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Mix of Procedures

Sleeve OAGB Y-roux Re-Do Gastroplicatio

Bariatric surgery since 1994, approx. 4800 procedures



What are the options ?
(Large Hernia, planed baritric intervention)

 Do not repair the hernia, but do a bariatric operation

 Do not do a sleeve resection, but repair the hernia

 Be a hero

 And do both !



A systematic and comprehensive search of the literature was 
conducted. Included studies directly compared one-step and two-
step revisional surgery. Eleven studies were included with 1370 
patients. Meta-analysis found comparable rates of complications, 
morbidity, and mortality between one-step and two-step revisions 
for both RYGB and SG groups. This suggests that immediate or 
delayed revisional bariatric surgeries are both safe options for LAGB 
revisions.



Let`s define large Hiatal Hernia

Mean calculated HSA in all patients was 5.092 cm2. Thirty-two 

patients (58.2%) with a smaller hiatal defect (mean HSA = 

3.859 cm2) underwent hiatal closure with simple sutures (mean 

number of sutures: = 2.0). In 12 patients (21.8%) with a mean 

HSA of 7.148 cm2, hiatal closure was performed with a 1 x 3-

cm polypropylene mesh in addition to simple sutures. Five 

patients with a mean HSA of 6.703 cm2 underwent hiatal 
closure with Parietex mesh, and in the remaining six patients, 
who had a mean HSA of 8.483 cm2, the hiatus was closed 

using BARD Crurasoft mesh. 



“Hiatal surface” Messung



Giant hernia with BMI 43, HSA 12 cm2



A recurrent hernia (any size) was 

identified in 39.3% after suture repair, 
56.7% – absorbable mesh, and 42.9% – 

nonabsorbable mesh (P<0.371). Clinical 

outcomes were similar at 5 years, 

except chest pain, diarrhea, and bloat 

symptoms which were more common 

after repair with absorbable mesh



A total of 250 patients undergone bariatric surgery and 

concomitant HHR (13%). Simple PC (group A, 151 patients) was 

performed during 130 LSG, 5 re-sleeves and 16 gastric bypasses; 

mean BMI 43.4±5.8 kg/m2, HSA mean size 3.4±2 cm2. Reinforced 

PC (group B) was performed in 99 cases:

Failure of hiatal reconstruction:

12 cases after suture only (8%), 4 with reinforcement (4%)











 83 patients operated concomitantly 

 61 y-roux bypass, 22 sleeve resections

 61% of the hernias were diagnosed intraoperatively

 Only 7 mesh placements, all received hiatal reconstruction

 At 12 month PPI Medication was reduced from 84% to 51%



Sleeve-Toupet



Permanent mesh - Revision



What can go wrong ?



My Conclusions

 The outcome of “giant hiatal hernia” repair is unsatisfactory as is 
it is and should only burdened with a concomitant bariatric 
procedure in selected cases where the anatomy and the tissue 
quality does allow it

 “Two stage approach” is in all other situations my approach

 The primary operation is directed towards the main clinical 
problem

 Augmentation is recommended, however without permanent 
implants

 Concomitant closure of a small symptomatic hiatal hernia is 
supported by the data. 
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