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Introduction

Obesity is a significant independent risk factor for hiatal hernia

Incidence of HH increases with body mass index (up to 37%)

Mechanisms of hiatal hernia development is thought to be multifactorial in 
bariatric patients

• intraabdominal pressure

• congenital defects

• shortened esophagus due to chronic acid reflux 



Introduction

However, the relationship between hiatal hernia 
and postoperative GERD remains controversial 
in the literature

There is an increased rate of GERD after SG, 
intrathoracic sleeve migration, and GERD after 
bypass 

Identifying the presence of HH in bariatric 
patients before the operation can facilitate 
informed discussion with patients and plan for 
repair at the time of surgery



Introduction

Despite repairing HH at time of 
bariatric surgery, recurrences 
are common.
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HH recurrence rate ranges 12% 
- 55%. (Sutherland et al., 2016) 
and as high as to 55% following 
posterior cruroplasty repair at 
a 7-year follow-up (Angrisani et 
al., 2020).  
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This has led to the use of 
reinforcement of the crura at 
the time of the index 
procedure

• Prosthetic

• biological 

• bioabsorbable mesh.
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How often are HH repairs performed at time 
of index bariatric surgery?



The incidence of HHR in the analyzed cohort was 18.4%.

HHR did not increase risk of leak (.43% versus .45%; RR, .97; 95% CI,.81–1.16, P=5.775) and 
bleeding complications (.63% versus .62%; RR, 1.0; 95% CI,.86–1.17, P=5.968).

SG1+HHR cases had a slightly higher risk of 30-day readmission (4.01% versus 2.96%; 
RR,1.35; 95% CI,1.27–1.45, P<.001), 30-day reoperation (1.10%versus.77%;RR,1.42;95%CI, 
1.25–1.61, P<.001), 30-day intervention (1.24% versus .95%; RR, 1.31; 95%CI, 1.16–1.47,P< 
.001), and 30-day morbidity (1.85% versus 1.47%; RR, 1.25; 95% CI,1.141.38 ,P,.001).





N=72,948 SG 

4.5% had mesh repair



• 265,052 patients undergoing bariatric surgery 

• 42,732(16.1%) underwent HHR

• 7453 (17.4%) had RYGB.

42,732 patients undergoing concurrent PEH 
repair, 2569(6.0%) were done with mesh.

Complications similar, higher OR time





The rate of hiatal hernia (HH) repair during conversion bariatric surgery is 
largely unknown. We sought to determine this rate in 12,788 patients 
undergoing conversion surgery using the 2020 participant use file of the 
MBSAQIP database. Concurrent HH repair was performed in 24.1% of 
conversion cases; most commonly during SG to RYGB (33.1%), followed by 
AGB to SG conversion (20.2%). The remaining conversion pathways had a 
repair rate around 13%. Only 12.1% of HH repairs were performed using a 
mesh. GERD was the primary indication for conversion in 65% of the SG to 
RYGB cases. A much higher proportion of patients with concomitant HH 
repair reported GERD as the main reason for conversion than those without 
a HH repair (44.5% vs. 23.7%; p<0.001).



So what do we have so far?

• HHR ranges from 18-33% of bariatric cases
• GERD diagnosis is predictive

• Mesh is rarely used
• 4-6% primary cases

• 12% revisions/conversions

• Also GERD

• All short-term data



When should we use mesh?
What should the rate be?

Does everyone need it?





N=1,351
Mesh = 668
Non mesh = 683





Characteristics

• Mesh Group 
• SG = 441 

• RYGB =227

• Non Mesh group,
• SG = 592 

• RYGB = 91

• Average BMI 42

• MG mean follow-up of 28.8 +/- 14.0 months

• NM mean follow-up of 32.8 +/- 23.4 months.



Mesh repairs had a lower 

recurrence rate of 2% 
(I2=15%;95%CI: 0%-3%)

NM repairs had a 

recurrence rate of 14% 
(I2=88.8%; 95% CI:7%–
24%)

P value = 0.027



Operative time

MG = 124.5 minutes 
(79–165.7).

NM = 120.2 minutes 
(72–166)

Not significant



Length of Stay

Not statistically significant



Take home points

• About 18% of MBS undergoes mesh repair

• Use of mesh is growing in the US at least

• Mesh reduces recurrence in the mid-term



Conclusions

• Bioabsorbable mesh has a lower recurrence rate. 

• Bioabsorbable mesh should be considered when repairing a HH at the 
time of metabolic and bariatric surgery.

• No data on P4HB

• All of the reported studies were PGA-TMC



Questions?
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