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Unskilled and Unaware of It:
How Difficulties in Recognizing One's Own Incompetence Lead to Inflated Self-Assessments

Justin Kruger and David Dunning Cornell University

Bunning-Kruger Effect

Unskilled and Unaware of It: How Difficulties in Recognizing
One's Own Incompetence Lead to Inflated Self-Ass
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Figure 2. Perceived logical reasoning ability and test performance as a
function of actual test performance (Study 2).
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What Is the optimal gastric bypass anatomy
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Anatomic Considerations
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Importance of pouch size In laparoscopic Roux-en-Y gastric
bypass: a cohort study of 14,168 patients

Ehdolm, et al: Surg Endosc (2016) 30:2011-2015

® 14,168 LRYGB patients from the Scandinavian Obesity Surgery
Registry

® Mean length of stapler used for the pouch was 145 mm.

® At 1 year, symptomatic marginal ulcers were noted in 0.9 % of the
patients.
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Anastomotic Techniqu_e




OBES SURG (2015) 25:1796-1801
DOI 10.1007/s11695-015-1638-2

ORIGINAL CONTRIBUTIONS

Stapling Versus Hand Suture for Gastroenteric Anastomosis
in Roux-en-Y Gastric Bypass: a Randomized Clinical Trial

L. Abellan - V. Lépez - J. Lujan - J. Abrisqueta -
Q. Hernandez - M. D. Frutos - P. Parrilla

Published online: 28 March 2015
© Springer Science+Business Media New York 2015

Abstract

Background Different anastomotic techniques have been
evaluated during a laparoscopic Roux-en-Y gastric bypass
(RYGB); however, no techniques have proven to be better
than any other regarding complications and the percentage
of weight loss (excess weight loss (%EWL)), and there are
few controlled prospective studies to compare them.
Methods A randomized, prospective study was conducted in
238 patients undergoing RYGB for morbid obesity between
July 2008 and September 2012 to compare the early and late
postoperative complications between the two surgical tech-
niques: gastrojejunal hand-sutured anastomosis (HSA) and
circular-stapled anastomosis (CSA). Minimum follow-up
was 24 months.

Results The two groups of patients were similar for demo-
graphic data and preoperative comorbidities. There were no
significant differences between the surgical techniques regard-
ing %EWL at 3, 12, and 24 months. The patients with CSA
had a greater frequency of postoperative gastrointestinal
bleeding (GIB) (4.2 vs. 0 %, p=0.024) and surgical wound
infection (11.1 vs. 3.4 %, p=0.025) than the patients with
HSA, with no significant differences in the other early com-
plications. There were no significant differences in either
group for late complications (gastrojejunal anastomosis
(GJA) stricture, marginal ulcer, GJA perforation, bowel ob-
struction, and eventration). No significant differences were
observed in operative time, rate of reoperation and postoper-
ative length of hospital stay.

Conclusions HSA and CSA were techniques with similar
safety and effectiveness in our study. HSA had a lower rate

I. Abellan (<) - V. Lopez - J. Lujan - J. Abrisqueta - Q. Heméndez -
M. D. Frutos * P. Parrilla

Department of General Surgery, Metabolic Surgery Unit, Virgen de
la Arrixaca University Clinical Hospital, University of Murcia, Ctra.
Madrid-Cartagena, 30120, El Palmar Murcia, Spain

e-mail: israelabellanmorcillo@gmail.com
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of bleeding complications and surgical wound infection, al-
though it does require greater experience in laparoscopic hand
suturing.

Keywords RouxenY gastric bypass - Gastrojejunal
anastomosis - Hand sewn anastomosis - Circular stapled
anastomosis - Total weight lost

Introduction

Laparoscopic Roux-en-Y gastric bypass is considered the
gold standard surgical treatment for obesity, with percentages
of excess weight loss (Y%EWL) of 70-80 % [1]. One of the
stages of RYGB is the gastrojejunal anastomosis (GJA),
which depends on the experience of the surgeon and is a
source of complications, some of them serious: anastomotic
leak, stricture, bleeding, and development of a marginal ulcer.
Different techniques have been described for performing the
GJA. The three most commonly used techniques are hand-
sutured anastomosis (HSA), lineal-stapled anastomosis
(LSA), and circular-stapled anastomosis (CSA) [2—4]. In
2008, a review showed that American bariatric surgeons per-
formed 43 % CSA, 41 % LSA, and 21 % HSA [5]. There is
currently no consensus on the technique of choice, as most of
the series published [6, 7] conclude that all three techniques
are safe for performing GJA in RYGB and there are no sig-
nificant differences regarding the number of complications.
However, these studies are limited by the fact that most cen-
ters specialized in bariatric surgery use just one type of GJA.
Moreover, the studies comparing different GJA techniques are
retrospective, with a disparate number of patients in each
group and, in most cases, limited follow-up.

% Excess

Weight

Loss

EWL (%) 3m

EWL (%) 12m

Follow-up

Table 2 Comparison of the early and late postoperative complications
for both groups of patients (HSA and CSA)

Type of complication (r/%)

Early complications

Postoperative gastrointestinal
bleeding
Intraabdominal bleeding

Strangulated hernia
Gastrojejunostomy leak
Acute pancreatitis
Surgical wound infection
Total

Late complications
Gastrojejunostomy stricture
Marginal ulcer of anastomosis
Gastrojejunostomy perforation
Eventration
Bowel obstruction
Total

HSA
(n=116)

4 (3.4 %)
0

1 (0.8 %)

1 (0.8 %)

4 (3.4 %)

10 (8.6%)

3 (2.6 %)
1 (0.8 %)
1 (0.8 %)
3 (2.6 %)
2 (1.7 %)

10 (8.6%)

CSA
(n=117)

5(4.2 %)

2 (1.7 %)
1(0.8 %)

0

0
13 (11.1 %)
22 (18.8%)

5(4.3 %)
0

3 (2.6 %)

6 (5.1 %)

1 (0.8 %)

15 (12.8%)

Bold type means it is a statistically significant value

Advanced Laparoscopic Surgery Associates Medical Group

EWL (%) 24 m

Bleeding

Wound Infection



OBES SURG (2014) 24:1425-1429
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Comparison of Gastrojejunal Anastomosis Techniques
in Laparoscopic Roux-en-Y Gastric Bypass: Gastrojejunal
Stricture Rate and Effect on Subsequent Weight Loss

Sangoh Lee - Andrew R. Davies - Sameer Bahal -
Daniel M. Cocker - Gianluca Bonanomi -
Jeremy Thompson - Evangelos Efthimiou

Published online: 5 March 2014
© Springer Science+Business Media New York 2014

Abstract
Background Different gastrojejunal anastomotic (GJA) tech-
niques have been described in laparoscopic Roux-en-Y gastric
bypass (LRYGB). There is conflicting data on whether one
technique is superior to the other. We aimed to compare hand-
sewn (HSA), circular-stapled (CSA) and linear-stapled (LSA)
anastomotic techniques in terms of stricture rates and their
impact on subsequent weight loss.
Methods A prospectively collected database was used to iden-
tify patients undergoing LRYGB surgery between March
2005 and May 2012. Anastomotic technique (HSA, CSA,
LSA) was performed according to individual surgeon prefer-
ence. The database recorded patient demographics, relevant
comorbidities and the type of GJA performed. Serial weight
measurements and percentage excess weight loss (%EWL)
were available at defined follow-up intervals.
Results Included in the data were 426 patients, divided be-
tween HSA (n=174,40.8 %), CSA (n=110, 25.8 %) and LSA
(n=142, 33.3 %). There was no significant difference in the
stricture rates (HSA n=17, 9.72 %; CSA n=9, 8.18 %; LSA
n=8,5.63 %; p=0.4006). Weight loss was similar between the
three techniques (HSA, CSA and LSA) at 3 months (40.6 %+
16.2 % vs 35.92 %=21.42 % vs 48.21 %=14.79 %; p=
0.0821), 6 months (61.48 %=+23.94 % vs 58.16 %+27.31 %
vs 60.18 %=+22.26 %; p=0.2296), 12 months (72.94 %=+
19.93 % vs 69.72+21.42 % vs 66.05 %=17.75 %; p=
0.0617) and 24 months (73.29 %+22.31 % vs 68.75 %+
24.71 % vs 69.40 %=+23.10 %; p=0.7242), respectively.

The stricture group lost significantly greater weight
(%EWL) within the first 3 months compared to the non-

S. Lee (B4) * A. R. Davies * S. Bahal - D. M. Cocker *

G. Bonanomi - J. Thompson - E. Efthimiou

Bariatric and Metabolic Surgery Unit, Chelsea and Westminster
Hospital NHS Trust, London, UK

e-mail: sangoh01@gmail.com

Fresno Medical Education Program

stricture group (45.39 %+16.82 % vs 39.22 %+21.93 %;
p=0.0340); however, this difference had resolved at 6 months
(61.29 %=+18.50 % vs 59.79 %=+23.03 %; p=0.8802) and
12 months (71.59 %=+18.67 % vs 68.69 %+22.19 %; p=
0.5970).

Conclusions There was no significant difference in the rate of
strictures between the three techniques, although the linear
technique appears to have the lowest requirement for post-
operative dilatation. The re-intervention rate will, in part, be
dictated by the threshold for endoscopy, which will vary
between units. Weight loss was similar between the three
anastomotic techniques. Surgeons should use techniques that
they are most familiar with, as stricture and weight loss rates
are not significantly different.

Keywords LRYGB - Gastrojejunal anastomosis - Stricture
rate - Weight loss

Introduction

Obesity is a major epidemic in western society, with huge
health care and economic implications [1]. It leads to serious
medical complications such as diabetes, hypertension and
cardiovascular disease as well as increased mortality [2—4].

Bariatric surgery, including laparoscopic Roux-en-Y gas-
tric bypass (LRYGB) has proven to be an effective surgical
procedure in achieving effective and sustained weight loss [5].
Since the introduction of LRYGB, different
gastrojejunostomy anastomosis (GJA) techniques have been
described, including hand-sewn (HSA), linear-stapled (LSA)
and circular-stapled (CSA) techniques. Previous studies have
shown conflicting evidence as to which technique is superior,
if at all, in reducing the early complications [6-8].

Smaller the anastomosis = increased risk of stenosis

Table 2 Post-operative GJA strictures following LRYGB, comparing

three different techniques

Hand-sewn

Patients (n)
Strictures

11-12 mm
2-layer
2-0 Vicryl

Advanced Laparoscopic Surgery Associates Medical Group

Circular Linear

25 mm OrVil

p value

30 mm
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Does size of stoma make a difference?

Abu Dayyeh BK, Lautz DB, Thompson CC. Gastrojejunal stoma diameter predicts weight regain after Roux-en-Y gastric bypass.
Clin Gastroenterol Hepatol. 2011 Mar;9(3):228-33.
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The Effect of Stoma Size on Welight Loss After Laparoscopic Gastric Bypass Surgery:
Results of a Blinded Randomized Controlled Trial
Cottam, et al: OBES SURG (2009) 19:13-17

Comparative Weight Loss Between Stapler Type
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REVIEW ARTICLE f')

A systematic review of the effect of gastric pouch and/or gastrojejunostomy
(stoma) size on weight loss outcomes with Roux-en-Y gastric bypass

Kamal Mahawar'2® . Alistair J. Sharples® - Yitka Graham'?

Received: 22 July 2019 / Accepted: 12 November 2019 / Published online: 19 November 2019
© Springer Science+Business Media, LLC, part of Springer Nature 2019

Abstract . il . = .

Background The effect of the gastric pouch or Gastrojejunostomy (GJ or stoma) size on weight loss outcomes after Roux- C O n C I u S I O n S K T h I S reVI eW fl n d S th at a I a r g e r

en-Y gastric bypass (RYGB) is unclear with studies reporting conflicting results. The purpose of this systematic review was

to determine the impact of the gastric pouch or stoma size on weight loss outcomes with RYGB. n N =

Methods An online search of PubMed was carried out to identify all articles evaluating the effect of the gastric pouch and/ p O u C h O r Sto m a S I Z e m ay b e aS S O C I ate d W I t h

or gastric stoma size at the time of surgery on outcomes associated with RYGB. Quality and heterogeneity of data precluded

a meta-analysis. So a systematic review was performed without a meta-analysis. . .
Results This review found a total of 14 studies (two of which were randomised) evaluating the effect of pouch sizes on weight ad V e rS e We I g h t I O S S O u tC O m e S b u t t h e q u a I I ty Of
loss outcomes after RYGB. Nine of these studies did not find any significant association between pouch size and weight

loss outcomes whereas five studies found larger pouches to be associated with poorer weight loss outcomes. No study found . =

larger pouches to be associated with better weight loss outcomes. Out of the ten studies (one of which was randomised) that d at a d O e S n Ot aI I OW u S t O re C I S e I d et e r m I n e
evaluated the effect of stoma size on weight loss outcomes after RYGB, six studies did not show any significant effect of p y

stoma size on weight loss outcomes and four found larger stoma sizes to be associated with significantly poorer weight loss

outcomes. No study found larger stoma to be associated with better weight loss outcomes. t " m h t m " " t h R Y ( ; B I h
Conclusions This review finds that a larger pouch or stoma size may be associated with adverse weight loss outcomes but O p I I I l u p O u C O r S O a. S I Z e WI ] e re

the quality of data does not allow us to precisely determine optimum pouch or stoma size with RYGB. There is a need for

more randomised data comparing long-term weight loss outcomes with pouches or stoma of different sizes. = . a
b s e - IS a need for more randomized data comparing
Keywords Bariatric surgery - Gastric pouch size - Roux-en-Y gastric bypass - Gastrojejunostomy size - Stoma size - Weight
loss " =

- | long-term weight loss outcomes with pouches or
Abbreviations Excess weight loss
RYGB Roux-en-Y gastric bypass Excess body mass index loss . .
GJ Gastrojejunostomy Total weight loss Sto m a Of d Iffe re nt S I Z e S "

PRISMA Preferred reporting items for systematic Gastrojejunal anastomosis
reviews and meta-analyses Body mass index
AL Alimentary limb
Bilio-pancreatic limb
Roux-en-Y gastric bypass (RYGB) is the second com-
monest bariatric procedure worldwide [1] as well as the
longest-serving procedure [2]. It has traditionally been
1 Kamal Mahawar described as a combined restrictive and malabsorptive
kmahawar @ gmail.com procedure [3]. It is only recently becoming apparent that
malabsorption makes a very small contribution to the
short-term weight loss outcomes after this procedure [4]
and that its effect on hunger and satiety mediated through

Faculty of Health Sciences and Wellbeing, University yet incompletely understood mechanisms may play a more
of Sunderland, Sunderland SR1 3SD, UK . ep
significant role [5].

Bariatric Unit, Sunderland Royal Hospital,
Sunderland SR4 7TP, UK

Department of Upper GI and Bariatric Surgery, University
Hospital of North Midlands, Stoke-on-Trent, UK
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SURGERY FOR OBESITY
AND RELATED DISEASES

SV Y L SURGERY FOR OBESITY
A T : AND RELATED DISEASES
ELSEVIER Surgery for Obesity and Related Diseases 18 (2022) 555-564 AL

ELSEVIER

Surgery for Obesity and Related Diseases 19 (2023) 755-762

Review article
Review article

The role of total alimentary limb length in Roux-en-Y gastric
bypass: a systematic review

Alice Wang, M.D., M.H.S.”, Lauren Poliakin, M.D.”, Naresh Sundaresan, M.D.",
Vilok Vijayanagar, D.0.", Alexander Abdurakhmanov, M.D.?%, Kyle J. Thompson, Ph.D.°,
Iain H. Mckillop, Ph.D.”, Selwan Barbat, M.D.?, Roc Bauman, M.D.?, Keith S. Gersin, M.D.?,
Timothy S. Kuwada, M.D.”, Abdelrahman Nimeri, M.D., FA.C.S., FA.SM.B.S.™*

“Atrium Health Weight Management, Section of Bariatric & Metabolic Surgery, Department of Surgery, Carolinas Medical Center, Atrium Health,
Charlotte, North Carolina
Division of Research, Department of Surgery, Carolinas Medical Center, Atrium Health, Charlotte, North Carolina

Received 3 May 2021; accepted 21 August 2021

American Society for Metabolic and Bariatric Surgery literature review
on the effect of Roux-en-Y gastric bypass limb lengths on outcomes

Essa M. Aleassa, M.D.**, Pavlos Papasavas, M.D.", Toms Augustin, M.D.°,
Zhamak Khorgami, M.D.’, Sue Benson-Davies, Ph.D., Saber Ghiassi, M.D.',
Jonathan Carter, M.D.%, Abdelrahman Nimeri, M.D.h, Clinical Issues Committee of the
American Society for Metabolic and Bariatric Surgery

“Department of General Surgery, Digestive Disease Institute, Cleveland Clinic Abu Dhabi, Abu Dhabi, United Arab Emirates
*Department of Surgery, Hartford Hospital, Hartford, Connecticut
“Department of General Surgery, Digestive Disease and Surgery Institute, Cleveland Clinic, Cleveland, Ohio
ﬂr;Depammmf of Surgery, University of Oklahoma College of Community Medicine, Tulsa, Oklahoma

“Department of Surgery, Sanford School of Medicine, University of South Dakota, Vermillion, South Dakota
‘Department of Surgery, Yale School of Medicine, New Haven, Connecticut
£Department of Surgery, University of California, San Francisco, Califernia

"Department of Surgery, Carolinas Medical Center, University of North Carolina, Charlotte, North Carolina

Received 26 March 2023; accepted 2 April 2023

Abstract Background: Roux-en-Y gastric bypass (RYGB) is an established surgical treatment for obesity.
Variations in limb length during RYGB procedures have been investigated for optimizing weight
loss while minimizing nutritional deficiencies. The role of the total alimentary limb length (TALL;
Roux limb plus common channel [CC]), however, is poorly defined.

Objective: Compare TALL in RYGB procedures for weight loss outcomes and malnutrition.
Setting: Systematic review.

Methods: Ovid Medline and PubMed databases were searched for entries between 1993 and 2020.
Search terms included “gastric bypass” and “TALL.” Two independent reviewers screened the results.
Results: A total of 21 studies measured TALL in RYGB. Of these, 4 of 6 reported a relationship be-
tween TALL and weight loss. Additionally, 11 studies reported that when TALL was <400 cm and
CC <200 cm, 3.4% to 63.6% of patients required limb lengthening for protein malnutrition.
Conclusions: The majority of studies on RYGB do not report TALL length. There is some evidence
that weight loss is affected by shortening TALL, while a TALL <400 c¢m with CC<200 should be Keywords:
avoided due to severe protein malnutrition. More studies on the effect of TALL are needed. (Surg
Obes Relat Dis 2022;18:555-563.) © 2021 American Society for Bariatric Surgery. Published by
Elsevier Inc. All rights reserved.

Abstract This literature review is issued by the American Society for Metabolic and Bariatric Surgery
regarding limb lengths in Roux-en-Y gastric bypass (RYGB) and their effect on metabolic and bar-
iatric outcomes. Limbs in RYGB consist of the alimentary and biliopancreatic limbs and the common
channel. Variation of limb lengths in primary RYGB and as a revisional option for weight recurrence
after RYGB are described in this review. (Surg Obes Relat Dis 2023;19:755-762.) © 2023 Published
by Elsevier Inc. on behalf of American Society for Metabolic and Bariatric Surgery.

Alimentary limb; Biliopancreatic limb; Common channel; Distalization; Roux-en-Y gastric bypass; Roux limb;
Total alimentary limb length; Weight loss

Key Words: Total alimentary limb length; Roux-en-Y gastric bypass

Roux-en-Y gastric bypass surgery (RYGB) is established
as an effective weight loss and co-morbidity resolution strat-
egy that 1s superior to medical management alone [1,2]. Up
to 20% of patients with morbid obesity (body mass index
[BMI] >40 kg/m?) and up to 40% of patients with super
obesity (BMI >50 kg/m®), however, will experience

*Correspondence: Abdelrahman Nimeri, M.D., FACS, FASMBS,
Atrium Health Weight Management, 2630 East Tth Street, Charlotte,
NC 28204.

E-mail address: Abdelrahman nimeri@atrinmhealth.org (A. Nimeri).

https://doi.org/10.1016/j.50ard.2021.08.022

significant weight regain at 10-year follow-up [3-6].
Subsequently, studies have investigated the effect of
changing limb lengths to optimize weight loss while
minimizing nutritional deficiencies. Few studies, however,
have focused on the impact of the total alimentary limb
length (TALL), which is composed of the Roux limb (RL)
and the common channel (CC). Of further note, the
biliopancreatic limb (BPL) and TALL are closely related
as increases in the BPL results in a shorter TALL [7,8].
Most surgeons do not measure TALL when performing
RYGB with the exception of performing a distal RYGB.

1550-7289/© 2021 American Society for Bariatric Surgery. Published by Elsevier Inc. All rights reserved.

The inception of utilizing gastric bypass for weight loss
was adopted from gastric operations performed to treat
peptic ulcer disease and was initially performed as a loop
procedure. This was later modified to a Roux-en-Y configu-
ration to avoid bile reflux esophagitis. Mason and Ito were
the first to describe gastric bypass as a means to treat obesity
following a series of animal and human studies in 1967 [1].
Their initial gastric bypass operation consisted of a horizon-
tal gastric pouch of fundus that was anastomosed to a loop of

* Correspondence: Essa M. Aleassa, M.D., Department of General Sur-
gery, Digestive Disease Institute, Cleveland Clinic Abu Dhabi, P.O. Box
112412, Abu Dhabi, United Arab Emirates.

E-mail address: e.aleassa@gmail.com (E.M. Aleassa).

https://doi.org/10.1016/j.s0ard.2023.04.298

jejunum 60 cm distal to the ligament of Treitz. The surgery
was performed without the use of a surgical stapler. In 1977,
Alden described the use of a nondividing stapler to create a
smaller horizontal pouch after taking down the proximal at-
tachments of the greater curvature of the stomach [2]. In the
same year, Griffen et al. modified the Mason gastric bypass
from a loop to a Roux-en-Y configuration [3]. The jejunum
was divided 12-15 cm from the ligament of Treitz, creating
a very short biliopancreatic limb (BPL), and the Roux limb
was created to be only 30-35 cm long [4]. Thereafter, Torres
modified the horizontal pouch into a vertical one [5]. In
1994, Wittgrove et al. described a laparoscopic technique
of Roux-en-Y gastric bypass (RYGB) utilizing a circular
end-to-end anastomosis (EEA) [6].

1550-7289/© 2023 Published by Elsevier Inc. on behalf of American Society for Metabolic and Bariatric Surgery.

Fresno Medical Education Program Advanced Laparoscopic Surgery Associates Medical Group




OBES SURG (2016) 26:1627-1634
DOI 10.1007/s11695-016-2201-5

REVIEW ARTICLE

W ®=’._st.-;.\.-1:arl-:
AL

Revision of Roux-En-Y Gastric Bypass for Weight Regain:
a Systematic Review of Techniques and Outcomes

Daniel D. Tran' - Ifeanyi D. Nwokeabia’ - Stephanie Purnell” - Syed Nabeel Zafar' -

Gezzer Ortega1 + Kakra Hughes1 « Terrence M. Fullum’

Published online: 2 May 2016
pringer Science+Business Media New York 2016

Abstract

Background Weight regain has led to an increase in revision
of Roux-en-Y gastric bypass (RYGB) surgeries. There is no
standardized approach to revisional surgery after failed
RYGB. We performed an exhaustive literature search to elu-
cidate surgical revision options. Our objective was to evaluate
outcomes and complications of various methods of revision
after RYGB to identify the option with the best outcomes for
failed primary RYGB.

Method A systematic literature search was conducted using the
following search tools and databases: PubMed, Google
Scholar, Cochrane Clinical Trials Database, Cochrane Review
Database, EMBASE, and Allied and Complementary
Medicine to identify all relevant studies describing revision
after failed RYGB. Inclusion criteria comprised of revisional
surgery for weight gain after RYGB.

Results Of the 1200 articles found, only 799 were selected for
our study. Of the 799, 24 studies, with a total of 866 patients,
were included for a systematic review. Of the 24 studies, 5
were conversion to Distal Roux-en-y gastric bypass
(DRYGB), 5 were revision of gastric pouch and anastomosis,
6 were revision with gastric band, 2 were revision to
biliopancreatic diversion/duodenal switch (BPD/DS), and 6
were revision to endoluminal procedures (i.e., stomaphyx).
Mean percent excess body mass index loss (%EBMIL) after
revision up to 1 and 3-year follow-up for BPD/DS was 63.7
and 76 %, DRYGB was 54 and 52.2 %, gastric banding
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revision 47.6 and 47.3 %, gastric pouch/anastomosis revision
43.3 and 14 %, and endoluminal procedures at 32.1 %, respec-
tively. Gastric pouch/anastomosis revision resulted in the low-
est major complication rate at 3.5 % and DRYGB with the
highest at 11.9 % when compared to the other revisional pro-
cedures. The mortality rate was 0.6 % which only occurred in
the DRYGB group.

Conclusion All 866 patients in the 24 studies reported signif-
icant early initial weight loss after revision for failed RYGB.
However, of the five surgical revision options considered,
BPD/DS, DRYGB, and gastric banding resulted in sustained
weight loss, with acceptable complication rate.

Keywords Roux-en-Y - Gastric bypass - Bariatric surgery -
Revision - Conversion - Weight gain - Weight regain - Weight
recidivism

Introduction

Currently, bariatric surgery remains the gold standard of treat-
ment for sustainable weight loss and reduction of comorbidi-
ties in morbidly obese patients when compared to other non-
surgical options including behavioral modification, diet mod-
ification, drug therapy, and exercise [1-4]. Roux-en-Y Gastric
Bypass (RYGB) still remains one of the most commonly per-
formed bariatric surgery in the USA [5, 6]. RYGB is a
restrictive/malabsorptive procedure that creates a small gastric
pouch limiting food intake and calorie absorption [7]. The
divided 15-30 mm pouch is anastomosed to the Roux limb
of small bowel [8].

Over the last decade, long-term weight loss after RYGB
has been remarkable. However, approximately 10-20 % of
patients either regain weight or fail to achieve significant
weight loss [9]. RYGB failure is due to both anatomical and

‘2 Springer

Roux = AL
alimentary limb

BPL
biliopancreatic limb
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common channel

AL + CL = TALL
Total alimentary limb
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TIPS and TRICKS




Do not use external landmarks for port placement.

Assistant
12mMM  Camera

. 12 mm,

UGS

Fresno Medical Education Program

Advanced Laparoscopic Surgery Associates Medical Group



Initial Entry




Initial entry via the left upper quadrant with an optical trocar In laparoscopic

bariatric surgery.
Amiki M, Ishiyama Y, Harada T. et al: Asian J Endosc Surg. 2022;1-4
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"Chase perfection to catch excellence.”
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"Great things In business are never done by one person; they are
done by a team of people." Steve Jobs




THE TEAM

® Keith Boone, MD ® Morgan McGrath ® Gladys Marshall, RN ® Riley Moore
® Pear Ma, MD ® Kathryn Tan ® Hassandra Radhawa, RN ® Cheryl Engle, RD
® Amy Klar, MD ® Alice Jackson, NP ® Geneva Casella, RN ® Kerry Johnson, RD

® Wai Lee, MD ® Kim Franci, RN ® Kenia Hamilton, RN ® Ashley Larsen, RD

® Nichole Takeda, MD ® Danielle Beshwate, RN ® Masonia Calanoc, RN ® Nicole Andres, RD

® Brynne Valderrama ® Susan Ghera, RN ® Neelima Bhargava, RN ® Fresno Heart and Surgical

JUIle Ca IOCk o . 1™ | \ ~ ; § .2y L oy LLER — Soe=Tnat HUR= 4
et A T > A I\ = ~ S s e e cres ? o SEREEIOE S ~rlig N N e ot | k2! - (es DRI T St ) &
q‘ s %000 i [ 1 | () » # fog 1) - e g B S | T R St 300 Y Fi— 2 SEEre * S P »y
o - :{_ |”‘°’ } K_-..'. -!2[ ! ! o~ N = WAVAYA Ke -‘ - \ AY \ - - | :‘ 2 | G e s L = _‘..; = _. it et ‘|'|.. i e nacd b ol Wl LAt .r",'". L
K = ». ‘f"‘_h; » T et L "y k] - _‘1" Sl 41 ES b o i -, - ¢' 1__ - 1 Y Py :"' - -—
o [ &= dasry oo o8 1) 34 * T ] L Hear ol i R 21 [ S = -—> DS s R L 1= b ITRa NI — s
2 : X = A A= S ) X Wy - W - ‘; = D e ¥ ] et § — T S — < Ligl 2=\ =t P, e

T e 3 v
: OitEa ey - = I § I3 S S o L! ;4’_‘ sy
NN ] kit el ) o 33 : ot H ' ___:j;;...j.-_gv.;..; =¢c— e k]
2 Aiend L 11522100 204, s (M — LA . T ' 4 e b
ot ! - & . - " a 4 3

e '« g o - ASEA S S — S 54 - < S = w - Al
e X e 2 o SOl




	Slide 1: Early Career Fundamentals: Gastric Bypass
	Slide 2: Disclosures
	Slide 3: 2023
	Slide 4
	Slide 5: Unskilled and Unaware of It:  How Difficulties in Recognizing One's Own Incompetence Lead to Inflated Self-Assessments
	Slide 6: What is the optimal gastric bypass anatomy?
	Slide 7: IDK
	Slide 8: Restriction vs Malabsorption
	Slide 9
	Slide 10: Anatomic Considerations
	Slide 11: Importance of pouch size in laparoscopic Roux-en-Y gastric bypass: a cohort study of 14,168 patients  Ehdolm, et al: Surg Endosc (2016) 30:2011–2015 
	Slide 12: Anastomotic Technique
	Slide 13
	Slide 14
	Slide 18: Pouch and Stoma Size
	Slide 19: Abu Dayyeh BK, Lautz DB, Thompson CC. Gastrojejunal stoma diameter predicts weight regain after Roux-en-Y gastric bypass. Clin Gastroenterol Hepatol. 2011 Mar;9(3):228-33.
	Slide 20: The Effect of Stoma Size on Weight Loss After Laparoscopic Gastric Bypass Surgery: Results of a Blinded Randomized Controlled Trial  Cottam, et al: OBES SURG (2009) 19:13–17 
	Slide 21
	Slide 22: Limb Lengths
	Slide 23
	Slide 24
	Slide 25: TIPS and TRICKS
	Slide 26
	Slide 27: Initial Entry
	Slide 28: Initial entry via the left upper quadrant with an optical trocar in laparoscopic bariatric surgery.  Amiki M, Ishiyama Y, Harada T.  et al: Asian J Endosc Surg. 2022;1–4 
	Slide 29: “Chase perfection to catch excellence.”
	Slide 30
	Slide 31
	Slide 32: THE TEAM

