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RWG after Roux-en-Y gastric

bypass

• What was the situation before RYGB ?

• Was RYGB the first bariatric procedure ?

• What was the initial clinical response (%TWL @ nadir, 

effect on obesity-related complications) ?

• When and how did RWG start ?

• How much RWG ?

• Does RWG affect obesity-related complications ?



RWG after Roux-en-Y gastric

bypass
• What is the current situation of the patient ?

• Nutritional status ?

• What are the goals of the patient ?

• Is there a defect in the RYGB anatomy that is likely 

responsible for RWG and amenable to correction

• Is the patient willing to undergo another procedure ?

• What ʺpriceʺ is the patient ready to pay for improvement ?

• Will insurance cover a new procedure ?



Treatment of RWG

• Careful dietary evaluation and counseling

• Behavioral evaluation (eating behavior, physical activity)

• OMMs

     ……………

• Is there a technical problem with the RYGB ?
• Pouch size, HH, Candy cane, GJS size, gastro-gastric fistula, 

dilatation of the Roux limb

• Operative notes (difficulty, limb lengths, pouch size)

• CT-scan, Endoscopy, upper GI series



Anatomical problems



Pouch dilatation ± GJS dilatation

Options:

Endoscopic narrowing

Suturing

Argon

Surgical re-sizing
Ianelli et al, SOARD 2013



Endoscopic approaches

Argon plasma coagulation

Endoscopic suturing

Combination

Minimally invasive

Repeatable



Argon plasma coagulation

Case report after redo RYGB

- 30 kg after 12 months

30 patients with RWG submitted

to 3 APC sessions at 2 months

interval

- 15 kg 2 months after last APC



RCT comparing results of APC vs MDT approach in 41 patients

Evaluation after 6 months



42 patients randomized to 

APC or MDT treatment

with cross-over after 6 

months

APC associated with:

- Better weight

- Increased satiety

- Better QOL

Early results

Argon plasma coagulation



Transoral Outlet Reduction (TORe) 

Pilot study with 8 patients submitted to endoscopic suturing using

endo-Cinch

Adequate weight loss in some patients, but not all

Repeat procedure in 3 patients

Safety of the procedure



331 patients with RWG after RYGB submitted to TORe

Retrospective study with FU up to 5 years

Various adjunctive therapies in 39 % of patients

Conclusion: TORe appears to be safe, effective, and     

durable at treating weight regain after RYGB



RCT comparing APC alone with APC + TORe in 40 patients



29 / 39 patients assessed 3 years after TORe or APC



29 / 39 patients assessed 3 years after TORe or APC

Conclusion: obesity is a chronic, relapsing disease. As 

such, most effects of TORe are lost at 3 years, and 

redilation of the GJA occurs



Surgical options 

• Pouch/GJS dilatation

• Pouch re-sizing +/- new GJS

• Banding the pouch +/- re-sizing

• Fixed band

• Adjustable band

• Pouch anatomy normal
• ʺPlayingʺ with the limb lengths

• Conversion to another procedure



5 patients

Mean 2,3 years after RYGB

Mean FU 12 months

Mean decrease in BMI: 4,6 units

Mean BMI at FU: 28

Feasible. No LT result



25 patients submitted to pouch re-sizing

0 % mortality, 8 % morbidity



14 patients submitted to gastro-jejunal sleeve reduction

Conclusion: For RYGB patients who regained weight, 

laparoscopic gastrojejunal sleeve reduction does not 

seem to offer a major therapeutic benefit.



20 patients submitted to pouch re-sizing

0% mortality 30 % morbidity



Primary composite outcome: failure rate at 10 years defined as

EWL < 50 % or presence of T2D, DL, HT, OSAS, disabling OA

47 % failures @ 10 years

53 % success



48 patients, Mean initial BMI = 42,5, mean BMI before re-sizing = 36,6

0 % mortality, 8,3 % morbidity. FU 62,5 % and 45,8 % @ 3 and 5 years

Conclusion: In good selected patients with a gastric pouch > 200 ml, 

pouch re-sizing may be a good option



Banding the pouch



79 patients had placement of an unadjustable ring around the 

pouch for insufficient weight loss or weight regain

• Better results in patients 

with initially good response

• 34 % complications during

the initial 24 months

• 18 (23%) rings removed, 

mostly due to dysphagia

• The ring should not be too

tight



35 patients with insufficient weight loss or regain (EWL < 50 %) after

RYGB submitted to placement of an adjustable Bioring Band 

• 21 % short-term

complications

• Longer term follow-

up data necessary



Candy cane

Can be resected if  

associated with symptoms

(pain during meals, halitosis) 

or RWG



Gastro-gastric fistula

Treatment

Closure of the fistula

± re-sizing of the pouch

± new GJS

± resection of the fundus or remnant



Proximal Roux-en-Y gastric bypass

Excluded stomach

Alimentary limb

(Roux limb)

Bilio-pancreatic

limb

Common     

limb

Short, ~ 50 cm

100 – 150 cm

Long, unmeasured



What about changing the lengths to 

improve weight loss ? 

• Shortening of the common limb

• Lengthening of the BPL

• Combination



• Weight loss and comorbidity resolution

satisfactory

• All patients with CL = 50 cm and some with

CL = 150 cm  developed severe malnutrition

• "The operation is potentially dangerous, 

mandates long-term follow-up, and is entirely 

dependent on the willingness and ability of 

the patient to adhere to follow-up monitoring 

and treatment".

J Gastrointest Surg 1997; 1: 517



• Revision from Standard RYGB (AL=150 cm) to D-RYGB          

(CL = 100 cm) for TALL = 250 cm

• 29 patients

• FU 100 %, but only 5                                                      5 

patients @ 5 years

• 9 patients developed

hypoalbuminemia

• 6 patients required TPN

• 1 required reoperation



• Good early results

• Nutritional issues later



• 28 patients converted from RYGB or VVLL-RYGB to D-

RYGB with CL = 100 cm and AL = 150 cm (TALL = 250 cm)

Standard RYGB          VVLL-RYGB

• Good weight loss (10 BMI units)

• Good resolution of comorbidities

• Side effects (steatorrhea, 

diarrhea) common

• Numerous deficiencies

• 6 patients required reoperation

for proteocaloric malnutrition

• Patient selection essential

• TALL = 300 cm better



• 96 patients converted from proximal to D-RYGB (2 types)

• Division of AL at JJ

• Re-anastomosis of AL 150-200 cm proximal to ileocaecal valve (11)

– CL = 150-200 cm, AL = 100-150 cm , TALL = 300-350 cm

– Severe nutritional deficiencies with proteocaloric malnutrition

– All 11 patients revised to longer CL

• Re-anastomosis of AL 300 cm from ileocaecal valve (85)

– CL = 300 cm, AL = 100-150 cm, TALL = 400-450 cm

– No severe nutritional issue







Conclusions: 

• Creation of a TALL of 400 to 450 cm seems to be reasonable and 

offer good weight loss, improvement in co-morbidities,and

pronounced metabolic effects without causing significant

malnutrition.

• Nevertheless, patient counseling and close monitoring post 

revision is critical and we recommend a low threshold to operate to 

lengthen the distal limb in patients who develop progressive 

deficiencies or malnutrition.



Conclusion

• Distalisation of the RYGB is possible and usually provides further

weight loss and improvement of comorbidities

• The more BPL is excluded, the more absorption surface is excluded

• Too short a common channel creates a high risk of severe nutritional

issues, especially proteocaloric malnutrition. The CL should be kept

at least 200 cm (300 ?)

• TALL (CL + AL) should be maintained at 400-450 cm

• Results will depend on TBL of individuals

• Patient selection (compliance) and support essential



10 patients converted to SADI-S and 5 converted to BPD-DS

0 % mortality, 9,6 % major morbidity (leak)

25,4 % TWL after 24 months

Conclusions

Conversion to SADI-S or BPD-DS effective in terms of weight loss

and improvement of obesity-related complications

Caution: morbidity, LT nutritional complications



74 patients converted to BPD-DS a mean of 9 years after RYGB

O % mortality, 25,7 overall morbidity, 14,8 % major complications

LT complications: GERD, diarrhea, nutritional deficiencies

6 late reoperations



Conclusions

• RWG mandates a complete multidisciplinary evaluation

• Whatever you do, the role of the MDT is essential

• Anatomical defects must be corrected

• Surgical or endoscopic options for selected patients

• Added restriction (endoscopy or surgery)

• Pouch re-sizing

• Banding the pouch

• Distalisation (CL > 200 cm and TALL > 400 cm)

• Conversion to BPD-DS or SADI



Thank you for your attention









• 380 patients referred for endoscopy for symptoms or recurrent weight

gain

• Mean duration of FU since RYGB: 5,9 ± 4 years (range 1-32 years)

• Evaluation of pouch volume (length x width) and stoma size

• Pouch abnormal: length > 6 cm or diameter > 5 cm 

• Stoma too large: > 20 mm

• 2 groups based on weight loss: Good: EWL > 50% or BMI < 30

• Poor: EWL < 50 % or BMI > 30





24 studies, 866 patients included

1 year 3 years
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