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GERD in Obesity

• Caused by different physiological mechanisms

• Decreased lower esophageal sphincter (LES) pressure

• Inappropriate relaxation of the LES

• Increased intra-abdominal pressure

• Delayed emptying of gastric contents

• Abnormal acid clearance from the esophagus
• C Crawford, Surg Endosc 2017



Esophagitis was more prevalent after LSG (31% vs 7%; P < .001) with no statistically 
significant difference in BE (4% vs 4%; P = .29)



• 205 patients

• Gastric reflux remission was observed more frequently after Roux-en-
Y gastric bypass (60.4%) than post sleeve gastrectomy (25.0%). 

• Gastric reflux worsened (more symptoms or increase in therapy) after 
sleeve gastrectomy (31.8%) than after Roux-en-Y gastric bypass (6.3%)



Anatomic Changes

• Fujiwara et al. measured the angle of His in patients with symptoms of 
reflux and compared these with the angle measured in asymptomatic 
patients 

• The angle was significantly larger in the symptomatic patients.

• C Crawford, Surg Endosc 2017



• 517 patients had esophagogastroduodenoscopy after SG or RYGB

• EE was more prevalent after SG than RYGB (37.9% vs. 17.6%, p = 0.0001), 
including severe EE (10.7% vs. 3.1%, p = 0.0007). 

• physiologic changes 
• decrease resting lower esophageal sphincter (LES) (mmHg) pressure (21.3 ± 14.1 vs. 

39.8 ± 35.6, p = 0.004
• lower maximal distal contractile integral (DCI) (mmHg-s-cm) (3814.8 ± 2684.8 vs. 

5111.8 ± 7713, p = 0.034).

• Conclusion: EE is more prevalent after SG compared with RYGB in a pre-
bariatric surgery cohort with GERD. SG is associated with significant 
esophageal physiologic changes conducive to GERD and its clinical 
consequences.



• Although SG patients reported higher rates of worsening GERD 
symptoms when compared to RYGB, the majority of patients (>80%) 
in this study experienced improvement or no change in GERD 
regardless of procedure. Using clinically relevant patient-reported 
outcomes can help guide decisions about procedure choice in 
bariatric surgery for patients with GERD



• 2454 participants 
• reflux recurred in 48.8% (95% confidence interval [95% CI], 46.8-51.0) of 

participants within 2 years of gastric bypass and remained stable up to 10 
years after surgery 

• Risk factors for recurring reflux were high preoperative dose of anti-reflux 
medication, older age, female sex and comorbidity

• Conclusions: Reflux symptoms decrease rapidly after gastric bypass, but 
around half of operated patients require continuous anti-reflux medication. 
The treatment efficacy of gastric bypass on reflux symptoms might have 
been overestimated

• ?? No manometry no ph testing



• 48,967 records analyzed; 30.3% GERD at the time of surgery and .4% had 
esophagitis and Barrett’s

• Preoperative GERD/esophagitis/Barrett's associated with higher risk of 
GERD, esophagitis, and Barrett's but not esophageal adenocarcinoma 
postoperatively

• Roux-en-Y gastric bypass patients had lowest risk of being diagnosed with 
GERD postoperatively

• Esophageal adenocarcinoma incidence in the sample was .04%; the rate 
among patients with preoperative GERD and Barrett's was .1% and .9%, 
respectively. Incidence of esophageal adenocarcinoma did not differ by 
bariatric surgery type.



• 31 EAC cases have been reported to date after SG and RYGB

• 27 nonrandomized studies (SG: 612 patients; RYGB: 470 patients) 

• After SG, lower esophageal sphincter pressure and esophageal body 
amplitude decrease 

• The risk of ineffective esophageal motility increases

• Total and recumbent acid exposure times increased 



• After RYGB, an increased risk of ineffective esophageal motility was 
observed

• Total, upright, and recumbent acid exposure times were decreased

• The total reflux episodes remained unchanged but with increased 
nonacid reflux and decreased acid reflux events



• An observed increased nonacid reflux after RYGB might contribute to 
failure of gastroesophageal reflux disease improvement

• This refluxate might be noxious to the esophagus, warranting further 
studies

• RYGB might not entirely preserve esophageal function as previously 
believed.



• Endoscopic antireflux mucosectomy band (ARM-b) technique in 6 LSG 
patients with refractory GERD

• 5 out of 6 patients had a clinical response with a reduction of the 
GERD-HRQL score of > 50

• adverse events: one esophageal stricture and one benign bleeding. 



ARM-b



ARM-b

• 1. A 23-G needle was used to inject in the submucosa adrenaline serum 
(1/1000) for mucosal lifting.

• 2. The EGJ mucosa was capturedwith band ligation (1 cm in the esophagus 
and 2 cm in the stomach).

• 3. The captured mucosa was cut with a hexagonal snare (Duette, Cook 
Medical, Winston Salem, NC, USA).

• The electrosurgical unit setting was Endocut Q, effect 2 (Erbe, Erlangen, 
Germany).

• These three steps were repeated until completion of a piecemeal 
mucosectomy of three-quarters of the circumference, involving 
predominantly the gastric side of the EG junction



Stretta and MBS

• 7 received Stretta 27 +/- 6 months after RYGB. 

• Patients underwent a 48-h Bravo pH study, which demonstrated 
reflux 

• After Stretta, 5 had complete resolution of their symptoms

• The follow-up period after Stretta was 20 +/- 2 months

• One patient did not have adequate relief of symptoms after Stretta



Endoscopic Treatment of GERD

• Fifteen patients, initial BMI of 44.4 ± 9 kg/m2 p sleeve

• Pre-Stretta BMI was 29.7 ± 6.3 kg/m2 with an EWL% of 44 ± 21.4%.

• Endoscopic reflux esophagitis was found in 26.7%, and barium imaging showed severe reflux in 40%. 

• The mean DeMeester score was 27.9 ± 6.7. Hypotensive LES pressure occurred in 93.3% of patients. 

• Patients' mean HR-QoL scores were 42.7 ± 8.9 pre-Stretta and 41.8 ± 11 at 6 months (P = 0.8). 

• At 6 months, 66.7% of patients were not satisfied, though the PPI medications were ceased in 20%. 

• Two patients (13.3%) underwent Roux-en-Y gastric bypass at 8 months post-Stretta to relieve symptoms.

• CONCLUSIONS: Stretta did not improve GERD symptoms in patients post-LSG at short-term follow-up

• Obes Surg. 2018 Oct;28(10):3125-3130. Initial Experience of Endoscopic Radiofrequency 
Waves Delivery to the Lower Esophageal Sphincter (Stretta Procedure) on Symptomatic 
Gastroesophageal Reflux Disease Post-Sleeve Gastrectomy. Khidir N(1), Angrisani L(2), Al-
Qahtani J(3), Abayazeed S(3), Bashah M(4)(5).

Electrical Stimulation of LES post Sleeve

• Seventeen patients  with a median follow-up of 12 months received LES-ES. 

• 7 (41%) were completely off PPI, 5 (29%) took PPI on an intermittent basis, and 5 (29%) were on 
single-dose PPI

• Median GERD-health-related quality of life scores improved from 34 (on-PPI, 25-41) at baseline 
to 9 (6-13) at last follow-up (off-PPI, P<.001

• LES-ES in post-LSG patients suffering from symptomatic, PPI-refractory GERD resulted in 
significant improvement of GERD-symptoms, esophageal acid exposure, and need for PPI

• Preserving the post-LSG anatomy, it offers a valid option for patients unable or unwilling to 
undergo Roux-en-Y gastric bypass surgery

• Surg Obes Relat Dis. 2018 May;14(5):611-615. Electrical stimulation of the lower esophageal 
sphincter to address gastroesophageal reflux disease after sleeve gastrectomy. Borbély Y(1), Bouvy 
N(2), Schulz HG(3), Rodriguez LA(4), Ortiz C(5), Nieponice A(6).



Knowledge is power

• Ask questions re symptoms

• Ask questions re diet

• Testing testing testing

• Manometry findings
• 38 year old female, 10 yrs p rgb w weight recurrence and HHR

• Candidate for HHR, distalization

• 100% ineffective swallows

• I did the distalization and did nt do the HHR



Conclusions

• Not a lot of options

• Crural repair is perhaps 50-60% of the answer

• Linx, modified Dor or Toupet are also possible answers

• Endoscopic therapies are few 
• Stretta

• ARM-B


	Slide 1: Management of GERD after Bariatric Surgery and Sleeve
	Slide 2
	Slide 3
	Slide 4
	Slide 5: GERD in Obesity
	Slide 6:   Esophagitis was more prevalent after LSG (31% vs 7%; P < .001) with no statistically significant difference in BE (4% vs 4%; P = .29)
	Slide 7
	Slide 8: Anatomic Changes
	Slide 9
	Slide 10
	Slide 11
	Slide 12
	Slide 13
	Slide 14
	Slide 15
	Slide 16
	Slide 17: ARM-b
	Slide 18: ARM-b
	Slide 19: Stretta and MBS
	Slide 20: Endoscopic Treatment of GERD
	Slide 21: Knowledge is power
	Slide 22: Conclusions

