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Abstract

There is no consensus when it comes to the necessity of an oeso-gastroduodenal
fibroscopy (OGDF) before and after bariatric surgery. Many reports expressed the
preoccupations about a gastroesophagal reflux disease (an acute risk of Barrett’s
esophagus) and its consequences after a sleeve gastrectomy (SG) and the risk of
leaving a premalignant lesion in an excluded stomach after a Roux-en-Y gastric
bypass. The International Federation for the Surgery of Obesity and Metabolic
Disorders recommends a surveillance endoscopy, routinely after a SG. After
review of the literature, we set out the arguments in favor of performing a
systematic preoperative and post-operative OGDEF.
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Core tip: There is no consensus when it comes to the necessity of an oeso-gastroduodenal
fibroscopy (OGDF) before and after bariatric surgery. After review of the literature, we
set out the arguments in favor of performing a systematic preoperative and post-
operative OGDF.
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PRE-OPERATIVE OESO-GASTRODUODENAL FIBROSCOPY

There is no consensus when it comes to the necessity of an oeso-gastroduodenal
fibroscopy (OGDF) before a bariatric surgery. Recommendations and practices are
different from country to country and from unit to another one. Many reports
expressed the preoccupations about a gastroesophagal reflux disease (GERD) (an
acute risk of Barrett’s esophagus) and its consequences after a sleeve gastrectomy (SG)
and the risk of leaving a premalignant lesion in an excluded stomach after a Roux-en-
Y gastric bypass (RYGB)!"?l. Many monocentric studies reported a high rate of
observations on pre-operative OGDF systematically realized for patients that will
have a bariatric surgery (symptomatic or not). This rate varies from 62% to 67% with
main diagnosis: hiatal hernia, gastritis and/or esophagitisi’l. These studies have
concluded that a systematic OGDF is a crucial tool in the pre-operative evaluation of
bariatric patients. However, reviewing the literature doesn’t clarify many things in
that matter and it hence pave the way to a debate. This debate is not always based on
a data as itself, but rather on the interpretation of the data. For instance, on one side,
Mihmanli et al have found, in their review, that the initial surgery technique was
changed for only 1 patient over 157. However the authors estimated that their results
were important enough to recommend a systematic OGDF in the pre-operative phase.
On the other side, Gémez et al! noticed that a routinely pre-operative endoscopy has
changed the surgical procedures in 1.7% of the cases. They concluded, contrarily to
the Mihmanli’s team, that a routinely endoscopy doesn’t have an added value when
it comes to treating and managing the case of bariatric surgery patients and that other
screening methods should be explored. A recent meta-analysis on 48 quotes and 12261
patients presented similar information. The authors reported that the surgical care
was changed for 0.4% of the patients, after eliminating controversial and benign
results such as hiatal hernia, gastritis and peptic ulcer!). When the authors didn’t take
the eradication of Helicobacter pylori (H. pylori) as criteria, they’ve noticed that the
medical care changed for only 2.5% of the patients. They have concluded that a pre-
operative OGDF for asymptomatic and low risk patients should be optional rather
than mandatory.

Saarinen et al! concluded that a pre-operative OGDF is recommended before a SG,
but it is not mandatory before a RYGB for asymptomatic patients without any risk
factor for gastric pathology (family history of gastric cancer, H. pylori infection,
nonsteroidal antiinflammatory drugs usage, tabagism, age > to 50 years, kidneys,
heart or lungs chronic diseases). The American Society for Gastrointestinal Endoscopy
and the American Society for Metabolic and Bariatric Surgery defined some
guidelines rooted from evidence-based medicine”. These guidelines stipulate that an
OGDF should be realized for symptomatic patients and don’t go further to the
recommendation of a systematic pre-operative OGDF. Searching for H. pylori should
not justify the realization of an OGDF. In fact, H. pylori are often diagnosed during an
OGDF, but it can also be detected in fecal samples or with a respiratory test (13C
urease). However, it is worth mentioning that H. pylori are considered as a major
carcinogen, that’s why every patient with a positive H. pylori test should have a
surveillance post-operative OGDEF. The coeliac disease can be detected with anti-
transglutaminase antibodies. Hence, searching this disease should not justify the
realization of an OGDF.

We recommend the realization of a systematic pre-operative OGDF. It is also
interesting to have stomach cartography. An OGDF can detect disease such as H.
pylori, esophagitis, hiatal hernia, tumors, efc., and it can in addition to that examine
the stomach before and after the surgery. In case of complaint, a patient can ask for
the results of an OGDF, hence the OGDF has a medico-legal value. Patients with
GERD should undergo a pre-sleeve pH and manometry test.

POSTOPERATIVE ENDOSCOPIC SURVEILLANCE

The International Federation for the Surgery of Obesity and Metabolic Disorders
(IFSO) position is clear towards this matter. The IFSO recommends a surveillance
endoscopy, routinely after a SG. The guidelines of the IFSO are: (1) SG is secure and
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efficient metabolic procedure; (2) The presence of Barrett’s esophagus is considered as
a contra-indication for SG; (3) The presence of Barrett’s esophagus or the severity of
an esophagitis doesn’t always correlate with the symptomatology degree; (4) In two
different longitudinal studies, the novo Barrett’s esophagus was found in the case of
15% to 17% of the patients without any correlation between the symptomatology and
the endoscopy results; (5) Consequently, a pre-operative screening endoscopy and a
surveillance post-operative one should be mandatory after one, three and five years
after a SG and later each 10 years; and (6) The presence of a novo Barrett’s esophagus
after a Sleeve should lead to a more frequent surveillance and the conversion to a
gastric bypass or other therapies!™'"l.

It is alarming to notice that the presence of novo Barrett’s esophagus reached 15%
to 17% after a SG and it seems that there is no correlation with the severity of GERD
symptoms. The real occurrence is probably higher, but many symptomatic patients
had already been converted to gastric bypass. It is necessary for us to define the
seriousness of this problem knowing that the popularity of this procedure is
increasing and patients are informed about the necessity of a surveillance endoscopy
after a SG. We know that 3 cases of esophageal adenocarcinoma were reported after a
SGL Thus, we recommend a systematic post-operative OGDF 1, 3 and 5 years after
the surgery and then depending on the OGDF results, based on the recommendations
of the French Society for Digestive Endoscopy (2007, Seattle Classification). According
to these recommendations, after confirming the diagnosis of Barrett’s esophagus, a
systematic cartography of the Barrett’s esophagus should be realized according to the
Seattle protocol. This biopsy protocol modalities depends of the Barrett’s esophagus
height: (1) in case of a short Barrett’'s esophagus (< 3 cm) or in strips: 2 to 4 biopsies
each centimeter (1 tube per level) ; and (2) in case of a long Barrett’s esophagus (= 3
cm): 4 quadratic biopsies each 2 cm (1 tube per level). To these systematic biopsies, it
is recommended to add biopsies for any anomaly in the shape or color of the
esophageal mucosa. In all the cases, the patient should be informed about this
endoscopic surveillance and about the eventual risk of conversion to a Roux-en-Y
bypass. Finally, we wish to specify that it is not a general consensus.

REFERENCES

1 Genco A, Soricelli E, Casella G, Maselli R, Castagneto-Gissey L, Di Lorenzo N, Basso N.
Gastroesophageal reflux disease and Barrett's esophagus after laparoscopic sleeve gastrectomy: a
possible, underestimated long-term complication. Surg Obes Relat Dis 2017; 13: 568-574 [PMID:
28089434 DOI: 10.1016/j.s0ard.2016.11.029]

2 Mandeville Y, Van Looveren R, Vancoillie PJ, Verbeke X, Vandendriessche K, Vuylsteke P,
Pattyn P, Smet B. Moderating the Enthusiasm of Sleeve Gastrectomy: Up to Fifty Percent of
Reflux Symptoms After Ten Years in a Consecutive Series of One Hundred Laparoscopic Sleeve
Gastrectomies. Obes Surg 2017; 27: 1797-1803 [PMID: 28190216 DOI: 10.1007/s11695-017-2567-z]

3 Wolter S, Duprée A, Miro J, Schroeder C, Jansen MI, Schulze-Zur-Wiesch C, Groth S, Izbicki J,
Mann O, Busch P. Upper Gastrointestinal Endoscopy prior to Bariatric Surgery-Mandatory or
Expendable? An Analysis of 801 Cases. Obes Surg 2017; 27: 1938-1943 [PMID: 28243860 DOI:
10.1007/s11695-017-2622-9]

4 Mihmanli M, Yazici P, Isil G, Tanik C. Should We Perform Preoperative Endoscopy Routinely in
Obese Patients Undergoing Bariatric Surgery? Bariatr Surg Pract Patient Care 2016; 11: 73-77 [DOI:
10.1089/bari.2015.0050]

5 Goémez V, Bhalla R, Heckman MG, Florit PT, Diehl NN, Rawal B, Lynch SA, Loeb DS. Routine
Screening Endoscopy before Bariatric Surgery: Is It Necessary? Bariatr Surg Pract Patient Care
2014; 9: 143-149 [PMID: 25516819 DOI: 10.1089/bari.2014.0024]

6 Bennett S, Gostimir M, Shorr R, Mallick R, Mamazza ], Neville A. The role of routine
preoperative upper endoscopy in bariatric surgery: a systematic review and meta-analysis. Surg
Obes Relat Dis 2016; 12: 1116-1125 [PMID: 27320221 DOI: 10.1016/j.soard.2016.04.012]

7 Saarinen T, Kettunen U, Pietildinen KH, Juuti A. Is preoperative gastroscopy necessary before
sleeve gastrectomy and Roux-en-Y gastric bypass? Surg Obes Relat Dis 2018; 14: 757-762 [PMID:
29477376 DOI: 10.1016/j.soard.2018.01.021]

8 The Standards of Practice Committee of the American Society for Gastrointestinal Endoscopy
(ASGE). The Role of Endoscopy in the Bariatric Surgery Patient. Gastrointest Endosc 2015; 81:
1063-1072

9 Chiu S, Birch DW, Shi X, Sharma AM, Karmali S. Effect of sleeve gastrectomy on
gastroesophageal reflux disease: a systematic review. Surg Obes Relat Dis 2011; 7: 510-515 [PMID:
21130052 DOI: 10.1016/j.soard.2010.09.011]

10  Braghetto I, Csendes A. Prevalence of Barrett's Esophagus in Bariatric Patients Undergoing
Sleeve Gastrectomy. Obes Surg 2016; 26: 710-714 [PMID: 25855575 DOI:
10.1007/s11695-015-1574-1]

11  Himpens J, Dobbeleir ], Peeters G. Long-term results of laparoscopic sleeve gastrectomy for
obesity. Ann Surg 2010; 252: 319-324 [PMID: 20622654 DOI: 10.1097 /SLA.0b013e3181e90b31]

12 Sharma A, Aggarwal S, Ahuja V, Bal C. Evaluation of gastroesophageal reflux before and after
sleeve gastrectomy using symptom scoring, scintigraphy, and endoscopy. Surg Obes Relat Dis
2014; 10: 600-605 [PMID: 24837563 DOI: 10.1016/j.s0ard.2014.01.017]

13 Sucandy I, Chrestiana D, Bonanni F, Antanavicius G. Gastroesophageal Reflux Symptoms After
Laparoscopic Sleeve Gastrectomy for Morbid Obesity. The Importance of Preoperative

Jaishidengs  WJGE | https:/ /www.wjgnet.com 3 January 16,2019 | Volume1l | Issuel |


http://www.ncbi.nlm.nih.gov/pubmed/28089434
https://dx.doi.org/10.1016/j.soard.2016.11.029
http://www.ncbi.nlm.nih.gov/pubmed/28190216
https://dx.doi.org/10.1007/s11695-017-2567-z
http://www.ncbi.nlm.nih.gov/pubmed/28243860
https://dx.doi.org/10.1007/s11695-017-2622-9
https://dx.doi.org/10.1089/bari.2015.0050
http://www.ncbi.nlm.nih.gov/pubmed/25516819
https://dx.doi.org/10.1089/bari.2014.0024
http://www.ncbi.nlm.nih.gov/pubmed/27320221
https://dx.doi.org/10.1016/j.soard.2016.04.012
http://www.ncbi.nlm.nih.gov/pubmed/29477376
https://dx.doi.org/10.1016/j.soard.2018.01.021
http://www.ncbi.nlm.nih.gov/pubmed/21130052
https://dx.doi.org/10.1016/j.soard.2010.09.011
http://www.ncbi.nlm.nih.gov/pubmed/25855575
https://dx.doi.org/10.1007/s11695-015-1574-1
http://www.ncbi.nlm.nih.gov/pubmed/20622654
https://dx.doi.org/10.1097/SLA.0b013e3181e90b31
http://www.ncbi.nlm.nih.gov/pubmed/24837563
https://dx.doi.org/10.1016/j.soard.2014.01.017

Kassir R et al. Endoscopy and bariatric surgery

Evaluation and Selection. N Am | Med Sci 2015; 7: 189-193 [PMID: 26110129 DOI:
10.4103/1947-2714.157624]

14  Felsenreich DM, Kefurt R, Schermann M, Beckerhinn P, Kristo I, Krebs M, Prager G, Langer FB.
Reflux, Sleeve Dilation, and Barrett's Esophagus after Laparoscopic Sleeve Gastrectomy: Long-
Term Follow-Up. Obes Surg 2017; 27: 3092-3101 [PMID: 28593484 DOL:
10.1007/s11695-017-2748-9]

15  Wright FG, Duro A, Medici JR, Lenzi S, Beskow AF, Cavadas D. Esophageal adenocarcinoma
five years after laparoscopic sleeve gastrectomy. A case report. Int | Surg Case Rep 2017; 32: 47-50
[PMID: 28235650 DOL: 10.1016/j.ijscr.2017.01.054]

16 Gagner M, Hutchinson C, Rosenthal R. Fifth International Consensus Conference: current status
of sleeve gastrectomy. Surg Obes Relat Dis 2016; 12: 750-756 [PMID: 27178618 DOI:
10.1016/j.s0ard.2016.01.022]

P- Reviewer: Fiori E, Richardson WS, Slomiany BL
S- Editor: Ji FF  L- Editor: A E- Editor: Song H

Jaishidengs  WJGE | https:/ /www.wjgnet.com 4 January 16,2019 | Volume1l | Issuel |


http://www.ncbi.nlm.nih.gov/pubmed/26110129
https://dx.doi.org/10.4103/1947-2714.157624
http://www.ncbi.nlm.nih.gov/pubmed/28593484
https://dx.doi.org/10.1007/s11695-017-2748-9
http://www.ncbi.nlm.nih.gov/pubmed/28235650
https://dx.doi.org/10.1016/j.ijscr.2017.01.054
http://www.ncbi.nlm.nih.gov/pubmed/27178618
https://dx.doi.org/10.1016/j.soard.2016.01.022

JRnishideng®

Published By Baishideng Publishing Group Inc
7901 Stoneridge Drive, Suite 501, Pleasanton, CA 94588, USA
Telephone: +1-925-2238242
Fax: +1-925-2238243
E-mail: bpgoffice@wijgnet.com
Help Desk: https://www.f6publishing.com/helpdesk

https://www.wjgnet.com

© 2019 Baishideng Publishing Group Inc. All rights reserved.



mailto:bpgoffice@wjgnet.com

