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Relief of malignant gastric outlet obstruction with
lumen-apposing metallic stent–assisted percutaneous
endoscopic gastrostomy tube after Roux-en-Y gastric bypass
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INTRODUCTION

Accessing the bypassed portion of the stomach and
small bowel for endoscopic interventions in Roux-en-Y
gastric bypass (RYGB) is challenging. In the case of bowel
obstruction distal to the Roux-en-Y limb, decompression of
the gastric pouch and bypassed stomach can be achieved
with percutaneous enterostomy/gastrostomy tube place-
ment by interventional radiology, deep enteroscopy, or
surgery.1,2 The venting tube is usually placed within
the alimentary limb of the jejunum in these approaches.
However, in certain patients with obstruction distal to
the jejunojejunal anastomosis or within the biliopancre-
atic limb, decompression of the excluded stomach is
required.

Accessing excluded parts of the GI tract via lumen-
apposing metallic stents (LAMSs) has created new possibil-
ities for biliary and luminal interventions in patients with
altered anatomy.1,3 Studies have shown LAMSs can be used
to form gastrogastrostomy to the bypassed stomach to
help relieve bowel obstructions in patients with RYGB.1,3

For patients with obstruction within the distal parts of the
small bowel beyond the level of jejunojejunal anastomosis,
creation of gastrogastrostomy alone may not be optimal.
Currently, no study has demonstrated the feasibility of using
LAMSs to access the bypassed stomach specifically for the
purpose of performing a percutaneous gastrostomy tube
placement.1,3 Here, we present a case of a palliative venting
percutaneous endoscopic gastrostomy (PEG) tube place-
ment using LAMSs in a womanwith RYGB (Video 1, available
online at www.giejournal.org).
ns: LAMS, lumen-apposing metallic stent; PEG, percutaneous
gastrostomy; RYGB, Roux-en-Y gastric bypass.
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CASE DESCRIPTION

A 63-year-old woman with a history of a lap band con-
verted to RYGB andmetastatic small-bowel adenocarcinoma
on palliative chemotherapy presented with recurrent small-
bowel obstruction. Multiple CT scans were remarkable
fordistended gastric pouch and bypassed stomach with
multiple layers of obstruction distal to the jejunojejunal
anastomosis (Fig. 1). Because of extensive peritoneal carci-
nomatosis and malignant ascites, she was a poor candidate
for surgical or radiological enterostomy tube placement.
Endoscopically, we considered less invasive approaches
such as gastrogastrostomy stent alone; however, we were
concerned about being unable to adequately drain the pa-
tient’s multiple levels of small-bowel obstruction. In addi-
tion, given her overall prognosis and short life expectancy,
we wanted to avoid repeat procedures such as waiting for
a gastrogastrostomy tract to mature prior to a follow-up pro-
cedure. For these reasons, the decision was made to pro-
ceed with placement of a palliative venting PEG tube
through a LAMS-assisted approach.

She received prophylactic cefazolin prior to the proced-
ure and was placed under general anesthesia. Under EUS
guidance, the distended bypassed stomach was identified
(Fig. 2) and punctured with a 19-gauge FNA needle (Expect;
Boston Scientific, Marlborough, Mass, USA). A mixture of
half-strength ionic contrast with normal saline was injected,
resulting in further expansion of the bypassed stomach un-
der fluoroscopic and endosonographic guidance (Fig. 3).

Following this, an electrocautery-enhanced LAMS delivery
catheter (AXIOS; Boston Scientific)was used topuncture and
deploy a 20- � 10-mm LAMS into the excluded stomach
(Fig. 4). The LAMS was then dilated with a through-the-
scope balloon dilator (CRE; Boston Scientific) to a maximum
diameter of 18mmunder fluoroscopic guidance (Fig. 5). The
endoscope was passed through the stent, and the bypassed
stomach was insufflated with carbon dioxide to appose the
gastric and abdominal walls. A 20F gastrostomy tube (Endo-
Vive; Boston Scientific)was thenplaced using the “pull guide-
wire” technique after identifying an ideal location within the
distal gastric body. A 25-mm snare was used to minimize
the bumper surface size for ease of passage through the coax-
ial stent and prevent LAMS dislodgement during the
www.VideoGIE.org
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Figure 1. Dilated bypassed stomach (yellow arrow) with multiple dilated loops of small bowel. Dilated gastric pouch (blue arrow), dilated bypassed
stomach (yellow arrow), and multiple dilated distal loops of small bowel (red arrows).

Figure 2. Initial EUS view of the bypassed stomach (distended and fluid-
filled).

Figure 3. Expansion of the excluded stomach with a mixture of saline and io
under fluoroscopic (left) and echoendoscopic (right) guidance.
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maneuver (Fig. 6). The venting PEG was successfully placed
within the excluded stomach (Fig. 7). There was no immedi-
ate adverse event. Using an endoscopic approach, we were
able to drain the most proximal points in the patient’s anat-
omy. The patient was successfully discharged 1 day postpro-
cedure after clinical resolution of her obstructive symptoms.
Despite several months of recurrent admissions for obstruc-
tive symptoms, she was able to spend the last 3 weeks of
her life with her family at home before she unfortunately
passed away while in hospice care.

DISCUSSION

Decompression of the excluded stomach after RYGB can
be a challenge. Shaikh et al4 described 95% technical success
nic contrast in preparation for lumen-apposing metallic stent placement
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Figure 4. Successful placement of a 20-� 10-mm lumen-apposingmetallic
stent connecting the bypassed stomach to the gastric pouch.

Figure 5. Dilation of the AXIOS (Boston Scientific) stent with 18-mm
through-the-scope CRE (Boston Scientific) balloon under fluoroscopic
guidance over a guidewire.

Figure 6. Minimizing bumper surface size with a snare for ease of passage
through the AXIOS (Boston Scientific) stent.

Figure 7. Successful placement of percutaneous gastronomy through the
lumen-apposing metallic stent.

Relief of malignant gastric outlet obstruction Berger et al
with CT scan–assisted gastrostomy tube placement for 41
cases of patients with RYGB. Four major adverse events
including tube dislodgement were reported in their cohort.
Attam et al1 described using endoscopic ultrasound to insuf-
flate the remnant stomach, followed by fluoroscopically
guided PG placement. The technical success was 90% with
no major adverse events reported in any of the 10 cases.
The feasibility of these techniques is limited in certain cir-
cumstances such as those with peritoneal carcinomatosis
and poor surgical candidates. It is important to recognize pa-
tients with malignant ascites have a higher risk of leaks with
PEG placements.5,6 These risks can be limited if preproce-
dural paracentesis is performed and should be discussed
with patients prior to placement. Our case illustrates the util-
66 VIDEOGIE Volume 8, No. 2 : 2023
ity of gastrogastrostomy-assisted venting PEG tube in pa-
tients with gastric bypass anatomy.
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