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A retrospective study of endoscopy in treatment of benign afferent
loop obstruction after gastrectomy for gastric cancer

Yu-ning Cao', Xiang-heng Kong?, Chun-hong Xu', Hua-ling Zhang', Qian Feng',
Xue-chao Yang', Sen-lin Li !
(1.Department of Digestive Diseases, 2.Department of Gastrointestinal Surgery, Shandong First Medical
University Affiliated Liaocheng Hospital/Liaocheng People’ s Hospital, Liaocheng,
Shandong 252000, China)

Abstract: Objective To investigate the effectiveness and safety of endoscopic treatment of benign afferent
loop obstruction. Methods A retrospective analysis of the data of 3186 gastric cancer patients who underwent distal
gastrectomy from January 2000 to November 2018 was performed. Patients who developed benign afferent loop
obstruction were treated by endoscopic treatment. Outcomes were recorded. Follow-up was scheduled at 3, 6 and 12
months after the treatment. Results 42 patients (1.32%) with afferent loop obstruction, consisting of 30 men and 12
women. The median age was 60 years (range 36 ~ 69 years). Of these 42 patients, 39 underwent the endoscopic
treatment, the obstructive symptoms had a rapid relief after treatment. However, 2 patients underwent surgical
treatment because of adhesion at 4 and 7 months after the endoscopic drainage respectively. Conclusion
Endoscopic treatment is an effective and safe procedure for benign afferent loop obstruction. In addition, it could
provide decompression for the obstructive afferent loop at the first time, preparation for the next operation and
guarantee of operation safety, especially in high-surgical-risk patients.
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Attached table Univariate analysis of afferent loop obstruction
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Fig.2 Endoscopic manifestations of afferent loop obstruction
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