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Abstract

Key words

Background and Aims: With the growing popularity of bariatric surgery in China, the standardization
of routine preoperative examinations has become increasingly important. At present, there is some debate
as to whether gastroscopic examination should be routinely performed before laparoscopic sleeve
gastrectomy (LSG) or laparoscopic gastric bypass (LRYGB). This study was conducted to analyze the
relationship between preoperative digestive system symptoms and gastroscopic results in patients
scheduled to undergo bariatric surgery, and whether preoperative digestive system symptoms can become
the basis for altering the surgical procedure, and also to compare the results between preoperative
gastroscopic evaluation and postoperative pathological diagnosis, so as to determine the necessity of
routine preoperative gastroscopic examination.

Methods: The medical records of patients who underwent preoperative gastroscopic examination prior
to bariatric surgery in the Gastrointestinal Surgery/Bariatric Center of the First Affiliated Hospital of
Jinan University from November 2019 to November 2021 were analyzed retrospectively. The
associations of preoperative digestive system symptoms and preoperative gastroscopic findings with the
alteration of surgical procedure were analyzed, and the consistency between the gastroscopic results and
postoperative pathological results were determined.

Results: A total of 458 patients were included, with a mean age of (31.3+£9.3) years and mean BMI of
(38.9+7.5) kg/m®. There were 103 patients (22.5%) with preoperative gastrointestinal symptoms. Among
the patients, 371 cases underwent LSG and 87 cases underwent LRYGB, of whom, 82 cases (17.9%) had
intraoperative changes of surgical procedures, which included hiatal hernia repair, gastric stromal tumor
resection, gastric fundectomy and fundoplication in addition to the originally planned LSG or LRYGB.
Four-hundred and fifty-six patients (99.6%) had abnormal preoperative gastroscopy findings, all of them
(100.0%) had gastric problems such as gastritis, gastric ulcer, and gastric polyps; 53 cases (11.6%) of
them had duodenal abnormalities that mainly were inflammation and ulcers; 117 cases of them (25.7%)
had esophageal pathologies, which was dominated by esophagitis (94.0%). The statistical results showed
that preoperative gastroscopic view was not significantly related to the presence or absence of digestive
system symptoms (P>0.05); the existence of digestive system symptoms was significantly associated
with the change of surgical procedure (P=0.008), which was mainly due to the significant association
between the existence of digestive system symptoms and change of surgical procedure in patients
undergoing LSG (P=0.008), but not due to that in patients undergoing LRYGB (P=1). Consistency
analysis was performed between the preoperative gastroscopy findings and postoperative pathological
diagnosis in the 370 patients undergoing LSG, and the result showed that there was no consistency
between two examinations (x=0.072, P=0.000).

Conclusion: Preoperative gastroscopy in patients without digestive system symptoms can help early
detection of digestive diseases, and preoperative digestive system symptoms may be the basis for
changing surgical procedure.

Bariatric Surgery; Gastroscopy; Sleeve Gastrectomy; Gastric Bypass
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1.1 —RER

[ B P 43 BF 2019 4F 11 H —2021 4F 11 A 1 8] 78
T R 2E B e o — B e S W SR8 EE o0 AT U R
TR BAT AT E 4546 Ay 458 1] 52 0 e Rk, W
AR ALAE . BE B RIER . E. B
IR 5 48 80 (body mass index, BMI) |. A#j#H 1k
RGRER %, ek R . 18k AfE
Ha) . RATE &SR TR A by s
R
1.2 PNIRAERHERERE

PYABRAE . (1) 4E IR 18~65 % 5 (2) IR5FIRIT R
HE A 00 ) 3 3 FOoRE TR . HEBR AR
(1) ™ FE AORE MO B, BOHERATIL & & 5 (2) A
S s (3) BEIESIR AR (4) &I H Al
FAREE MR E; ) A IFIFRE R 25y
BRI ERFE; O 1RIRIRWEHE; ) AFR
VRPN B A
1.3 SGitFaiE

K HI SPSS 13.0 48 1 54k 347 8048 40 B, R iR
HARUTA LHEARGIEIR S AR R R ER R
W OBEARETA LA R GRS ol AR R T
AR, RA KR, AR EREERLSR
JEWREREE R — 8, R BRI R . P<0.05 K
ZERAGIFE X
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2 # A

21 BEEAXER

gl A 458 I, 10341 (22.5%) AL &
GReEAR, 355 (77.5%) R ICHEAR M)A . 371 4
(81.0%) 47 1LSG. 87 (19.0%) 17 LRYGB. 82 i
BER PSR F AR X, 7254 LSG 3 LRYGB
3L Al AT B M ALIB AN AR B ] 5 B
A, HIKVIBRARMEKITEAR (F1).

R1 4A8BIBEEAER
Table 1 Basic information of the 458 patients

HAFR gl
Y (% 5 £ s) 31.3%9.3
BHn(%)] 149(32.3)
e (kg % + 5) 107.8+26.8
B (em,x + 5) 165.7+8.8
BMI(kg/m?,% + s) 38.9+7.5
LR GAER (%) ]
¥ 355(77.5)
A 103(22.5)
I Ui 69(62.1)
JZ9R 4(3.9)
id 95(92.2)
[k 8(7.8)
JIRE; 1(1.0)
FARIHn(%)]
LSG 371(81.0)
LRYGB 87(19.0)
BAEFARTT A [n(%)] 82(17.9)
LSG+E AL B AR 72(87.8)
LRYGB+EEZALMERIR 6(7.3)
RYGB+ 5 [H B VIR A 1(1.2)
RYGB+H - IBRA 1(12)
LSG+H IR 1(1.2)
LSG+EERALIMBEAAR+ B IRITEAR 1(1.2)
22 BR&R

458 7] J E I B A Ak B R R 1A 456 191
(99.6%) , B %5k A AT [H] BF & B 2 Ff S 4 R .
117 ] (25.7%) KAEEEMCRHEL, HhEER
JEE AL (94.0%) 5 456 B3 KA B AHCH A, B R
KAz, HORAE B B A ohoal A a0 22 2 B
. BRERA; T A e AR kA b,
ERIE. Bt (£2).
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Table2 Preoperative gastroscopic results of the 458 patients

[n(%0)]
H AR Bl
EH 2(0.4)
S 456(99.6)
HEMK 117(25.7)
R 110(94.0)
LA-A %% 90(81.8)
LA-B% 17(15.5)
LA-C% 2(1.8)
LA-D % 1(0.9)
BEEMY 5(4.3)
L=NETHINHE]S 1(0.9)
BRI 9(7.7)
Barrett & 1(0.9)
HHHR 456(100.0)
PP E R 343(75.2)
PRI R H RIS 110(24.1)
PG R 3(0.7)
Ht 5(1.1)
HER 32(7.0)
SR A A 2(0.4)
BRI 4(0.9)
B Rt 57,777 -5 53(11.6)
ARk A 41(77.4)
T AR ERR 3(5.7)
T AR BRI 3(5.7)

e 117 S 6(11.3)

23 HURGHXERSBRERERFAAAKLE
B4
T E FARBE S, BEALHILRGER
BEGRZR2ZT LHEIT¥E L (P0.05), &
B F ARG H RG22 554 4001
2 L (P=0.008) . #5743 B LSG 5 LRYGB 9 45 2%
WR, 17 LSG (1 838 R FT b R Gk 5 A F
R KA G %25 (P=0.008); MMifEfF LRYGB
EE T, AR GRS 8 F AR A 22 7
TGit=E L (P=1) (%3).
24 BEGEREAEREERN—HESH
371 B 47 LSG B E W AR AT B B4 R AR5 B 4
WD) R A AT — B R, W R
LA —5 (k=0.072, P=0.000) ($#4),
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®3 AHBERER. FAAXWAEERELRGEK
HEXES I (%) ]
Table 3 Analysis of the correlation between the changes of
surgical methods and the preoperative symptoms
of digestive system [n (%)]

AHLRGIE TiH L RGER

LS R (n=103) (n2355) S
EL et
EH 2(1.9) 0(0.0)
3.178 >0.05
S 101(98.1) 355(100.0)
N
AEFAR T 28(27.2) 54(15.2) -
RAEFAI 75(72.8) 301(84.8) i ’
LSG
UAEFAR T 26(31.0) 48(16.7)
8.238 0.008
RAEFARI 58(69.0) 239(83.3)
RYGB
AEFART 2(10.5) 6(8.8) warnl
RABFAIT 17(89.5) 62(91.2) i

x4 TLSGEEARNBEMASRELRN—BELH
[n (%) ]
Table 4 Consistency analysis of preoperative gastroscopy
and postoperative pathological results inpatients
undergoing LSG [r(%)]

BEaR PN P RIGHRHLIE 5
S 346(100.0) 24(96.0)
E#® 0(0.0) 1(4.0)
K 0.072
P 0.000
3 it it

I v AR R R, TR R BB
TR ZEEY, WEHE LA R T
ARG B4 KA X IT %, Rtk & H W
ML E N E P2 &, GRS NEA TR,
WIT T ERHE, TR XM EREA TR L.
o EVA YT 98 fE 2 4R 2R T H AT I AL R G
Ao, E X ] R R A O RO AR BB, 55 AN AE
B AR gE T, RBTR SR AT E AR A A
Gy 7 126

ZHE PR L IR, 1SG 5 LRYGB A #i i &
AT BBk A, H Bk A n] R IR A IO B Pk

HR . Bt . W Ar m S ge S50, AR
B EATIGTY , OO B ARG, K BUIF &
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