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Abstract Marginal ulcer (MU) is an occasional complication
after gastric bypass which can occur early or late after surgery.
In this study, we evaluated the incidence, clinical presentation,
and endoscopic behavior of patients with late MU. Five
hundred fifty morbidly obese patients were evaluated pro-
spectively performing an endoscopic study 1–8 years after
surgery. They were submitted either to laparotomic (n=392)
or laparoscopic (n=158) approach. Six patients (1%)
presented late MU 12 to 84 months after surgery. Four
patients had single ulcer, while two patients had multiple
ulcers. All were treated with proton pump inhibitors (PPIs).
Several endoscopic evaluations were performed in each
patient showing healing and no recurrence of the ulcer. Late
MU occurs in a small proportion (1%) of patients submitted
to gastric bypass. It can be single or multiple. Medical
treatment with PPIs achieves healing at a mean time of
7 months. Several endoscopic evaluations should be per-
formed in these patients in order to demonstrate healing of
the ulcer and no recurrence.
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Marginal ulcer (MU) or anastomotic ulcer is a peptic ulcer
produced at the jejunal mucosa just distal to the gastro-
jejunal anastomosis after partial gastrectomy for benign
diseases, such as gastric or duodenal ulcer or after surgery
for morbid obesity [1]. After gastric bypass, we have
reported two different behaviors regarding MU: The “early”
MU, which is frequently seen in a consecutive endoscopic

study, is performed 1–2 months after surgery and the “late”
MU which occurs 1 year or more after surgery. The
complete clinical and endoscopic findings of early MU
were reported in that publication [1]. The purpose of the
present prospective study is to report the clinical and
endoscopic features of a group of patients with MU late
after surgery and their response to medical treatment.

Material and Methods

Patients Studied

A total of 550 patients with morbid obesity submitted to
gastric bypass were evaluated in a prospective trial by
clinical questionnaire and one upper endoscopy performed
in all patients once 1–8 years after surgery. The mean time
for performing endoscopy was 40.5 months (18–96). These
patients were operated on between August 2002 and
August 2007 at the Department of Surgery University
Hospital, and all had a complete upper endoscopic
evaluation, as described before [2]. They were submitted
either to gastric bypass by laparotomic approach (n=392)
or by laparoscopic approach (n=158). In the laparotomic
group, a resectional gastric bypass was performed [2]. All
patients gave their written informed consent to be included
in this investigation. Exclusion criteria corresponded to
patients who refused endoscopic evaluation [3] and those
submitted to other bariatric procedures.

Clinical Questionnaire

All 550 patients were evaluated by clinical approach,
asking for the presence of epigastric pain, previous or
actual upper gastrointestinal hemorrhage, and vomits.
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Endoscopic Evaluation

After an 8-h fast, upper endoscopy was performed by a
video endoscope (Olympus, Japan) by one of the authors
(AC). After a slight pharyngeal anesthesia and intravenous
premedication with 7.5 mg midazolam and hyoscine
butylbromide, the endoscope was introduced in a gentle
way, avoiding the “pull and push” effect. The macroscopic
aspect of the small gastric pouch, the size and aspect of the
gastrojejunal anastomosis, and the aspect of the jejunal
mucosa were carefully evaluated. This examination was
performed at a mean of 44 months after surgery (range 12–
72). In patients with MU, this examination was repeated
several times.

Results

From the 550 patients evaluated, 6 patients (1%) developed
late marginal ulcer and constitute the study group. The
main clinical features of these patients are shown in Table 1.
The proportion of gender was similar to the entire group.
Actual BMI was in the adequate range late after surgery,
with a% of loss of excess weight of 72%. Persistent
epigastric pain was present in 83% of the patients. This pain
had the typical features of peptic ulcer pain: it was localized
in the epigastrium very precisely, it was persistent, and
during night sleep, it awaked the patient. In the whole
group of 550 patients evaluated, there were 26 patients
(4.7%) who presented upper abdominal pain without the
features of peptic ulcer pain and in whom the endoscopy
was normal. One case had an upper gastrointestinal
hemorrhage which needed also endoscopic treatment with
injection of adrenaline. None of the patients had received
NSAID drugs before the appearance of MU; however, four
of them were heavy smokers.

The main endoscopic findings are shown in Table 2.
There were two patients with two anastomotic ulcers, while
four (67%) had a single ulcer. The size varied from 8 to
20 mm. No patient had Helicobacter pylori present at
fundic mucosa. Table 3 shows the endoscopic behavior of
marginal ulcer in each patient. A mean of four endoscopies
were performed in this group: Two patients developed MU

12 months after surgery, one patient 24 months after
surgery, and three patients 60–84 months after surgery.
All had one or more endoscopies after medical treatment
with proton pump inhibitors (PPIs) for 12 months, showing
healing of all ulcers at the consecutive endoscopic control
at a mean time of 7 months of treatment. During each
endoscopic procedure, the size of the gastric pouch was
measured from the esophagogastric junction up to the
anastomosis, measuring between 2 and 5 cm. In none, there
was any significant increase in the size of the pouch. In an
unpublished investigation, we evaluated the size of the
pouch in 105 patients submitted to three or more endos-
copies after surgery, showing no increase in size up to
120 months of follow-up; serum gastrin was not measured
in any patient.

Discussion

The results of the present study suggest that if a prospective
consecutive endoscopic evaluation is performed in a group
of patients submitted to gastric bypass, a low incidence of
marginal ulcer is demonstrated 1 year or more after surgery.
This is what we denominate “late marginal ulcer” [1], in
contrast to “early marginal ulcer”, which occurs 1 to
10 months after surgery [4–6]. We make this distinction
because it is highly probable that the etiology of both ulcers
is different. In patients with early MU, a combination of
different factors has been mentioned: use of non-absorbable
versus absorbable sutures [7–9], local tissue injury-related
factors such as use of electrocautery, some degree of
ischemia, inflammatory reaction, etc. [1, 8]. The majority
of publications refer to these early marginal ulcers, as we
pointed out previously [1].

The late MU, which is the purpose of the present
investigation, probably has a different etiology, similar to
what occurred in patients with peptic ulcer submitted to
partial or subtotal gastrectomy many years ago. In these
patients, excess acid contact with the jejunum has been
considered the main mechanism for ulceration [8, 10, 11].
The usual gastric pouch size with a total capacity less than
30 ml produces almost no acid, as has been demonstrated

Table 1 Clinical features of six patients with late marginal ulcers

Age (year) Mean 49 (32–70)

Gender 5 women and 1 man

Actual BMI (kg/m2) 28.5 (25–32)

Epigastric pain 5

Upper GI hemorrhage 1

Table 2 Endoscopic findings in six patients with late marginal ulcers

No. of ulcers Single 4

Multiple 2

Size ulcers (mm) <10 mm 2

11–15 mm 3

>16 mm 1

No. of endoscopies after surgery/patient 4[4–7]
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previously [12, 13]. Therefore, an increase in parietal cell
mass due to dilatation of the pouch, as suggested by Sapala
et al. is one possibility [10]. Other factors such as intact
vagal innervation or the appearance of gastrinoma should
be considered. In recent studies, the excessive use of
NSAID [11] has been mentioned, as well as the infection of
HP [14, 15].

It is difficult to compare our prospective endoscopic
trial with any other publication, because all reports have
(a) retrospective studies, (b) small group of patients, (c)
endoscopic studies only in symptomatic patients. The
careful review of several publications has shown that the
majority of MU were detected early after surgery and
very few mention the true late ulcers. Rasmussen et al.
[15] performed endoscopy in only 36% of the operated
patients finding two MUs 1 year after surgery. Sapala [10],
in a 3-year prospective study, mention one patient (0.6%)
with MU 3 years after surgery with a gastric pouch
capacity of 60 ml. Huang et al. [3] performed endoscopy
in 47 symptomatic patients finding three MU more than
1 year after surgery. Cappella [7] and Vasquez [9] perform
only 10 months follow-up. Some of these late MU can be
very aggressive, producing perforation or severe bleeding,
situation which needs emergency surgery [16, 17]. In these
patients, the use of NSAID and heavy smoking were
mentioned as probable inducing factors. We have per-
formed two previous studies concerning endoscopic
evaluation of the small gastric pouch 1–2 years after
surgery. In the first study [18], we evaluated 227 patients
2 years after gastric bypass, finding one patient (0.4%)
with anastomotic ulcer. In the second study [1], upper
endoscopy was performed in 315 patients 1–2 years after

surgery, finding one case (0.3%) with MU. The present
study includes a much larger number of patients as well as
a later follow-up to 96 months after surgery, finding 1% of
late MU after surgery. These patients were submitted to
several consecutive endoscopic evaluations. The ideal
method for screening patients to detect MU would be
routine EGD for all postoperative patients as Rasmussen
pointed out [15], and this is exactly what we performed in
this investigation. The etiology of this late MU is difficult
to determine. The most logical explanation would be an
increase in the residual parietal cell mass, and besides, all
our patients had both vagal trunks intact. This greater
parietal cell mass could be due to an increase in the size of
the pouch as time goes by or to the creation of a larger
pouch during the initial surgery. However, all of these
patients did not show an increase in the size of the pouch
according to our endoscopic measurements. We did not
evaluate the presence of a Zollinger-Ellison syndrome in
none of these patients, because their clinical evolution
was not compatible with such syndrome. There were two
other important features among these patients: one is
related to the fact that MU appeared after resectional
gastric bypass as well as after classic bypass, eliminating
in this way the hypothesis of a retained antrum of the
excluded stomach and a consequent hypergastrinemia
which could provoke a higher gastric output. The other
special feature is the slowness of the ulcer healing after
intensive PPI treatment, taking near 7 months to heal
completely after treatment.

Conflicts of Interest None.

Table 3 Evolution of marginal ulcer later after gastric bypass

Endoscopy after surgery

Preoperative I II III IV V HP
Finding Control Control Control Control Control Postoperative

Case 1 Normal 12 months 18 months 36 months 48 months 84 m (−)
HP (−) Ulcer Scar Normal Normal Normal

Case 2 Normal 12 months 72 m 84 m 110 m (−)
HP (−) Normal Ulcer Scar Normal

Case 3 Normal 12 months 84 m 96 m ?
Normal Bleeding ulcer Scar

Case 4 Normal 12 months 24 m 72 m (−)
HP (−) Normal Ulcer Normal

Case 5 Reflux 6 months 12 m 24 m 60 m 84 m (−)
HP (−) Normal Normal Normal Ulcer Normal

Case 6 Hiatal hernia 12 months 24 m 84 m (−)
HP (−) Ulcer Normal Normal

HP (−): Abscence of H. pylori infection.

OBES SURG (2011) 21:1319–1322 1321



References

1. Csendes A, Burgos AM, Altuve J, et al. Incidence of marginal
ulcer 1 month and 1 to 2 years after gastric bypass: A prospective
consecutive endoscopic evaluation in 442 patients with morbid
obesity. Obes Surg. 2009;19:135–8.

2. Csendes A, Burdiles P, Papapietro K, et al. Results of gastric
bypass plus resection of the distal excluded gastric segment in
patients with morbid obesity. J Gastrointest Surg. 2005;9:121–
31.

3. Huang CS, Forse RA, Jacobson BC, et al. Endoscopic findings
and their clinical correlations in patients with symptoms after
gastric bypass surgery. Gastrointest Endosc. 2003;58:859–66.

4. Hedberg J, Hedenström H, Nilsson S, et al. Role of gastric acid in
stomal ulcer after gastric bypass. Obes Surg. 2005;15:1375–8.

5. Dallal RM, Bailey LA. Ulcer disease after gastric bypass surgery.
Surg Obes Relat Dis. 2006;2:455–9.

6. Gumbs AA, Duffy AJ, Bell RL. Incidence and management of
marginal ulceration after laparoscopic Roux-en-Y gastric bypass.
Surg Obes Relat Dis. 2006;2:460–3.

7. Capella JF, Capella RF. Gastro-gastric fistulas and marginal ulcers
in gastric bypass procedures for weight reduction. Obes Surg.
1999;9:22–7.

8. Pope GD, Goodney PP, Burchard KW, et al. Peptic ulcer/stricture
after gastric bypass: a comparison of technique and acid
suppression variables. Obes Surg. 2002;12:30–3.

9. Vasquez JC, Overby DW, Farrell TM. Fever gastrojejunostomy
strictures and marginal ulcers with absorbable sutures. Surg
Endosc. 2009;23:2011–5.

10. Sapala JA, Wood MH, Sapala MA, et al. Marginal ulcer after
gastric bypass: a prospective 3-years study of 173 patients. Obes
Surg. 1998;8:505–16.

11. MacLean LD. Gastro-gastric fistulas and marginal ulcers in gastric
bypass procedures for weight reduction. Obes Surg. 1999;9:28.

12. Smith CS, Herkes SB, Behrns KB. Gastric acid secretion and
vitamin B12 absorption after vertical Roux-en-Y gastric bypass
for morbid obesity. Ann Surg. 1993;218:91–6.

13. Behrns KE, Smith CD, Sarr MG. Prospective evaluation of gastric
acid secretion and cobalarine absorption following gastric bypass
for clinically severe obesity. Dig Dis Sci. 1999;39:315–20.

14. Wilson JA, Romagnuolo J, Byrne TK, et al. Predictors of
endoscopic findings after Roux-en-Y gastric bypass. Am J
Gastroenterol. 2006;101:2194–9.

15. Rasmussen JJ, Fuller W, Ali R. Marginal ulceration after
laparoscopic gastric bypass: an analysis of predisposing factors
in 260 patients. Surg Endosc. 2007;21:1090–4.

16. Felix EL, Kettelle J, Mobley E, et al. Perforated marginal ulcers
after laparoscopic gastric bypass. Surg Endosc. 2008;22:2128–32.

17. Lublin M, McCloy M, Waldrep DJ. Perforated marginal ulcer
after laparoscopic gastric bypass. Surg Endosc. 2006;20:51–4.

18. Csendes A, Smok G, Burgos AM. Endoscopic and histologic
finding in the gastric pouch and the Roux limb after gastric
bypass. Obes Surg. 2006;16:279–83.

1322 OBES SURG (2011) 21:1319–1322


	Late Marginal Ulcers after Gastric Bypass for Morbid Obesity. Clinical and Endoscopic Findings and Response to Treatment
	Abstract
	Material and Methods
	Patients Studied
	Clinical Questionnaire
	Endoscopic Evaluation

	Results
	Discussion
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 1.30
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 1.30
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 600
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e5c4f5e55663e793a3001901a8fc775355b5090ae4ef653d190014ee553ca901a8fc756e072797f5153d15e03300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc87a25e55986f793a3001901a904e96fb5b5090f54ef650b390014ee553ca57287db2969b7db28def4e0a767c5e03300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020d654ba740020d45cc2dc002c0020c804c7900020ba54c77c002c0020c778d130b137c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor weergave op een beeldscherm, e-mail en internet. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for on-screen display, e-mail, and the Internet.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /DEU <FEFF004a006f0062006f007000740069006f006e007300200066006f00720020004100630072006f006200610074002000440069007300740069006c006c0065007200200037000d00500072006f006400750063006500730020005000440046002000660069006c0065007300200077006800690063006800200061007200650020007500730065006400200066006f00720020006f006e006c0069006e0065002e000d0028006300290020003200300031003000200053007000720069006e006700650072002d005600650072006c0061006700200047006d006200480020>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing false
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice


