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INTRODUCTION 

Obesity - defined as a body mass index of 30 kg/m² or 

more – is a chronic, relapsing, debilitating, life-long disease, 

officially recognized by the World Health organization as a 

global pandemic.  

Severe obesity is associated with harmful co-morbidities, 

including type 2 diabetes mellitus, hypertension, dyslipidemia, 

obstructive sleep apnea, polycystic ovarian syndrome, non-

alcoholic steatohepatosis, asthma, back and lower limb 

degenerative problems, cancer and depression.  

Traditional approaches to weight loss including diet, 

exercise and medication achieve no more than 5-10% reduction 

in body weight, with high recidivism rates.  

Bariatric surgery achieves sustained long-term weight loss 

and causes remarkable improvement in co-morbidities. It is 

highly cost effective.  

The international guidelines on patient suitability for 

surgery are a body mass index of >40 kg/m² or >35 kg/m² 

together with obesity-related diseaseAll patients should be 

assessed preoperatively by multidisciplinary team that includes: 
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dedicated surgeons, physicians, nutritionists, psychiatrists, 

nurses, and patient support staff. Endocrine causes must be 

excluded and co-morbidity must be ameliorated, so that 

operative risk is minimized.  

The most commonly performed bariatric operations 

worldwide are Roux -en-Y gastric bypass, minigastric bypass 

with omega loop formation, adjustable gastric banding and 

sleeve gastrectomy. All of them are done laparoscopically. Less 

common procedures are vertical banded gastroplasty, 

biliopancreatic diversion and duodenal switch  

The rationale for performing an oesophago-

gastroduodenoscopy before bariatric surgery is to detect and/or 

treat lesions that might potentially affect the type of surgery 

performed, cause complications in the immediate postoperative 

period, or result in symptoms after surgery. The role of 

oesophago-gastroduodenoscopy in the preoperative evaluation 

of patients undergoing bariatric surgery may be based, in part, 

on the presence or absence of symptoms as reflux symptoms, 

dysphagia, and/or dyspepsia.  

Multiple studies have demonstrated that routine endoscopy 

before gastric banding, vertical banded gastroplasty and Roux-

en-Y gastric bypass can identify a variety of pathologies, 
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including hiatal hernia, oesopohagitis and gastric ulcers. The 

majority of patients in these studies were asymptomatic. 

Helicobacter pylori infection is present in 30-40% of patients 

scheduled for bariatric surgery, and preoperative testing in these 

patients may be useful.  

Recent guidelines recommend preoperative upper 

endoscopy in all patients before bariatric surgery, regardless of 

the presence or absence of symptoms.  

Endoscopic therapy for morbid obesity is desirable. 

Endoscopic placement of intragastric balloon has gained 

popularity as a temporary measure in an attempt to render 

severely obese patients fitter for surgery by initial weight loss.  

Another role of endoscopy in the treatment of obesity is 

primary obesity surgery endolumenal (POSE) procedure, where 

gastric plications are created to approximate the anterior and 

posterior gastric walls to achieve functional volume reduction 

in the gastric body and fundus using transoral endoscopy.  

Symptoms after bariatric surgery such as nausea, vomiting, 

and abdominal pain are common after bariatric surgery. 

Common presenting symptoms are not usually sufficient for 
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diagnosis and endoscopic evaluation is warranted in this patient 

population.  

An endoscopy is the preferred strategy, unless there is a 

suspicion of leaks or fistulas, when contrast radiography may 

be more appropriate initially. It was concluded that therapeutic 

endoscopy is useful for management of postoperative bariatric 

surgical complications.    

The majority of patients who undergo endoscopic 

evaluation of their symptoms postoperatively are found to have 

normal endoscopic findings.  

Common abnormal findings include marginal ulcer, 

anastomotic stenosis, staple line disruption, erosive 

oesopohagitis, gastric ulcer, gastro-gastric fistula, and food 

impaction. There are no set guidelines on when to 

endoscopically evaluate patients after bariatric surgery. Thus 

recognizing symptoms postoperatively and being familiar with 

the spectrum of endoscopic abnormalities related to bariatric 

surgery will aid in early diagnosis and treatment. 

Endoscopic dilation of anastomotic stricture can be 

performed safely and effectively.  


