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1. Introduction 

Marginal ulcers are significant complications in patients undergoing 

Roux-en-Y gastric bypass (RYGB), frequently associated with 

gastrointestinal bleeding. The incidence ranges from 0.6% to 

16%, depending on factors such as excessive acid exposure in 

the jejunal mucosa due to a gastrogastric fistula (GGF), the use 

of non-steroidal anti-inflammatory drugs (NSAIDs), Helicobacter 

pylori infection, smoking, and diabetes mellitus.The diagnosis of 

marginal ulcers is established by upper gastrointestinal endoscopy 

(EGD), and their management is largely similar to that of peptic 

ulcers in patients who have not undergone gastric bypass. This 

report describes a case of refractory hemorrhage caused by a 

marginal ulcer, addressing diagnostic and therapeutic challenges. 

2. Case Report 

2.1. Initial Patient History 

A 60-year-old male patient with a history of morbid obesity treated 

with Roux-en-Y gastric bypass using the Fobi-Capella technique 

in 2007 via laparotomy. At the time of bariatric surgery, his body 

mass index (BMI) was 44.81 kg/m². After surgery, he achieved 

satisfactory weight loss and comorbidity control, reaching a 

BMI of 28.71 kg/m². In 2019, he presented with the first signs 

of hemorrhagic complications and weight regain, with a BMI of 

32.21 kg/m². 

2.2. First Episode of Gastrointestinal Bleeding (2019) 

In 2019, the patient experienced recurrent episodes of hematemesis 

and melena without significant hemodynamic instability. An EGD 

identified a marginal ulcer at the jejunal portion of the gastrojejunal 

anastomosis without active bleeding and a positive urease test. 

Helicobacter pylori eradication therapy with amoxicillin and 

clarithromycin for 14 days was initiated. Continuous use of 

esomeprazole and sucralfate was prescribed for maintenance 

therapy. 

2.3. Recurrence and Initial Clinical Management (October 

2023) 

The patient presented with severe melena requiring emergency 

care, blood transfusion, and admission to the intensive care unit 

(ICU) for three days. A new EGD revealed a gastrogastric fistula 

and a marginal ulcer at the gastrojejunal anastomosis with a visible 

vessel (Forrest IIA). Endoscopic hemostasis with mechanical 

clipping was successfully performed. 

2.4. Recurrence and Refractory Hemorrhage (April 2024) 

In April 2024, the patient experienced a new episode of severe 

hematemesis and melena, requiring ICU admission. Laboratory 

tests showed critical hemoglobin levels of 7.5 g/dL, necessitating 

blood transfusions. An EGD revealed active dripping bleeding 

with a large adherent clot at the gastrojejunal anastomosis (Figures 

1 and 2). The surgical team was consulted, and due to the refractory 

nature of the case and clinical severity, surgical intervention was 

indicated. After clinical stabilization with a corrected hemoglobin 

level of 9.5 g/dL, the patient underwent surgery. At this time, his 

BMI had risen to 35.05 kg/m². 
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Figure 1: Dripping Bleeding. 
 

Figure 2: Large adherent clot at the gastrojejunalanastomosis. 

 

2.5. Surgical Procedure 

A laparoscopic gastrectomy with resection of the excluded stomach 

was performed as previously planned and documented with the 

patient’s informed consent and the assistant surgeon’s approval. A 

summary of the procedure is available in Video 01. 

The procedure posed significant technical challenges due to 

extensive adhesions between the abdominal viscera and the 

abdominal wall, complicating portal placement (Figure 3). 

Additional findings included adhesions between the excluded 

stomach and the left lobe of the liver (Figure 4), a previously 

undiagnosed paraesophageal hernia (Figure 5), and severe fibrosis 

between the gastric pouch and the excluded stomach. Given the 

intense fibrosis and the technical difficulty of accurately localizing 

the fistula, the gastric pouch was stapled to reduce its volume, 

prioritizing patient safety and control of the clinical condition 

(Figure 6).Despite the technical difficulties, the procedure was 

uneventful. The patient recovered favorably in the immediate 

postoperative period, with discharge 48 hours after surgery, 

presenting stable vital signs, adequate hemoglobin levels, effective 

pain control, and good acceptance of an oral diet. 
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Figure 3: adhesions between the abdominal viscera and the abdominal wall. 

 

Figure 4: adhesions between the excluded stomach and the left lobe of the liver. 

 

Figure 5: Paraesophageal Hernia. 
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Figure 6: Stapling Process and Final Appearance of the Gastric Pouch. 

 

2.6. Postoperative Evolution 

During periodic outpatient follow-ups, the patient demonstrated 

satisfactory clinical evolution with no recurrence of hemorrhagic 

episodes. Six months post-surgery, the patient showed a weight 

loss of 13 kg, achieving a BMI of 30.46 kg/m². Hemoglobin levels 

stabilized at 15.3 g/dL, and follow-up EGD confirmed complete 

healing of the marginal ulcer (Figures 7 and 8). 

 

 
Figure 7: Healthy GastrojejunalAnastomosis. 
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Figure 8: Healthy Alimentary Loop. 

3. Discussion 

Marginal ulcers are a common late complication in patients 

undergoing RYGB, with an incidence of 0.6% to 16% [1,2]. 

Predisposing factors include excessive gastric acid exposure to 

the jejunal mucosa, ischemia at the anastomotic site, Helicobacter 

pylori infection, smoking, and NSAID use [1,3,4]. In this case, 

the presence of a gastrogastric fistula contributed to increased 

acid exposure, exacerbating the clinical picture.Gastrogastric 

fistulas are also known to cause weight regain [5], as seen in 

this patient, whose BMI increased from 28.71 kg/m² to 35.05 

kg/m². This occurs due to direct food passage into the excluded 

stomach, compromising the restrictive and malabsorptive effects 

of RYGB. This weight regain was a critical factor in the decision 

for surgical intervention, as it signaled metabolic control failure. 

The diagnosis of gastrogastric fistulas and marginal ulcers relies on 

complementary exams such as EGD and, in some cases, computed 

tomography [9,4]. EGD not only confirms the presence of ulcers 

and fistulas but also aids in grading their severity and guiding 

therapeutic strategies [2]. 

Initial management of marginal ulcers involves proton pump 

inhibitors (PPIs) at full doses, sucralfate, and eradication of 

Helicobacter pylori when present [3]. However, in refractory 

cases associated with gastrogastric fistulas, surgical treatment 

becomes necessary. Options include revision of the gastrojejunal 

anastomosis, resection of the excluded stomach, closure of the 

fistula, or reversal to the original anatomy [5-11]. 

 

4. Conclusion 

This case highlights the complexity of managing late complications 

of RYGB, such as marginal ulcers and gastrogastric fistulas (GGF). 

The patient’s weight regain was consistent with the presence of a 

GGF, which impaired the restrictive and malabsorptive effects of 

bariatric surgery. This factor significantly influenced the decision 

for surgical intervention, not only for refractory hemorrhage but 

also for the failure of metabolic control. 

This report underscores the importance of a multidisciplinary 

diagnostic and therapeutic approach with individualized strategies 

tailored to each patient's clinical condition and history. The use 

of laparoscopic techniques for resecting the excluded stomach, 

safely, even in technically challenging scenarios, demonstrates the 

advancements in minimally invasive surgery and its applicability 

in complex cases.Managing complications like GGF requires 

early detection, surgical expertise, and standardized techniques to 

minimize morbidity and improve outcomes. This case illustrates 

how timely, personalized intervention, combined with advanced 

resources, can effectively resolve severe conditions, positively 

impacting the metabolic control and quality of life of bariatric 

patients. 
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