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Upper gastrointestinal bleeding is a serious emergency that ac-
counts for approximately 1.2 annual hospital admissions per
1000. Up to the mid eighties the mortality associated with upper
gastrointestinal hemorrhage was 10% but declined thereafter
due to improved intensive care measures and endoscopic thera-
pies (1, 2). The most common causes for upper gastrointestinal
bleeding are esophageal varices and NSAID associated
bleedings from gastroduodenal ulcers. Less frequent causes of
upper gastrointestinal bleeding include hemobilia, Mallory
Weiss tear, gastroduodenal arterial venous malformations,
hemosucus pancreaticus but also bleeding from Zenker's diver-
ticulum , and from (pseudo)aneurysms of the perigastric and
periduodenal arteries (3, 4, 5).

Bischof and Wenzl describe a patient with recurrent bleeding
from a gastroenteroanastomosis that had been performed 35
years prior to the bleeding event. Early postoperative bleeding
from anastomotic sides are well known complications after gas-
trointestinal surgery and have been attributed to technical fail-
ure (6). Late bleeding after gastrointestinal surgery is a less fre-
quent entity that has however been reported after small bowel re-
section in children, as well as after intestinal resection for perfo-
rated necrotizing enterocolitis (7, 8).

Since all available literature on that subject is anecdotical, it is
difficult to validate the late bleeding and occurrence of
anastomotic ulcers in pathogenetic terms.

In other words, does the ulcer just by chance occur in that pa-
tient and at that side, or is an anastomosis performed 30 years
earlier the cause for that ulcer, and furthermore, is ,,non optimal
neonatal surgery® the cause for that ulcer?

There are no reports in the literature that would support that
connection after that long period of time.

While a Braun’s anastomosis performed at the time of first
surgery might have avoided the biliary reflux, the question
whether in a 35-year old patient a proper re-do posterior
gastroenterostomy with Braun’s anastomosis would have been
the better long term procedure rather than resecting parts of the
stomach, and subject the patient to a potential risk for an
anastomotic malignancy after partial gastric resection remains to
be answered.
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Die erste erfolgreiche Operation einer Duodenalatresie wurde bereits
1905 von Vidal (4) in Frankreich durchgefiihrt. Er hatte eine Gastro-
jejunostomie zur Umgehung des Hindernisses angelegt. Aber schon
1916 wurde von Ernst (2) eine Duodenojejunostomie vorgenom-
men, weil offensichtlich schon damals die Spitfolgen einer Gastroje-
junostomie bekannt waren. Bei diesem 1965 geborenen und operier-
ten Kind wurden die Prinzipien der reguliren Operation eines Duo-
denalverschlusses milachtet, wodurch sich als eine der Spitkompli-
kationen eine gastrointestinale Blutung manifestiert hat (3).

Die vom Autor (1) gewihlte Korrekturoperation hat bei dieser
Patientin zu einem Teilverlust des Magens gefiihrt, einer Bill-
roth-1I-Operation mit dem Folgerisiko, daB diese noch junge Frau
wahrscheinlich ein Magenkarzinom erleben wird. Nach meiner An-
sicht hiitte bei dieser pripapilliren Duodenalatresie idealerweise eine
Duodeno-Duodenostomie mit Auflassung der Gastrojejunostomie
oder zumindest eine Anastomose zwischen dem priatretischen Duo-
denum und dem Jejunum in Form einer Y-Roux-Schlinge wesentlich
besser die physiologischen Verhiiltnisse wiederherstellen konnen
als ein resezierender Mageneingriff.

Uber Spiitfolgen nach angeborenen Fehlbildungen des Gastrointe-
stinaltraktes liegen nur wenige Berichte vor. Insofern ist diese Arbeit
interessant und wichtig, weil Allgemeinchirurgen manchmal mit
Spiitkomplikationen kongenitaler Fehlbildungen zu rechnen haben.
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Closing Remarks

It is certainly difficult to evaluate the occurrence of anastomotic
ulcers and the recurrent bleeding after such a long period of time
in pathogenetic terms. From the few reports in the literature
(cited above) and from the history of our patient it appears,
though, that these patients obviously tolerate quite severe
chronic inflammation for years without medical help.

The reason why we choose to perform a resective procedure in
our patient was the fact that recurrent bleeding from anastomotic
ulceration had occurred. Otherwise duodeno-duodenostomy or
duodenojejunostomy would certainly have been the appropriate
operation.

Lastly, we feel that the discussion on the development of gas-
tric stump carcinoma is still open. Several recent epidemiologi-
cal studies have failed to demonstrate an increased risk of gastric
cancer after peptic ulcer surgery when compared to the inci-
dence in the total population (1, 2, 3).
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