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Sleeve Gastrectomy (SG) is the most 
performed bariatric and metabolic procedure 

worldwide.

Gastric twist and strictures are a rare, but important long-term 
complication, reported to range from 0,7% to 4%. 

Only 1.1% of stenosis develop symptoms that require 
endoscopic or surgical intervention

The twist of SG is a functional stenosis, with various degrees of rotation, due to 

the progressive, clockwise rotation of the staple line, in which the passage of the 

endoscope is possible.



• The twisting of the gastric tube is one of the main causes of refractory reflux non 
responding to different medications and food intolerance after sleeve gastrectomy 
(SG).

• Twisting of the gastric sleeve could be due to:

•  improper alignment of the stapler during firing with unequal traction of the greater 
curve of the stomach which leads to twisting of the gastric tube either anteriorly or 
posteriorly;

• during SG, the greater curvature is completely released from the greater omentum, 
making the stomach more mobile and prone for twisting;

• sleeve scarring with adhesion formation, leading to a kinking of the gastric tube at 
the incisura angularis .

• Most of patients present with midsleeve stricture, located near the incisura angularis.



SG is responsible for an increase in the prevalence of erosive 
esophagitis, and the occurrence of gastric twist definitely plays a 
role on it, expressing a risk of 36% for esophagitis progression and 
being related to a higher incidence of severe esophagitis.





• Management is reported to be endoscopic and includes different surgical options. 

• NO INTERNATIONAL GUIDELINES EXIST. 

Abhishek et al. proposed an algorithm of treatment for gastric stenosis after SG including in their 
sample only symptomatic patients and following a sequence of 

→ balloon dilation (maximum of four dilations) 
→ endoscopic stents 
→ surgery 





• Conversion to Roux-en Y Gastric Bypass (RYGB) might in our opinion be 
the best revisional bariatric procedure in these patients. 

Conversion to RYGB was the most performed RBS in this systematic
review (390 of 533 patients, 73%)



• Our study population: 

10 Patients admitted to our center with dysphagia, reflux, vomiting

(9 W, 1 M, mean age 41.1 ± 12.8 years)

Admitted Between 01/2019 and 12/2022 

Sleeve gastrectomy performed 29.7±17 months (range 9-60) prior to 
presentation 



Symptoms:

• Gastroesophageal reflux 90% 

• Dysphagia 50%

• Recurrent vomiting 50%



• Endoscopic findings:

• Twist and/or functional stenosis at incisura angularis in all patients

• Concomitant hiatal hernia in 4 patients

• New-onset GERD C/D in 2 patients

• New-onset Barrett esophagus in 1 patient

• Prior to surgery all patients underwent nutritional consultation and supplemention of 
multivitamins, especially Vit B1.



Figure 1: Gastric twist with stricture in different points of the gastric tube



Mean BMI at SG was 46.06 ± 8 kg/m2 and 28.15 ± 4.5 
kg/m2 at conversion to RYGB.

In all patient’s conversion was performed laparoscopically 
without intra- and postoperative complications. 

Mean operation time was 162 ± 36 minutes. 

Mean length of stay was 3.8 ± 1 days. 

Symptoms relieved in all patients on POD1. 

In two patients vomiting returned 2 and 3 months after surgery, without any pathological 
diagnosis. 

Mean Follow-Up was 15.6 months (range 2-42).



Figure 2: Gastro-entero anastomosis after conversion of SG to RYGB



• Conclusion:

Laparoscopic conversion of SG to RYGB might be a safe and 

symptom-solving procedure in patients with gastric twist and/or stricture

after SG.

The less invasive role of endoscopic balloon dilatation and stent

insertion might be the first treatment approach.

Further data is necessary, to understand which is the best treatment 

pathway in these patients. 




	Slide 1
	Slide 2
	Slide 3
	Slide 4
	Slide 5
	Slide 6
	Slide 7
	Slide 8
	Slide 9
	Slide 10
	Slide 11
	Slide 12
	Slide 13
	Slide 14
	Slide 15
	Slide 16
	Slide 17

