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Background: Morbid obesity is one of the major risk
factors for gallbladder disease, and this risk is even
greater following rapid weight loss. Because of this,
prophylactic cholecystectomy has been offered to
our patients undergoing the transected silastic ring
vertical Roux-en-Y gastric bypass (TSRVRYGBP). A
study was undertaken to determine the incidence of
pathologic gallbladders in p~itients undergoing this
prophylactic cholecystectomy.

Method:The records of all patients who underwent
TSRVRYGBP from June 1999 through December
2000 were reviewed. Pathologic findings of the gall-
bladder were documented as cholelithiasis, chole-
cystitis, cholesterolosis, polyps or normal.

Results: 761 patients underwent the operation. 178
patients (23%) had cholecystectomy before the
surgery. 154 (20%) had gallstones documented by
ultrasound and had cholecystectomy at the time of
the surgery. 324 of the 429 patients with negative
preoperative findings by ultrasound had pathologic
evidence of gallbladder disease.

Conclusion; Because of the high incidence of gall-
bladder disease even with negative preoperative
findings in morbidly obese patients and the lack of
significant morbidity with cholecystectomy in expe-
rienced hands, routine cholecystectomy at the time
of the weight loss operation is justified.
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Introduction

Gallbladder disease is one of the most frequent
obesity-relatedillnesses,and it is well known that
obesity is a major risk factor for the dcvcloprneni
of gallstones.’ Parity, the use of contraceptives.

hormonal, reproductive, dietary, genetic, ethnic
influences,ileal disease,alcohol intake and rapid
\veight loss arc factors that al-c known to increase
the risk oF developingbiliary disease.’ In Ii~ht of

theserisk factors,morbidly obesepersonsunder-
going surgeryfor weight iediiction comprise a pop-
ulation at extremelyincreasedrisk for development
of hiliary discasc.Thc frcqucncy of preoperative
cliolecystectomyand intrauperative cholecystec-

toniy for gallstonesat the time of weight reduction
surgeryis between28 and45 %F9 The incidence
of post-operativegallbladderdiseaseaFterjcjuiiu-
ileal hypasshashcenvcporredto befrom 5 to 36 %
arid afler gastricbypassto be from 2.8 to 36 %. (ii

The incidenceof pathologicgalibladdersasdeter-
mined by pathologic evaluation of galibladders

removed routinely, conculTent to a weight loss
operation.lia~ hccnrcportcdto bc from 60 to 95 %.

In uur experienceof more than 1 .000 conculTent
cholecystectomiesfor documentedgallbladderdis-

easein more than 8.000 wcight reductionopera-
tioiis. we havenot had any morbidity suchas duc—
ml injury. jaundiceor bilc pcritoniris with concur—
rent cholecystecturny.We also documented a 3%
incidenceof cholecystectornyafter weight recluc-
tion surgery.In a few cases,the patientspresented
with an acuteabdomen,septicanddid requirepro-

350 Ohesizv Sur~’crv, 12. 2002 ~) EL)-Cmununications 1,Z(.



Prop/iv/ctic C/iolecvstccto,,,v

longedhospitalcare.In light of the high con-elation
betweenmorbid obesity and gallbladderdisease
and the absence of morbidity with conculTent
cholecystectorny,we decided on concurrentpro-
phylactic cholecystcctomywith all weight reduc-
Lion operations,startingJune I st, 1999-A reviewof
the data that has been maintained prospectively
wasdoneto determinethe incidenceof ~al[bladder
diseasein patientsundergoingweight loss surgery
andto seeif it is safe,cost-effectiveandjustified.

Methods

The records of all patients who had weight loss
surgeryat our CenterbetweenJune 1st. 1999 and
December3 1 St. 2000 were reviewed to determine

the incidence of gallbladderdisease.The opera-
tions were performedat threedifferent hospitals.
Neithertheradiologistsnor the pathologistsal any
of the hospitalswereawareof our policy of routine
concurrent prophylactic cholecystectoniy.The
patientswere offeredconciivreiit cholecystectorny,
whether the preoperativegallbladder evaluation
waspositiveor noL The patientswith normal pre-
operative gallbladderfindings had to sign a con-

sent requesting prophylactic cholecystectomy
becauseof the high correlationbetweengallblad-
der diseaseand morbid obesityand the increased
incidence with rapid weight loss. The surgical

operation performed was the transectedsilastic
ring vertical Roux-en-Y gastric bypass
(TSRVRYGBP)with a temporarygasirostornyand
a gastros~omy sitemarker(Figure 1 y1213

Figure 1. The transected silastic ring vertical Roux-en-Y
gastric bypass (TSRVRYGBP) with jejunal interposition,
a gastrostomy and gastrostomy site marker

ing of normal gallbladder by the pathologist
(Figure 2). Pathologic findings that included
cholelithiasis. cholecystitis. cholesterolosis.ade-
noma and combinationsthereoFwere present in
324 (Table 2). Most of the patients wcrc white
female with private insurancecoverage(Table 3,.
The cholecystectomyacklcd on thc avcragc 15
minutesta die operativetime. The only peri-oper-
ativc complication was oozing from the liver bed
ihat necessitateddrainage in 27 l)aticflts. There

wcrc two patients Wi th transient hyperbilirubine-
mia whh jaundice that resolved spontaneously.
Therehavebeenno late complicationsauributabie
to the concurrentcholecystectomy.

Table 1. Bariatric operations June 1999 - December
2000

Results

TSRVRYGBP was perfbrnied in 761 patients
betweenJune 1st, 1999 and Dccember31st, 2000.
The operationswereprimary in 674 andsecondary
in 87 operations(Table 1). Prior cholecystcctorny
had been perFormed in 178 of these patients.
Positive gallbladder(liscasewas found preopera-
tively in 154, nios~ of them gallstone. Negative
ultrasound findings wci-c present in 429 before
suigery; 105 of thesehad no pathologyor a read-

Type of
Bariatric
Surgery

All

No.

patients

(%)

Negative
USGt findings
No. (%)

Primary
TSRVRYGBP

Secondary
TSRVRYGBP

Revision
operation

674

34

53

88.57

4.47

6.96

402 93.71

17 3.96

10 2.33

Total 761 100.00 429 100.00
*USG=ultrasound of gallbladder
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Figure 2. Incidence of gallbladder disease in morbidly
obese patients undergoing bariatric operation.
USG=ultrasound of gallbladder.

Discussion

The incidence of gallbladder pathology in this
seriesis 86.2 %. This confirmsthe high correlation

betweenmorbidobesityandgallbladderdiseaseas

reportedby others.’2”0Fifty-three(12.35%)of the
patients with negative ultrasound findings had

cholelithiasis.This again corroboratesthe reports
by oWers of the high incidenceof false negadve
ultrasoundreadingsin this groupof patients.14In

Table 2. Pathological findings in patients with negative
ussr

Pathological findings with neg USS No. (%)

Oholecystitis 165 50S3
Cholesterolosis 69 21.30
Oholecystitis and Oholesterolosis 35 10.80
Oholecystitis and Cholelithiasis 30 9.26
Oholelithiasis 14 4.32
Oholecystitis and Cholesterolosis

and Cholelithiasis 6 1.85
Oholesterolosis and Cholelithiasis 3 0.93
Cholecystitis and Adenoma 2 0.62
Carcinoma of Gallbladder 0 0.00
Normal Gallbladder 105 32.41

Total Patients 324 100.00

‘USG=ultrasound of gallbladder

Table 3. Patient profile

No. of patients 761 (100.0%)

Sex

Race

M
M

666
95

(87.52%)
(12.48%)

WhiLe
Black
Hispanic
Other

487
212

48
14

(61.77%)
(31.00%)

(5.36%)
(1.84%)

Payment Private insurance
Medicare/medical
Self-pay

510
149
102

(67.02%)
(19.58%)
(13.40%)

Av. age (yrs)
Av. height (cm)
Av. initial weight (kg)
Av. BMI (kg/rn2)
Av. percent ideal weight (%)

41.53 ± 1O.W
166.80 ± 8.8*
138.52 ±35W
49.53 ±10.9’
221.53 ±485k

*Standard deviation, SD

this series,429 patientswould havebeenat expo-

surefor futuresymptomaticgallbladderdisease.As
it is. none of them is at exposureafter the prophy-

lactic choiccystectomy with no morbidity. Our

experiencedictatesthat 3% of thesewould have

requiredsubsequentcholecysiectomyfor syinplo-

made disease. Other reports place this i-ate at

between20 and40 %. h is apparentfrom ibis study

and many other published reports that ifie mci-

denceof gallbladderdiseasein patientsundergoing

weight loss surgeryis so high, die risk of subse-

quent symptomaticdiseaseis significant and the

morbidity of conculTentcholocystectomyis so low

that prophylacticsimultaneouscholecystectoniyis

warranted. If this is acceptedwidely. then there

maybe rhc addedsavingsof the eliminationof pre-

operativegall bladder ultrasotind exaniiiiadons in

the evaluationof patients for weight loss opera-

ti OHS.

Conclusion

The incideiiceof gallbladderdiseasewith negative

preoperativefindings is high enough in morbidly
obesepatientsto warrant routinecholecystectorny

at the timeof weight lossoperations.
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