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Anatomical post-surgical alterations of the upper gastrointestinal (GI) tract have always been challenging for performing

diagnostic and therapeutic endoscopy, especially when biliopancreatic diseases are involved. Esophagectomy,

gastrectomy with various reconstructions and pancreaticoduodenectomy are among the most common surgeries causing

upper GI tract alterations. Several different techniques developed over the years for biliopancreatic diseases in altered

anatomy, in order to perform both endoscopic ultrasound (EUS) and endoscopic retrograde cholangiopancreatography

(ERCP). They included enteroscopy-assisted ERCP (double and single balloon enteroscopy-ERCP, spiral enteroscopy-

ERCP) laparoscopic assisted ERCP, EUS-Directed transgastric ERCP, EUS-directed transgastric intervention, gastric

access temporary for endoscopy, and percutaneous assisted trans prosthetic endoscopic therapy.
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1. Introduction

Anatomical gastrointestinal (GI) alterations have always been challenging for performing endoscopy, both in case of

diagnostic and therapeutic procedures. Moreover, surgery of the upper GI tract is indicated in different conditions, from

oncologic to metabolic and bariatric ones. While the aim of the oncologic surgery is the radical tumor resection, a proper

modelling of the stomach and adequate anatomical reconstruction of small bowel are the key to bariatric surgery, with the

goal to reduce cost and encourage metabolic changes. Overall, esophagectomy, gastrectomy (with its variants) and

pancreaticoduodenectomy are among the most common surgeries causing upper GI tract alteration. Many GI tumors

among the approximately 22,000 gastric cancers, 60,000 pancreatic cancers and 19,000 esophageal cancers diagnosed

annually in the United States  require demolitive surgery. In addition, obesity has presently emerged as a western

pandemic, so much that bariatric surgery for severe obesity or other metabolic diseases is among the most commonly

performed GI interventions. Over the past few years, technological improvements and new methods have increased the

endoscopic success in those patients with altered anatomy. Surely, a proper knowledge of the anatomical alterations has

been fundamental to perform endoscopy in those patients. In 2011 the global total number of bariatric surgeries was

approximately 340,000 , and among them Roux-en-Y-Gastric Bypass (RYGB) exceeded other bariatric procedures by

70–80% . In addition, about one-third of post bariatric patients develops gallstones . Furthermore, patients with altered

anatomy may also develop those biliopancreatic disorders, which require advanced endoscopy, as endoscopic ultrasound

(EUS) or endoscopic retrograde cholangiopancreatography (ERCP). On one hand, a GI post-surgical alteration anatomy

may represent for EUS an unpassable hurdle for pancreatic examination and tissue acquisition (TA), because of the

difficulty in achieving adequate scans of the pancreas or the distal bile duct, while on the other, it could be insurmountable

to achieve the papillary region or the bilioenteric anastomosis during standard ERCP.

2. Biliopancreatic Endoscopy in Altered Anatomy

2.1. Surgical Anatomical Variant

Indications for upper GI surgery may include both malignant and benign indications, as peptic ulcer or dysmetabolic

diseases in the latter case. Surgical techniques causing a higher difficulty in the post-surgery endoscopic management

mainly involve the gastro-duodenal portion, even if esophageal surgery may determine relevant alteration of the anatomy

as well. Total or distal esophagectomy, total or sleeve gastrectomy, partial gastrectomy with different reconstruction

procedures (i.e.,Billroth I, Billroth II, Roux-en-Y reconstruction) and pancreaticoduodenectomy with its variants are the

most involved in relevant anatomic alteration for endoscopic procedures.

2.2. Diagnostic Endoscopic Ultrasound in Altered Anatomy

Endoscopic ultrasound (EUS) is nowadays routinely performed as valuable procedure for detection, staging, and

cytohistological characterization of biliopancreatic diseases. An altered anatomy of upper GI tract may represent an issue
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for an appropriate pancreatic examination and tissue acquisition (TA), due to the difficulty in achieving a proper scan of

the pancreas or the bile duct. The quality of endosonographic image resolution is dependent on the proximity of the

transducer to the biliopancreatic region, so successful EUS in altered anatomy depends on the knowledge of the anatomic

post-surgery alteration and endosonographer experience. Moreover, even experienced endosonographers may not be

able to find the way to obtain adequate window, and to move an echoendoscope through an altered anatomy, especially

when anastomotic reconstructions are unclear or particularly laborious. Combined techniques consider other access to

the biliopancreatic region, in order to avoid anatomic alterations. In fact, Bowman et al.  analyzed patients who required

laparoscopic biliopancreatic endoscopy, mainly for choledocholithiasis, presenting five patients who performed diagnostic

laparoscopic EUS (LA-EUS) before laparoscopic ERCP (LA-ERCP) with a success rate of 100%. Moreover, diagnostic

EUS with TA in altered anatomy could be difficult, but surgical tissue acquisition should be considered after at least an

endoscopic attempt due to its invasiveness. A decade ago, Wilson et al.  showed a success rate of EUS-TA of 73.94%

among 188 patients with heterogeneous surgical alterations (Billroth I, Billroth II, Roux-en-Y, gastric bypass, Whipple,

Puestow, Nissen fundoplication, esophagectomy) with no AEs reported. More recently, a retrospective study of 242

patients showed a rate of AEs after diagnostic EUS of 1.24% and an overall technical success rate of 78.2%. Actually, the

EUS technical success rate was shown to vary depending on the different surgical alterations.In fact, a low success rate

was seen in the Roux-en-Y gastric bypass (62.5%) and total gastrectomy (66.7%), while a high success rate was showed

in sleeve gastrectomy and Billroth I anastomosis (100 and 95.7%, respectively). In general, TA-failure may also happen

due to various reasons, including failed visualization, lesions too deep to be punctured or lesions being impossible to

penetrate.

2.3. Biliopancreatic Interventional Endoscopy in Altered Anatomy

2.3.1. Endoscopic Retrograde Cholangiopancreatography (ERCP)

ERCP on surgically altered anatomy is laborious, technically difficult and associated withhigher rate of failure and adverse

events in comparison with standard procedures, especially in those with most complex reconstructions . First reports of

ERCP techniques in altered anatomy dated back to 40 years ago, with attempts in using a pediatric colonoscope in Roux-

en-Y anatomy . Later, Elton et al. described their use of a pediatric colonoscope and enteroscope for diagnostic and

therapeutic intervention in long limb bypass patients, with an overall success rate of 84% and cannulation rate of 94%.

Despite the high success rates, technical disadvantages included the lack of side viewing orientation and an elevator, and

a channel size that precluded the use of conventional stents and accessories . Among the first reports on the use of

conventional duodenoscope in altered anatomy, Hintze et al. reported a success rate of only 33% in reaching the papilla

in RYGB, and 67% in patients with Billroth II anastomoses.  The use of a forward-viewing colonoscope and the

duodenoscope in long limb Roux-en-Y gastrojejunostomy patients to perform ERCP was later reported by Wright et al.

with a 67% of ERCP success rate . Given the challenge, the development of new tools to improve procedural success

remainsthe goal. In fact, instrumental upgrades haves been attempted over the years: multibending backward–oblique-

viewing duodenoscope,  variable-stiffness duodenoscope,  and multibending forward-viewing endoscope (M-scope)

, but have yet to become routinely used in clinical practice. Alternative techniques consider single-balloon and double-

balloon enteroscopes to perform ERCP in altered anatomy, but the long endoscope length limits the use of conventional

ERCP accessories . For this reason, the short-type single-balloon and double-balloon enteroscopes have been

developed as alternatives . Even if the underwater technique is primarily used to perform colonoscopy, the underwater-

ERCP using a cap-assisted pediatric colonoscope was recently proposed in six patients with altered anatomy as an

alternative, achieving a success rate of 100% without any AEs . Furthermore, many case reports have been published

during the last decade, showing alternative techniques for ERCP in different scenarios, varying from management of

Mirizzi syndrome in Billroth II reconstruction to cholangiocarcinoma in RYGB . In 2006, the short

length double-balloon enteroscopy (s-DBE) was firstly used to perform ERCP in RYGB patients . Since then, the

technique has been based on using the short type of endoscope in order to permit to use ERCP accessories (155 cm of

length, with a working channel of 3.2 mm). Later, in 2008, ERCP in RYGB patients was reported with the single balloon

(SBE) tip overtube, which had a length similar to the long DBE scope (200 cm) with a thinner working channel (2.8 mm).

These techniques have showed different success rates over the years, depending mostly on the surgical alterations.

Overall, sDBE-ERCP had a success rate between 70.7 and 96% , while SBE-ERCP appeared to be

as effective as sDBE, with a success rate among 73 and 92.3% . Among studies about SBE-ERCP, Lenze et

al.  in a prospective single-center study, showed a lower success rate (57.7%), but they also found in univariate

analysis that malignant biliary obstruction had a significantly higher risk of SBE-ERCP failure (OR = 11.33, p = 0.001).

Another alternative enteroscopy-assisted technique is spiral enteroscopy (SE), which Ali  and Zouhairi 

demonstrated to be successfull among RYGB patients to reach the papilla in 86% and 76.2% of cases, with an overall

success rate for SE-ERCP of 86% and 64.3%, respectively. Moreover, a retrospective study compared SBE-ERCP and
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SE-ERCP on 54 patients with Roux-en-Y anatomy, showing similar diagnostic and therapeutic yield (diagnostic yield of

48.3% and 40%, respectively), and no significant differences on the rate of E-AEs (only one AE after SBE-ERCP) . 

2.3.2. EUS-Guided Procedures

Although different aforementioned techniques have been proposed over the years to perform biliopancreatic endoscopy in

altered anatomy, improving technical success still needs some implementation and alternatives. Therefore, EUS-guided or

assisted procedures to perform ERCP are increasing and many case reports without routine solutions have been reported

over the years , both to get access to the biliary limb and for directly performing the procedure. Recently, a

water-filled diagnostic and therapeutic EUS procedure has been proposed for patients with Billroth II or Roux-en-Y

reconstruction, in order to achieve a higher success rate and lower adverse event rate, but few cases are described in

literature to properly understand its efficacy . In the last decade, a novel technique has been developed in RYGB

patients, the EUS-directed transgastric ERCP (EDGE). Kedia et al.  proposed the initial technique as a two-stage

procedure (double stage EDGE): firstly, inserting a percutaneous gastrostomy (PEG) tube in the excluded stomach after

the EUS-assisted identification and distension of the excluded cavity through the pouch; later, the PEG-tube was

exchanged for a fully covered self-expanded metal stent (FCSEMS) and anterograde ERCP was performed via the

percutaneous FCSEMS. This technique did not propagate as expected due to some limitation, as the risk of PEG site

infection (two of the six patients reported in Kedia’s series experienced PEG site infection) and the inability to perform it in

case of urgency (i.e., cholangitis). A year later, Kedia et al.  improved their technique with the development of the

single-stage EDGE (SS-EDGE) thanks to the spread of the Luminal Apposing Metal Stent (LAMS) in clinical practice. In

fact, the upgraded technique entails the creation of a gastro–gastric (G–G) or jejunogastric (J-G) fistula with the excluded

stomach through a EUS-guided LAMS placement, avoiding the percutaneous access. This case series of five patients

with RYGB treated with SS-EDGE reported a technical success of 100% using the 15 mm diameter LAMS, even if initially

two of five patients showed difficulty in passing the duodenoscope through the LAMS and three of the five experienced

stent migration. Nonetheless, severe AE were not reported. The technique contemplates the use of either over-the-wire

(OTW) LAMS placement or the freehand technique to release LAMS, depending on expertise and availability of the

centers. The studies about EDGE reported an extremely high success rate of this novel technique, between 96.5 and

100% . Adverse events include mostly LAMS maldeployment and migration, which seemed to be

mainly seen in those studies in which authors used the OTW technique. The freehand technique seems to give an

advantage in terms of LAMS migration.

2.3.3. Alternative Access

Alternative techniques for permitting biliopancreatic endoscopy in altered anatomy have been proposed, including LA-

ERCP, percutaneous assisted trans prosthetic endoscopic therapy (PATENT), and the abovementioned EDGE procedure.

These alternative techniques permit the use of a conventional duodenoscope with its available standard ERCP

accessories. PATENT permits to achieve direct access to the GI area were excluded after surgery, as the biliopancreatic

area, and can be performed with device-assisted enteroscopy (DAE) or EUS-guided endoscopy. More precisely, PATENT

technique entails the creation of a percutaneous access to GI tract in order to facilitate reaching the area of interest. DAE-

PATENT consists of deploying a percutaneous gastrostomy (PEG) tube in the excluded stomach of RYGB patients

through an enteroscope, with subsequent performance of ERCP via the PEG. Data from a retrospective case series of

five patients showed technical success in all of the procedures attempted and only one AE . The other way to perform

PATENT is the EUS-guided technique, but few data are available in the literature about this EUS-guided gastrostomy

application and they are mainly pilot studies . The EUS-PATENT technique consists of the ultrasound identification

of the remnant stomach through the gastric pouch (ultrasound visualization of the sand dollar sign helps to correctly

identify the excluded stomach ), EUS-guided puncture of remnant cavity and filling it with contrast and carbon dioxide.

These maneuvers are necessary to percutaneously detect the excluded stomach in order to correctly insert the devices

for PEG insertion. These techniques are obviously not routinely used in clinical practice, because they need a tertiary

center and endoscopists with high expertise. Another way to get direct access to the excluded GI area with the scope is

performing LA-ERCP, which was first described about 20 years-ago by Peters et al. . This procedure entails a

laparoscope-assisted surgical port placement into the excluded stomach, followed by percutaneous passage of the

duodenoscope via the lap port into the duodenum.

3. Conclusions

In conclusion, recent evidence suggests the consideration of the novel techniques currently available when approaching

patients with altered anatomy who require biliopancreatic endoscopy. The choice of the technique should take into

consideration local expertise, previous surgical intervention, indication and the reported success rate in literature.

Moreover, a multidisciplinary approach should be routinely applied, with the collaboration among gastroenterologists,
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radiologists and surgeons in order to better manage the most complex ones among those biliopancreatic patients with

altered anatomy. Finally, standardization of outcomes, in terms of technical and clinical success, is mandatory to make

results comparable and applicable to clinical practice.

References

1. Siegel, R.; Ma, J.; Zou, Z.; Jemal, A. Cancer statistics, 2014. CA Cancer J. Clin. 2014, 64, 9–29. CA Cancer J. Clin.
2014, 64, 364.

2. Siegel, R.L.; Miller, K.D.; Fuchs, H.E.; Jemal, A. Cancer Statistics, 2021. CA Cancer J. Clin. 2021, 71, 7–33.

3. Buchwald, H.; Oien, D.M. Metabolic/bariatric surgery worldwide 2011. Obes. Surg. 2013, 23, 427–436.

4. Santry, H.P.; Gillen, D.L.; Lauderdale, D.S. Trends in bariatric surgical procedures. J. Am. Med. Assoc. 2005, 294,
1909–1917.

5. Nagem, R.G.; Lázaro-da-Silva, A.; de Oliveira, R.M.; Morato, V.G. Gallstone-related complications after roux-en-Y
gastric bypass: A prospective study. Hepatobiliary Pancreat. Dis. Int. 2012, 11, 630–635.

6. Bowman, E.; Greenberg, J.; Garren, M.; Guda, N.; Rajca, B.; Benson, M.; Pfau, P.; Soni, A.; Walker, A.; Gopal, D.
Laparoscopic-assisted ERCP and EUS in patients with prior roux-en-Y gastric bypass surgery: A dual-center case
series experience. Surg. Endosc. 2016, 30, 4647–4652.

7. Wilson, J.A.; Hoffman, B.; Hawes, R.H.; Romagnuolo, J. EUS in patients with surgically altered upper GI anatomy.
Gastrointest. Endosc. 2010, 72, 947–953.

8. Chahal, P.; Baron, T.H.; Topazian, M.D.; Petersen, B.T.; Levy, M.J.; Gostout, C.J. Endoscopic retrograde
cholangiopancreatography in post-Whipple patients. Endoscopy 2006, 38, 1241–1245.

9. Gostout, C.J.; Bender, C.E. Cholangiopancreatography, sphincterotomy, and common duct stone removal via roux-en-
Y limb enteroscopy. Gastroenterology 1988, 95, 156–163.

10. Elton, E.; Hanson, B.L.; Qaseem, T.; Howell, D.A. Diagnostic and therapeuticERCP using an enteroscope and a
pediatric colonoscopeinlong-limb surgical bypass patients. Gastrointest. Endosc. 1998, 47, 62–67.

11. Hintze, R.E.; Adler, A.; Veltzke, W.; Abou-Rebyeh, H. Endoscopic access to the papilla of Vater for endoscopic
retrograde cholangiopancreatography in patients with Billroth II or Roux-en-Y gastrojejunostomy. Endoscopy 1997, 29,
69–73.

12. Wright, B.E.; Cass, O.W.; Freeman, M.L. ERCP in patients with long-limb Roux-en-Y gastrojejunostomy and intact
papilla. Gastrointest. Endosc. 2002, 56, 225–232.

13. Imazu, H.; Kanazawa, K.; Ikeda, K.; Kakutani, H.; Sumiyama, K.; Ang, T.L.; Omar, S.; Tajiri, H. Initial evaluation of a
novel multibending backward-oblique viewing duodenoscope in endoscopic retrograde cholangiopancreatography.
Endoscopy 2012, 44, 99–102.

14. Adler, D.G. Initial report of a variable stiffness duodenoscope for use during endoscopic retrograde
cholangiopancreatography. J. Clin. Gastroenterol. 2011, 45, 590–592.

15. Koo, H.C.; Moon, J.H.; Choi, H.J.; Ko, B.M.; Hong, S.J.; Cheon, Y.K.; Cho, Y.D.; Lee, J.S.; Lee, M.S.; Shim, C.S. The
utility of a multibending endoscope for selective cannulation during ERCP in patients with a Billroth II gastrectomy (with
video). Gastrointest. Endosc. 2009, 69, 931–934.

16. Moreels, T.G. ERCP in the patient with surgically altered anatomy. Curr. Gastroenterol. Rep. 2013, 15, 343.

17. Yamauchi, H.; Kida, M.; Okuwaki, K.; Miyazawa, S.; Iwai, T.; Takezawa, M.; Kikuchi, H.; Watanabe, M.; Imaizumi, H.;
Koizumi, W. Short-type single balloon enteroscope for endoscopic retrograde cholangiopancreatography with altered
gastrointestinal anatomy. World J. Gastroenterol. 2013, 19, 1728–1735.

18. Fugazza, A.; Anderloni, A.; Paduano, D.; Badalamenti, M.; Maselli, R.; Carrara, S.; Gabbiadini, R.; Colombo, M.;
Spadaccini, M.; Cappello, A.; et al. Underwater cap-assisted endoscopic retrograde cholangiopancreatography in
patients with surgically altered anatomy: A pilot study. Endoscopy 2021, 53, 927–931.

19. Haapamäki, C.; Udd, M.; Kylänpää, L. Benign biliary strictures treated with fully covered metallic stents in patients with
surgically altered anatomy using double balloon enteroscopy. J. Laparoendosc. Adv. Surg. Tech. 2015, 25, 1029–1032.

20. Kawakami, H.; Kuwatani, M.; Kawahata, S. Peroral ultra-slim endoscopy-guided biliary drainage and stone extraction
for postoperative upper gastrointestinal stenosis with a naïve papilla (with videos). J. Hepatobiliary Pancreat. Sci. 2015,
22, 571–572.

21. Rahimi, E.; Thosani, N.; Catalano, M. Dual-operator technique by use of digital cholangioscope through colonoscope-
assisted ERCP in a patient with altered anatomy. Video GIE 2016, 1, 76–77.



22. Samarasena, J.B.; Huang, J.Y.; Chin, M.; Chang, K.J.; Lee, J.G. Altered anatomy ERCP with spiral overtube-assisted
stent placement. Gastrointest. Endosc. 2016, 84, 738.

23. Tonozuka, R.; Itoi, T.; Sofuni, A.; Tsuchiya, T.; Ishii, K.; Tanaka, R.; Honjo, M.; Mukai, S.; Yamamoto, K.; Fujita, M.; et al.
Novel peroral direct digital cholangioscopy-assisted lithotripsy using a monorail technique through the overtube in
patients with surgically altered anatomy (with video). Dig. Endosc. 2019, 31, 203–208.

24. Wei, M.T.; Friedland, S.; Watson, R.R.; Hwang, J.H. Use of a rigidizing overtube for altered-anatomy ERCP. Video GIE
2020, 5, 664–666.

25. Rizzo, G.E.M.; Di Carlo, G.; Rizzo, G.; Ferro, G.; Corbo, G.; Sciumè, C. Mirizzi syndrome in a patient with partial
gastrectomy with Billroth II anastomosis: A case report. Int. J. Surg. Case Rep. 2020, 77, 549–553.

26. Mazzeo, C.; Badessi, G.; Pallio, S.; Viscosi, F.; Cucinotta, E. Laparoscopic assisted ERCP in patient with Roux-en-Y
gastric bypass. A case report. Int. J. Surg. Case Rep. 2021, 81, 105837.

27. Aabakken, L.; Bretthauer, M.; Line, P. Double-balloon enteroscopyforendoscopic retrograde cholangiography in
patients with a roux-en-Y anastomosis. Endoscopy 2007, 39, 1068–1071.

28. Ishihara, Y.; Matsumoto, K.; Kato, H.; Tsutsumi, K.; Tomoda, T.; Matsumi, A.; Miyamoto, K.; Yamazaki, T.; Saragai, Y.;
Fujii, Y.; et al. Treatment outcomes, including risk factors of stone recurrence, for hepatolithiasis using balloon-assisted
endoscopy in patients with hepaticojejunostomy (with video). Surg. Endosc. 2021, 35, 1895–1902.

29. Kogure, H.; Sato, T.; Nakai, Y.; Ishigaki, K.; Hakuta, R.; Saito, K.; Takahara, N.; Hamada, T.; Mizuno, S.; Yamada, A.; et
al. Endoscopic management of pancreatic diseases in patients with surgically altered anatomy: Clinical outcomes of
combination of double-balloon endoscopy- and endoscopic ultrasound-guided interventions. Dig. Endosc. 2021, 33,
441–450.

30. Sato, T.; Kogure, H.; Nakai, Y.; Ishigaki, K.; Hakuta, R.; Saito, K.; Takahara, N.; Hamada, T.; Mizuno, S.; Yamada, A.; et
al. Double-balloon endoscopy-assisted treatment of hepaticojejunostomy anastomotic strictures and predictive factors
for treatment success. Surg. Endosc. 2020, 34, 1612–1620.

31. Fujimoto, T.; Mori, Y.; Nakashima, Y.; Ohtsuka, T.; Nakamura, S.; Gotoh, Y.; Date, K.; Sadakari, Y.; Nakata, K.;
Miyasaka, Y.; et al. Endoscopic retrograde cholangiopancreatography in patients with surgically altered gastrointestinal
anatomy: A retrospective study. Int. Surg. 2019, 103, 184–190.

32. Yamada, A.; Kogure, H.; Nakai, Y.; Takahara, N.; Mizuno, S.; Tada, M.; Koike, K. Performance of a new short-type
double-balloon endoscope with advanced force transmission and adaptive bending for pancreaticobiliary intervention in
patients with surgically altered anatomy: A propensity-matched analysis. Dig. Endosc. 2019, 31, 86–93.

33. Cho, S.; Kamalaporn, P.; Kandel, G.; Kortan, P.; Marcon, N.; May, G. ‘Short’ double-balloon enteroscope for endoscopic
retrograde cholangiopancreatography in patients with a surgically altered upper gastrointestinal tract. Can. J.
Gastroenterol. 2011, 25, 615–619.

34. Hakuta, R.; Kogure, H.; Nakai, Y.; Hamada, T.; Sato, T.; Suzuki, Y.; Inokuma, A.; Kanai, S.; Nakamura, T.; Noguchi, K.;
et al. Feasibility of balloon endoscope-assisted endoscopic retrograde cholangiopancreatography for the elderly.
Endosc. Int. Open 2020, 8, E1202–E1211.

35. Shimatani, M.; Takaoka, M.; Ikeura, T.; Mitsuyama, T.; Okazaki, K. Evaluation of endoscopic retrograde
cholangiopancreatography using a newly developed short-type single-balloon endoscope in patients with altered
gastrointestinal anatomy. Dig. Endosc. 2014, 26, 147–155.

36. Tomizawa, Y.; Sullivan, C.T.; Gelrud, A. Single balloon enteroscopy (SBE) assisted therapeutic endoscopic retrograde
cholangiopancreatography (ERCP) in patients with roux-en-Y anastomosis. Dig. Dis. Sci. 2014, 59, 465–470.

37. Wang, A.Y.; Sauer, B.G.; Behm, B.W.; Ramanath, M.; Cox, D.G.; Ellen, K.L.; Shami, V.M.; Kahaleh, M. Single-balloon
enteroscopy effectively enables diagnostic and therapeutic retrograde cholangiography in patients with surgically
altered anatomy. Gastrointest. Endosc. 2010, 71, 641–649.

38. Yane, K.; Katanuma, A.; Maguchi, H.; Takahashi, K.; Kin, T.; Ikarashi, S.; Sano, I.; Yamazaki, H.; Kitagawa, K.;
Yokoyama, K.; et al. Short-type single-balloon enteroscope-assisted ERCP in postsurgical altered anatomy: Potential
factors affecting procedural failure. Endoscopy 2017, 49, 69–74.

39. Lenze, F.; Meister, T.; Matern, P.; Heinzow, H.S.; Domschke, W.; Ullerich, H. Single-balloon enteroscopy-assisted
endoscopic retrograde cholangiopancreaticography in patients with surgically altered anatomy: Higher failure rate in
malignant biliary obstruction-a prospective single center cohort analysis. Scand. J. Gastroenterol. 2014, 49, 766–771.

40. Ali, M.F.; Modayil, R.; Gurram, K.C.; Brathwaite, C.E.M.; Friedel, D.; Stavropoulos, S.N. Spiral enteroscopy-assisted
ERCP in bariatric-length Roux-en-Y anatomy: A large single-center series and review of the literature (with video).
Gastrointest. Endosc. 2018, 87, 1241–1247.



41. Zouhairi, M.E.; Watson, J.B.; Desai, S.V.; Swartz, D.K.; Castillo-Roth, A.; Haque, M.; Jowell, P.S.; Branch, M.S.;
Burbridge, R.A. Rotational assisted endoscopic retrograde cholangiopancreatography in patients with reconstructive
gastrointestinal surgical anatomy. World J. Gastrointest. Endosc. 2015, 7, 278–282.

42. Lennon, A.M.; Kapoor, S.; Khashab, M.; Corless, E.; Amateau, S.; Dunbar, K.; Chandrasekhara, V.; Singh, V.; Okolo,
P.I. Spiral assisted ERCP is equivalent to single balloon assisted ERCP in patients with Roux-en-Y anatomy. Dig. Dis.
Sci. 2012, 57, 1391–1398.

43. Hisa, T.; Momoi, T.; Shimizu, T.; Furutake, M.; Takamatsu, M.; Ohkubo, H. Endoscopic ultrasound-guided antegrade
stone removal in a patient with pancreatic stones and anastomotic stricture after end-to-side pancreaticojejunostomy.
Pancreatology 2013, 13, 452–454.

44. Hisada, Y.; Hijioka, S.; Ohba, A.; Nagashio, Y.; Kanai, Y.; Okusaka, T.; Saito, Y. Novel endoscopic ultrasound-guided
hepaticoduodenostomy using a forward-viewing echoendoscope for altered anatomy. Endoscopy 2021, 53, E340–
E342.

45. Anderloni, A.; Fugazza, A.; Maroni, L.; Troncone, E.; Milani, O.; Cappello, A.; Alkandari, A.; Repici, A. Endoscopic
ultrasound-guided gallbladder drainage by transduodenal lumen-apposing metal stent in a patient with Roux-en-Y
reconstruction. Ann. Gastroenterol. 2019, 32, 522–524.

46. Novikov, A.; Kumta, N.A.; Samstein, B.; Kahaleh, M. Endoscopic ultrasound-guided transhepatic biliary drainage in
altered anatomy: A two-step approach. Endoscopy 2016, 48 (Suppl. S1).

47. Perez-Miranda, M.; Sanchez-Ocaña, R.; De La Serna Higuera, C.; Diez-Redondo, P.; Nuñez, H.; Vallecillo, M.A.
Transenteric anastomosis with lumen-apposing metal stent as a conduit for iterative endotherapy of malignant biliary
obstruction in altered anatomy. Gastrointest. Endosc. 2014, 80, 339.

48. Mangiavillano, B.; Carrara, S.; Eusebi, L.H.; Auriemma, F.; Bianchetti, M.; Repici, A. Water-filled technique for
therapeutic pancreato-biliary EUS in patients with surgically altered anatomy. Endosc. Int. Open 2021, 9, E487–E489.

49. Kedia, P.; Sharaiha, R.Z.; Kumta, N.A.; Kahaleh, M. Internal EUS-directed transgastric ERCP (EDGE): Game over.
Gastroenterology 2014, 147, 566–568.

50. Kedia, P.; Kumta, N.A.; Widmer, J.; Sundararajan, S.; Cerefice, M.; Gaidhane, M.; Sharaiha, R.; Kahaleh, M.
Endoscopic ultrasound-directed transgastric ERCP (EDGE) for Roux-en-Y anatomy: A novel technique. Endoscopy
2015, 47, 159–163.

51. Tyberg, A.; Nieto, J.; Salgado, S.; Weaver, K.; Kedia, P.; Sharaiha, R.Z.; Gaidhane, M.; Kahaleh, M. Endoscopic
Ultrasound (EUS)-Directed Transgastric Endoscopic Retrograde Cholangiopancreatography or EUS: Mid-Term
Analysis of an Emerging Procedure. Clin. Endosc. 2017, 50, 185–190.

52. Ngamruengphong, S.; Nieto, J.; Kunda, R.; Kumbhari, V.; Chen, Y.I.; Bukhari, M.; El Zein, M.H.; Bueno, R.P.; Hajiyeva,
G.; Ismail, A.; et al. Endoscopic ultrasound-guided creation of a transgastric fistula for the management of hepatobiliary
disease in patients with Roux-en-Y gastric bypass. Endoscopy 2017, 49, 549–552.

53. James, T.W.; Baron, T.H. Endoscopic Ultrasound-Directed Transgastric ERCP (EDGE): A Single-Center US Experience
with Follow-up Data on Fistula Closure. Obes. Surg. 2019, 29, 451–456.

54. Bukhari, M.; Kowalski, T.; Nieto, J.; Kunda, R.; Ahuja, N.K.; Irani, S.; Shah, A.; Loren, D.; Brewer, O.; Sanaei, O.; et al.
An international, multicenter, comparative trial of EUS-guided gastrogastrostomy-assisted ERCP versus enteroscopy-
assisted ERCP in patients with Roux-en-Y gastric bypass anatomy. Gastrointest. Endosc. 2018, 88, 486–494.

55. Chiang, A.L.; Gaidhane, M.; Loren, D.E.; Kahaleh, M.; Schlachterman, A.; Millman, J.; Tyberg, A.; Nieto, J.; Kedia, P.;
Tarnasky, P.R.; et al. 338 impact of EUS-directed Transgastric ERCP (EDGE procedure) access route on technical
success and adverse events: A multicenter experience. Gastrointest. Endosc. 2018, 87, AB70–AB71.

56. Kedia, P.; Tarnasky, P.R.; Nieto, J.; Steele, S.L.; Siddiqui, A.; Xu, M.M.; Tyberg, A.; Gaidhane, M.; Kahaleh, M. EUS-
directed Transgastric ERCP (EDGE) Versus Laparoscopy-assisted ERCP (LA-ERCP) for Roux-en-Y Gastric Bypass
(RYGB) Anatomy: A Multicenter Early Comparative Experience of Clinical Outcomes. J. Clin. Gastroenterol. 2019, 53,
304–308.

57. Hsueh, W.; Krafft, M.R.; Abdelqader, A.; Nasr, J. Su1167 EUS-directed Transgastric ERCP with 20 MM lumen-apposing
metal stents in patients with roux-en-Y gastric bypass, are we closer to perfection? Gastrointest. Endosc. 2019, 89,
AB297.

58. Runge, T.M.; Chang, A.; Kowalski, T.E.; James, T.W.; Baron, T.; Nieto, J.; Diehl, D.L.; Krafft, M.R.; Nasr, J.Y.; Kumar, V.;
et al. EUS-Directed Transgastric ERCP (EDGE): A Retrospective, Multicenter Study. Endoscopy 2020, 53, 611–618.

59. Law, R.; Song, L.M.K.W.; Petersen, B.T.; Baron, T.H. Single-session ERCP in patients with previous Roux-en-Y gastric
bypass using percutaneous-assisted transprosthetic endoscopic therapy: A case series. Endoscopy 2013, 45, 671–
675.



60. Law, R.; Grimm, I.S.; Baron, T.H. Modified percutaneous assisted transprosthetic endoscopic therapy for transgastric
ERCP in a gastric bypass patient. Endoscopy 2016, 48 (Suppl. S1), E16–E17.

61. Attam, R.; Leslie, D.; Freeman, M.; Ikramuddin, S.; Andrade, R. EUS-assisted, fluoroscopically guided gastrostomy
tube placement in patients with Roux-en-Y gastric bypass: A novel technique for access to the gastric remnant.
Gastrointest. Endosc. 2011, 74, 677–682.

62. Siddiki, H.; Baron, T.H. The sand dollar sign: A reliable EUS image to identify the excluded stomach during EUS-guided
gastrogastrostomy. Gastrointest. Endosc. 2018, 88, 398–399.

63. Peters, M.; Papasavas, P.K.; Caushaj, P.F.; Kania, R.J.; Gagné, D.J. Laparoscopic transgastric endoscopic retrograde
cholangiopancreatography for benign common bile duct stricture after Roux-en-Y gastric bypass. Surg. Endosc. 2002,
16, 1106.

Retrieved from https://encyclopedia.pub/entry/history/show/36495


