LAGB: Additional Surgery Need it? Options
and Choices
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Introduction

Approved in 2001, more than
*.,000 LAGB have been

[@ Ad worldwide



LAGB Failure

Major complication
rate of 40% at 10
years

Failure rates Revision rates
40-50% 20-30%

Mittermair RP. (2009) Results and complications after Swedish adjustable
gastric banding: 10 years’ experience. Obes Surg 19:1636-1641



QUESTIONS:

TO THE PATIENT
When operation was performed
Why he got that operation

QOL



QUESTIONS:

TO MYSELF
Why are we doing this operation
Failure Vs Complication

Pre Vs Actual Status



QUESTIONS:

TO MYSELF
Why are we doing this operation
Failure Vs Complication
Pre Vs Actual Status

Do We have a patient??
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Indications for revisional surgery

Complications

Band prolapse
(0.5%-36%) .

Pouch dilation \

Ponce J. et al. New adjustable gastric bands available in the United States: a comparative study.

Surg Obes Relat Dis 2011;7(1):74-9.
Tice JA. et al. Gastric banding or bypass? A systematic review comparing the two most popular

bariatric procedures. Am J Med 2008; 121(10):885-93.




Indications for revisional surgery

Complications
GERD
Esophageal
motility disorder
(30%)

Merrouche M et al. Gastro-esophageal reflux and esophageal
motility disorders in morbidly obese patients before and after
bariatric surgery. Obes Surg 2007;17(7):894-900.




Indications for revisional surgery

Complications

Band erosionh
(0.6%-3%) |

Snow JM. Complications of adjustable gastric banding. Surg
Clin North Am. 2011 Dec;91(6):1249-64, iX.



Problem






Problem

What procedure to choose?



Alternatives

Restrictive procedures

-Rebanding

-Laparoscopic sleeve Il
gastrectomy (LSG) »




Alternatives

Restrictive and/or malabsorption procedure




Solution

Literature No Clear
limited Algorithm
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Methods

Search in EMBASE,MEDLINE, PsycINFO,
and Cochrane Clinical Trials

24 relevant 106 conversion to LSG
514 conversion to LRYGB

articles 71 conversion to LBPDDS



Table 1 Demographic and other relevant data for failed LAGB converted to laparoscopic sleeve gastrectomy ,/"'\\

7
Study N=106 Meanage FM Mean BMI Time to revision ~ Operating /4 Eﬂmplic;}vjﬂn Length of
(vears) ratio  at revision (kg/m”)  (months) time (min)’ rate (%) “ stay (days)
T

Acholonu et al. |6] 46.6 4 38.7 .7
Bernante et al. [22 466 3 505 %0
Arapis et al. |24] 354 6.5 385 4
Berry et al. [26] 395 1.3 342 -

Frezza et al. [23] - 23 496 -

Weber et al. [17] 38 - 31 60

Dapri et al. [24] 436 1.7 39 51.2
Weighted mean 40 (12) 388 (6.9) 535(228)

1

1

1

1

1

i

1

Awruch et al. ] 3s 87 35 - i

I

I

I

I
I
/

— Data not reported




Table 2 Demographic and other relevant data for failed LAGB converted to laparoscopic Roux-en-Y gastric h}rp;iiy ~0

Study N =514 Mean age FM Mean BMI  Time to revision  Operating 4 Complidytion
(years) ratio at revision (months) time (min) / rate (%) \
(kg/m?)

Awrtuch et al. [10] 35 8.7 35 08
Ardestani et al. [11] . 8.5 44.1 -
te Riele et al. [12] B.2 468 . 100
- 41

10.6 432

3.5 38.8

1
T
/1 0
I
I
I
1
1
I
i
-4 41.9 l
i
i
1
1
1
1
1
\
\
\
\

Espalieu et al. [13]

Topart et al. [14]

Fronza et al. [15]

Muller et al. [16]

Van Wageningen et al. [8]

P =
R N A
tn

o

3.6 438 194
Weber et al. [30] 2.56 42 215
Gagner et al. [2] 447 111
Spivak et al. [18] 10 428 . 105
Mognol et al. [19] 449 240
Langer et al. [20] 24 47.6 219
Van Niewenhove et al. [21] 42 3. 42.6 166 54

Topart et al. [29] 409 9.7 43.1 425 135 12.5
Weighted mean 42 (10.7) 43.3 (8.1) 50 (21.6) 162 {37_6}‘\ 10.7

1

6

12

— Data not reported
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Laparoscopic sleeve gastrectomy as a revisional procedure for failed
gastric banding: lessons from 300 consecutive cases
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Badkpround: Laparoscopic adjpstahle gastnc banding (LAGHE) is 8 common banatric pmcedure
associated with a high mte of weight loss faiure mmdior complications in the long termm. The
objective of this study was to st the hypothesis that the conversion of faled LAGE mto lapam-
scopic sleeve gastractomy (L50r) 15 not associated wath an increased nsk of postopemtive complhi-
cations and leads o weight loss results that are compamble to those obtained with a primary LS50,
Methods: We mtmspectively analyzed the results of a prospective series of 1360 L5 reganding
patient demogmphics, the mdication for revision morbidity, the percentage of excess weight loss,
and the raie of postoperative complications.

Results: The pnmary LS50 group contmned 1060 patents and the LAGE to LS50 group contaimed
M) patients. The rae of postoperatve complications was 4.5% in the primary L5G group and 25 in
the LAGH o LSG group. Two patients died in the L5G group (1 pulmonary embaolus, 1 myocandial
mtarction ). Ther was no sigmbcant diberence with respect to the rate ot leak, which was 1% in the
LAGE to LS50 group and 1.6% in the primary LS50 group. Themr was a greater weight loss atter
primary LS50, mean % excess weight loss of 75.9%% = 21.4 at a mean imterval of 249 = 198 months,
versus 62 6% £ 227 at a mean imerval of 35 £ 24 months ater LAGE to LSG (F = (D0E). There
wiene T2 1% mnd 59 2% of patients avallable for tolow-up after pomary LS50 2t 24 and 60 mcniths
mspectively, versus 69.3% and 55 4% atter LAGE to LS5

Conclusion: This study indicates that the risk of leak after L5G was not increased after conversion
tailed LAGE into L5 when pefformed as a 2-siep procedure. (Surg Cbes Belat Dis 3014 101 116—
1122 & 2014 Amencan Society for Maabolic and Banatmc Surgery. All nghts reserved.

Failed gasire banding: Revidon procedune; Lapamscopis deeve gatineciomy



Table 2

Complications in the LAGB to sleeve gastrectomy (5G) group compared to &

the primary 5G

Complication

S0

LAGB to 5G P value

Leak

Intra-abdominal abscess
Senosis

Bleeding

Pancreaftitis

Humeral vein thrombosis
Portal thrombosis

Portal phlebitis

Twast

Pleural ettusion
Total

17 (1.6%)
4 (.38%)
2 (.19%)
19 (1.79%)
| (09%)
09%)
09%)
09%)
09%)
(.09%)
48 (4.53%)

(
(
(
(

3 (1%) A7
0 29
2 (67%)

1 (33%)

0

0

0

0

0

0




1 month 1 year 2 years 5 years

MNo. of Subjects /
EWL (%)

LAGE to 5G 300/ 25 209 / 64 151 /64 48 /70
SG 1057 / 27 774 /79 507 /76 84 [ 72
Fig. 2. Postsurgical weight loss. Mean excess welght loss (EWL) (%) in the

LAGBE to sleeve gastrectomy (5G) group (round mark) compared to the
primary SG group (square mark) during their follow-up periods.
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Pereira A, Pinho AC, Sousa HS, et al. How Far Can Our Expectations Go on Revisional Bariatric Surgery After Failed Adjustable Gastric Banding?. Obes Surg. 2021;31(4):1603-1611. doi:10.1007/s11695-020-05167-y




Table 1 Global data

RYGB SG rRYGB 1SG

Female:male (% Q) 45:5(90%)  41:9 (82%)  45:5(90%)  43:7 (86%)

Age (years, mean + SD) 43.0+9.8 45.0+11.5 43.7+9.8 47.1+9.7

Comorbidities

| Comorbidities—pre-AGB 15 (30.6%) 22 (46.8%)
Comorbidities—pre-RYGB/SG 36 (72%) 36 (72%) 27 (54%) 35 (70%)
Resolution/improvement of comorbidities 28 (77.8%) 18 (52.9%) 19 (70.4%) 8 (23.5%)

Weight loss outcomes

|BMI—pre-AGB (kg/m”, mean + SD) 46.6+6.0 46.3+7.1 |
BMI—pre-RYGB/gG (kg/m’?, mean + SD)  44.5+5.4 44.8+7.6 44.3+5.9 43.8+8.0
BMI—Ilast FU (kg/m”, mean + SD) 30.7+4.4 34.2+6.2 33.3+5.6 33.9+6.6

IWeight loss (kg, mean + SD) 36.1+£10.2 27.5+12.3 29.5+13.9 26.3i15.6|
%EWL (mean + SD) 73.0+17.8 54.8+21.6 58.6+25.5 55.0+30.6
Cumulative weight loss (kg, mean + SD) 36.1+10.2 27.5+12.3 35.7+16.7 33.3+16.3

| Cumulative %EWL (mean + SD) 73.0£17.8  54.8421.6  62.4+243  60.2+259|

AGB adjustable gastric banding, FU follow-up, RYGB Roux-en-Y gastric bypass, SG sleeve gastrectomy, r

revisional, BMI Body Mass Index

Pereira A, Pinho AC, Sousa HS, et al. How Far Can Our Expectations Go on Revisional Bariatric Surgery After Failed Adjustable Gastric Banding?. Obes Surg. 2021;31(4){1603-188ad0i:10.1007/511695-020-05167-y




Table3 Morbidity and mortality

p value

RYGB SG RYGB rSG

RYGB vs. SG RYGB vs. IRYGB SG vs. rSG rRYGB vs. 1SG

Overall complications (n, %) 7(14%) 8 (1694 9 (18%) 5 (10%
Early complications (<90 days; n, %) 6 (12%) 4 8% 2@%) 10%)
Late complications (>90 days, », %) 12%) 46 704%) 438%)
Mortality (n, %) 00%) 0% 00% 0©0%)

Early complications discriminated
Stenosis of the gastro-jejunal anastomosis
Peritoneal abscess

Peritoneal abscess

Peritoneal haematoma

Dehiscence of trocar wound
Post-operative respiratory dysfunction
Acute pancreatitis 1

Splenic laceration 1

Haemoperitoneum 1 1
Late complications discriminated

GERD 1

Incisional hernia 4 6 3
Small bowel obstruction—adhesions 1

GERD 1

ns. ns. ns. ns.
ns. ns. n.s. ns.
n.s. n.s. (0.059) n.s. ns.
Treatment

Dilatation with an endoscopic balloon
Antibiotic therapy

Drainage though interventional radiology + antibiotic therapy
Conservative treatment

‘Wound care

Medical treatment

Medical treatment

Conservative treatment (ICU)
Surgical re-intervention (laparoscopy)
Treatment

Medical treatment

Surgery

Surgery (laparotomy)

Surgery (conversion to IRYGB)

rRYGB Vs RSG
Comorbidities improvement
OR (OR 6.988; Cl195% 2.185-22.348; p < 0.001)

RYGB Roux-en-Y gastric bypass, SG sleeve gastrectomy, n.s. not significant, r revisional, BMI Body Mass Index, ICU intensive care unit, GERD

gastroesophageal reflux disease

Pereira A, Pinho AC, Sousa HS, et al. How Far Can Our Expectations Go on Revisional Bariatric Surgery After Failed Adjustable Gastric Banding?. Obes Surg. 2021;31(4):1603-1611. doi:10.1007/s11695-020-05167-y




» “Revisional surgeries are safe procedures with
adequate weight loss outcomes in this difficult set

of patients. The choice of revisional procedure may
not influence weight loss outcomes, but rRYGB
seems to be a better option regarding
comorbidities’ resolution.”

Conclusion

“Regarding revisional surgery, weight loss outcomes
were not related to the type of procedure (rRYGB or
rSG). However, when a revisional procedure is
considered, rRYGB seems to be a better option after
failed AGB, because it seems to achieve better

outcomes regarding improvement/ resolution of the
obesity-related comorbidities”

Pur Expectations Go on Revisional Bariatric Surgery After Failed Adjustable Gastric Banding?. Obes Surg. 2021;31(4):1603-1611. doi:10.1007/511695-020-05167-y
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Revisional Surgery After Adjustable
Gastric Banding: Sleeve Gastrectomy
or Gastric Bypass?

Young Suk Park (& "2

'Department of Surgery, Seoul National University Bundang Hospital, Seongnam, Korea
*Department of Surgery, Seoul National University College of Medicine, Seoul, Korea
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Table 1. Summary of key articles

Author (year) County Control vs. Safety outcomes Weight loss outcomes
Comparison groups
Noel et al. France  Primary SG (n=1,060) vs. Postoperative complications: 4.5% vs. 2.0% (P=0.055) %EWL: 75.9+21.4% at a mean interval of 29+19.8 months
(2014) [7] 2-step conversion of SG  Leak: 1.6% vs. 1.0% (P=0.47) vs. 62.6+22.2% at a mean interval of 35:24 months
from AGB (n=300) Bleeding: 1.79% vs. 0.33% (P=0.069) (P=0.008)
Aminian United State Primary SG (n=10,997)  30-day morbidity: 5.4% vs. 6.8% (P=0.29) -
etal. (2015) vs. 1-step conversion of - 30-day reoperation: 1.5% vs. 2.2% (P=0.32)
8] SGfrom AGB (n=323)  30.day readmission: 3.7% vs. 4.3% (P=0.61)

Hospital stay >2 weeks: 0.3% vs. 0 (P=0.32)
30-day mortality: 0.1% vs. 0.3% (P=0.17)
Operative time: 98.5+42.8 minutes vs. 130.0£53.7

minutes (P<0.001)
Theunissen  Netherlands Primary RYGB (n=1,020) Overall complications: 9.3% vs. 16.8% (P<0.05) BMI change at 1year: 14.3+3.7 kg/m?
et al. (2016) vs. Redo RYGB (n=107) vs. 9.0+4.9 kg/m? (P<0.001)
[9] Major complications: 2.3% vs. 2.8% (P=n.s.) %TWL: 32.5:6.9% vs. 21.5:9.9% (P<0.001)
1-step RYGB (n=71) vs. Overall complications: 16.9% vs. 16.7% (P=n.s.) No significant differences in weight loss results Com p | ic ati ons rate

2-step RYGB (n=36) Major complications: 1.4% vs. 5.6% (P=n.s.) (data not suggested)
Janiketal.  United State 1-step RYGB (n=1,354) Operative time: 151:58 minutes vs. 113+45 minutes ©) 2%- 1 6 § 8%
(2019) [10] vs. 1-step SG (n=1,354)  (P<0.001)

(after matching) Leak: 2.07% vs 118% (P=0.070)

Bleeding: 2.66% vs 0.44% (P<0.001)

30-day readmission: 7.46% vs 3.69% (P<0.001)
30-day reoperation: 3.25% vs 1.26% (P<0.001)
Hospital stay: 2.3+2.8 days vs. 1.8+2.1 days (P<0.001)

Creange United State AGB to RYGB (n=192) vs. Reoperation: 7.3% vs. 1.4% (P=0.002) %EBMIL:
et al. (2018) AGB to SG (n=283) Readmission: 7.3% vs. 3.5% (P=0.087) 57.8+26.0 (n=49) vs. 29.3+40.6 (n=51) (P<0.001) (2 years)
[12] Hospital stay: 3.33 days vs. 2.11 days (P<0.001) 55.3+32.6 (n=37) vs. 40.1:25.4 (n=31) (P=0.038) (3 years)
55.9:29.4 (n=20) vs. 7.0+10.4 (n=5) (P<0.001) (5 years)
%TWL:

23.4£11.2 vs. 12.6+14.2 (P<0.001) (2 years)

22.7£12.0 vs. 15.49.4 (P=0.007) (3 years)

24.8+9.9 vs. 7.0£10.4 (P=0.002) (5 years)
SG = sleeve gastrectomy, AGB = adjustable gastric banding, %EWL = percentage excess weight loss, n.s. = not significant, RYGB = Roux-en-Y gastric bypass,
%TWL = percentage total weight loss, BMI = body mass index.

ark YS. Revisional Surgery After Adjustable Gastric Banding: Sleeve Gastrectomy or Gastric Bypass?.J Metab Bariatr Surg. 2022;11(2):49-53. doi:10.17476/jmbs.2022.11.2.49



* 1-step revisional bariatric surgery after AGB can be

considered if reoperation is performed because of
insufficient weight loss or weight regain.

Revisional RYGB can achieve more effective
postoperative weight loss, although it may be

Co nC| usion associated with a higher risk of morbidity,
reoperation, and readmission to hospital.

The type of revisional surgery should be selected
following discussions with the patient regarding the
advantages and disadvantages associated with each

procedure.

Banding: Sleeve Gastrectomy or Gastric Bypass?.J Metab Bariatr Surg. 2022;11(2):49-53. doi:10.17476/jmbs.2022.11.2.49
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I 520 surgical patients I

15 patients excluded Indications for revisional surgery
3 One Anastomosis Gastric Bypass
3 SADI-S

7 Silastic ring after RYGB

2 Limb Distalization after RYGB

I 505 patients I

11 patients excluded

(11 patients submitted to revisional
surgery whose primary bariatric
procedure was SG)

| 494 cligible patients |
I

17
| 329 patients submitted to RYGB | | 165 patients submitted to 5G|
I I

8
- = w0

Insufficient weight Refractory Reflux  Incoercible vomiting J§ Slippage and other]|
PRYGB rRYGB pSG SG loss or weight regain complications
256 patients 73 patients 145 patients 20 patients

Table 1 Demographic characteristics

PRYGB (n=256) pSG (n=145) rRYGB (n=73) 1SG (n=20) p-value
PRYGB vs. IRYGB  pSG vs. 1SG TRYGB vs,
SG

Age (years); median 45.00 [IQR 38.25-53.00] 44.00 [IQR 35.50-54.00] 49.00 [IQR 42.00-58.00] 51.00 [IQR 44.00-58.25] 0.001 0.015 0.653

[IQR]
Female; n (%) 224 (87.5%) 103 (71.0%) 67 (91.8%) 17 (85.0%) 0.313 3.189 0.399
Preoperative BMI (kg/ 42.27 [IQR 39.30-45.20] 43.78 [IQR 39.93-49.12] 42.67 [IQR 39.32-45.46] 44.63 [IQR 39.61-49.04] 0.760 0.759 0.180

m?); median [IQR]
Preoperative comorbidities
HTN: n (%) 119 (46.5%) 72 (49.7%) 36 (49.3%) 10 (50.0%) 0.669 0.977 0.957
T2DM: n (%) 74 (28.9%) 33 (22.8%) 21 (28.8%) 3(15.0%) 0.982 0.570 0.213
Dyslipidemia: n (%) 119 (46.5%) 69 (47.6%) 33 (45.2%) 10 (50.0%) 0.847 0.839 0.102
OSA: n (%) 48 (14.6%) 29 (20.0%) 10 (3.0%) 6 (30.0%) 0.318 0.380 0.703

PRYGB, primary Roux-en-Y gastric bypass; pSG, primary sleeve gastrectomy; rRYGB, revisional Roux-en-Y gastric bypass; rSG, revisional sleeve gastrectomy: BMI, body mass index: HTN,
arterial hypertension; T2DM, diabetes mellitus type 2; OSA, obstructive sleep apnea



LAGB / LSG NO INDICATIONS.

WHY IS SO IMPORTANT?



Super Super Obese????

Significant Hiatal Hernias???

GERD / BARRETT'S



BAND NEVER WORKED

ND DID NOT GIVE THE
ECTED RESULTS

OUGHT COMPLICATIONS
RE REFLUX,MOTILITY.




Common Limb




BETTER PATIENT SELECTION

SS MORBIDITY

RESULTS



TWO STEPS
= When?

 Why?
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Safety of one-step conversion of gastric band to sleeve: a comparative
analysis of ACS-NSQIP data

Al Amuman, M.D., Saeed Shoar, M.D., Zhamak Khorgami, M.D., Toms Augustin, M.D,
Philip R. Schauer, M.D., Stacy A. Brethauer, M.D."

Banatric and Metabali Insonde, CTevelond Cline, Clevelond, (0F
Received April 13, 201 4; acoepied Augua 30, 2014

Abstract Background: The comversion rae of lapamscopic adjustable gastric banding (LAGH) o lapam-
scopic sleeve gastrectommy (L50) has mermeased dunng recent years, The satety pmohle of one-step
comversion of LAGH to L5G is not clear from the cument literature.

Methods: Using the database ot the Amencan College of Surgeons Matiomal Surgical Cuality
Improvement Program (ACS-NSCHP), morbidly obese patients undergoing primary LSG and con-
versiom of LAGHE to LS50 m one-step betaeen 2000 and 2012 were dentficd. Penopemtive out-
comes (mcluding 3lday composite mte compnsed of 18 postopermtve adverse events) were
comparzsd between groups using A univanate cross-sectional analysis.

Results: Dataof 11,320 patients (10,997 primary LS50 and 323 LAGE o L50G) were analyzed. The
LAGH-to-L50 group had better preopemtive health staus, including signiticantly lower body mass
mdex, American Society of Anesthesiologists scomes, and prevalence ot disbeies and hypertension.
Opemtive time for the LAGB—o-L50G group (13000 = 537 min) was significantly longer than
primary LS50 group (Y55 = 428 mun, P = (X1, The 3rday composite adverse event mte was
6.8% m the LAGE 40150 gmoup and 5 4% in the prmary LSG group (P = .29). The mte of minor
comphcabons, mcluding urnary tract imtection and wound mtection were sigmbcantly higher i the
mevisional surgery group. Thiny-day mtes of other postoperative complications, reopemtion, read-
mussiom, mornality, and length of hospital sy were compamble betwesn the 2 groups.
Conclusions: This national data sugpgests that conversion of LAGE to LSG in a single stage has
comparable safety to primary L50G. In this study, improved preoperative health status of patents m
the mvisional group may serve as an equalizer with regards to posioperabive outcomes Of Con vers1om
to LSG. (Surg Ohes Relat Dis 2005 11:386-3492) & 2015 Amercan Society for Metabolic and
Banatric Surgery. All nghts reserved.

Keywords Geagiric banding; Sleeve gasireciomy; Conversion; Fevision, Beoperation; Complcation; Weight loss;, Barisinc
SUrpery




Studies reporting revisional surgery after LAGB

Study

1-step n of patients /n

2-step n of patients /n

Mean interval (mo)

Complications rate

Leak rate n (%)

of leaks (%) of leaks (%) n (%)
Bemante et al. [16] 8 {0 NA 0 {0
Tucker et al. [19] 10 /1 (10) 0 NA 220 1 (1)
Acholonu et al. [17] 13/ 1{7.7) 2 12 2(133) 1 (6.7)
Berry et al. [15] 9 0 NA 0 0
Dapri et al. [20] 27 0 MA 1 (3.7) 0
Iannelli et al. [31] 0 41/ 1102.4) 3 5(122 1(24)
Uglioni et al. [22 29 0 NA 1 (3.4) 0
Foletto et al. [23] 36 (NR) 16 (NE) 3 4 (7.7 1 (19)
Gagniére et al. [24] 14/2(14.3) 17/3(17.6) f 10 (32.3) 5(16.1)
Goitein et al. [21] 2602 (7.7) 20 24 3106.5) 2(4.3)
Jacobs et al. [25] 26 0 NA 0 W]
Berende et al. [11] 15/5(33.3) 13 3 9(32.1) 5(17.9)
Rebibo et al. [26] 46 0 NA 4 (8.7 2(4.3)
Yazbek et al. [27] a0/ 5 (5.6) 0 NA B (B.O) 5(5.5)
Kahn et al. [29] 17/2(11.8) 3 3 3(15) 201
Algahtani et al. [28] i 0 NA 210(3.6) 0
Present series, 2013 0 203/3(1) 3 6i2.1) i
Total 422 (18) 405 (7 60 (7.3) 28 (3.4)
Mean leak rate 43 % 1.7 %

MNA = not applicable; NR = not eported.
Only studies reporting clearly which approach (1-step or 2-step) was chosen were included in the review of the literature.

P = (5
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Key Differences

Easy surgery
Insurance approval
Higher ASA

Lower BMI
Lower ASA
Band body guides the plane

Pouch dilation
Dense adhesions/ Thick capsule

Planes blurred (gastrogastric
fundoplication

Dilation resolved
Less and thinner scar
Thinner capsule



RESULTS



= 3876 primary LAGBs performed (12 year
period)



m Removals occurred as early as 2 months
after initial placement to as late as 130
months after placement



Failure of Weight Loss*

Prolapse**

Erosions
Patient Desire

Reflux/ulcer disease

Intractable nausea and vomiting

Percent
57%
21.2%

8.8%
6.3 %

5.1%
1.8%




Pylorus \ 4

~ Excised
Stomach

2008, Bk EroSugery. vt

Excluded Portion
of Stomach

Duodenum




18 months post revision




m Re-operative surgery after LAGB = 21.6%
m Removals are the primary reason =

m Conversions =18.3%

m Have shown to be successful and should be
considered as a viable option

m Selection of revisional surgery may be oriented by
previous results



Recommendations

Intraoperative Patient History
findings
Cause of
Revisional
Surgery

Zundel N, Hernandez JD (2010) Revisional surgery after restrictive
procedures for morbid obesity. Surg Laparosc Endosc Percutan
20(5):338-343



Recommendations

Cause for
revisional

‘ Surgery ‘

Complications

Insuficient or Weight

#

LRYGB/ LRYGB/
BPD-DS BPD-SD

Regain

Severe GERD
Erosion
Obstruction

$

4

Zundel N, Hernandez JD (2010) Revisional surgery after restrictive procedures for
morbid obesity. Surg Laparosc Endosc Percutan 20(5):338-343



Your Choice

Sleeve
Gastrectomy L RYGB/ BPD-
DS
Low
. High -
morbidity igh morbidity

High %EWL
Low %EWL
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