
ERCP in Roux-en-Y gastric bypass: creation of
an antegrade gastrogastric conduit using a fully
covered metal esophageal stent

Endoscopic retrograde cholangiopancrea-
tography (ERCP) in patients with a Roux-
en-Y gastric bypass remains very chal-
lenging. Placement of a large biliary stent
is typically not feasible using single-bal-
loon enteroscopy. We describe the use of
a fully covered, metal esophageal stent to
access the excluded stomach and perform
ERCP.
A 49-year-old woman who had under-
gone Roux-en-Y gastric bypass surgery
and cholecystectomy in 1999was referred
in July 2009 for evaluation of chronic pan-
creatitis associated with abdominal pain
since 2007.Magnetic resonance cholan-
giopancreatography (MRCP) showed
atrophic fibrotic change of the pancreas
with irregularity of the pancreatic duct,
biliary dilatation, and mild dehiscence of
the staple line between the gastric rem-
nant and the excluded stomach.
An initial endoscopy confirmed a defect in
the staple line and using a Hydra wire
(Boston Scientific, Natick, Massachusetts,
USA), the tract was dilated using a balloon
(CRE, Boston Scientific) up to 13.5mm
(●" Fig.1). After the patient had been in-
formed with regard to the off-label use of
the stent, a repeat procedure was carried
out and a 23×105-mm esophageal cov-
ered self-expanding metal stent (CSEMS;
WallFlex, Boston Scientific) was placed to
bridge the gap between the gastric pouch
and the excluded stomach (●" Fig.2). Sub-
sequently, five ERCPs were performed
through the in situ gastrogastric Wall-
Flex-stent conduit for ongoing manage-
ment of the patient’s biliary and pancreat-
ic stricture (●" Fig.3) until the strictures
were resolved, when the esophageal stent
was removed.
Deep enteroscopy, including single or
double balloon-assisted ERCP, has draw-
backs, which include the need for ad-
vanced training, an increased procedure
length, the need for long accessories, and
increased rates of pancreatitis [1]. Lack of
a suitable window for gastrostomy and

the morbidity and infectious risks posed
by an open approach must be considered
in surgery-based approaches [2,3].
This report demonstrates that ERCP can
be safely and effectively performed in pa-
tients with Roux-en-Y gastric bypass in a
staged procedure using a CSEMS to create
a conduit between the gastric remnant
and the excluded stomach to facilitate
biliary and pancreatic access. A recent re-
port showed that ERCP can be performed
via a gastrogastric communication [4];
while another teamplaced a fully covered,
metal biliary stent to endoscopically re-
verse a gastric bypass [5].
In our patient, the need for repeat ses-
sions required the placement of a long-
standing conduit to allow for serial ERCPs.
With the rising number of gastric bypas-
ses being performed, it can be expected
that novel procedures such as these will
be widely replicated in order to offer ad-
vanced pancreaticobiliary interventions
in this type of population.
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Fig.1 Dilation of the dehiscence of the staple
line between the gastric remnant and excluded
stomach in a patient who had previously un-
dergone Roux-en-Y gastric bypass.

Fig.2 Deployment of the esophageal stent
across the tract created between the remnant
and excluded stomach.

Fig.3 Endoscopic retrograde cholangiopan-
creatography (ERCP) with biliary decompres-
sion and pancreatic injection after temporary
stenting.

UCTN – Unusual cases and technical notesE58

Shear W et al. ERCP in Roux-en-Y gastric bypass… Endoscopy 2012; 44: E58–E59

T
hi

s 
do

cu
m

en
t w

as
 d

ow
nl

oa
de

d 
fo

r 
pe

rs
on

al
 u

se
 o

nl
y.

 U
na

ut
ho

riz
ed

 d
is

tr
ib

ut
io

n 
is

 s
tr

ic
tly

 p
ro

hi
bi

te
d.



References
1 Wang AY, Sauer BG, Behm BW et al. Single-

balloon enteroscopy effectively enables
diagnostic and therapeutic retrograde chol-
angiography in patients with surgically
altered anatomy. Gastrointest Endosc 2010;
71: 641–649

2 Baron TH, Vickers SM. Surgical gastrostomy
placement as access for diagnostic and ther-
apeutic ERCP. Gastrointest Endosc 1998; 48:
640–641

3 Baron TH, Chahal P, Ferreira LE. ERCP via ma-
ture feeding jejunostomy tube tract in a pa-
tient with Roux-en-Y anatomy (with video).
Gastrointest Endosc 2008; 68: 189–191

4 Madan A, Urayama S. Successful ERCP in a
Roux-en-Y gastric bypass patient, per-
formed via a small remnant of gastrogastric
communication. Endoscopy 2011; 43 (Suppl
2): E73–E74

5 Wagh MS, Forsmark CE. Endoscopic creation
of a gastrogastric conduit for reversal of gas-
tric bypass. Gastrointest Endosc 2011; 74:
932–933

Bibliography
DOI http://dx.doi.org/
10.1055/s-0031-1291562
Endoscopy 2012; 44: E58–E59
© Georg Thieme Verlag KG
Stuttgart · New York
ISSN 0013-726X

Corresponding author
M. Kahaleh, MD
Advanced Endoscopy
Division of Gastroenterology Hepatology
Department of Medicine
Weill Cornell Medical College
1305 York Avenue, 4th Floor
New York, NY 10021
USA
Fax: +1-646-962-0110
mkahaleh@gmail.com

Shear W et al. ERCP in Roux-en-Y gastric bypass… Endoscopy 2012; 44: E58–E59

UCTN – Unusual cases and technical notes E59

T
hi

s 
do

cu
m

en
t w

as
 d

ow
nl

oa
de

d 
fo

r 
pe

rs
on

al
 u

se
 o

nl
y.

 U
na

ut
ho

riz
ed

 d
is

tr
ib

ut
io

n 
is

 s
tr

ic
tly

 p
ro

hi
bi

te
d.


