LSG Revision Due to Hiatal Hernia & Relevant Issues
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Revisional bariatric surgery

Todd Andrew Kellogg ! 4'%‘_1 é- *g‘i i _*_ 5--50%

OVERVIEW BPD/BPD-DS5% (% 4% )

With the increasing number of bariatric procedures being performed annually, it is RYGB 10-20906
expected that the incidence of revisions will increase. The overall incidence of surgical

revision after a primary bariatric operation is 5% to 50%. The lowest rate of revision is VBG 25-54%
associated with the biliopancreatic diversion (BPD) with duodenal switch (BPD-DS) AG B 40 50%

procedure and is 5%."°? The Roux-en-Y gastric bypass (RYGB) fails to produce
adequate durable weight loss in 15% to 25%, with revision estimates of 10% to
20%.%* The incidence of revision after vertical banded gastroplasty (VBG) is 25% to
54%.57 The Iaparoscopic adjustable gastric band (AGB) has the highest rate of revi-
sion at 40% to 50%,°® although recent studies suggest that this rate is decreasing.®""
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PRSI > Ann Surg. 2021 Jul 29. doi: 10.1097/SLA.0000000000005117. Online ahead of print.
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Defining Global Benchmarks in Elective Secondary
Bariatric Surgery Comprising Conversional,
Revisional and Reversal Procedures

G HERBAEF Kok L@z 2021
(# 4. BirdeE #4254 ) 2013.05—2019.05

Objective: To define "best possible" outcomes for secondary bariatric surgery (BS).
18 AR F

Background: Management of poor response and of long-term complications after BS is complex and
under-investigated. Indications and types of reoperations vary widely and postoperative complication

rates are higher compared to primary BS. 5349/44884 _é_ ;k ,ﬁ:‘- * (12%)

Methods: Out of 44,884 BS performed in 18 high-volume centers from 4 continents between
06/2013-05/2019, 5,349 (12%) secondary BS cases were identified. Twenty-one outcome benchmarks
were established in low-risk patients, defined as the 75th percentile of the median outcome values of
centers. Benchmark cases had no previous laparotomy, diabetes, sleep apnea, cardiopathy, renal
insufficiency, inflammatory bowel disease, immunosuppression, thromboembolic events, BMI> 50
kg/m2 or age> 65 years.
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> Surg Obes Relat Dis. 2020 Jul;16(7):908-915. doi: 10.1016/j.s0ard.2020.03.002.
Epub 2020 Apr 3.

Trends in revisional bariatric surgery using the FLSEVIER
MBSAQIP database 2015-2017
2020

codes. There is no exact code— for sleeve gastrectomy (SG) to lapar;)scopic Roux-en-Y gastric bypab;s L ﬁ @ ﬁ R‘
(LRYGB), so we used 43644 (GB)+REVCONV +PREVIOUS_SURGERY for this. 2 S % 'b” ﬁ LSG ‘E‘ L RYG B 6§ 5%
Results: For the years 2015 to 2017 there were 57,683 revisions/conversions of 528,081 pa-

tients. The number of revisions increased over the study period by 5213 cases. The most com-

mon revision was laparoscopic adjustable gastric band (LAGB) to SG with 15,433 cases and s

the second was LAGB to LRYGB with 10,485 cases. There were 14,715 LAGB removals. It &% LSG-LRYGB E] ’#‘
is more difficult to track SG to LRYGB but there were 8491 unlisted cases, which may

have been sleeve to bypass.

8491/528081 4 7| % #| T £ & LSG 4 &
(1.6%), &4 £ F K14%
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Comparative Study > Obes Surg. 2017 Nov;27(11):2855-2860.
doi: 10.1007/s11695-017-2712-8.

Revisional Surgery After Failed Laparoscopic Sleeve

Gastrectomy: Retrospective Analysis of Causes,

Results, and Technical Considerations

Results A total of 500 patients underwent primary LSGs during
the study period, and 32 of these patients were subjected to
revisional bariatric surgery after a failed LSG. Weight regain,
poor weight loss, and gastroesophageal reflux disease (GERD)
were the most common causes of revision. A revisional LSG (r-
LSG) was performed in 23 patients, while 9 patients received a
revisional laparoscopic Roux-en-Y gastric bypass (-LRYGB).
There were complete sleeve pouch dilations in 10 patients. A

32/5004%- £

AkLSG
Ak LRYGB

2017

Clinical characteristic r-LSG (n = 23) -LRYGB (n =9) P
Age " (year) 36.1 +£12.2 37.3+9.1 0.23
Gender " 0.61

Female 15(65.2) 6 (66.6)

Male 8(34.8) 3(334)
Indication

Poor weight loss 8 (34.8) -

Weight regain 15 (65.2) 3(334)

Symptoms of GERD 6 (66.6)

236 (BHlhEXEFAR, 1565 %)

961 (38LA %, 66{GERD)
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> Diabetes Metab Syndr Obes. 2021 Feb 10;14:575-588.
doi: 10.2147/DMS0.S5295162. eCollection 2021.

Revisional Surgeries of Laparoscopic Sleeve
Gastrectomy

Siyuan Li # 7, Sigi Jiao * 1, Siwei Zhang * 7, Jiangjiao Zhou !

WASEARRAANIAR PYravViliawe IV Y WA MU SHIMALIVILIWR IR B WML AIAALIMAS WY B W A W Y

340,550; 53.6%).” LSG can help improve metabolic syndromes, such as diabetes
and hypertension, and it has the short-term satisfying outcomes of weight loss.*
However, long-term failure rates are up to 64%.” Considering the long-term weight
recurrence and occurrence of complications, revisional surgery is an indispensable
part after LSG.
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Surgery for Obesity and Related Discases 10

Review article

(2014) 952«

SURGERY FOR OBESITY
AND RELATED DISEASES

Systematic review on reoperative bariatric surgery
American Society for Metabolic and Bariatric Surgery Revision

Task Force

PEERSCHEE FAE 20082 AB A BH 1 I ChinJ Obes Metab Disthilectronic Esvon) Feb 2018 Vol 4 No. | ol
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Updated position statement on sleeve gastrectomy

as a bariatric procedure

Summary and recommendations

Substantial comparative and long-term data have now been published in peer-
reviewed studies demonstrating durable weight loss, improved medical co-

morbidities, long-term patient satisfaction, and improved quality of life after SG.

The ASMBS therefore recognizes SG as an acceptable option as a primary bariatric
procedure and as a first-stage procedure in high-risk patients as a part of a planned
staged approach.

From the current published data, SGhas a I'isk[beneﬁt profile between LAGB and
laparoscopic RYGB.

As with any bariatric procedure, long-term weight regain can occur and, in the case
of SG, this can be managed effectively with reintervention. Informed consent for SG
used as a primary procedure should be consistent with the consent provided for

other bariatric procedures and should include the risk of long-term weight gain.
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> Obes Surg, 2020 Oct;30(10):3695-3705. doi: 10,1007/s11695-020-04749-0,
Epub 2020 Jun 12.

> BEREEEER (94%) FMBarrett& &

Gastroesophageal Reflux and Laparoscopic Sleeve (96%) BiHIHLSGHAEEE

Gastrectomy: Results of the First International
Consensus Conference > RNJGGERDLEEH] . AE BB L LA

KBarrettf % #HIFIEIENLRYGB

Results
Forty-six experts responded (92%). Esophago-gastro-duodenoscopy was considered \ . \ . .
: parts tesponiced (92%). Ssophago-g & > TWHE TLGERDAIR, Hiatus Herniafs
mandatory before (92%) and after (78%) surgery. No consensus was achieved as to time
intervals after surgery and the role of specialized tests for GERD. Higher degrees of erosive ﬁ% i%ﬁﬁ(]

esophagitis (94%) and Barrett's esophagus (96%) were viewed as contra-indications for LSG.
Roux-en-Y gastric bypass was recommended in postoperative patients with uncontrolled
GERD and insufficient (84%) or sufficient (76%) weight loss and Barrett’s esophagus (78%).
Hiatal hernia (HH) repair was deemed necessary even in asymptomatic patients without
GERD (80% for large and 67% for small HH). LSG with fundoplication in patients with GERD

was considered by 77.3% of panelists.
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> Surg Endosc. 2021 De¢;35(12):7027-7033. do

Epub 2021 Jan 12.

1 10.1007 /500464
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The first modified Delphi consensus statement on

sleeve gastrectomy

Table 4 Results of voting on key aspects of management of complications and

revisional bariatric surgery

Supplemental Data 5 for full results)

From: The first modified Delphi consensus statement on sleeve gastrectomy

Serial
nos

Statements

in the context of sleeve gastrectomy (SG) (see

Final voting
results

T

Patients developing symptomatic GERD unresponsive to maximal medical therapy after 5G can be offered surgical correction in the form of
conversion to Roux-en-Y gastric bypass (RYGE)

5G strictures may be successfully managed with balloon dilatation
SG strictures may be successfully managed with a conversion to RYGB

5G leaks may be managed by laparoscopic drainage +/- re-suture +/- t-tube placement +/- feeding jejunostomy as appropriate depending on
the clinical circumstances

5G leaks may be managed by stent placement in appropriate patients
SG leaks may be managed by conversion to RYGB in appropriate patients

5G is an acceptable revisional surgery option after gastric banding for suitable patients seeking further bariatric/metabolic benefits if they do not
suffer from severe symptoms of GERD requiring daily medication

One anastomosis gastric bypass (OAGB) is an acceptable revisional surgery option after SG for suitable patients seeking further bariatric/metabolic
benefits if they do not suffer from severe symptoms of GERD requiring daily medication

Bilio-pancreatic diversion/duodenal switch (BPD/DS) is an acceptable revisional surgery option after SG for suitable patients seeking further
bariatric/metabolic benefits

RYGB is an acceptable revisional surgery option after SG for suitable patients seeking further bariatric/metabolic benefits

Single anastomosis duodeno-ileal bypass with sleeve gastrectomy (SADI-S) is an acceptable revisional surgery option after SG for suitable patients
seeking further bariatric/metabolic benefit

SG can be a suitable revisional procedure for patients who suffer from severe reactive hypoglycemia after RYGB

Agree 100.0%

Agree 83.3%
Agree 100.0%

Agree 88.9%

Agree 92.6%
Agree 77.8%

Agree 79,6%

Agree 79.6%

Agree 85.2%

Agree 79.6%
Agree 94.4%

Agree 85.2%




Serial nos

1
2

3

10
11

12

Statements

SGAJS GERD , HAFIBRIGITLRFE, BIENLRYGB
REY TKIGITSG RAE

SGHRAEFEIEANLRYGB

SG¥&: BH5IN. EFLEE. TEEAN,. ZHiE0NEHE

TRE AR

EHSG IF

SGIR A& 1IENLRYGB
SGRLAGB—MZIE#EFE (FEGERD)
SGH[#&IENOAGB (FEGERD)
SGH[{&1EABPD/DS

SGHIEIENLRYGB

SGH{&IENSADI-S

RYGBJ5 8™ & Jx MK I FEE AT B IEALSG

Final voting results

[F] & 100.0%
[ & 83.3%
[F] & 100.0%
[F) & 88.9%
[F & 92.6%
& 77.8%
[F & 79.6%
[F & 79.6%
[F) & 85.2%
[ & 79.6%
[F) & 94.4%
[F] & 85.2%



MBariatric Surgeryf&1F F AR ELIRELSGIEIE
> 3977 7 B

> Surg Endosc. 2020 Apr;34(4):1648-1657. doi: 10,1007/s00464-019-06937-1
Epub 2019 Jun 19 ‘ > RBSHEEMNE T/ ME4L(100.0%0) FIMDT(92.8%)
The first consensus statement on revisional bariatric JE |

i dified Delphi h
surgery using a modified Delphi approac > RBSAR R B & 7:(95.7%). L3 (85.7%). WH

B2(97.1%) MIE R (94.3%) VPl
Methods: We created a committee of 22 recognised opinion-makers with a special interest in RBS.
The committee invited 70 RBS experts from 27 countries to vote onm concerning RBS. An > LRYG B(943%) . OAG B(828%) 5Fn SAD |-

agreement amongst = 70.0% experts was regarded as a consensus.

Results: Seventy experts from twenty-seven countries took part. There was a consensus that the 8(714%)% LAG B*ERBS&%(SLI-g%)

decision for RBS should be individualised (100.0%) and multi-disciplinary (92.8%). Experts

recommended a preoperative nutritional (95.7%) and psychological evaluation (85.7%), endoscopy >» OAG B(843%) N BPD/DS(814%) %[[ SADI-S

(97.1%), and a contrast series (94.3%). Experts agreed that Roux-Y gastric bypass (RYGB) (94.3%), One

anastomosis gastric bypass (OAGB) (82.8%), and single anastomosis duodeno-ileal bypass with sleeve (885%)% LSG*ERBS jﬁ%

gastrectomy (SADI-S) (71.4%) were acceptable RBS options after gastric banding (84.3%). OAGB

(84.3%), bilio-pancreatic diversion/duodenal switch (BPD/DS) (81.4%), and SADI-S (88.5%) were > Hﬁﬂ%ﬂiﬁ‘&% LRYG B(94 30/ 0
39%)F1OAGB(72.8%)

agreed as consensus RBS options after sleeve gastrectomy. lengthening of bilio-pancreatic limb was

the only consensus RBS option after RYGB (94.3%) and OAGB (72.8%). \ \
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> Surg Obes Relat Dis. 2019 Feb;15(2):173-186. doi: 10.1016/).s0ard.2018.11.006.
Epub 2018 Nov 15,

Reoperative surgergp)for nonresponders and

compii €eve gastrectomy operations in
patients with severe obesity. An international expert
panel consensus statement to define best practice
guidelines

> B HERIRLW, REHEEESCRKREREEK
TR RTIR AR TR R SR e

> EEREREARIE. FREAR. BEMHREDHLSHEA
HE ST T4 3R

> 355438, BAEXRTHERBANILARY. SCHGERD
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Highlights

An expert consensus conference was held with 32 of the

most experienced bariatric surgeons worldwide to provide

consensus-based best practice guidelines regarding
performance of re-interventions after failed or

complicated SG in patients with obesity.

Full consensus was obtained for the essential aspects of
indications and contraindications, surgical technique,

management, and prevention of complications.

Consensus was achieved for 35 of 54 key questions,
including consensus recommendations regarding

technique in reoperation, management of GERD and

Barrett's esophagus after SG, and surgical options for poor

initial weight loss.

This paper provides 35 statements and recommendations
for a clinical consensus guideline regarding
standardization of indications, contraindications, surgical
options, and surgical techniques when re-operating on

patients that underwent a failed or complicated SG.

To our knowledge, the present consensus report
represents the first document that defines best practice
guidelines for the performance of re-interventions after

failed or complicated SG.



General considerations, indications, contraindicztions, and technique

The left crus should always be visualized during sleeve to identify hiatal

hernia and to assure adequate resection of the gastric fundus

Staple height when dividing the gastric antrum should not be smaller than

green or purple

Staple size when dividing the fundus should not be smaller than blue or
purple
Sleeve provides superior long-term outcomes in comparison to adjustable

gastric banding or vertical banded gastroplasty

Sleeve has been shown to have an acceptable long-term weight loss based

omn avzilable 5- to 10-yr data

There is encugh clinical evidence to standardize the V8G distance from

pylorus

91.3%

88.5%

88.0%

83.3%

79.2%

14.8%4

8.7%

7.7%

4.0%

8.3%

70.4%

094

3.8%

8.0%

8.3%

83%

14.8%
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Sleeve and strictures M‘! f E= m E. i E

Segmental narrowing of the sleeve diameter can lead to functional 100.09% 0% 094

obstruction and increases the risk of GERD symptoms

Functionzl cbhstruction of the sleeve 1s most often due to 2 technical errer 73.1% 15.4% 11.5%

of the primary procedure, as opposed to postoperative adhesions > 'éEq ‘EE{/IZ #&ﬁﬁ? ﬂﬁwﬁg#ﬁﬁ#jgjﬂ

Adhesiclysis with freeing up sleeve adhesions is a reasonable REMI to 259%  70.4% 3.7%

SR GERDZHAI S
> BEREDREMEENFREEEE X FRIH

> HEE LT REENR B EE L 5 ZRBMI

IFRVUY

= [y
NAPOLI
2023



Sleeve, GERD, and Barrett's esophagus

- ==/ ey Palasy ] P -ta
Patients with sleeve who require surgical intervention for significant 100.0% .0% 0% S G ) 7. [} ﬂBa rre t é&

ongoing GERD are best treated by conversion to RYGE

Patient with hiatal hernia and symptomatic GERD unresponsive to 100.0% .0% 0%
medications after VSG is best treated by conversion to EYGB

Regarding GERD after sleeve, RYGB 15 superior to BPD-DS 96.4% 0% 3.6% > 100%;:'{:‘/”:{ Iﬁ % SG*}E‘ tH mm E ‘l‘éG E R D'ﬁ%IEy\j RYG B

Newly dizgnosed Barrett's esophagus (intestinzl metaplasia) identified after 92.3% 7.7% 0%

V8G requires intensive medical treatment and strong consideration for VSG*E l[:H m H i atUS H ern i a,ﬁ%IE% RYG B

RYGB conversion

In a patient with previous sleeve who develops GERD and hiatal 880% 11.1% 0%, VSG*EE’H{T&G E R Dﬁ%%%}iﬂz%ﬁ%ﬁ% RYG B

herniation of the proximal sleeve, the best treatment modality is to repair
the hiatal hernia and RYGE

> 96% ILRFEIR  SGARE KA GERD, RYGB L FBPD-DS

Newly dizgnosed Barrett's esophagus (intestinz]l metaplasia) identified after 192%  80.8%
V8G in a patient without GERD symptoms does not require surgical

intzrvention > 2%ILHEIR VSGAREmUEBarretBEERFERBRIULAEGY R

In 2 patient with previcus sleeve, surgical treatment by reducing the hiatal  9.5%  7L4% 19.0%

herniz and repairing the hiatal defect along with median arcuate ligament ﬁ%{%,{Eﬂ‘j RYG B

gastropexy f;[—ﬁ]l:: 1s often successful at controlling GERD symptoms

In 2 patient with previous sleeve, surgical treatment by reducing the hiatal  8.0%  72.0% 20.0%

herniz and repairing the hiatal defect 1s often successful at contrelling ——
- | |~ |

GERD symptoms
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Weight regain and insufficient weight loss

There was consensus among our panelists that multidisciplinary evaluation and

treatment are mandatory before revisional banatoc or metabolic interventions
RBMI) in patients with SG who develop weight regain or have insufficient weight
loss (84% agreed). In evaluating poor initial weight loss after an anatomically correct
SG, conversion to another procedure is the preferred approach (74% agreed).
Similarly, if weight regain is identified after an anatomically correct SG, conversion
to another procedure is the preferred approach (77.3% agreed). Our consensus
agreed that conversion of 5G to an alternative procedure is indicated in the
presence of SG dilation and weight regain or insufficient weight loss (80.8% agreed),
and conversion to an alternative procedure is preferable in the presence of a dog ear

or retained fundus (72% agreed

In contrast to conversion to another procedure, the consensus panel achieved
consensus in theis dlung-rmc'm that revision of SG has been shown to be beneficial
after weight regain or insufficient weight loss. When asked if resleeve or gastric
antrum resection are indicated for insufficient weight loss or weight regain in the
presence of dilation of SG or isolated antral dilation, 72% and 76.9% disagreed,
respectively, The majority (88.9%) disagreed that there is enough clinical evidence to
conclude that resleeve is a safe and effective revisional intervention for weight
regain or poor weight loss after index sleeve, They also disagreed that there is
enough evidence to use banding as a RBMI for a failed SG (95.2% disagreed).
Similarly, the consensus did not feel that there is enough evidence to recommend
simultaneous gastric band placement at the time of a primary SG to improve results
§8.9% dh‘l‘x',rv:':d .

Sleeve and duodenal switch for insufficient weight loss or weight regain

The panel reached consensus that there is enough clinical evidence to conclude that

conversion to duodenal switch is a safe and effective revisional intervention for

weight regain and poor weight loss after index SG (70.8% agreed, 21% disagreed,

VVVYVY

>

>
>

84%ILiRFEIR BERABWTFW (RBMID) 2§, DFBHITMDTIHERIET

7493 RFE XN THREREASACHMBETZIEEE, BIEANR—MFREEIE

T1.3%IRFER XTEM, @H¥2IERE, BIEAR—MFAREIE

80.8% 3L iR [E & ;G?jggf#‘&'&tﬂmﬁ%émiv&%KE%, BIEN 5 —FF

72%3LRE & ;G?éjf#%&%ﬁ%ﬁ%iﬁ%?&% BIERN 5 —FF

70.8%0 R FEI & %Csﬁg?f%@iﬂ%@&%ﬁ H1&IE NBPD/DSRZEH N
:F

72.4%3LRE & SADISRSG Rl /E A KRBMI

92.8%HFAR X TFBEFALERE, BPD-DSIETRYGB

RAER

>

>
>
>

72%M76. 9% ARNFERE SGIHKERIM 14 B EY K+ ABEREAR CRE NE
& H T Resleevesk B £ZVIBRA

88.9% A [Fl & Resleeveg— M Z2H MHMEIE T

95.2% A [Fl & W A] T RIMSGIFIRBMI

88.9% A [A] X HIIRSGHT [FE 3 E B R LB 45 R
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Low evidence of LSG revision ......
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ISIGIHETNN IR SWLE > Cir Esp (Engl Ed). 2019 Nov;97(9):477-479. doi: 10.1016/j.ciresp.2019.03.004.

Epub 2019 Apr 13.

Revisional bariatric surgery: Are we opening a
Pandora's box?

[Article in English, Spanish]

) " 1 “ B 2 / 2
Ricard Corcelles Juan S Barajas-Gamboa <, Matthew Kroh <

RV PE > AMA, 2020 Sep 1;324(9):879-887. doi: 10.1001/jama.2020.12567.

Benefits and Risks of Bariatric Surgery in Adults: A
Review

David E Arterburn 1, Dana A Telem ¢, Robert F Kushner >, Anita P Courcoulas 4

> Obes Surg. 2020 Jun;30(6):2280-2284. doi: 10.1007/s11695-020-04484-6

The Safety and Efficacy of One Anastomosis Gastric
Bypass as a Revision for Sleeve Gastrectomy

fu

) 1 2 \ i A aaal @ > Sans N AL '
Mohammad H Jamal ', Rawan Elabd “, Rawan AlMutain “, Ageel Albraheem =, Ahmad Alha)

Haytham Alkhayat 2, Obaid AlHarbi ¢, Husain Almahmeed 2

TIPSV %‘ ﬁ 4& ?

> Surg Obes Relat Dis. May-Jun 2015;11{(3):612-20. doi: 10.1016/j.s0ard.2014.04.033
Epub 2014 Nov 4
Worthy or not? Six-year experience of revisional
bariatric surgery from an Asian center of excellence

) < por (@ ' 3 ’ " 3 DA
Anirudh Vij ', Kirubakaran Malapan v 1, ( hing-Chung Tsal =, Kuo-Chung Hung *, Po-Chi Chang 4

Chih-Kun Huang 5

> Surg Endosc, 2020 Apr;34(4):1573-1584, doi: 10.1007/s00464-019-06917-5.
Epub 2019 Jun 17

Outcomes in conventional laparoscopic versus
robotic-assisted revisional bariatric surgery: a
retrospective, case-controlled study of the MBSAQIP
database

. ; 2 5 .
Edwin Acevedo ', Michael Mazzei 1, Huagin g Zhao ¢ ning Lu <, Michael A Edwarc
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B > Ann N Y Acad Sci. 2020 Dec;1482(1):26-35. doi: 10.1111/nyas.14467.
Epub 2020 Sep 6.

Do we understand the pathophysiology of GERD after
sleeve gastrectomy?

What is the “perfect” SG to prevent GERD?

Since the above outlined evidence is based on small, retrospective studies, the relative
impact of all these observations is impossible to define. However, the available evidence fits
together nicely, and the findings point in the same direction. Hence, some important

acute Angle of His

technical considerations can be discussed to reduce the risk of post-sleeve GERD. Daes et al. keducaiacgge hiatl Nernia preserve sling fibers

i ; : i : not too close but neither toco
reported that if close attention was paid to technical details, GERD could be successfully o o arthe
avoided in 64 out of 66 patients with SG.”” Numerous studies attempted to disentangle the smallest diameter esophagogastric junction

which technical factors contributed to a successful, GERD-free SG. Keidar et al. observed that
a narrowing of the mid-portion of the sleeve, at the angular notch, and with upstream

dilation was associated with higher rates of GERD following SG. Therefore, the sleeve should Shlapeet dismeter
be the widest at the antrum and the narrowest at the cardia.”” Some controversy concerning

the ideal bougie size used for sleeve calibration exists. However, a retrospective study on

no narrowing

120 SG patients showed that using a 42-Fr bougie has a positive impact on the prevalence of
GERD after surgery when compared with a 32-Fr bougie. For the group with a 42-Fr bougie,
around 80% of patients reported postoperative improvement of GERD symptoms, compared

ao,b
with 60% of patients in the 32-Fr group. Further, GERD symptoms decreased postoperatively “’%
in 3% and 10% of the patients, respectively.”' This observation is in keeping with the law of ",
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Table 1. Criteria for a "perfect” sleeve gastrectomy to prevent GERD

Criterion

Use a large (e.g., 42 Fr) bougie to reduce the risk of narrowing

Shape the sleeve in such a manner that it is the widest at the antrum and the

narrowest at the cardia (trapezoid shape)

Prevent narrowing of the mid-portion of the sleeve, especially at the angular
notch, by appropriate angulation of the stapler and preventing twisting or

kinking of the sleeve

Preserve the antrum (by placing the first staple line >5 cm from the pylorus)

to preserve antral motility

Place the last staple line close, but not too close, to the esophagus to not

injure the sling fibers of the LES

Repair large hiatal hernias (>4 ¢cm)

Goal

Minimizing intragastric pressure

Preventing (functional) stenosis

Preventing (functional) stenosis

Minimizing intragastric pressure

Preserving an acute Angle of His and

maintaining high pressure at the LES

Restoring the Angle of His

;" II"DU:
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rLRYGB vs rOAGB: on the Basis of Prospective Study

> Obes Surg. 2022 Sep 13;1-13. doi: 10.1007/511695-022-06266-8. Online ahead of print.

Revisional Roux-en-Y Gastric Bypass Versus

Revisional One-Anastomosis Gastric Bypass After

Failed Sleeve Gastrectomy: a Randomized Controlled

Trial ’ > Hilg

Revisional Roux-en-Y Gastric Bypass versus Revisional One-Anastomosis Gastric Bypass > i‘%‘
after Failed Sleeve Gastrectomy: A Randomized Controlled Trial
Excessive BMI Loss (EBMIL)

CONCLUSIONS » 80LRYGB vs 80 OAGB

Q??"‘;' Asingle-blinded RCT for i (5% CI. 1997 1%) > 2 -‘L
, revisional surgery = FEREVT
= 80 RYGB vs 80 OAGB i J—

gl Bl

, > FAHRBEERERE

BMI, %EBMIL, Both revisional RYGB and revisional OAGB have

= / = ble significant weight loss effects.
= denimaiaie g kil e > MAAREBMIETLSGAR)E

PR A8 e After two years, both groups achieved
a”odated medical problems significantly lower BMI than their post-LSG

| Body Mass Index (BMI) Timeline nadir BMI. B M I%'f&, )J—:(
)
. CAGE 4052 90 i i imi
k . : o 43¢ 00 e Early and late complications were similar
< ...-. 2 year follow up 0l T between two groups.
. g . 0GB N d2 72 \ > # ﬁ‘ ﬂiE ;i %ﬁ

= 1 : v_-.:L:g ,:4 lv»“: e RYGU S 1244 ‘
= T e |

T s AGH 224y 31
M A mixed-design repeated-measures %i %-L g P 1
analysis of variance (ANOVA) ? %J %i %ﬁé

Before LSG Nadu
abwr LSG wvikior

=
=
mmn
w
ES

k2

‘t '@ d nal of Metabolle Sut'-'y nd Allind Care

K/ M %J @ ’,, ™ Mohamed Hany MD, Ahmed Zidan, Ehab Elmongui, Bart Torensma OBESITY SURGERY




% EBMIL

90 1

60

30

125 -

100 -

751

50 1

254

Body Mass Index (BMI) Timeline

OAGB: 493+ 9.0
RYGB: 48.8 + 8.4 OAGB: 451+ 8.3

° RYGB:44.9 + 6.6
4 OAGB: 334+ 7.2

RYGB:34.1+44
OAGB: 295+ 5.0

RYGB: 29645
ot ‘ OAZB \
o ° RYGB: 27.8 £ 2.

°
a : OAGB: 309+ 6.6
© RYGB 208+49

Before LSG Nadlr Before 6 months after 1 yea;' after 2 year's after
after LSG revision revision revision revision

Excessive BMI Loss (EBMIL)

Mean difference = 7.6%
(95% CI: -1.9-17.1%)

Mean difference = 8.5% E
(95% CI: 0.2-16.9%)

B8 +37%
Mean difference = 4.4%

(95% CI: -0.8-9.7%)

1.8 £22.3%

_

6 mo'nths 1 y'ear 2 yéars

Revision 82 OAGB & RYGB

80%-

40%-

Percentage of patients according to disease status

OAGB RYGB

OAGB RYGB OAGB RYGB

" No change B Improved I Resolved



rLRYGB vs rSADIS: on the Basis of Multicenter retrospective Study

Multicenter Study > Obes Surg. Uk Dec;28(12):3834-3842.

doi: 10.1007/511695-018-3429-z.

Failed Sleeve Gastrectomy: Single Anastomosis
Duodenoileal Bypass or Roux-en-Y Gastric Bypass? A
Multicenter Cohort Study

. % TBWL following sleeve gastrectomy and revisional surgery (o]
Table 2
45
Percentage total body weight la llowing secondary surgery 40
9% TBWL at 3 mon ths 9% TBWL at 6 mon ths 9% TBWL at 12 mon ths 9 TBWL at 24 mon ths ; 35
30
SADI 11.3% (+ 4.1) 16.5% (+ 5.8) 21.5% (+8.1) 26,40 (+10.4) E o
kY y .
RYGE 5.9% (+ 5.3) 7.8% (+ 6.8) 8.9% (+8.7) 6.9% (+11.3) = 20 Single Anastomosis
= Duodenoileal Bypass
Pvalue =.001 =.001 =.001 =.001 E 15 Roux-en-Y Gastric
D -Ccn- S
& 10 Bypass
Open in a separate window 5
SADI single anastomosis ducdencileal bypass, RYGE Roux-en-Y gastric bypass, # standard deviation in percentage 0
SG Max  Re-op 3 6 12 24
TBWL* months months months months
Time point

> 66%SGIEIENSADI, 74%SGIEIENRYGB

> rSADISHITBWLILFrRYGB (3% p < 0.001)
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Short-term (< 30 days) and medium-term (> 1 month and < 12 months) coffiplications

SADI1 RYGH Total P

N=66 (%) N=74 (%) N=140 (%)

Short-term complication (< 30 days) 4 (6.19%) 6 (8.1%) 10 (7.104) 639
Readmission 3 4 7
Reoperation 1 2 3
Abscess 1
Anastomic leakage 1
No focus 1
Meod-term complication (> 1 and < 12 months) 7 (10.6%) 7 (9.5%) 14 (1004) 821
Readmission 1 3 4
Reoperation 6 R 10
A) )
Internal herniation 2 > 5(—}\ FGERD ﬂﬁn@ E[ 5@ rRYG B*Eﬁ’[ﬁ{% 93
Incisional hernia 1
Anastomic leakage 1
Ravislonal surgery* 1
Re-sleeve 2
Stenosis 1
wel s . . N
Post-operath-'(nutritional deficiencies >ithin the first 2 years after revisional SADI and RYGB > ﬁéﬁ#kﬁ*ﬂ %%ﬁ E*E{u
-e
Post-SADI Post-RYGB
N=20-47#% N=29-42%

Number of deficiencies (%) Number of deficiencies (%4) P value

Anemia 16 (34%) 11 (26%) 421
Ferritin 6 (14%) 11 (31%) 071 N t
> & g =] 5
Folate 10 (31%) 5 (12%) 066
Vitamin B12 0 13 (339%) <.001
Vitamin D 13 (28%) 9 (23%) 587
Parathyroid hormone 3 (7%4) 3 (8%) 875
Calcium 3 (7%) 2 (5%) 705 : II"DU:
Albumin 5 (12%) 5 (17%) 525

Vitamin B1 1 (5%) 0 N.A. NA PO LI
Vitamin B6é 0 0 N.A. 2023




Re-sleeve vs rRYGB: Comparative study

Comparative Study > Obes Surg. 2016 Oct;26(10):2302-7. doi: 10.1007/511695-016-2119-y.

Approach to Poor Weight Loss After Laparoscopic
Sleeve Gastrectomy: Re-sleeve Vs. Gastric Bypass

Barium Swallow

&
Endoscopy

_ Ideal Sleeve
Dilated Sleeve * Barium:Same dlameter as the

* Barium: Larger than the diameter of the jejunum; < 3cm

jejunum; > 3cm in diameter * Endoscopy: no visible dilaticn and
* Endoscopy: dilation of gastric fundus or inability to retroflex the scope
antrum; ability to retrofiex the scope Presence of hiatal hernia, esophagitis
or narrowing of the incisura

J !

Resleeve Roux-en-Y Gastric Bypass
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rBPD/DS or rRYGB: the algorithm

> Surg Obes Relat Dis. 2015 Jan-Feb;11(1):79-85. doi: 10.1016/j.s0ard.2014.04.012.
Epub 2014 Apr 24.

Laparoscopic conversion of sleeve gastrectomy t
biliopancreatic diversion with duodenal switch o
Roux-en-Y gastric bypass due to weight loss fail
our algorithm

RYGB

Conclusion: DS and RYGB are feasible and effective operations after a failed SG. The DS yields a

greater weight loss. The mechanism of failure should guide selection of the second procedure. favourable
% Excess weight loss —&— DS
116£35 (4 =RLSRYB
+
120 +35 (4pt)
100

79246 (9pt)

80
2
s 60
w
40 5446 (2pt)
20
v w
0 r T T “ lrbu h
0 1y 2-3y >3y
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Time after operation

€S

T W

yes |

Hh. BRE. it ¥. 5#%2. BMIXF50

Is the patient considered a high operative risk? ‘

-

Where there any small bowel resections in the past?

-

Are there any Vitamin deficiencies? ‘

a

Did DM & HTN improved after the LSG? ‘

u

Was the BMI prior to the LSG over 507 ‘

BPD-DS
favourable
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2016.09 2021.08

Mets & weight recurrence
(BMI 37.2kg/m’)

OHS (PCO2 51.8mmHg)
Moderate OSA (AHI 23.9
NAFLD
2-DM ( HbA1c : 8.2% )
GERD, FafziFts

BurkitifE2iE (llaFFiaRr)

34Y Male

A\

Non-invasive ventilator
for 1 week
LSG+QUPPP

=

vV V V V V V

2021.09

>»rLRYGB
> Hiatal Repair

2016.11
» Burkit lymphoma, CVAD
>ZE %R, BIZEECIRM

»Nadir weight &85 kg

2016.08
» Mets plus BMI 34.3kg/m’
> Severe OSA (AHI 86.3,
Mean SO, 90%, Nadir

SO, 73%) (Nadire BMI1#325.38) ,
> 2-DM (HbA1c 9.4%) #FROREE, PPRRICAE
» OHS (CO2 47mmHg)
> NAFLD (ALT 98; AST 51) < 1PV
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PRIMARY SLEEVE 2016

Postoperative SICU for 1d
Discharge 4d after surgery
Continuing CPAP

YV V V VY

No perioperative complications

SIPUY
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REVIED SURGERIES 2021

BSERQCT: HEZAI, FEASAHRT
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REVIED SURGERIES 2021

CHEN XIN Shiamghai No.2 People’s Hospital

7-1/1
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REVIED SURGERIES 2021

24hiliEs. BEIEMR < VT IENE: AEBEZAMEHIE

NAPOLI
PAOPK



REVIED SURGERIES 2021
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REVIED SURGERIES 2021
{EIEARR] AE3E

AHI(/hr) 23.9 9

bSG Nadir SO, (%) 82 95
Mean SO, (%) 95 88

Arterial PO,(mmHg) 109 102
Blood Gas PCO,(mmHg) 51.8 43.5
Weight (Kg) 104.5 90
BMI(Kg/n?) 31.2 26.8

Body fat rate (%) 26.3 19.8
HbAlc (%) 8.2 6.3
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B RYGB

W SG

m OAGB

= DS/SADI-S
B REVISIONAL
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Please indicate on this Case Mix Disclosure Slide the number of procedures you have performed throughout your whole career.

» The disclosure slide is meant to show the % of procedures performed in the whole career of the surgeon/presenter.

» This is helpful to give the audience a clear idea of the of the type of operations the presenter has done in his professional career.

« This is a requirement for all IFSO endorsed meetings. The Case Mix Slide must be enforced mandatorily by the Director of the
endorsed event and it is recommended for all the other Speakers.

» The presenter is free to add/remove to the suggested list any type of procedure to fully reflect his/her own statistics.
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