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Severe postoperative gastric outlet obstruction 
without nutritional deficiency
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DesCripTion
A 60-year-old woman presented somewhere else 
with haematemesis due to a bleeding duodenal ulcer. 
After failure of endoscopic therapy to control the 
bleeding, she underwent emergency laparotomy with 
under-running of the bleeding ulcer. She presented 
6 weeks later with non-bilious vomiting of partially 
digested food. Gastroscopy revealed stricture in the 
pyloric area (figure 1A and B). Endoscopic biopsy 
confirmed the benign nature of the stricture. She 
was referred to our endoscopic service for endo-
scopic dilatation (figure 1C and D). After failure of 
three endoscopic dilatations over 6-month period, 
she was referred for surgery. Clinically, she looked 
well with no pallor or jaundice, and her nutritional 
status was good. The abdomen was distended but 
without tenderness or succussion splash. Preopera-
tive CT scan revealed a grossly dilated stomach full 
of food particles with completely obstructed first 
part of duodenum (figure 2). Her routine bloods 
including albumen were within normal range. At 
laparotomy, the stomach was full of food debris and 
phytobezoars which were extracted via gastrostomy 
and Roux-en-Y gastro-jejunostomy was fashioned. 
Her postoperative recovery was uneventful and was 
discharged home 5 days later. She remained well 
and totally asymptomatic at 6-month follow-up. 

Gastric outlet obstruction mechanically impedes 
the normal gastric emptying. It occurs in up to 2% 
of patients with chronic duodenal ulcer and more 

frequently in older age groups.1 Several factors play 
a role in the development of benign gastric outlet 
obstruction including Helicobacter pylori infection, 
cigarette smoking and previous gastric surgery for 
gastro-duodenal ulcer.2 In the present case, there 
was neither evidence of H. pylori infection nor 
history of smoking. Complaint of gastric outlet 
obstruction is characterised commonly by non-bil-
ious painless vomiting, abdominal pain, loss of 
appetite, constipation and weight loss.2 Endoscopic 
balloon dilation is safe and can be used initially to 
dilate the obstruction but its failure necessitates a 
surgical bypass. Response to endoscopic dilatation 
may be seen after one to three sessions.3 There is 
little data addressing the success of endoscopic dila-
tion for gastric outlet obstruction after surgery for 
complicated duodenal ulcer.

Usually, in emergency surgery for bleeding 
duodenal ulcer, the pylorus and part of the first 
part of the duodenum are opened transversely to 
allow bleeding control by under-running of the 
ulcer.1 This is closed vertically (pyloroplasty) to 

Figure 1 Endoscopic views showing the pyloric 
narrowing prior to second session of endoscopic 
dilatation (panels A and B), and the second session of 
balloon dilatation during the (C and D).

Figure 2 Axial (left) and coronal (right) CT scan cut 
sections showing gross dilation of the stomach; full of 
food debris due to severe gastric outlet obstruction.

Learning points

 ► Severe benign gastric outlet obstruction 
can present with minimal symptoms and no 
nutritional deficiencies.

 ► Causes of postoperative gastric outlet 
obstruction include technical failure and poor 
compliance to proton pump inhibitors if no 
ulcer-curing surgical procedure is performed.

 ► The success of endoscopic balloon dilation in 
the treatment of postoperative gastric outlet 
obstruction is limited and may not obviate the 
need for surgery.
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avoid narrowing. Another possible reason for this narrowing 
is the scarring of the healing ulcer. This patient had no ulcer-
curing procedure in the form of truncal vagotomy at the 
same time, but was given a proton pump inhibitor (medical 
vagotomy) but the patient’s compliance could not be guaran-
teed. We like to highlight in this case the fact that despite the 
gastric outlet obstruction and the massive gastric dilatation, 
the patient exhibited minimal symptoms and maintained good 
nutritional status.
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