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TYPES of Bipartition + Sleeve

Santoro — Original

Santoro — Modified & Current format

Ileal Loop Bipartition — Mui, Mahdy, others = SASI
Proximal Loop Bipartition- SASJ {Jejunal}

. Gastro-jejunal Ileal Interposition with Bipartition {GJIB}
{Tugrul Demuirel, 2017}
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Santoro = Evolved SG + Transit Bipartition 2019

SLEEVE GASTRECTOMY

: : ; WITH TRANSIT BIPARTITION
A=2-3cm Distance of sleeve transection from esophagogastric

junction
B=3-4cm Use 50-60 Fr bougie to size sleeve width
C=Asis Length of sleeve
D=5-6cm Antrectomy distance from pylorus
E=3cm Gastroileal anastomosis
F=50cm Roux gastroileal limb length
G =200 cm Common limb
V =150-250 cc Volume of sleeve (approx.)
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Niloske Miskrna

Sleeve Gastrectomy
with Transit Bipartition
(SG-TB)

TALL — 250cm; CC- 200cm;
BPL — unknown; SG =2 50-60 Fr wide

Bhandari M, Fobi MAL, Buchwald JN, Bariatric Metabolic Surgery Standardization (BMSS) Working Group.

Standardization of bariatric metabolic procedures: world consensus meeting statement. Obes Surg.
2019:29(Suppl 4):309-45.



One Anastomosis TB(OATB) // SASI

SINGLE ANASTOMOSIS
SLEEVE ILEAL BYPASS

A=2-3cm Distance of sleeve transection from esophagogastric
junction

B=3-4cm Use 50-60 Fr bougie to size sleeve width

C=Asis Length of sleeve

D=2-6 cm Distance from pylorus

E=3cm Width of gastroileal anastomosis

F =300 cm Length of gastroileal limb

V =150-250 cc Volume of sleeve (approx.)
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Vidosh Misknra

Single-Anastomosis Sleeve with
Ileal Bypass (SASI)

Single-anastomosis sleeve with ileal bypass (SASI)

TALL — 300cm; BPL — unknown; SG=250-60 Fr wide

Bhandari M, Fobi MAL, Buchwald JN, Bariatric Metabolic Surgery Standardization (BMSS) Working Group.

Standardization of bariatric metabolic procedures: world consensus meeting statement. Obes Surg.
2019;29(Suppl 4):309-45.




Gastrojejunal lleal Interposition with Bipartition (GJIB)

*3 anastomoses

Demirel, Tugrul & Ugale, Surendra. (2017).
[leal Interposition with Gastric Bipartition and a Weight-Adjusted Sleeve Gastrectomy:
A New Model of Metabolic Surgery. 4. 6-11. 10.17140/SROJ-4-120.



SASI / SASJ — lleal / Jejunal OATB-Technical Aspects

-Laparoscopically, using 6 ports.
-Stapled Sleeve Gastrectomy -36-38 F gastric bougie for calibration.
-Ileum is measured and marked at 350-400cm from ICV {Jejunum at
200 cm from the DJ flexure} with a 2-limb suture;
proximal to that with a 1-limb suture to establish the proximal and
distal aspects.
-Remaining small bowel is measured proximally upto DJ flexure {from
ileo-caecal valve (ICV) }
-> evaluate total small bowel length = ensure sufficient common
channel remains >300cm; preferably >400cm
-Antecolic stapled anastomosis of marked ileal / jejunal loop to
antral end of the sleeve

=> Blue 45 mm cartridge.
-Enterotomy is closed with 3-0 PDS with intracorporeal suturing.
-Leak test is done with methylene blue
-Petersen’s space is closed with continuous 3-0 prolene sutures
-> prevent internal herniation.

SINGLE ANASTOMOSIS
SLEEVE JEJUNAL BYPASS
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Single Loop ONE anastomosis

SASI - Distal Bypass SASJ - Proximal Bypass

SINGLE ANASTOMOSIS
SLEEVE JEJUNAL BYPASS
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2 and 3, anastomosis

stors Bl prsifion Gastrojejunal lleal Interposition with

{2 anastomoses} Bipartition (GJIB) {3 anastomoses}

SLEEVE GASTRECTOMY
WITH TRANSIT BIPARTITION
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* SASI introduced as an etffective SLEEVE PLUS Bypass
procedure, instead of RYGB and OAGB

* Endoscopic access maintained (Including Biliary)

* Revision was much easier

* Higher incidence of serious Nutritional Side-Effects

* Current Experience =2 SAS] =2 Safer and Better Option

moz@ The Future of Obesity Management:
From Weight Loss to Health Gain



Many Variables & Variations in SASI {OATB} ‘f'ﬂggo

World Congress
* 1 cm proximal
to pylorus The length 1-4 September 2026
Toronto, Canada
of the
anastomosis
measures 2
cm.
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* Avoid large antral preservation sy

Preferred = Antral Resecting Sleeve

Toronto, Canada
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REVISION METABOLIC BARIATRIC SURGERY

Operation according to cause of failure

WEIGHT REFLUX ANATOMY
GERD / HH Dilated sleeve
IWL or recurrence /, / ) .
Barrett’s twist, stenosis
Metabolic escalation RYGB usually has the Correct anatomy before
may help advantage adding bypass

Noria SF et al. Curr Diab Rep. 2023;23:1-8. PMCID: PMC9906605
- Thaher O et al. Obes Surg. 2023. PMID:37770775

Surendra Ugale ¢ India

BEHAVIOUR

Grazing, alcohol,
low activity

Treat drivers—not
anatomy alone



REVISION METABOLIC SURGERY

Bipartition preserves two routes of nutrient transit

DUODENAL ROUTE
SLEEVE

physiologic access retained

restriction + rapid emptying

COLON

ILEAL SHORTCUT two streams reunite

early distal gut exposure

TB adds gastro-ileal + ileo-ileal anastomoses; SASI simplifies this to one gastro-ileal anastomosis.
Both retain a conventional gastroduodenal route and create rapid ileal exposure. Classic transit
bipartition adds an ileo-ileal connection; SASI is a single-anastomosis simplification.

Too many variables = complicates comparison.

- Santoro S et al. Sleeve gastrectomy with transit bipartition: 5-year results. Ann Surg. 2012;256:104-110.
- Valezi AC et al. Brazilian multi-society statement on emerging metabolic procedures. Arq Bras Cir Dig. 2023;36:e1759

Surendra Ugale ¢ India



REVISION METABOLIC SURGERY

Mechanisms of weight loss foll. Revision of failed sleeve

EARLY ILEAL SIGNAL DUAL TRANSIT

AR ] B e A el e s Some food remains in foregut; some reaches distal

bowel early
PARTIAL MALABSORPTION SLEEVE EFFECT RETAINED
Energy absorption falls—magnitude depends on Restriction, lower ghrelin and rapid gastric
anatomy and intake emptying persist

Santoro S et al. Ann Surg. 2012;256:104-110
- Chu Y et al. Sci Rep. 2023;13:20203. d0i:10.1038/s41598-023-48059-8

Surendra Ugale ¢ India



REVISION METABOLIC SURGERY

SASI is Effective when the target is weight—not severe reflux

Insufficient weight loss or clinically important recurrence after
optimized therapy

Persistent metabolic disease: T2D, MASLD, hypertension, OSA

A sleeve that is anatomically usable and endoscopically assessed

Patient accepts lifelong protein, micronutrient and reflux
surveillance

BEST FIT

Weight-dominant
failed sleeve

BMI still high
GERD absent or mild
Reliable follow-up

Carandina S et al. SASI for failed sleeve: 44-patient mid-term cohort. IntJ Surg. 2025;111:4986—-4995

Surendra Ugale ¢ India



REVISION METABOLIC SURGERY

Red flags / Pointers for appropriate revision procedure

®  Severe or PPl-refractory GERD
PREFER ANOTHER PATH
“ LA B-D esophagitis or Barrett’s
“  Protein malnutrition / hypoalbuminaemia it (5
or reflux-dominant failure

®  Chronic diarrhoea or inflammatory bowel disease

or medical / endoscopic

therapy when anatomy is not the

[ |

Unreliable follow-up or supplement adherence driver

- Carandina S et al. IntJ Surg. 2025; PMCID: PMC12527719
- Dowgiallo-Gornowicz N et al. SASI primary and revisional experience. Wideochir Inne Tech Maloinwazyjne. 2023;18:489-496.

Surendra Ugale ¢ India



REVISION METABOLIC SURGERY

Pre-operative work-up =2 must explain the failure

Trajectory SG weight, nadir, recurrence, %TWL

Endoscopy Esophagitis, Barrett’s, sleeve calibre

Imaging UGI + CT volumetry; HH, twist, dilation

Physiology When required - Selective pH-impedance / manometry
Readiness Diet, AOMs, psychology, supplements

- Carandina S et al. IntJ Surg. 2025; PMCID: PMC12527719
- Guarderas X et al. Dig Med Res. 2020;3:54

Surendra Ugale ¢ India



REVISION METABOLIC SURGERY

Technical choices determine efficacy—and nutritional risk

Small-bowel measurement Document total length and counting method
Gastroileal site Dependent antrum; tension-free orientation
Anastomotic diameter Standardize and record

Hiatus and sleeve Repair HH; re-sleeve only if indicated

Defect closures Technique-specific mesenteric & Petersens

- Carandina S et al. IntJ Surg. 2025; PMCID: PMC12527719
- Valezi AC et al. Arq Bras Cir Dig. 2023;36:e1759

Surendra Ugale ¢ India

Avoid an unrecognized short common channel

Preferential flow vs bile exposure

Controls restricted flow

Do not ignore the primary anatomy

Reduce internal hernia risk



REVISION METABOLIC SURGERY

Dedicated Revision Data = encouraging—but small

44

consecutive SG—>SASI patients

40

30

20

10

Mean BMI after conversion

39,1

27,5

At revision 12 months 24 months

%TWL: 21.5% at 12 months ¢ 29.7% at 24 months

- Carandina S et al. SASI for failed sleeve: 44-patient mid-term cohort. IntJ Surg. 2025;111:4986-4995

Surendra Ugale ¢ India



REVISION METABOLIC SURGERY

The same cohort reveals the trade-offs

early complications post-operative mortality
(1]
11.3% 1 case
de novo GERD severe protein malnutrition

- Carandina S et al. Int J Surg. 2025; PMCID: PMC12527719

Surendra Ugale ¢ India

65%

pre-existing GERD resolved

GERD improved in 65%
- but appeared de novo in 11%



REVISION METABOLIC SURGERY

Transit bipartition has short-term, second-step data

Retrospective, single-centre cohort

7 5 % “ Short follow-up

EWL at 12 months
Useful proof-of-concept—not durability evidence

Reported after adding TB |

_ Different anatomy from single-anastomosis SASI
to a prior sleeve

- Reiser M et al. Transit bipartition after sleeve: short-term second-step results. Ann Surg Open. 2021;2:e102.

Surendra Ugale ¢ India



SASJ / SASI / TB =»Effective as a Revisional Procedure {similar to OAGB}

Single-Anastomosis Sleeve Jejunal (SAS-]) Bypass as Revisional Surgery After Primary Restrictive Bariatric

Procedures
v}f METHUDS CONCLUSIONS
. SAS-]
1%
- l;.;;.’-' ‘ SAS'.' B is
,, ] rl| ' ” — Effective as a salvage surgery
after failed restrictive bariatric
e procedures, but long-term

follow-up is needed.

%+ A prospective cohort study

%+ 43 patients underwent revisional
Surgery

%+ Follow-up at least one year

BMI

% I F S '&,' Alaa M. Sewefy, Ahmed M. Atyia, Taha H.Kayed,
Caly >

Hosam M. Hamza?

OBESITY SURGERY

4 Mansboic Swrpary snd Alllad C




EVIDENCE APPENDIX

Sewefy: distal SASI =2 slightly more effective—but more problems

L R 9.7%
(1]
T 01.3%
15.6%
Protein malnutrition _ ’
[] 4.4%
I 20%
Excessive weight loss ’
] 7.8%
11.1%
Reoperation -
[ ] 3.3%

W SASsI (n=90) B sAs-1(n=90)

Separate salvage cohort: 32/43 had failed sleeve - SAS-J; 1-y %EWL 76.5%; no leak; biliary gastritis 9.3%.

- Sewefy AM. SASI vs SAS-J randomized comparison. BJS. 2025;112(Suppl 5):znaf036.027.
- Sewefy AM et al. SAS-J after failed restrictive surgery. Obes Surg. 2022;32:2807-2813.

Surendra Ugale ¢ India 18



REVISION METABOLIC SURGERY

Evidence = Known / Unknown / Standardisation

WHAT WE KNOW WHAT WE NEED
Meaningful short-term Long-term durability . . .
. . . Prospective multicentre registries
additional weight loss Best limb lengths . ..
. . . .. Standard definitions
Metabolic improvement is Anastomotic size Head-to-head revision trials
expected and seen Reflux and Malnutrition risk

Current status: a promising selective option in experienced hands—not the universal rescue after sleeve.

- Carandina S et al. IntJ Surg. 2025; PMCID: PMC12527719
- Valezi AC et al. Arq Bras Cir Dig. 2023;36:e1759
- IFSO position statement on innovative bariatric procedures and ethics. Obes Surg. 2022

Surendra Ugale ¢ India



REVISION METABOLIC SURGERY

Choose the revision = according to dominant clinical problem

Severe GERD / Barrett’s RYGB Best-established anti-reflux conversion

Weight recurrence + high BMI, little reflux SASI / TB or SADI-S Escalate metabolic potency; discuss uncertainty
Dilated sleeve without reflux Selective re-sleeve t adjunct Only when anatomy truly drives failure
Moderate recurrence, anatomy OMM  endoscopic therapy Lower procedural risk; may precede surgery
acceptable

Malnutrition or poor adherence Avoid malabsorptive addition  Correct deficiencies and reassess

- Dijkhorst PJ et al. Failed sleeve: RYGB versus SADI revision. Obes Surg. 2018;28:3726—-3736.
- Dharmaratnam VM et al. Obes Surg. 2022;32:3736—-3744. PMID:35994181

Surendra Ugale e India



With adequate Common Channel = (XTFSO

Nutritional Stability = Duodenal route also available !!! XXIXIFSO

" World Congress
RNAL OF iti
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OSSI official Publication of the Obesity Surgery Society of India (OSS1) FaCtOrS
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T Protein 7.3 7.3 7.4 7.6
Original Article

© 2023 Journal of Bariatric Surgery | Published by Wolters Kluwer - Medknow 4 2 4 2 4 3 4 5

Safety and Efficacy of Sleeve Gastrectomy with Sleeve Jejunal m * * * *
Bypass: An Advantage over Other Bypass Procedures — .
Multicenter 3 and 5 year Data C I 9 2 8 9 8 2 .

Surendra Ugale, Rajkumar Palaniappan’, Manoj Bharucha?, Ayushka Ugale, Nikhilesh Krishna', Akshan Ugale, Trilok Ram a cl u m O e e

Kirloskar and Virinchi Hospitals, Hyderabad, Telangana, 'Institute of Bana:j::,“ Agro.:: nmﬂals. Chennai, Tamil Nadu, *Lilavati and Criticare Asia Hospitals, Mumbai,
[ ]
Vit D3 25.2 305 28.3 29.2

VoA 3795 364 348 335

0 857 843 822 93.6
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Complication rates vary = according to procedure configuration

Aghajani 2023 Primary SASI, n=366 Hypoalbuminaemia 0%; stomal ulcer 0.27%,; internal hernia 0%; reversal 0.82%
Carandina 2025 SG->SASI, n=44 Severe protein malnutrition 2.3%; de novo GERD 11.3%; early complications 11.3%
Hamed/Mahdy 2026 Primary SASI, n=95 Marginal ulcer 2.1%; 10-y regain =15% from nadir; configuration-dependent reversal
Reiser 2021 SG->TB, short-term No robust estimate for rare late events; only 12-month follow-up
Sewefy 2025 RCT Primary SASI, n=90 Protein malnutrition 15.6%; excessive WL 20%; reoperation 11.1%

- Aghajani E et al. Primary SASI mid-term outcomes. Surg Endosc. 2023;37:6220-6227

- Carandina S et al. SASI for failed sleeve: 44-patient mid-term cohort. IntJ Surg. 2025;111:4986-4995

- Hamed H, Tarek M, Gado W, Eldesoky M, Mahdy T. Mahdy 10-year SASI configuration study Obes Surg. 2026;36:960-970.
- Reiser M et al. Transit bipartition after sleeve: short-term second-step results. Ann Surg Open. 2021;2:e102.

- Sewefy AM. SASI vs SAS-J randomized comparison. BJS. 2025;112(Suppl 5):znaf036.027.

Surendra Ugale ¢ India



EVIDENCE APPENDIX

Mahdy: anatomy—determined 10-year safety

250 cm / 4-6 cm 300cm / 2.5 cm 350cm / 2.5 cm

60% malnutrition Far fewer deficiencies No severe malnutrition

40% reversal

. . . Some revisions 0 surgical revisions
Regained substantial weight &

Overall: %EWL 58.6% at 10 y ® mean regain =15% from nadir ® marginal ulcer 2.1%

After reversal, all six early-configuration patients developed major weight recurrence (%EWL 12.5% by year 10).

- Hamed H, Tarek M, Gado W, Eldesoky M, Mahdy T. Mahdy 10-year SASI configuration study Obes Surg. 2026;36:960-970.

Surendra Ugale ¢ India



REVISION METABOLIC SURGERY

Follow-up =» CRITICAL part of these Revisions

0-3 mo 6-12 mo YEARLY
Hydration Weight CBC, Iron
Protein GERD B12/Folate
Complications Biochemistry Ca/PTH/D3

Albumin
Fat-soluble vitamins
Behaviour +/- OMM

Act early if decreased albumin, progressive diarrhoea, excessive weight loss or refractory reflux.

- ASMBS Integrated Health Nutritional Guidelines 2016 Update: Micronutrients. Surg Obes Relat Dis. 2017;13:727-741

- Carandina S et al. Int J Surg. 2025; PMCID: PMC12527719

Surendra Ugale ¢ India



Current position

Do not revise a sleeve until you define why it failed.

SASI/TB is most logical for weight-dominant failure with little reflux.

Standardize bowel measurement, anastomosis size and prospective data capture.

Informed Consent - listing bile reflux, protein malnutrition and uncertain durability.

Promising physiology. Encouraging early outcomes. Selective adoption—with surveillance.

- Carandina S et al. IntJ Surg. 2025; PMCID: PMC12527719
- Reiser M et al. Ann Surg Open. 2021;2:e102
- Valezi AC et al. Arq Bras Cir Dig. 2023;36:e1759
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CONCLUSION & Take-Home Messages YXIXTESO

1. Maintains endoscopic access to the biliary tree World Congress

1-4 September 2026
Toronto, Canada

2. There is no excluded remnant stomach (gastric cancer).

No blind loops (bacterial overgrowth / blind loop syndrome).

B w

5. Easy to perform — add 1 or 2 anastomosis to existing sleeve

6. Partial Reversal can be done in a simpler manner compared to RYGB / OAGB / SADI [leaving
a Sleeve in place]

7. Nutritional stability even at 5 years when Common Channel at least 300cm {preferably
400cm}

8. Closure of Petersen’s space prevents the occasional Internal Hernia

9. Effective option in Revisional Metabolic Bariatric surgery

MOQ The Future of Obesity Management:
From Weight Loss to Health Gain
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