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To Sleeve or To Bypass? 
 
BACKGROUND 

Variations of the roux-en-y gastric bypass (RYGB) have been performed since the late 
1960s. It was performed laparoscopically beginning in the 1990s, and its uptake as a primary 
weight-loss surgery increased thereafter [1]. The sleeve gastrectomy (SG) is a relatively new 
procedure by comparison, originally developed as the first step of a two stage duodenal switch 
[2]. Today, the RYGB and SG account for the vast majority of the bariatric surgical procedures 
performed in North America and around the world [3]. As the wealth of literature available on 
surgical outcomes for the two procedures continues to increase, there is ongoing debate about 
which procedure is best when it comes to achieving long term weight-loss, maximizing 
metabolic benefits, and minimizing short and long term complications [1,4].   

 
CURRENT STATUS OF THE LITERATURE 

Three recent publications reflect the challenge in selecting a single procedure that 
provides the best outcomes and minimizes complications. The first is a long term PCORnet 
cohort study collecting data on weight loss from over 65,000 patients. The authors found a 
difference of about 7-8% greater total body weight loss sustained after 5-years post-operatively 
when comparing RYGB to SG. Furthermore, the study found that there was an approximately 1 
in 8 chance that patients with SG would experience weight recidivism taking them to their pre-
surgery weight compared to 1 in 30 in RYGB patients [5]. The 30-day adverse event rate is twice 
as high for RYGB as it was for SG at 5% and 2.6% respectively. To date, this is the largest long-
term observational cohort available [5]. Second, the SLEEVEPASS RCT from Finland 
comparing postoperative weight loss and metabolic outcomes found no differences in these 
variables between SG and RYGB after five years of follow up [6]. The study found excess 
weight loss of 57% vs 49% between RYGB and SG respectively at 5 years, however this did not 
meet pre-specified equivalence criteria (as the weight loss CI was not within the predefined 
calculated margins of equivalence at -9 to 9). No statistical difference was found for secondary 
outcomes including, but not limited to, resolution of type 2 diabetes and dyslipidemia [6]. These 
results were closely echoed by the third study, SM-BOSS RCT from Switzerland, which also 
found no differences between SG and RYGB for weight-loss and metabolic outcomes including 
diabetes and hypertension at 5 years [7]. 
 
UPDATE  

Based on the up to date relevant data there is no consensus on the single best bariatric 
procedure. Data from the largest studies favors RYGB for longterm (5 year) sustained weight 
loss with a lower chance of long-term weight recidivism compared to SG. This same data shows 
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an increased rate of adverse events in the immediate postoperative period for RYGB which must 
be factored into procedure selection. There have been no clear differences demonstrated between 
SG and RYGB in the long-term resolution of comorbidities.  
 
 
Common Bariatric Postoperative Complications: Internal Hernias 

Gary Gamme and Joseph Mamazza 
University of Ottawa 

 
BACKGROUND 
 There are several post-operative bariatric complications that prompt emergency room 
visits and inpatient admissions, and there is no commonly accepted management.  Internal 
hernias (IH) are one such complication [8]. Initial workup includes a complete history and 
physical to determine the need for immediate management of patients presenting with acute 
obstruction with imminent bowel compromise and stratifying them from those able to have 
workup as an outpatient. Stable patients with symptoms concerning for IH include worsening 
central cyclical pain and post prandial difficulty.  Such patients should be assessed with 
bloodwork and a CT of the abdomen (preferably bariatric protocol) reviewed with a radiologist 
experienced in assessing bariatric CT scans [8,9]. The bariatric protocol CT includes oral 
contrast (to assess passage past the GJ as well as JJ ruling out a leak and obstruction) and IV 
contrast to assess bowel viability and enhance abdominal vasculature [8-10]. There has been 
great variability in the reported utility of CT imaging to diagnose IH in the past [10]. 
 
CURRENT STATUS OF THE LITERATURE 
Recent improvements in imaging techniques have led to greater accuracy in IH imaging [10-11]. 
Swirl sign, signs of small bowel obstruction (distended bowel loops, remnant distension), 
clustered loops (mostly LUQ in Petersen herniation, lower quadrants in mesenteric herniation), 
mushroom sign (shape of mesenteric root with protrusion of bowel between SMA and its 
branches), presence of small bowel behind SMA, right sided location of J-J anastomosis, venous 
congestion and mesenteric edema, as well as presence of enlarged nodes have all been used with 
varying success [12-15]. Despite the subjective nature of reported characteristics, several recent 
studies have demonstrated good interobserver reliability as well as high moderate (60-75%) 
sensitivity for swirl sign, venous congestion and mesenteric edema [13-15]. SMV compression 
or cut-off has the highest reported individual sensitivity (80-85%) for IH [16]. Recent high 
volume retrospective studies examining the utility of abdominal CTs for IH in high volume 
centers report high NPV (>90%) and specificity (>80%) in these patients [12]. The potentially 
intermittent nature of IH can lead to negative imaging studies despite patients reporting ongoing 
obstructive symptoms [17]. 
 
UPDATE 

Patients with CT findings concerning for IH and those with equivocal imaging and 
symptoms concerning for IH should be taken for a diagnostic laparoscopy [8,18]. At the time of 
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OR, both the mesenteric and Petersen’s defects must be assessed and closed if open [18]. Stable 
patients with no evidence of IH on CT scan but persistent pain may be considered for a 
diagnostic laparoscopy or further testing to rule out other common conditions, such as biliary 
disease or marginal ulcers.  
 
Sleeve Gastrectomy and Gastroesophageal Reflux Disease 

Jerry T. Dang, Gary Gamme, and Shahzeer Karmali 
University of Alberta 

BACKGROUND 
Laparoscopic sleeve gastrectomy (LSG) is increasingly performed as a primary bariatric 

procedure in both academic and community hospitals in Canada [19]. Given a high prevalence of 
gastroesophageal reflux disease (GERD) in patients with obesity [20], there is controversy about 
the role of LSG in patients with GERD. This update will discuss the current evidence on GERD 
after LSG and guidelines on preoperative evaluation for GERD prior to LSG. 
 
CURRENT STATUS OF THE LITERATURE 

A recent systematic review that included 33 studies found a 20% pooled incidence of new-
onset GERD symptoms after LSG [21]. There was also a reported incidence of new-onset 
esophagitis between 6.3 to 63.3%. However, when authors analyzed the use of anti-reflux 
medications, there were mixed results with some studies indicating an increased use and others 
showing decreased use. Objective testing with esophageal function tests also reported 
paradoxical results. Other studies found high rates of resolution of GERD symptoms after LSG 
ranging from 15.9 to 53% [22, 23]. However, the recently published SM-BOSS trial found that, 
in patients with pre-existing GERD, 34.1% of patients had remission or improvement, 34.1% had 
unchanged symptoms, and 31.8% were worse after LSG [24]. Although some patients may have 
improvement after LSG, almost one-third have worsened symptoms. 

 
UPDATE 

Current guidelines from the American Society for Metabolic and Bariatric Surgery (ASMBS) 
state that due to the unpredictable effect of LSG on GERD, all patients should be carefully 
counseled on GERD-specific outcomes prior to undergoing LSG [25]. Furthermore, the 
American Gastroenterological Association recommends Roux-en-Y gastric bypass as the best 
operation for patients with obesity and GERD given its effectiveness as an anti-reflux procedure 
[26]. 

The ASMBS also has recommendations for preoperative work-up for LSG. Prior to LSG, 
patients with GERD symptoms should be evaluated with preoperative esophagoduodenoscopy to 
evaluate for the presence of hiatal hernias, esophagitis, ulcers and tumors. Furthermore, an upper 
gastrointestinal series may be performed to assess for the size of hiatal hernias for operative 
planning. Esophageal pH and manometry testing may also be done to assess the severity of 
GERD symptoms and to exclude esophageal motility disorders [27]. 
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READ MORE 
https://asmbs.org/resources/updated-position-statement-on-sleeve-gastrectomy-as-a-bariatric-
procedure 
https://asmbs.org/app/uploads/2017/08/Telem-et-al_LSG-Pathway_2016_Final.pdf  
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