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Introduction Gastric bypass, also referred to as Roux-en-Y, is a form of bariatric surgery 
that works via both restrictive and malabsorptive mechanisms.  

Indications Broad indications for bariatric surgery are primarily based on BMI: 
● BMI > 40 kg/m2 or BMI > 35 kg/m2 with ³1 obesity-related complication 
Choice of bariatric surgery is guided by patient preferences, patient fitness 
for surgery, aims of surgery, compliance and likelihood of follow up.  
Commonly performed bariatric surgeries in Australia include gastric band or 
sleeve gastrectomy. Gastric bypass is surgery of choice for those with 
GORD as both gastric band and sleeve gastrectomy may cause GORD.  

History Address weight history: 
● Onset of obesity, max and min weights 
● Previous attempts at weight loss (lifestyle, medication and/or surg) 
● Triggers for weight gain / regain  
● Obesity related complications 

 Other medical history, medications and family history   
 Assessment of current lifestyle e.g. diet, physical activity, work and home 
environments, psychosocial supports, smoking status, drinking habits,  

Examination Measurements: BMI, neck circumference, waist circumference, BP.         
Any specific signs of causes of obesity (e.g. Cushing’s, hypothyroidism)  

Preoperative 
considerations 

Psychological evaluation - assessment of commitment, motivation, 
understanding and expectation of surgery 
Nutritional assessment - high energy malnutrition is common with severe 
obesity, micronutrient deficiencies should be corrected prior to surgery 
Very low calorie diet (meal replacements) for at least two weeks prior to 
surgery to induce weight loss and reduce risk of complications. This weight 
loss can reduce liver volume and visceral adiposity, making the surgery 
technically easier to conduct, and improve short term outcomes.  
Optimisation of obesity related complications including T2DM, CVS disease, 
liver disease, OSA, asthma   

Key 
procedural 
points 

Usually performed laparoscopically under general anaesthesia.  
A surgical stapler divides the stomach into two sections. The upper section, 
formed from the lesser curvature of the stomach, aka the gastric pouch, is 
usually approx 15-30 mL in size. The jejunum is also transected with a stapler 
between 20-100 cm from its origin at the ligament of Treitz.  The proximal 
segment is connected between 75-150 cm downstream onto the small 
bowel. The distal segment is connected to the gastric pouch, hence 
creating the Y-shaped anatomy of the intestine. The distal portion of the 
divided stomach is completely excluded from the alimentary pathway. The 
secretions from the liver and pancreas are maintained and drain via the 
duodenum and proximal jejunum before they reconnect with the 
alimentary path at the distal anastomosis.  
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Relevant 
Anatomy 

Food now passes from the oesophagus into the 
gastric pouch.  
The food then passes through the proximal 
anastomosis to enter the ‘Roux’ or ‘alimentary’ 
limb, which is between 75-150 cm long.  
At the distal anastomosis, the food is joined by the 
digestive secretions which are carried by the 
‘biliopancreatic’ limb, which is between 20 to 100 
cm long. From here, food and digestive 
secretions then travel together to the end of the 
bowel.  

Post-operative 
considerations 

 Intraoperative complications 
● Haemorrhage, injury to surrounding anatomy 

Early postoperative complications 
● Infection: superficial wound infections, intra-abdominal 

collections, URTI, UTI  
● Leakage or bleed from the staple line or anastomoses (may require 

further surgery, tube feeding, prolonged hospital stay) 
● Nausea and vomiting  
● As major surgery: DVT, PE, MI, Stroke  

Late postoperative complications  
● Metabolic and endocrine disturbances 

○ Due to changes to absorption + gastric secretions of the GIT - 
involvement of specialist bariatric dietician is essential 

● Anastomotic stricture 
○ Anastomosis may narrow over time, leading to malnutrition 

and may require revisional surgery  
● Ulcer formation in the gastric pouch 

○ Rare, but may bleed or perforate 
● Internal hernia 

○ Protrusion of the bowel into the mesenteric defect (Peterson’s 
space) can result in bowel obstruction and/or ischaemia  - 
closure of mesenteric defect intraoperatively can reduce this 
risk  

● Failure to lose or regain weight 
○ Despite being the most effective form of bariatric surgery in 

terms of weight loss, a minority of patients will ultimately fail to 
reduce their BMI postoperatively 

○ Mean total body weight loss is 25-35%  
Note: during standard endoscopy, the distal stomach and biliopancreatic 
limb are inaccessible and ERCP cannot be performed.  
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