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Background: Preoperative evaluation of patients under-
going laparoscopic Roux-en-Y gastric bypass
(LRYGBP) has included esophagogastroduodenoscopy
(EGD) with little data to substantiate its use.

Methods: A retrospective analysis was conducted
of patients from Feb 04 to Mar 05 who underwent pre-
operative EGD and subsequently LRYGBP.

Results: 169 patients underwent EGD prior to sur-
gery. Their mean age was 41.1 years (range 14-66),
mean BMI 49.7 (range 35-78), and 82% were females.
There were no complications from EGD. Significant
findings in patients at EGD included gastric ulceration
in 3 (2%), duodenal ulcer in 1 (0.7%), Barrett's esopha-
gus in 2 (1.3%), and a Gl stromal tumor (GIST) in 1
(0.7%). EGD revealed hiatal hernias in 56 (35.2%),
esophagitis in 28 (17%), Schatzki’s ring in 5 (3%), gas-
tritis in 43 (27%), gastric polyps in 8 (5%), and duodeni-
tis in 9 (6%). 53 patients (33.3%) had a negative EGD.
Ulcer and severe gastritis, esophagitis, and duodenitis
diagnosed preoperatively were treated medically before
surgery. 9 hiatal hernias were repaired intraoperatively.
The patient with the GIST underwent laparoscopic near-
total gastrectomy and gastric bypass, while 1 patient
with an antral polyp underwent laparoscopic partial
gastrectomy in addition to the LRYGBP.

Conclusion: EGD is essential for diagnosis of Gl
diseases including tumors, ulcers, and hiatal hernias
that alter the medical and surgical management of
patients undergoing gastric bypass.
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Introduction

Gastric bypass in various forms has been performed
since 1967.! In 1991, the National Institutes of
Health issued a consensus statement advocating sur-
gery as the most consistent and effective therapy for
morbid obesity.2

With the advent of laparoscopic bariatric tech-
nique in 1994,% bariatric surgery has increased dra-
matically from 6,868 cases in 1996, 45,473 cases in
2001, to 103,000 cases by 2003.4® The use of
endoscopy in the bariatric patient has included pre-
operative screening,”® intraoperative evaluation of
the gastric pouch and gastrojejunal anastomosis,%!!
postoperative evaluation of intraluminal bleeding,'?
dilatation of strictures,'*!* and evaluation of postop-
erative symptomatology.!3:16

Although preoperative evaluation of patients
undergoing laparoscopic gastric bypass has includ-
ed esophagogastroduodenoscopy (EGD), little data
has been provided to substantiate its use.
Considering that the gastric bypass precludes endo-
scopic evaluation of most of the upper gastrointesti-
nal (GI) tract postoperatively, we sought to evaluate
our experience, to elucidate the value of EGD in the
preoperative setting.
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Materials and Methods

A retrospective analysis of patients from Feb 04 to
Mar 05 who had undergone preoperative EGD and
subsequently laparoscopic Roux-en-y gastric bypass
(LRYGBP) was conducted. Preoperative endoscopy
was performed by the Evanston Northwestern
Healthcare (ENH) Department of Gastroenterology
and included authors MM, MG, SS, and RB. The
LRYGBP was performed by either author (CTF or
EWD). The technique for LRYGBP by CTF has
been previously described.!” The gastrojejunostomy
(GJ) anastomosis was performed by the transoral

introduction of a 25-mm circular EEA anvil through

the gastric pouch staple-line (US Surgical, Norwalk,
CT). Hiatal hernia repair, when indicated, was per-
formed by either an anterior or posterior primary
cruroplasty. Demographic data, BMI, endoscopic
findings, operative findings and postoperative course
were documented. Patients who underwent
LRYGBP without preoperative endoscopy from Oct
03 to Feb 04 were also reviewed.

Resuits

A total of 159 patients underwent EGD prior to
LRYGBP between Feb 04 and Mar 05 (Group 1).
Their mean age was 41.1 years (range 14-66), mean
BMI was 49.7 (range 35-78), and 82% were
females. Before the institution of routine preopera-
tive endoscopy, 38 patients at ENH underwent
LRYGBP between Oct 03 and Feb 04 (Group 2).
Their demographics and mean BMI were nearly
identical to Group 1. There were no complications
from the EGD in Group 1.

Esophagitis was found in 28 patients (17%),
Schatzki’s ring in 5 patients (3%), and Barrett’s
esophagus in 2 patients (1.3%) (Figure 1). Neither
of the latter two patients with Barrett’s esophagus
had dysplasia but one did have a hiatal hernia that
was repaired intraoperatively.

EGD revealed hiatal hernias in 56 patients (35.2%).
The majority were small or asymptomatic (83.9%)
and did not alter the bariatric operation. Nine (16.1%)
large or symptomatic hiatal hernias associated with
gastroesophageal reflux disease were repaired.
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Figure 1. Esophageal pathology found on preoperative EGD.
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Gastric ulceration was found in 3 patients (2%)
(Figure 2). Two of these patients received triple
therapy preoperatively, and the third was treated
solely with proton pump inhibitors based on H.
pylori status. All three patients underwent repeat
endoscopy prior to surgery revealing healing of the
ulcers. Gastritis was found in 43 patients (27%) and
was treated if it was moderate to severe or if H.
pylori testing was positive. However, documenta-
tion of gastritis did not delay surgery.

A GI stromal tumor (GIST) was found in one
patient (0.7%). This patient underwent an uneventful
laparoscopic near-total gastrectomy in addition to
the gastric bypass. The patient later presented with a
gastrojejunal anastomotic ulcer 6 months postopera-
tively that subsequently healed with medical therapy.

Gastric polyps were found in 8 patients (5%); in 1

‘patient (12.5%), it was felt that resection was

required. Therefore, a laparoscopic partial gastrec-
tomy in addition to the gastric bypass was per-
formed in this patient. The polyp was found to be
benign on pathological examination.

Duodenitis was found in 9 patients (6%), while
duodenal ulceration was noted in 1 patient (0.7%) in
whom triple therapy was instituted (Figure 3). Of
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Figure 2. Gastric pathology found on preoperative EGD.

Obesity Surgery, 16, 2006 143



Zeni et al

00%

Duodenitis Duodenai Ulcer Duodenal Carcinoid

Figure 3. Duodenal pathology found on preoperative EGD.

note, one patient was found to have a 7-mm duode-
nal carcinoid tumor that was endoscopically resect-
ed. The patient will undergo surveillance endoscopy
for 6 months before performance of the LRYGBP.

EGD was negative in 53 patients (33.3%).
Interestingly, one patient who had a normal preoper-
ative endoscopy and uneventful LRYGBP presented
9 days postoperatively with right-sided abdominal
pain and leukocytosis. The patient was found to have
a contained microperforation of the duodenum on
computed tomography. The patient responded to
medical therapy that included intravenous antibiotics
and proton pump inhibitors. The patient subsequent-
ly had intraluminal bleeding 3 weeks postoperatively
that required transfusion and resolved spontaneously.

Postoperatively, intraluminal bleeding occurred in 7
patients (4.4%). All cases were treated with support-
1ve care without the use of endoscopy and resolved
spontaneously. GJ anastomotic ulceration confirmed
endoscopically occurred in 5 patients (3.1%) in group
1 vs one patient (2.6%) in group 2 (P=NS). GJ stric-
ture requiring one dilatation at 1 month postoperative-
ly occurred in 1 patient (0.6%). Follow-up of the
patients has ranged from 3 to 20 months.

Discussion

The availability of laparoscopic bariatric surgery
and its many benefits have been instrumental in the
dramatic increase in the number of operations.*®
Preoperative evaluation of the upper GI tract by
either barium radiography or endoscopy remains
controversial. Studies evaluating the use of barium
UGI radiography have concluded that it is not use-
ful or cost-effective. 81
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Endoscopy has been evaluated in the preoperative
setting in only a few studies.”” Sharaf et al® con-
cluded that preoperative endoscopy was cost-effec-
tive. Significant findings in their study included
hiatal hernias in 40.0%, gastritis in 28.7%, esophagi-
tis in 9.2%, gastric ulceration in 3.6%, Barrett’s
esophagus in 3.6% and esophageal ulcer in 3.1%.

In another study by Madan et al,” hiatal hernias
were diagnosed in 90.3% of patients on preoperative
endoscopy and were routinely repaired. They
believed that repair may decrease the postoperative
incidence of gastroesophageal reflux.

Shirmer et al® evaluated the role of preoperative
endoscopy in 560 patients and noted a 4.9% alter-
ation in operative management. Most significant
was the finding of previously undiagnosed Barrett’s
esophagus with severe dysplasia in one patient.
Esophagectomy was performed revealing stage 1
esophageal adenocarcinoma. In addition, they noted
H. pylori positivity in 30.1% of patients tested. In
those patients who where treated for H. pylori, the
marginal ulceration rate was significantly lower at
2.4% vs 6.8% in patients who did not undergo H.
pylori testing nor treatment before 1997.

In our series, preoperative EGD revealed patholo-
gy that either delayed surgery or altered the surgical
management in a total of 15 patients (9.4%) (Table
1). Delay of surgery occurred in 3 patients with gas-
tric ulceration and in 1 patient with duodenal ulcera-
tion. The patients with gastric ulceration underwent
medical treatment followed by repeat endoscopy
with demonstration of healing, while the patient with
duodenal ulceration underwent triple therapy and
was not considered to require repeat endoscopy.

Alteration of surgical management occurred in 9

Table 1. Patients in whom EGD altered managment

Finding n Treatment

Hiatal hernia 9 LRYGBP, primary hiatal
hernia repair

GIST 1 LRYGBP, near total
gastrectomy

Gastric polyp 1 LRYGBP, partial gastrectomy

Gastric ulceration 3 Medical treatment,
repeat EGD, LRYGBP

Endoscopic resection,
surveillance EGD

Medical treatment, LRYGBP

Duodenal carcinoid 1

Duodenal ulceration 1



patients with symptomatic or large hiatal hernias, a
patient with a GIST tumor, and a patient with an
antral polyp. In this series, we did not feel that repair
of asymptomatic or small hiatal hernias was indicat-
ed. The GIST was resected with a laparoscopic near-
total gastrectomy in addition to the gastric bypass
because the patient had only local disease.?’

Gastric cancer after gastric bypass has been
reported in the literature.?! Preoperative EGD was
clearly instrumental in diagnosing and thereafter
resecting the above GIST that may otherwise have
not been treated appropriately. In addition, a patient
with a duodenal carcinoid was diagnosed and treat-
ed with endoscopic resection. The patient will
undergo further surveillance endoscopy before
LRYGBP. The final patient underwent partial antral
gastrectomy in addition to the LRYGBP.

Although endoscopy has been described in the
management of postoperative bleeding,'? we believe
that endoscopy may place the fresh anastomosis at
risk. In addition, the 7 patients (4.4%) who had post-
operative intraluminal bleeding all resolved sponta-
neously with or without the need for transfusion.

We did not find a significant difference in the inci-
dence of postoperative ulceration between patients
who had preoperative EGD (3.1%) vs those who did
not (2.6%). This may be due in part to the small size
of this study. In addition, it must be noted that many
patients with symptoms including epigastric pain or
burning were empirically placed on carafate and a
proton pump inhibitor. Only if the patients did not
respond to the treatment or experienced recurrent
symptoms was endoscopy undertaken postopera-
tively. Therefore, this review most likely underesti-
mates the incidence of postoperative ulceration;
however, it is consistent with other studies.?>?* The
mechanism of ulceration after gastric bypass is
more likely related to ischemia than acid in the
majority of patients.**?> H. pylori may also play a
role in postoperative ulceration.*?

Postoperatively, endoscopy is useful in evaluating
symptomatology. In a study by Huang et al,'* stom-
al stenosis was found in 39% of those patients with
nausea, vomiting, or dysphagia. Marginal ulcer was
found in 27% of those patients who were sympto-
matic. Although normal endoscopy (43%) was the
most common finding in their study, endoscopy is
clearly essential in diagnosing and treating the
above abnormalities.

Preoperative Upper Endoscopy in Gastric Bypass

We encountered only 1 patient (0.6%) with post-
operative anastomotic stenosis, at 1| month postop-
eratively. This was amenable to one session of endo-
scopic dilation. Studies typically document a 3.1-
17% stenosis rate.!>1%22 In a study by Go et al,'* a
stenosis rate of 6.8% occurred at an average of 7.7
weeks postoperatively (range 3-24). Endoscopic
dilatation was utilized an average of 2.1 times to
relieve the stenosis, with an ultimate 95% success
rate and 3% complication rate that included one per-
foration. Utilizing a 25-mm circular EEA stapler
anvil passed transorally and brought out through the
gastric pouch staple-line may have resulted in the
low stenosis rate seen in our series.

Despite a preoperative normal endoscopy in 1
patient, a contained microperforation occurred postop-
eratively that was amenable to intravenous antibiotics
and proton pump inhibitors. It is unclear, however,
whether the patient had an undiagnosed preoperative
duodenal ulcer that subsequently perforated or whether
iatrogenic injury during the LRYGBP occurred.

In conclusion, preoperative EGD is essential in the
diagnosis of GI diseases including tumors, ulcerations,
or hiatal hernias that alter the medical and surgical
management of patients undergoing gastric bypass.
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