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Abstract

Reflux into the esophagus after partial or total gastrectomy is a 
well known problem. Even a Roux-en-Y reconstruction is not 
 always a definitive solution. Bile reflux might occur and cause 
 disabling symptoms, unresponsive to the classic anti-acid or anti-
reflux therapy. Endoscopy and a Tc-99m-BrIDA hepatobiliary 
(HIDA) scan can be used to make the diagnosis. Clinical studies 
have shown that lanreotide (somatuline), which strongly inhibits 
many gastro-intestinal hormones, reduces the bile salts outputs. 

We present a case of a patient with bile reflux after Roux-en-Y. 
After administration of lanreotide he had a good clinical improve-
ment and mucosal healing on endoscopy. Lanreotide can be a good 
treatment option for bile reflux when classic treatment fails, but 
clinical trials with more patients will have to confirm this. (Acta 
gastro enterol. belg., 2014, 77, 377-378).
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Introduction

Bile reflux after gastric surgery is a difficult to treat 
complication, not responding to classic anti-acid treat-
ment. For several decades, Roux-en-Y (RY) reconstruc-
tion has been used to prevent bile and pancreatic secre-
tions from reaching the remnant stomach or esophagus 
after total or distal gastrectomy (1). Is has been reported 
that alkaline reflux oesophagitis occurs in less than three 
percent of patients with RY, far less than in patients with 
alternative reconstructions like Billroth I, Billroth II (2-
3). Symptoms are often atypical and medical treatment 
can be challenging since response to classic anti-reflux 
therapy is unsure. Patients, resistant to medical treat-
ment, are in general re-operated with lengthening of the 
alimentary limb (4).

Somatostatin, a hypothalamic hormone present in a 
variety of organs including central nervous system, pan-
creas and gastrointestinal tract, strongly inhibits the se-
cretion of neurotransmitters, exocrine enzymes and many 
gastro-intestinal hormones (5). A long-acting analogue of 
native somatostatin, lanreotide (Somatulin), is currently 
used in patients with carcinoid syndrome and acromega-
ly (6). Lanreotide induces a dose-dependent reduction of 
postprandial plasma cholecystokinin (CCK) secretion 
with a concomitant inhibition of postprandial gallbladder 
contraction (7). In that way lanreotide almost completely 
abolishes bile salts output from the galbladder (8).

Therefore, it might be a good option to use somatulin 
in patients with difficult to treat bile reflux after gastric 
bypass.

Case report

A 63-year-old man presented to our consultation five 
months after a total gastrectomy followed by Roux-en-Y 
reconstruction for adenocarcinoma of the cardia, pT-
1N0M0. He complains of vomiting, dysphagia and a 
weight loss of 28 kg.

On physical examination, he had mild epigastric pain 
and his laboratory values were unremarkable.

Upper gastrointestinal (GI) endoscopy revealed 
 oesophagitis Los Angeles (LA) classification grade D 
(Fig. 1A). A CT scan of the abdomen showed no other 
explanation for his symptoms. Therapy with antacids, 
 alginates, proton pump inhibitors, histamine-2 blockers 
and cholestyramine were administered sequentially, but 
without clinical success. The patient refused an addition-
al impedance pH monitoring to confirm the diagnosis of 
persistent bile reflux.

A Tc-99m-BrIDA hepatobiliary (HIDA) scan was 
then performed (9). Hereby, scintigraphic images and 
time/activity curves from the distal esophagus showed 
the appearance of the radiocompound, indicating a 
99mTc-HIDA-tagged bile gastroesophageal reflux 
(Fig. 1C), confirming the suspected diagnosis of impor-
tant bile reflux (10).

Since all other available drug therapies were not effi-
cient, the patient was given 120 mg of lanreotide subcu-
taneously. One week later, the complaints of the patient 
were almost completely over. A new HIDA scan after 
eight weeks showed a decrease of the bile reflux (Fig. 1D) 
and a new upper GI endoscopy showed a net ameliora-
tion of the oesophagitis, now LA grade A (Fig. 1B).

Treatment was continued with one injection every 
month. The patient is still asymptomatic after four 
months of treatment. No side effects were noted.

Discussion

Reflux into the esophagus after total gastrectomy is a 
well known problem (1-2). A Roux-en-Y reconstruction 
can decrease this complication (1-2). However, as in our 
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A potential long term problem due to the reduction of 
gall bladder emptying could be the formation of gall 
stones, although the proportion of patients with symp-
tomatic gall stones is likely to remain small (13).  Another 
side effect after long-term somatostatin analogue treat-
ment might be the deficiency of fat-soluble vitamins (14).

To conclude, oesophagitis caused by bile reflux in 
 patients with gastrectomy and Roux-en-Y reconstruction 
can be a difficult and cumbersome clinical problem. 
 Lanreotide can be a good treatment option when classic 
treatment fails, but clinical trials with more patients will 
have to confirm this.
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patient, bile reflux might occur and cause disabling 
symptoms, unresponsive to the classic anti-acid or anti-
reflux therapy (4). 

Diagnosis is mostly based on endoscopy and the 
 history of upper GI surgery. Impedance pH monitoring 
and HIDA scan can be used to visualize the reflux and 
semi-quantify the amount of reflux.

Treatment can be challenging, because classical medi-
cations like antacids, alginates, proton pump inhibitors 
and histamine-2 blockers often do not give enough clini-
cal improvement (11-12). Theoretically, somatostatine 
could be used for treating bile reflux since it reduces bile 
salt output from the gallbladder and inhibits intragastric 
acid secretion (7). However the use of somatostatine is 
impractical because of its short acting effect so that it 
must be administrated three times daily subcutaneously. 
Therefore we preferred a long acting somatostatine 
 analogue, lanreotide.

After treatment, the complaints of our patient im-
proved and upper GI endoscopy confirmed the mucosal 
healing. The decrease of reflux volume by somatostatine 
was demonstrated by HIDA scan.

To the best of our knowledge, this is the first patient 
with bile reflux after Roux-en-Y gastrectomy to be treat-
ed successfully with lanreotide. 
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Fig. 1. — Initial oesophagitis LA grade D on upper GI 
 endoscopy (A), oesophagitis grade A on upper GI endoscopy 
after treatment with lanreotide (B). Important gastroesopha-
geal bile reflux on initial HIDA scan (C). Almost complete 
disappearance of bile reflux on HIDA scan after treatment with 
lanreotide (D).
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