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Gastric Bypass: Dehiscence of the Surgical Anastomosis
During Endoscopic Mucosal Resection Across EUS-guided
Jejunum-gastric Anastomosis with Lumen Apposing Metal Stent
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Abstract
Introduction Roux-en-Y gastric bypass (RYGB) is one of the most common surgical procedures for the management of morbid
obesity. However, RYGB poses technical difficulties in exploring the gastric remnant and in performing endoscopic biliary
interventions due to altered anatomy. Recently, EUS guided gastro-gastric anastomosis to access the excluded stomach has been
introduced in order to allow direct trans-gastric interventions.
Method and Material We report the case of a 38-year-old female referred to our unit to undergo EUS direct trans-gastric
intervention (EDGI) for the management of a small stone in the biliary tract. Pre-procedural CT scan highlighted an abnormal
distension of the gastric remnant. EUS guided jejuno-gastric anastomosis was carried out with the deployment of a 15 x 10 mm
lumen apposing metal stent (LAMS).
Results After 3 days, an upper GI endoscopy was performed, highlighting a mobile 25 mm polyp near the pylorus. Therefore
endoscopic resection was planned before the performance of the ERCP. Piecemeal endoscopic mucosectomy was carried out
with no evidence of any adverse event. However, endoscopic evaluation after specimen retrieval detected an almost complete
dehiscence of the anastomosis. Emergency surgery was decided with restoration of the continuity of the gastric cavity to allow
future endoscopic examinations/procedures.
Discussion Here, we report the first case of dehiscence of the surgical gastro-jejunal anastomosis during EDGI procedure.
Performing an ERCP during EDGI is probably safer than performing gastric interventions. When performing EDGI, it is
paramount to carefully evaluate the type of planned gastric procedure and to adopt a tailored approach according the several
variables involved.
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Introduction

Roux-en-Y gastric bypass (RYGB) is one of the most com-
mon surgical procedures for the management of morbid obe-
sity [1]. However, RYGB poses technical difficulties in ex-
ploring the gastric remnant and in performing endoscopic

biliary interventions due to altereted anatomy [2]. Current lit-
erature shows that a variety of disorders may affect the
bypassed stomach [3, 4]; therefore, the capability to access
the gastric remnant is a vital clinical issue.

Balloon enteroscopy may be used but overall success rate
has been reported in 88% of cases with a perforation rate up to
10% [5]. Recently, access to the excluded stomach has been
proposed by means of gastrostomy [6] or EUS-guided anas-
tomosis [7].

Material and Methods

A 38-year-old woman was admitted to our hospital for chole-
stasis and pain (BMI 20). In her medical history, she had

* Gianfranco Donatelli
donatelligianfranco@gmail.com

1 Unité d’Endoscopie Interventionnelle, Hôpital Privé des Peupliers,
Ramsay Santé, 8 Place de l’Abbé G. Hénocque, 75013 Paris, France

2 Service de Chirurgie Digestive, Hôpital Avicenne, APHP,
Bobigny, France

Obesity Surgery
https://doi.org/10.1007/s11695-021-05395-w

http://crossmark.crossref.org/dialog/?doi=10.1007/s11695-021-05395-w&domain=pdf
http://orcid.org/0000-0003-0645-1710
mailto:donatelligianfranco@gmail.com


laparoscopic cholecystectomy at the age of 18, an omega gas-
tric bypass in 2003 for morbid obesity (BMI 47) followed by
its conversion to RYGB in 2009 (BMI 35). Abdominal com-
puted tomography showed a single 3-mm stone within a di-
lated (19 mm) common bile duct coupled with major disten-
sion of the remnant stomach. The latter finding suggesting the
presence of a pyloric stricture.

EUS direct trans-gastric intervention (EDGI) was planned
[8]. Informed consent was obtained before each procedure
including permission to anonymously share personal details.

Under EUS guidance, the remnant stomach was visualized.
The best position for lumen apposingmetal stent (LAMS) was
chosen in order to minimize the distance with excluded stom-
ach and to avoid any intervening vessel. Puncture site was
located in the jejunum just below the gastro-jejunal anastomo-
sis. EUS-guided jejuno-gastric anastomosis was performed
deploying a cautery tipped LAMS (size 15 mm × 10 mm).

Results

Endoscopy was performed using a standard gastroscope 3
days after LAMS deployment. It highlighted the LAMS cor-
rectly in place with easy passage of the scope. A mobile 25-
mm polyp causing partial occlusion, due to ball effect, was
visualized at the level of the pylorus. Piece meal resection
(EMR) was performed. During specimen retrieval, a small
amount of peritoneal fat was found in the esophagus. Post-
resection perforation was suspected; however, endoscopic
evaluation diagnosed an almost complete dehiscence of the
surgical anastomosis. Emergency surgery was preferred over
endoscopic approach due to the size and features of the dehis-
cence. The continuity of the gastric cavity was restored and a
gastro-gastric anastomosis was carried out in order to allow
future endoscopic examinations. Histopathological evaluation
of the specimen revealed a high-grade dysplasia. At follow-
up, the small stone spontaneously migrated.

Discussion

Here, we report the first case of dehiscence of the surgical gastro-
jejunal anastomosis during EDGI procedure. Performing an
ERCP during EDGI is probably safer than performing gastric
interventions. Firstly, duodenoscopes are stiffer than gastro-
scopes thus reducing the risk of scope looping. Secondly, once
the duodenoscope has reached the papilla, its position remains
stable; whereas to perform endoscopic resection, multiple scope
movements are required thus increasing the risk of applying an
excessive force on the anastomosis.

When performing EDGI, it is paramount to carefully eval-
uate the type of planned gastric procedure and to adopt a
tailored approach according the several variables involved.
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