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Que faire en cas d’échec ?

Sleeve Gastrectomy et GBP
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Cas

\\\\\\\

Monsieur X

61 ans m

Obesite compliquée de SAS avec appareillage, HTA, DID (pompe)
ATCD : Insuffisance renale, dépression

IMC max 44. En préopératoire IMC 43,7 (112 kg pour 1,60m)

ATCD :
AGA en 2002, retiré en 2012 pour migration intragastrique
SG en 2014 => RCP régionale

INTERVENTION : BY PASS gastrigue par voie
coelioscopique en 2019, pour RGO et ISPP (PEP 37%)

Suites simples, revu en 2022 .
IMC 36,8, PEP 47%



Synthese du cas : histoire pondérale

Sleeve NADIR Sleeve
gastrectomie Gastrectomie

IMC 55 IMC 29,4 IMC 49 IMC 32
Poids 134 Poids 89 Poids 128 Poids 101

NADIR AGA BPG

IMC 39,3 IMC 36,8

HTA
IRC
Suppurijt.lons DNID Résolution
du boitier SAS artielle SAS
multiples i

>60 ans...



Synthese du cas : Objectifs

- Connaitre les élements clés de la définition d’'un
échec apres chirurgie bariatrique

- Connaitre les resultats a court et moyen terme de la
chirurgie de conversion d’'une sleeve gastrectomy

- Connaitre les options théerapeutiques apres echec de
bypass-gastriqgue
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Introduction .
opérer les

Obesity: the greatest epidemic of the 21 century?

Obesidade: amaior epidemia do século XXI?

Paulo Manuel Pégo-Fernandes', Benoit Jacques Bibas', Mariana Deboni"

Percentage of adults with obesity c/ick countries for survey detsils and definitions
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Pourquoi

Introduction opérer les

TV y eq s patients
Mortalite lie a I'obesite: obéses ?

Etude de population sur 3.6 millions d’individus
Toutes causes de

Men Women B mortalité confondues
Expectedage  Reductionin Expected ageof Reduction in 4-0+ . L
of deathatage life expectancy death at age life expectancy i | |
40 years (years) (years) 40vyears (years) (years) i i i
Underweight (<185 kg/m?) 779 4.3 79-8 4.5 20 E E E
Healthy weight (18-5-24-9 kg/m*) 822 - 843 S i i i
Overweight (25-0-29-9 kg/m?) 81-2 835 0-3 §
Obese (all, 230.0 kg/m?) 78.0 80-9 = NGO
Obese class 1 (30-0-34-9kg/m*) 787 81.9 104 |
Obese dlass 2 (35-0-39-9kg/m™)  76.2 79-6 i i i
Obese class 3 (=40-0 kg/m”) 731 76-6 E i i
Expected age of death at age 40years estimated from a Poisson model for overall survival with six-category BMI o> 10 2'@ l

variable, 5-year age bands, sex, and interaction terms for BMI with age at BMI, and BMI with sex (see appendix for BMI (kg/m”

details); estimates assume mortality observed in the study remains constant. Reduction in life expectancy is calculated
as expected age of death minus expected age at death in the healthy weight category.

Table 3: Expected age at death for a never-smoker aged 40 years by WHO BMI category,* and estimated
reduction in life expectancy compared with an individual of healthy weight

A 40 ans, un homme obese morbide perd 9 annees de vie
Bhaskaran Lancet endocrinology 2018



Adjusted HR (95% C1)

SleEVE gastrectonyy v Oontro
Gastric bypass vs control
B
=50 kgl va 30-40 kagfm’
T

Male va fernale
Amdiolytic treatment
s vi no

Oploids treatrment

Vi US Ao

162 {1-44-1-B7)
2.31(2-01-2-56)

1-37 (1-16-1-61)

0-832 (0-72-0-93)

1-20 (1-09-1-37)

1-23 [1-10-1-37])

010

1-0

10-0

995

Mumber at risk

(number censaned)
Gastric bypass group
Control groug

Introduction

Mortalité lié a I'obésité : la réduction a un co(t !
Etude comparative des donnees PMSI # 8000 patients / groupe

1000

Pourquoi

opérer les
patients
obeses ?

Le patient opéré a un risqgue augmente de :

Réintervention chirurgicale et endoscopique

Troubles gastrointestinaux et nutritionnels

4955(40) 4883(19) 4845(29) 4792(26) 4735(22)

HE 0-64 (95% C1 0-52-0-78) p=0-000
I I 1
4 5 6 .

] T T
1 2 3

4955 (35)  4900(17) 487%(23) 4844 (33) 4807 (15) 4783(21) 4741(21)

1 4686 (19) 4634(20)

Théreaux Lancet Diab endocrino 2019



Introduction S

opérer les

Impact de la chirurgie sur les complications méetaboliques EEEEIS

Meta-analyse (RCT + études comparatives) # 175000

Gain d’espérance de vie
de 6 ans dans toute la
population

=

De 9 ANS chez les
patients diabétiques
avec la chirurgie

patients

obeses ?

A
10'3:]/ —— Non-surgical controls
sl — Metabolic surgery
7| Naive (marginal): HR 0-385, 95% I 0-365-0-406, p<0-0001
Shared-frailty (random-effects): 0-508, 0-481-0-537, p=0-0001
. god Stratified: 0-506, 0-479-0-535, p<0-0001
40
30
204
104 S
(0:3%
0 T T T | T T T T T T T T T T 1
0 2 4 b 8 10 12 14 16 18 20 22 24 26 28 30
Number at risk Time (years)

Mon-surgical 108987 06181 70008 46202
Metabolicsurgery 6G785 61183 48240 34847

10809 12878 9230
16482 13098 11605

7390 6019 27te 2101 1566
10483 9811 6844 1997 1456

813 413 206 26
878 474 239 34

Chirurgie > Traitement médical méme au tres long terme...

Syn, Lancet, 2021



Le rationnel de la chirurgie pEtreTe

L . opérer les
Association of Bariatric Surgery P

With Cancer Incidence in SOS Study : étude de cohorte comparative patients
Patients With Obesity and |Ongitudina|e gbeses ¢
piabetes: Long erm Hesults (845 patients opérés vs 845 patients non

Subjects Study E RN o] o[=7¢3-) U

0.45 mmm Surgery: 68 events; IR/1000=8.1 [95% Cl: 7.2-11.5]
Log-rank test p=0.003
0.40 HR=0.60 (95% Cl: 0.43-0.84), p=0.003
: HRadj=0.63 (95% Cl: 0.44-0.89), p=0.008
NNT=20

Chirurgie et rémission du
DNID sont des facteurs
protecteurs de survenue de

Cancers

Proportion of participants
o
&

0.00
0 4 8 12 16 20 24
Follow-up time, years

Mumber at risk
Control 308 286 261 230 184 130 62 9

Surgery 393 365 349 314 293 220 109 28

1999-... 70 publications... Sjoholm, Diab Cares, 2022



Pourquoi
opérer les

pact de la chirurgie sur le risque de survenue de cancer<goe

obeses ?

Etude de population sur # 290 000 patients opéerés en IPWT sur 10

All cancers | -- .BQ‘ 0.97)
Incidence de cancer 1,6 % vs 5,2 % Obesily-related cancers . 0.89 45.83, 0.95)

Non-obesity-related cancers | — 0.96 (0.91, 1.01)

e

CCR, Sein, Prostate et Poumon

Chirurgie FP cancer VADS, Uterus et
Ovaire

Lip, oral cavity, and pharynx |- : 61 (N.43, 0.89)

Corpus uteri | ——— : 0.64 (0.3, 0.77)

Ovary | —

0.67 /0.5, 0.89)

[ ] [ ] Y 4 [ ] o [ ]
La chirurgie réeduit de 11% le risque de survenue de cancers
Lazzati, BJS, 2022



Introduction

Impact de la chirurgie sur les complications technique
métaboliques : opératoire

Méta-analyse (RCT + etudes comparatives) # 175000

Choix de la

100 ;l/
-

1
40 Mon-surgical controls
— Metabolic surgery

Maive (marginal): HR 0-413, 95% C 0.371-0-458, p<0-0001

£
£ 30 :
= Shared-frailty (random-effects): 0-430, 0-387-0-478, p<0-0001
" " = Stratified: 0-424, 0.382-0.472, p<0-0001
Les 3 interventions
chirurgicales augmentent N e~ 10year P
] i ) 3 T L‘ug*;-. (07% Ll:: vs 4-6%) e
I'espéerance de vie mow wisg w0 T )
Ij'___-__l_'_____l_ — T T T T ] T ]
0 2 4 6 8 10 12 14 16 18
Time (years)

Mumber at risk
Mon-3 6554 23406 18680 15025 6837 0116 3986 3323 2618 0
3450 21975 18470 15535 BEES 7636 7446 6940 GE06 4360

BPG>SG>AGA

Syn, Lancet, 2021



TR Introduction Choix de Ia
oY= technique

oons; Impact de la chirurgie sur le traitement du diabete : SERIRIE
Etude de cohortes comparatives sur donnees PMSI # 15000 patients

Réduction risque de —
survenue d’'un diabéete —

Sont des FP S e —— = _____,
iIndependants de L S MRS N M T R

remission du diabete

ais
Coatrol i 1 19 N 1 4
(1 233 ] ? L8 11
SG ) 110 l 4 18 1 1
55 1 12 33 |
Noar
Costral 1503 ) 156% 1 15650 1%4%0 L 1 1 [
GEP 11 1 | 4 43 i 311 aill 1 11 ]
1A ‘ ] ‘ " 14 4 M5 A 4 M ‘ 4
L] Y )

BPG OR 16.1 |gc5,[13.0-21.4]>>>>>SG OR 7.3 |cg554[5.5-9.5]>>>AGA OR 4.3 (55[3.3-5.6]
Théreaux, JAMA Surg 2018



Complete or partial remissio

Complete remission (%)

Introduction Choix de la
technique

Impact de la chirurgie sur les complications metaboligues : opeératoire
Meta-analyse RCT (avec méta-régression) # 1706 patients / 37 études

n_f%) >

vy

00 \ MT | LAGB | SG RYGB || OAGB ] BPD
® ° ® ° .\ -
®
\ ® |

e ? | :>%! | LAGE @—5>—@ MT
0.25 ‘ . ‘ 1 272 Q

% [ [ [
0.001 . ; g —— | I — I — | ——— I ] T o | o —— I i | s T T o | o I I RYGE

o 1 2 3 4 50 1 2 3 4 50 1 2 3 4 50 1 2 3 4 50 1 2 3 4 50 1 2 3 4 5 5G . 13 .

Time since treatment onset (years)
MT SG RYGB 2 2 4
®
0.8 ®
il ) oAG @ @® so
0.6 ® $
0.4 )
) —-——l

02] \ . .\*N\
0.0+ . . g.———ol . . ‘ . ' . ' , . , . ' ' .

0 1 2 3 4 5 0 1 2 3 4 5 0 1 2 3 4 5

Time since treatment onset (years)

BPD>OAGBP>BPG>SG>AGA

Solé, SOARD, 2022



* Pas de consensus, de
guidelines,...

Complication Complication
ou ou

échec échec

2¢ manche .
...nouvelle ere ?




Ce que l'on sait déja

L))

Updates

MISE AU POINT

La chirurgie bariatrique de révision : quels
enjeux pour le patient et le praticien ?*

GL

Bariatric revisional surgery: What are the challenges for the patient and the

practitioner?
A. Lee Bion®*, Y. Le Roux?, A. Alves®®, B, Menahem?:® Compncation

. Echec
) reAGA i

Echec
pondeéral




La chirurgie de revision : définitions

-
O
L.

>
O
o

Complication

¥ pondéral

F métabolique

Chirurgies de révision :« conversion »,

« correction » ou « réversion » (Brethauer
et al. 2014)

Echec pondéral : criteres de Reinhold ?
PPT ?

Echec métabolique : indication
suffisante (lie et al. 2020, SOARD)



Données de |la littérature

JAMA Surgery | Original Investigation

Reoperations After Bariatric Surgery in 26 Years
of Follow-up of the Swedish Obese Subjects Study

Stephan Hjorth, PhD; Ingmar Néslund, MD, PhD; Johanna C. Andersson-Assarsson, PhD; Per-Arne Svensson, PhD;
Peter Jacobson, MD, PhD; Markku Peltonen, PhD; Lena M. S. Carlsson, MD, PhD

JAMA Surg. 2019

P 1 VBG ‘
.| 223 Norevision (59.3%) ‘ | 78 Conversion (20.7%) ’—.‘ 75 GBP ‘

376 Banding |
4 H 153 Revision (40.7%) H—-‘ 23 Corrective (6.1%) ‘ ‘4‘ 2 Other ‘

4| 52 Reversal (13.8%) ‘

) ,f‘ 1 Banding ‘
2010 Surgery }—-‘ 1368 VBG }—.| 979 No revision (71.7%) ‘ ,‘ 275 Conversion (20.1%) }—.‘ 271 GBP ‘
|'~| 386 Revision (28.3%) H ~—»| 72 Corrective (5.3%) ‘ ™ 3 Other ‘

‘ 3 Unoperated ‘

e
",

39 Reversal (2.8%) ‘

_ 1 Conversion (0.4%) }—.‘ 1 VBG ‘
‘ 266 GBP }:-:;'j_. ,
H 20 Revision (7.5%) H—»‘ 19 Corrective (7.1%) ‘

246 No revision (92.5%) ‘ P

Suivi 19 ans: 27,8% de révision




Données de |la littérature

Original article
American Society for Metabolic and Bariatric Surgery estimation of
metabolic and bariatric procedures performed in the United States in 2016

Wayne J. English, M.D., F.A.C.S.*", Eric J. DeMaria, M.D., F.A.C.S.",
Stacy A. Brethauer, M.D., F.A.C.S.C, Samer G. Mattar, M.D., FA.C.S., SOARD. 2018
Raul J. Rosenthal, M.D., F.A.C.S.%, John M. Morton, M.D., M.P.H., F.A.C.S.'

250,000

200,000

150,000

100,000

2011 2012 2013 2014 2015 2016

HSleeve MRYGE Band BPD/DS M Revision M Other MBalloons



En résumé

Echecs et complications de la chirurgie
bariatrique

insuffisante noids

Chirurgie de révision : 10 a
20% a 10 ans?

Single anastomosis duodeno-

Choix lié a I'indication de la

Complication
meécanique

révision?:?3

1: Angrisani et al, 2018 2: Slegtenhorst et al, obes relat dis 2013 3: Gautier et al, obes surg 2013



Echec Sleeve



Echec de Sleeve

Quelle proceédure realiser en cas d’échec de
Sleeve

gastrectomy ?

Insuffisance de PEP/
PEBMI| <50% 2/3 Effet adverse de la SG

RGO / sténose 1/3

Felsenreich Ob surg 2018, Guan Ob surg 2019



Echec de Sleeve -

OBESITY SURGERY

e Bt gy s A

XIFS®

Revisional Roux-en-Y Gastric Bypass: a Safe Surgical Opportunity?
Results of a Case-Matched Study

Antoine Vallois' - Benjamin Menahem '~ () - Yannick Le Roux' - Adrien Lee Bion' - Hugo Meunier ' -
Thomas Gautier® - Nicolas Contival ® - Andrea Mulliri ' - Jean Lubrano' - Jean-lacyues Parienti™® - A. Alves '

23



Echec de Sleeve

1591 patients in database

156 patients excluded from the main
analysis due to missing data from the
primary endpoint

A 4

A 4

1435 patients with the primary outcome

No conversion
(N=1341)

A

Serious complications (30 days)
(N=56)

\4

Conversion
( N=94)

|

Serious complications (30 days)
(N=6)

24



Méthode

Methodologie : score de propension

Age O
. Sex o

¢ Pat|entS : Max Body mass index - =
Preoperative Body mass index § O
Diabetes -

Dyslipidemia| ©

— Cohorte prospective depuis le début de I'activite de chirurgie High blood pressure 0

SAS O

Pulmonary history 7 ]

bariatrique Laparotomy 0

Cesarean - O

Adjustment
Matched

& Unmatched
Cholecystectomy O

Ring history - O
— Analyse rétrospective Gastits-
Helicobacter pylori treated § O
Ultrasound steatosis § C
Learning curve 1 g
M 4 th d : Operation time - O
* e O eS Liver biopsy puncture - O

Propensity score - O

05 00 05 10 15

 Etude cas-témoin en 1 : 1 en PSA nearest and exact matching Stendardzed ean Difrnce (SUE)



Serious complications
to 30 days, n(%)
Overall morbidity withi
30 days, n(%)
According to Clavien [
classification, n(%)

Minor

Major
Surgical complications
until 30 days

Hemorrhage, n(%)
Fistula, n(%)

~
w
|

Percentage of serious complication (%)

0.01

ol
o
!

P
w
|

Percentage of serious complication up to 30 days after the bariatric surgery

p=0.292

Résultats

by conversion group

6 (6.4%)

n=94

n'=1341

p=0.764

5 (6.9%)

n=72

n'=72

Unmétched

Matched

2d

ynversion

5 (7)

19 (26)

14 (19)
5 (7)

4 (6)
2 (3)

P

0.764

0.550

0.707
0.179

26



Résultats

| Inadinictad NMatrhed
A. Unadjusted B. Matched
100 { 100 )
= 140
e 90
A

E' 7 N )39

E' - A
p < 0.001
— — p=0.053 i
N § p < 0.001 é Conversion
= 501 = 501 = Conversion
= = p=0.105 A _
L w No conversion
25 7 = 25 4
3 p=0.815 Al p=0.348
O 1 O i
n=1233 n=1041 n=931 n=108 n=64 n=56
™ 6M 12M 1M &M 12M

27



Résultats : et chez les autres ?

Apres anneau gastrique Apres sleeve qastrectomy

Mortalité (%)

Morbidité (%)

Fistules (%)

PEP (%)

dm: donnée manquante

1: Brethauer et al, SORD 2014
2: Janik et al, Ann Surg 2017
3: Topart et al, SORD 2007

4: Rebibo et al, Obes Surg 2012 7: Cheung et al, Obes Surg 2014
5: Nedelcu et al, SORD 2015 8: Taha et al, Obes Surg 2017
6: Mahawar et al, Obes Surg 2015



SYNTHESE

. epe p Morbidité post-
Difficulté opératoire

opératoire précoce

Résolution des
comorbidités

PEP/PEIMC

alan Complications
tardives




Autres options possibles

Sleeve gastrectomie

|

Re-sleeve

Bipartition du transit

PHRC en cours, autres techniques en cours d’évaluation...


https://www.google.fr/imgres?imgurl=https://www.chirurgieobesitelille.com/images/contenu/redim-schema-sleeve-xt3pj.jpg&imgrefurl=https://www.chirurgieobesitelille.com/sleeve.html&docid=Zs8v7mIe_uzU0M&tbnid=-iobpJy--xuHKM:&vet=10ahUKEwiLrfD1to_nAhVLA2MBHcEbCC4QMwhlKAwwDA..i&w=350&h=407&bih=926&biw=1904&q=sleeve%20gastrectomie&ved=0ahUKEwiLrfD1to_nAhVLA2MBHcEbCC4QMwhlKAwwDA&iact=mrc&uact=8
https://www.google.fr/imgres?imgurl=http://panhandleweightlosscenter.com/img/thumb/dude.jpg&imgrefurl=https://www.panhandleweightlosscenter.com/procedures-duodenal-switch&docid=u4rQQIxT6QEPmM&tbnid=XcLqQ_Q-HxRdqM:&vet=10ahUKEwjElOaXt4_nAhUnA2MBHVEcDD0QMwhLKAMwAw..i&w=1962&h=3032&bih=926&biw=1904&q=duod%C3%A9nal%20switch&ved=0ahUKEwjElOaXt4_nAhUnA2MBHVEcDD0QMwhLKAMwAw&iact=mrc&uact=8

Echec BPG



chec BPG

-

Appetite, caloric intake |
Energy expenditure |

Caloric restriction

Restriction

Liver

Glucose output | /

v
Weight loss

|| Pancreas
Insulin secretion a
Adipocytes
Inflammation L
Adipokines
P ’\V e
e —-O)
N
o 28
1Se %

GLP-1 A

Biliopancratic limb
L pyy
OXM

Small
intestine
(common
channel)
Bile acids
Altered
microbiota

Absorption

Mus:
Glucose disposal 4
Insulin sensitivity

Madsbab et al Lancet 2014



Echec BPG

Bilan morphologique pré
opératoire

Scanner Volumétrique TOGJ

Endoscopie digestive haute



Echec BPG

Satiety Behavioral
\Treatment
[ Inadequately controlled DM ]
Abnormal .
Inadequate initial weight anatomy |[ Revise pouch ]
loss or weight recidivism 7

|

I

I

|

after Gastric Bypass / |
I

I

Inadequate response I

I

/
No satiety // *
// Normal nutrition indices (M
}/ | Distal GBP or DS ]
Normal
anatomy
\ Nutrition issues IBehavioraI
U‘reatmentJ

Ghiassi et al SOARD 2018



Réfection de la poche gastrigue

- Réfection de 'anastomose :

- Recoupe latérale de la poche Raccourcir la poche et diminuer
(en la calibrant ) Le diametre de I'anastomose




Obsesity Sungeny

Réfection de la poche gastrigue
ORIGINAL CONTRIBUTIONS m

Check for
updates

Midterm Outcomes of Gastric Pouch Resizing for Weight Regain
After Roux-en-Y Gastric Bypass

Imed Ben Amor ' - Niccolo Petrucciani” - Radwan Kassir® - Eugene Malyshev' - Clementine Mazoyer " -
Carine Korkmaz ' - Tarek Debs ' - Jean Gugenheim'

Table4 Results on weight loss after gastric pouch resizing

gastric pouch size > 200 ml and/or GJ anastomosis > 20 mm,

Weight at 1 year (41 patients) (kg) 82.5+16.5
BMI at 1 year (kg/m?) 30.0 + 7.3
Table 1 Demographic characteristics of the study population Weight at 3 years (30 patients) (kg) 0.9 + 16.7
Variable Mean + SD or number BMI at 3 years (kg/m’) 300 6.0
Weight at 5 years (22 patients) (kg) 822+ 15.2
Age (years) 45.7+11.3 BMI at 5 years (kg/m?) 309+ 5.7
Male sex 6 N — 48
Weight before RYGB (kg) 113.8+14.2 BMI, body mass index
BMI before RYGB (kg/m”) 429+438
Minimal weight after RYGB (kg) 77.8+£12.7
Minimal BMI after RYGB (kg/nr) 29.4+49 Table2 Early postoperative
Weight before resizing (kg) 973+27 complications
BMI before resizing (kg-"mz} 36.6+63 Patient POD Cause Treatment Clavien-Dindo grade
Gastric pouch volume (ml) 199.3+98.6
GJ anastomosis diameter (mm) 313132 : 6 Staple line leak P?&Tﬁ;ﬁiﬁfg * 3b
Staple line leak Medical treatment
RYGB, Roux-en-Y gastric bypass: BMI, body mass index: GJ, 3 6 Gastric remnant leak Medical treatment
gastrojejunal 4 9 Abdominal collection Percutaneous drainage 3a




Anneau Gastrique apres RYGB

Arnoldner et al SOARD 2020



Surgery for Obesity and Related Diseases 000 (2018) 1-7

Original article

Large series examining laparoscopic adjustable gastric banding as a
salvage solution for failed gastric bypass

Hans J. Schmidt, M.D., FA.C.S.**, Edmund W. Lee, M.D.", Erica A. Amianda, PA-C.%,
Themba L. Nyirenda, Ph.D.", Togh_rul Talishinskiy, M.D., FEA.C.S.% Richard C. Novack
Jr, M.D., EA.CS8.°, Douglas R. Ewing, M.D., FA.C.S.?

®Center for Bariatric Medicine and Surgery, Hackensack University Medical Center, Hackensack, New Jersey
B Department of Surgery, Stanford University School of Medicine, Stanford, California
£ Department of Research, Hackensack University Medical Center, Hackensack, New Jersey
4 Department of Surgery, Baylor University Medical Center at Trophy Club, Trophy Club, Texas
Received 11 February 20018; received in revised form 25 Avgust 2018; accepted 7 September 2018; Available online xxx

Charactenstics banatnc patients who underwent LAGE (n=139).

Wanahle Mean (SDWmedian (IQRVn (%)
Age at RYGB
Median yr (range) 360 (19-61)
Sex
Female n (%) 111 (804)
RYGR type
Open n (%) 32 (23.4)
Laparoscopic n (%) 105 (76.6)

Weizht before BYGB

Median, kg 146.3 (129.5-165.8)
Range, kg T1.1-2418
BMI before RYGB
Median, kg/m® (range) 52.8 (47.5-60.00
Range. kg/m® 35.5-84.9
Reason for LAGE procedure
Pouch dilation/anastomotic failure n (%) 99 (T8.00
Pouch dilation n (%) 10 (7.9)
Weight loss failure n (%) 11 (&8.7)
Other n (%) 7 (5.5)

100 -

50

%EWL

Anneau Gastrigue apres RYGB

<)
6 12 24 36 48 60 72 84
Months post LAGB surgery

Follow-up post Laparoscopic gastric band placement

6mo | 1yr 2yr 3yr 4yr Syr 6yr 7yr | 8yr | 9yr | 10yr
Eligible 139 136 132 109 69 46 27 15 8 5 3
Actual 133 88 68 45 26 14 12 5 2 3 3
Percentage | 95.68 | 64.71 | 51.52 | 41.28 | 37.68 | 30.43 | 4444 | 3333 | 25 | 60 100

Long-term complications 16 (1.5%)

Total bands removed 11 (7.9%)




Distalisation du Roux-en-Y gastric bypass

Conversion of Proximal to Distal Gastric Bypass Adding malabsorption for weight loss failure after gastric bypass
for Failed Gastric Bypass for Superobesity

Harvey J. Sugerman, M.D., Jobn M. Kellum, M.D., Eric J. DeMaria, M.D. Robert E. Brolin * Ronald P. Cody

150 cm—>»

Journal of 1997;1:517-525

Gastrointestinal Surgery

Surg Endosc (2007) 21:1924-1926



Allongement de I'anse biliaire

Conversion of Proximal to Distal Gastric Bypass 1997;1:517-525
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Revisional Surgery for Insufficient Loss or Regain of Weight After Marko Kraljevi¢ 2019
Roux-en-Y Gastric Bypass: Biliopancreatic Limb Length Matters Obesity Surgery
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Conversion of Proximal to Distal Gastric Bypass 1997:1:517-525
for Failed Gastric Bypass for Superobesity Journal of

Gastrointestinal Surgery
Harvey 7. Sugerman, M.D., Jobn M. Kellum, M.D., Eric §. DeMaria, M.D.

Table II. Weight loss following conversion from S-GBP to D-GBP

Weight BMI
No. (pounds) (kg/m?) %EWL %IBW
Before S-GBP 27 367 £ 13 57 £2 — 264 = 11
Before D-GBP 27 296 = 10* 46 + 2* 304 201 £ 77
1 year after 25/27 232 + 9% 37+ 2% 61 = 4% 162 = 7t
3 yr after 13/16 216 £ 15¢% 35 £ 27 67 = 51 152 = 10t
5 yr after 11/12 211 = 14+ 33 = 27 69 = 51 144 + 71
2 patients décédeés
5 patients AC = 50 cn< 22 patients AC = 150 crm— Chirurgie de révision AC = 250 cm

3 patients convertis
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Obesity Surgery
https://doi.org/10.1007/511695-020-04868-8

Short or Long Biliopancreatic Limb Bypass as a Secondary Procedure
After Failed Laparoscopic Sleeve Gastrectomy  apc =20 ABL = 32

PRYGB type 2 DRYGB long BPL RYGB OAGB

\

52 patients, 4 procédures différentes...

Morbidité a J30
ABL 4/32 (12,5%)
ABC 3/20 (18%)

BPL=100- 150 cm

BPL =200 ¢cm

Morbidité tardive
ABL 4 chirurgies de révision (malnutrition NP,
reflux biliaire OAGB)

ABC 1 pour type 2DRYGB A -

IMC pré-sleeve > 50

ABL >ABC i
PEP a long terme IMC pre-revision >42



Allongement de I’anse biliaire

Résultats
EP/EBMI>

Morbidité post-
opératoire
précoce

Résolution des

comorbidites
Complications

tardives
malnutrition




Conversion d'un GBP en DS

Méthode 1
N\
Surg Endosc (2013) 27:4640-4648 S et
DOI 10.1007/500464-013-3087-0 /N

Laparoscopic reversal of Roux-en-Y gastric bypass into normal
anatomy with or without sleeve gastrectomy

Ramon Vilallonga - Simon van de Vrande -
Jacques Himpens



Conversion d'un GBP en DS

Méthode 2 : Philippe Topart

Red arrow: division of
the digestive tract
Blue area: resected

part of formely
excluded stomach

Division of the
duodenum 3 cm g .
distal fromrpylorus Hybrid

sleeve




Conversion d'un GBP en DS

Méthode 2 : Philippe Topart

Duodenoileal
anastomosis

Measurement of 250 cm
of small bowel from the &g

ileocaecal valve Abandonned

Roux limb
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Conversions of Roux-en-Y gastric bypass to duodenal switch (SADI-S

and BPD-DS) for weight regain
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Table 1 Demographics of

) . ) All (n=15) SADES (n=10) BPD-DS (n=35)
patients undergoing conversions
from Roux-en-Y gastric bypass  Female, n (%) 13 (86.7) 9 (90.0) 4(80.0)
Age (years), mean + 5D 42.8+9.6 42.5+10.8 434476
Single stage, n (%) §(53.3) 6 (60.0) 2(40.0)
Period from RYGR 1o conversion 123.6+47.8 105.5+52.1 14584392
(months)™, mean+ SD
BMI (kg/m?) at RYGB"®, mean+ SD 50.0+55 48.924.1 51.2+70
Preoperative BMI (ky/m”), mean+5D 48.1+8.0 49879 44.6+79
Comorbidities®, n (%)
Hypertension 6 (40.0) 3 (30.0) 3(60.0)
GERD 5(33.3) 3 (30,00 2(20.0)
Diabetes 13 (13.3) 9 (20.00 4(80.0)
Sleep apnea 2(13.3) 1 (10.0) 1 {20.0)
Hyperlipidemia 2(13.3) 2 (2000 0 (0.0
Length of stay®, median (gl, g3) 3(3.3) 3(3,3) 3(3.3)

Table3 Mean levels of hemoglobin, protein, albumin, calcium, AST, and ALT before and after the conversion of Roux-en-Y gastric bypass to
duodenal switch

Test Reference range Propin=15) 6 months (n=7) 1 year (n=4) 2year(n=2) Abnormal

Preop  lyear 2 year
Hemoglobin (gL)  Male 1320-171.0 128.3 (16.8) 116.6(14.4) 107.3 (8.7) 106.0(1.4) 25% T5% 10055

Female 117.0-155.0

Protein (g/L) 61.0-81.0 69.9 (4.9) 64.3 (8.5) 63.8 (4.6) 70.0(2.8) None  25% None
Albumin (gL} 360-510 40.4(27) 39.6(15.4) I7D(le) 3BS2.D) 14% 25% Nong
Calcium (mmol/L} ~ 2.15-2.55 231 (0.08) 201 (0.46) 221 (0.14) 2.19(002) 13% 50% None
AST (ukatL) 0.17-0.60 0.33 (0.07) 0.49(0.23) 0.42 (0.09) 041(0.10) Nome MNone  None
ALT (ukalt/L) 0.10-0.68 0.34 (0.16) 0.53 (0.34) 0.38 (0.16) 0328(0.11) Nome None  None

AST aspartate aminotransferase, ALT alanine aminotransierase

Predicted Mean of BMI

Conversion d’'un GBP en DS

Check for
updabes

Changes in BMI by Procedure

8-
as-
a0 -
35-
a0
#5- Praocedure
BPO-DS
SADHS
0 & 12 18 2

Months after Conversion

Table4 Mean levels and percentage of abnormal levels of vitamins, parathyroid hormone, and ferritin levels following conversions from Roux-
en-Y gasiric bypass to duodenal switch

Test Reference range 6 months (n=7) | year (n=4) 2 year (n=1 Abnormal

Gmonths 1 year 2 year
Vitamin A (umolL) 07-23 1.2(0.4) 0.9 (0.4) 1L.0(0.3) None 25% None
Vitamin D, 25-hydroxy (nmol/L) 7402496 7R3 (44.2) 650 (21.5) 437 (22.9) 33% 75% 100%
Vitamin E, alpha tocopherol (umolL)  1.2-3.9 1.9(0.5) L& (0.1) L5 0.1} 17% None  None
Vitamin B, (pmol/L} 155.7—698.1 8044 (517.1) 547.0(2537) 4122 (238.5) 57% 25% None
PTH, intact (ng/L) 15-63 524 (1700 SLO(14.4) 80 (16.0) 0% 33% 0%
Ferritin, serum (pmol/L) 337-337.1 T42(44.8) 20.2(12.6) 10.1 (4.7) 14% 0% 100%

PTH parathyroid hormone
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Conversions of Roux-en-Y gastric bypass to duodenal switch (SADI-S
and BPD-DS) for weight regain

Table3 Mean levels of he moglobin, pru:nt-ei.n, albumin, calcium, AST, and ALT before and afier the conversion of Roux-en-Y gastric bypass o
duodenal switch

Tast Reference range Prop (n=15) 6 months (n=7) |year(mn=4) 2yearin=2) Abnormal o
Preop | }éar ZN
Hemoglobin (g/L) Male 1320-171.0 128.3 (16.8) l6.6(14.4) 107.3 (B.7) 106.0(1.4) 25%
Female 117.0-153.0
Protein (@/L) 61.0-B1.0 69.9 (4.9) 64.3 (8.5) 63.8 (4.6) 70.0(2.8) None
Albumin (g/L) 360-310 404 (2.7) 3.6(154) 370 (1.6) 385 (2.1) | 4%
Calcium (mmol/L)  2.15-2.55 2.31 (0.08) 201 (0.46) 2.21 (0.14) 2.19(0.02) | 3%
AST (ukatL) 0.17-0.60 0.33 (0.07) 049 (0.23) 0.42 (0.09) 0.41 (0.10) None
ALT (ukat/L) 0.10-0.68 0.34 (0. 16) 0.53 (D.34) 0.38 (0.16) 028 (0.11) None
AST aspartae aminotransferase, ALT alamne amnotransferase
VimnD ZShimyGmoly 749296 TS@2) ol  er@s w7 10w
Vitamin E, alpha tocopherol (umolL)  1.2-3.9 1.9(0.5) L& (0.1) L5 0.1} 17% None  None
Vitamin B, (pmol/L} 155.7-698.1 8944 (317.1) 547.0(2537) 412.2(2385) 51% 25% None
PTH, intact (ng/L}) 15-65 524 (17.00 31.0(14.4) 80 (160) % 33% 0%
Ferritin, serum (pmolL) 337-337.1 74.2 (44.8) 20.2 (12.6) 10.1 (4.7) 14% 5000 100%

PTH parathyroid hormone
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Conversions of Roux-en-Y gastric bypass to duodenal switch (SADI-S
and BPD-DS) for weight regain

Rena C. Moon' - Layth Alkhairi' - Alyssa Jameson Wier' - Andre F. Telxelra' - Muhammad A. Jawad'

rece Table 4 Mean levels and percentage of abnormal levels of vitamins, parathyroid hormone, and ferritin levels following conversions from Roux-

“*en-Y gasiric bypass to duodenal switch
raor TE5L Reference range 6 months (n=7) | year(n=4) 2 year(n=2 AW’\
- /ﬁmnnms | year Ifﬁ{
Vitamin A (umolL} 0.7-23 1.2 {0.4) 0.9 (0.4) 1.O(0.3) None 25%
Vitamin D, 25-hy droxy (nmol/L) 74.9-249.6 TE.3 (44.2) 65.0 (21.5) 43.7 (22.9) 33% 75%
Vitamin E, alpha tocopherol (umolL) 1.2-39 1.9 {0.5) 1.6{0.1) 1.5 {0.1) I'7% Mone
Vitamin B, (pmol/L) 155.7—-698.1 B04.4 (317.1) ST 0(2537) 4122 (238, 57% 25%
PTH. intact (ng/L) 1565 52.4 (17.0) 510 (14.4) 80 (16.0) 0% 33%
_ Ferritin, serum (pmol/L) 337-337.1 74.2 (44.8) 20.2(126) 101 (47) 14% 50%
= PTH parathyroid hormone
Hemoglabin (/L) :;J; leslzg— [E‘Jlj_l; . 1283 (16.8)  116.6(144) 107.3 (8.7} 060(14)  25%  T5% 100%
Protein (g/L) 61.0-81.0 l . 69.9 (4.9) 64.3 (8.3) 63.8 (4.6) T0.0(2.8) None  25% None
Albumin (g/L) 36.0-51.0 404 (27) 30.6(15.4) 370 (1.6) 3RS 145 5% None
Calcium (mmol/L}  2.15-2.55 231 (0.08) 201 (0.46) 221 (0.14) 2.19(002) 13% 0% None
AST (ukat/L) 0.17-0.60 0.33 (0.07) 0.49(0.23) 0.42 (0.0%) 041(0.10) Nome  None Nonz
ALT (ukat/L) 0.10-0.68 034 (0.16) 053 (0.34) 038 (0.16) 028 (0.11) None None Nong

AST aspartate aminotransferase, ALT alanine aminotransierase
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Revision of Roux-En-Y Gastric Bypass for Weight Regain:
a Systematic Review of Techniques and Outcomes
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Autre Cas

Patiente agée de 21 ans
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Autre Cas

Poids
180
170
160 ‘\
150 \ 150 kg

o\ A
ool /
o\ AN/
\ / N/
-/ N/

—/ 99 kg

90

80

1999 2004 2005 2009 2015 2017 2019

Reversion bypass et Sleeve
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Plusieurs lectures possibles:
» En 20 ans de chirurgie: perte (« que ») de 30kg au
final au prix de plusieurs chirurgies
»Sur 20 ans: 14 ans en dessous des 130kg...
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Objectifs : Conclusions

- Connaitre les elements clés de la définition d’'un
échec apres chirurgie bariatrique

- Connaitre les résultats a court et moyen terme de
la chirurgie de conversion d’'une sleeve

- Connaitre les options thérapeutiques apres echec
de bypass-gastrique

62



Take Home Message

SG

Motif de la

révision?
Fistule ; Insuffisance

Chronique RGO Sténose perte de
poids
IMC initial IMC initial
<50 > 50

BPG BPG SADI/BPG « ala

carte »/ BiPT Lee Bion, JVIS 2020



Take Home Message

Reprise de poids apres GBP
N

Avant toutes Ré intervention pour reprise poids apres Roux-en-Y Gastric Prise en charge
Bypass

-- > prise charge en multidisciplinaire +++

multidisciplinaire
|

Bilan morphologique complet : Scanner volumétrique, TOGJ, Echeg
endoscopie Y

Bilan morphologique

Toutes ré interventions doit se discuter en RCP

A 4

Risque de complications post opératoires majeur Dilatation Poche
Prévenir la survenue des complications nutritionnelles chroniques par un :
suivi prolongé Oul Non
Importance de la supplémentation vitaminique et protidique Réfection de la poche gastriqud Pistalisation GBP / DS / SAD
/ Anneau gastrique 7
Rechercher des signes d'alarme :
— Perte de poids rapides, pré albumine basse, anémie, hypocalcémie

‘| Echec




Take Home Message

« La simplification est le comble du raffinement »
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MERCI DE VOTRE ATTENTION
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Que faire en cas d’échec ?

Sleeve Gastrectomy et GBP

e Dr Benjamin MENAHEM, Service de chirurgie digestive — CHU de Caen

e 10 novembre 2022

1¢re Journée territoriale de l'obésité. Caen
67




