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Introduction Discussion

This case demonstrates a rare development of
gastropericardial fistula in a LRYGB patient taking
NSAIDs causing a MU and subsequent perforation. The
mainstays of conservative therapy for MU in RYGB
patients include twice daily high dose PPl or H2
antagonist and sucralfate as well as avoidance of
NSAIDs (4).

Gastropericardial fistula is a rare occurrence. The most common
risk factor for non-traumatic pneumopericardium or gastropericardial
fistula is a gastroesophageal surgery such as a Nissen
Fundoplication; however, it is also seen with perforation of
malignant or benign gastric ulcers (1,2,3). Here we report a
gastropericardial fistula presenting with hydropneumopericardium in
a patient with a perforation of a marginal ulcer (MU) after
laparoscopic Roux en Y gastric bypass (LRYGB) in the setting of
excessive NSAID use.

A systematic review by Coblijn et al discusses that
67.9% of patients (N=801) presenting with RYGB MU
(including those with perforation) successfully utilized
conservative therapy as mentioned above with
endoscopy confirming healing in some cases (5).

Case Description

A 48-year-old gentleman 13 years out from an uncomplicated
LRYGB had an upper endoscopy for abdominal pain after chronic
NSAID use and anemia. He was found to have a gastrojejunal (GJ)
anastomosis ulcer (Figures 1 and 2). Random stomach biopsies
were negative for H pylori. Care was taken to avoid biopsy of the
ulcer. The patient was prescribed high dose, twice daily PPl with
plans for repeat EGD in 8 weeks.

Alternative options include revisional surgery or
radiology assisted drainage, which is typically reserved
for recalcitrant ulcers, perforation, fistula development,
or dilated pouch (6).
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Ten days later, he presented to the ED with shortness of breath and
chest pain.

Vital signs upon arrival were notable for heart rate in the 110s but
otherwise unremarkable. Labs were remarkable for leukocytosis
18,000 cells/L, hemoglobin 10 g/dL (from baseline 13.3 g/dL), BNP
500 ng/L, and normal troponin.
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