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Abstract
Obesity is a public health problem. Bariatric surgery plays an important role in the management of these 
patients. With the advent of bariatric surgical techniques, endoscopic digestive procedures, especially en-
doscopic retrograde cholangiopancreatography (ERCP), have become constant challenges. We describe a 
case of laparoscopic-assisted transgastric retrograde endoscopic cholangiopancreatography (ERCP) to treat 
calculi in the main bile duct of a patient with a history of a Roux-en-Y gastric bypass.
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INTRODUCTION

Obesity is a disease whose incidence has reached global 
epidemic proportions. It affects approximately 600 million 
people according to data reported by the World Health 
Organization (WHO). (1)

According to data from ASIS (Análisis de Situación de 
Salud - health situation analysis) of 2016; the prevalence of 
obesity in Colombia in 2010 was 20% higher than preva-
lence in 2005, having increased from 13 to 16 cases per 100 
people. (2)

Although surgery is currently throughout the world as an 
effective option for long-term obesity control, these surgi-
cal techniques have made digestive endoscopic procedures 

constant challenges due to complications inherent in baria-
tric surgery. (3, 4)

Other Latin American experiences of laparoscopic 
retrograde endoscopic retrograde cholangiopancreatogra-
phy (ERCP) have already been published, (5, 6) so the 
objective of this paper is to discuss the approach using this 
technique for managing bile duct stones in a patient with a 
history of Roux-en-Y gastric bypass (RYGB) surgery.

CLINICAL CASE

The patient was a 70-year-old woman who had undergone a 
gastric bypass in 2008 and laparoscopic cholecystectomy in 
2013. She came to the hospital after having suffered abdo-
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minal pain for one year. After magnetic resonance cholan-
giopancreatography (MRC) identified a 5 mm calculus at 
the distal end of the bile duct. The patient was hospitalized. 
Because of her history of RYGB which alters the anatomy 
and affects the usual endoscopic approach to the pathway 
bile, she was scheduled for laparoscopic-assisted trans-
gastric endoscopic retrograde cholangiopancreatography 
(LAERCP).

Prior to laparoscopy to allow the duodenoscope to enter 
the stomach, the second duodenal portion where the 
major papilla is usually located was found (Figure 1). The 
extrahepatic and intrahepatic bile ducts were dilated and 
a calculus was found inside. The ducts were canalized and 
electrosurgical biliary sphincterotomy was performed. The 
bile duct was explored with a basket, and the calculus was 
extracted without complications.

Figure 1. Major papilla and bile duct canalization with arch papillotome.

As of March 2018, the patient continued to be free of all 
digestive symptoms.

DISCUSSION

Rapid weight loss in patients who undergo RYGB is con-
sidered a risk factor for gallstone formation, (3) posto-
perative weight loss of more than 25% of original weight 
reportedly is associated with the formation of symptomatic 
gallstones, (7) and about 35% of patients develop biliary 
lithiasis in the first 12 months after bariatric surgery. (8)

Under normal conditions, ERCP is performed with a 
side-viewing duodenoscope inserted through the mouth 
and into the second portion of the duodenum to canalize 
the papilla. This successful technique combines endoscopy 
with radiological imaging. However, even in expert hands 
complications including bleeding, perforations, cholangitis 

and pancreatitis can occur. (9) For this reason, ERCP is 
considered an advanced endoscopy technique that requires 
special training. (10, 11)

The difficulties and complications inherent to ERCP 
increase when performed in altered anatomy. When ERCP 
is performed in patients with altered anatomy, important 
challenges determine the procedure’s success rate. These 
include ability to intubate the duodenum, ability to face the 
major papilla, ability to enter and canalize the major papilla, 
therapeutic success, total time of intervention, and compli-
cations inherent to the procedure. Due to these difficulties, 
ERCP should be performed at referral centers for advanced 
endoscopy with the support of a multidisciplinary team of 
gastroenterologists, radiologists, surgeons and anesthesio-
logists who can facilitate success and mitigate the number 
of complications. (8)

There is no protocol on how to perform ERCP in post-
bariatric surgery patients, and different types of endosco-
pes and endoscopic techniques can be used depending 
on availability and local experience. (11) Nevertheless, 
recommendations for performing ERCP in patients who 
have altered anatomy have recently been published. (12) 
For patients with Billroth II anatomy, biliary access is simi-
lar with front and side view endoscopes, but the latter are 
associated with increased risks of perforation. (12) In these 
cases, the major papilla can be reached since the afferent 
loop is relatively short, but the main challenges of duodenal 
intubation and entry into the bile duct remain. A series of 
713 patients has demonstrated a success rate for duodenal 
intubation of 86% and a success rate for bile duct canali-
zation of 94%. The overall perforation rate was 1.8%. (13)

ERCP assisted by single or double balloon enteroscopy 
is one of the recommended options for patients who have 
undergone RYGB. The ERCP technique assisted by dou-
ble balloon enteroscopy consists in advancing through the 
small intestine by inflating and deflating balloons until the 
major papilla is reached allowing canalization of the bile 
duct. A multicenter study of 159 ERCPs performed in 129 
patients who had undergone RYGB found 69% duodenal 
access with double balloon enteroscopy and 72% with sim-
ple enteroscopy. The ERCP success rate was 88%. (14)

A recently published metaanalysis covering 15 clinical 
trials with 461 patients has evaluated diagnostic and thera-
peutic success of ERCP assisted by simple enteroscopy in 
patients who had undergone RYGB, hepaticojejunostomy 
or the Whipple procedure. In general, the success rate for 
ERCP by simple enteroscopy was 81% with an adverse 
event rate of 6.5%. (15)

Since oral access is difficult in patients who have under-
gone gastric bypasses and ERCP assisted by enteroscopy 
has disadvantages such as long duration of the procedure, 
difficulty orienting endoscopy equipment, less maneuve-
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mortality. For this reason, transgastric ERCP assisted by 
laparoscopy is a safe and successful method for manage-
ment of biliary pathology in patients with modified ana-
tomy following RYGB.
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