a minimally
invasive approach is available and the attending surgeon
is familiar with the nuances of bariatric surgical proce-
dures. The advantages of a keyhole procedure also result
in a shorter hospital stay, less postoperative pain and ear-
lier return to normal activities.

3.1. Conclusions

Marginal Ulcer perforation is one of the serious com-
plications after Roux-en-Y gastric bypass and may present
early in the first few months or as a delayed entity years af-
ter the surgery. A low threshold should be entertained for
diagnosis and management of complications of surgery.
We recommend undertaking the laparoscopic approach as
per our experience with this case and also advocate pre-
operative counseling of the patient undergoing bariatric
surgery to identify and curtail risk factors so that compli-
cations can be minimized.
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