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Laparoskopik Gastrik Banding ve Laparoskopik izole Sleeve
Gastrektomisi arasinda potansiyel randomize bir calisma:

1 ila 3 yil sonrasinda elde edilen sonuglar
Dr. Jacques Himpens; Dr. Giovanni Dapri; Dr. Guy Bernard Cadiere

Belcika, Briiksel, Saint-Pierre Universitesi Hastanesi, Avrupa Laparoskopik Cerrahi Okulu,
Gastrointestinal ve Obezite Cerrahisi Bof(imi

Calisma gegmisi: Laparoskopik ayarlanabilir gastrik banding (GB) Avrupa'da obezite igin
en popller kisitlayici prosedurdur. Izole sleeve gastrektomisi (SG) nispeten daha az
yaygindir, fakat dabha fazla invaziftir ve daha yilksek bir 6grenme egrisine sahip
bulunmaktadir. Bu potansiyel randomize ¢alismanin amac 1 ila 3 yillik cerrahiden sonra
GB ve SG'nin sonuglarini kargiiastirmak olmugtur.

Yontemler: Laparoskopik kisitlayic cerrahi igin 80 hasta adayr GB (7M, 33F) ile veya SG
(9M, 31F) (NS) ile Ocak ila 31 Aralik 2002 tarihleri arasinda birbiri ardina ve randomize
bir sekilde ameliyat edilmistir. GB igin ortalama yas 36 (20-61) olurken, SG (NS) igin 40
(22-65) olmustur. Ortalama BKI (Beden Kiitle indeksi) GB igin 37 (30-47) olurken, SG
(NS) i¢in 39 (30-53) olmugtur. 1 ila 3 yiidan sonra: agirlik kaybi, aghk hissi, tath yeme,
gastrodzofajel refli hastaligi (GERD), komplikasyonlar ve yeniden ameliyat islemleri her
iki grup igin de kaydedilmis bulunmaktadir.

Sonuglar: 1 sene sonrasinda ortalama agirlik kaybt GB icin 14 kilogram (-5 ila +38
arasinda) olurken SG igin 26 kilogram (0 ila 46 arasinda) (P<0.0001) olmustur; 3 sene
sonrasinda ortalama adirhk kaybi GB igin 17 kilogram (0 ila 40 arasinda) olurken SG igin
29.5 kilogram {1 ila 48 arasinda) (P<0.0001) olmugtur. BKI'deki (Beden Kiitle indeksi)
ortalama azalma 1 sene sonrasinda GB’den sonra 15.5 kg/m2 (5 ila 39 arasinda) olurken
SG'den sonra 25 kg/m2 (0 ila 45 arasinda) olmustur (P<0.0001); ve 3 sene sonrasinda
GB'den sonra 18 kg/m2 (0 ila 39 arasinda) olurken SG’den sonra 27.5 kg/m2 (0 ila 48
arasinda) olmustur (P<0.0004). Ortalama % EWL 1 sene sonrasinda GB’den sonra %41.4
(-11.8 ila +130.5 arasinda) olurken SG'den sonra %57.7 (0 ila 125.5 arasinda) olmugtur
(P<0.0004); 3 sene sonrasinda GB'den sonra %48 (0 ila +124.8 arastnda) olurken
SG'den sonra %66 (-3.1 ila 152.4 arasinda) olmustur (P<0.0025). Aghk hissi kaybr 1
sene sonrasinda GB geciren hastalann %42.5'inde kaydedilirken SG gegiren hastalarin
9%75'inde kaydedilmistir (P<0.003); ve 3 sene sonrasinda GB gegiren hastalann
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%?2.9'unda kaydedilirken SG gegiren hastalann %46.7'sinde kaydedilmistir (P<0.0001),
Tath yeme arzusu kaybi 1 sene sonrasinda GB gegiren hastalann %35‘inde basariya
ulagirken SG (NS) gegiren hastalann %50'sinde kaydedilmigtir; ve 3 sene sonrasinda GB
geciren hastalarin %2.9'unda basanya ulasirken SG (NS) gegiren hastalarin %23'(inde
kaydedilmistir. GERD (gastrodzofajel refli hastahidl) yeniden 1 sene sonrasinda GB
gegiren hastalann %8.8'Inde ortaya cikarken SG (NS) gegiren hastalann %21.8'inde
ortaya gikmistir; 3 sene sonrasinda GB gegiren hastalarin %20.5'inde ortaya gikarken SG
{NS) gegiren hastalarn %3.1‘inde ortaya gikmigtir. Yeniden ameliyat yapilmayi gerektiren
ameliyat sonrasi komplikasyonlar SG sonrasinda 2 hasta igin gerekli olmustur. GB
sonrasinda yeniden ameliyat yapilmasini gerektiren geg komplikasyonlar 2‘sinde bant
¢ikanimas! ile tedavi edilen 3 kese dilasyonlarini ve 1 Roux-en Y gastrik baypasa
(GRYGBP) laparoskopik donisimii, RYGBP'e ddniigiim ile tedavi edilen 1 gastrik erozyonu
ve yeniden badlanti ile tedavi edilen 3 sistem bagdlanti kesikligini igermistir. Etkisizlik
GB’den sonra 2 hastayi etkilemigtir ve RYGBP’ye déntisiim ile tedavi edilmistir ve SG’'den

sonra ise 2 hastay etkilemigtir ve duodenai degisime dénlisiim ile tedavi edilmistir.




Netice: 1 sene ve 3 sene sonrasinda agirlik kaybl ve aglk hissi kaybl GB'ye gbdre SG'den
sonra daha iyidir. GERD'e (gastrodzofajel reflil hastalid)) 1 sene sonrasinda SG'den sonra
daha sik rastlanmigtir ve 3 sene sonrasinda GB'de daha sik rastlanmistir. Yeniden
ameliyat edilme sayisi her iki grupta da &nemlidir, fakat gérillen komplikasyonlarin
ciddilik seviyesi SG'de daha yiliksek olarak gdzlemlenmektedir.

Anahtar kelimeler: Morbid obezite, gastrik banding, sleeve gastrektomi, adirhk kaybi,

achk, tatl yeme, grelin, gastrodzofajel reflli, komplikasyonlar.

Yeniden baski talepleri su adrese yapilabilir: Dr. Giovanni Dapri, Belgika, Briiksel, Saint-
Pierre Universitesi Hastanesi, Avrupa Laparoskopik Cerrahi Okulu, Gastrointestinal ve
Obezite Cerrahisi B6limii, 322 rue Haute, 1000 Briiksel, Belgika. Faks numarasi: 0032-2-
5353166. E-posta adresi: giovanni@dapri.net
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Banda karsi Sleeve
Giris
Gastrik banding (GB) Avrupa’da morbid obezite igin en popliler kisitlayici prosedirdiir.
Uzun vadede minimal invaziflik, toplam geri dénusldliik ihtimali ve iyi agirik kaybi ile

karakterize olur. 1-8

Duodenat degisim prosediril sirasinda Hess9 ve Marceau1o tarafindan 1988 yilindan bu
yana acgtklanan ve izole bir sekilde Johnston11 tarafindan 1993 yilindan bu yana agiklanan
sleeve gastrektomisi (SG) obezite igin daha az yaygin kisitlayici bir ameliyattir, ve daha
fazla invaziflik ve yine bizim deneyimlerimize gére GB’ye gére daha uzun 6grenme edrisi

ile kendisini gbsterir.

Bu potansiyel randomize galismanin amaci laparoskopik ayarlanabilir GB ile laparoskopik
izole SG'yi sonuclar 1 sene ve 3 sene sonra bildirmek suretiyle adirhk kaybi, aghk hissi,
tath yeme arzusu, gastrodzofajel refli hastahigi (GERD), komplikasyonlar ve yeniden

ameliyat islemleri agisindan kiyaslamaktir.
Malzemeler ve Yontemler

01 Ocak ila 31 Aralik 2002 tarihleri arasinda, laparoskopik kisitlayici ameliyat icin 80
hasta aday! birbiri ardina ameliyata alinmis ve rasgele bir sekilde GB (40) veya SG (40)
icin tahsis edilmislerdir. Hastalarm o&zellikler her iki grup icin de birbirine benzerdi: 7
erkek ve 33 kadin (GB) ve 9 erkek ve 31 kadin {SG) (NS); GB igin ortalama yas 36
olurken (20-61 arasinda) (SG) (NS} icin ortalama yas 40 olmugstur (22-65 arasinda), ve
ortalama BKI (Beden Kiitle indeksi) GB igin 37 (30-47) olurken, SG (NS) igin 39 (30-53)
olmustur. Cerrahi iglemden &nce, GB grubunun 6 hastasi (%15) ve SG grubunun 8
hastasi (%20) gastrotzofajel reflii hastalidy (GERD) gegirmislerdir, ve bu da proton
pompa inhibitérit (PPI) ile glinlik tibbi tedavi goérilmesini gerektirmektedir.

1 ila 3 yildan sonra: adirlik kaybi, aglik hissi, tath yeme, gastroSzofajel reflii hastahg:
(GERD), komplikasyonlar ve yeniden ameliyat islemleri her iki grup icin de kaydedilmis
bulunmaktadir.

Adirik kaybt (kg), BKI (Beden Kiitle Indeksi) dismesi ve %EWL azalmasindaki
de§isikliklerin takip izin verilen degerlendirilmesi sirasinda kiinik ziyaretlerden veriler elde
edilmistir. Aglik hissi ve tath yeme istedi takipler boyunca yasanan degigiklikler ile ilgili
olarak hastalar tarafindan doldurulan bir anket ile dederiendirilmigtir (Tablo-1).
Gastroozofajel reflii hastali§i (GERD)'deki degisikiik prosediirden dnce ve sonra 1 sene ile
3 senelik dénemlerde PPI {izerinde hasta adedi ile tahmin edilmigtir. Klinik duruma goére
gereksinim duyuldugu durumiarda baryum yutma ve kan testleri yerine gefirilmigtir.
Yeniden ameliyat edilme halinde, tamamen laparoskopik bir yaklagim yerine getirilmigtir.




Kategorik degiskenler ve ortalama ve slrekli dediskenler araligi igin sikhik cetvelleri
kullanmak suretiyle grup bagina hastalann esas alinan o6zelliklerin aciklayici bir analizini
verine getirmis bulunmaktayiz. Gruplann arasindaki muhtemel farklar kategorik
degiskenler igin homojenlik igin chi-kare testleri ve slirekli dediskenler igin ise Mann-
Whitney testleri kullanlarak dederlendirilmigtir.

1 ila 3 senelik takipten sonra dlgiilen ¢ahsmanin birincil sonucu tedaviden &nce ponderal
ile kiyaslandiginda ilgili adirlik kaybi olarak tanimlanmig ve sirekli bir degisken olarak

tedavi edilmistir.

Ikincil sonuglar achk hissi, tath alimi ve gastrodzofajel reflli hastalidi (GERD)'deki
degisiklikleri igermistir, ve bunlar sayisal bir dlgek kullanmak suretiyle esas alinan durum
ile kiyaslanarak ©&lgllmigtiir: stabilizasyon veya artisa karsi azalma ve ayrica

komplikasyonlarin ortaya gikmasi ve yeni bir cerrahi midahale ihtiyact.

Birincil sonucun dadiimm Mann-Whitney testleri kullanilarak gruplarnin arasinda
kivaslanmigtir. Ikincit sonuglar igin, homojenlik igin chi-kare testleri veya numune ebadina
gore gerekiyorsa Fisherin kesin testini kullandik. Bunlarin hepsi P dederlerinin iki uglu
oldugunu, ve <0.05 bir P dederine istatistik 6nem sonucuna varmak i¢in ihtiyag

duyuldugunu rapor etmistir.
Cerrahli Teknik
Laparoskopik Ayarlanabilir Gastrik Banding

GB 25 mL Uzerinde aletin kapanigint ayarlamak igin gastrik balon kullanmak suretiyle
pars flaccida yaklasimi ile yerine getirilmigtir. Heliogast (Helioskop, Viyana cedex, Fransa)
veya AMI (Tibbi Yenilik, Gotzis, Avusturya) bandi yerlestirilmistir.

Laparoskopik Izole Sleeve Gastrektomi

Karga ayagmin tanimlandinimasindan sonra, mide diigey olarak gizilmigtir. Ligasure aleti
(Tyco, New Haven, CT) kullamilmak suretiyle gastrik duvara yakin ve gastro-epiploik
damalara medial olarak daha fazla omentum kesilmistir. Kesi tamamen serbest birakilan
sol diyaframatik siituna ve ayrnica sag diyaframatik siitunun tabanina ulagmistir. Lineer
zimbalayicinuin (EndoGIA 60 mm, Tyco, New Haven, CT} itk vurusu mavi veya yesil yik,
karga ayaginin yéniinde daha biiyiik bir egrilik bélmistur. Lineer zimbanin diger vuruglan
antrumdan acisina boylamsal olarak bélmigtir. Anestezi uzmant gastrik bélintiye
kilavuzluk saglamasi igin 34-Fransizin bir nasogastrik tlpini sokmustur, No.1
polypropilen isleme siitiirii zimba hattini takviye etmistir. Sikistirtirms hava ile yapitan bir

sizinti testi gastrik tiiptin bitinldgind géstermigtir.




Sonuglar

1 sene sonrasinda ortalama adirhk kayby GB igin 14 kilogram (-5 ila +38 arasinda)
olurken SG icin 26 kilogram (0 ifa 46 arasinda) (P<0.0001)} olmustur; 3 sene sonrasinda
ortalama adirhk kayb1 GB igin 17 kilogram (0 ila 40 arasinda) olurken SG igin 29,5
kilogram (1 ila 48 arasinda) (P<0.0001) olmustur. BKI'deki (Beden Kiitle Indeksi)
ortalama azalma 1 sene sonrasinda GB’den sonra 15.5 kg/m2 (5 ila 39 arasinda) olurken
SG’den sonra 25 kg/m2 (0 ila 45 arasinda) olmustur (P<0.0001); ve 3 sene sonrasinda
GB'den sonra 18 kg/m2 (0 ila 39 arasinda) olurken SG'den sonra 27.5 kg/m2 (0 ila 48
arasinda) olmustur (P<0.0004) (Tablo 2). Ortalama % EWL 1 sene sonrasinda GB'den
sonra %41.4 (-11.8 ila +130.5 arasinda)} olurken SG’den sonra %57.7 (0 ila 125.5
arasinda) olmustur (P<0.0004); 3 sene sonrasinda GB'den sonra %48 (0 ila +124.8
arasinda) olurken SG'den sonra %66 (-3.1 ila 152.4 arasinda) olmustur (P<0.0025)
(Tablo 2).

Aclik hissi kaybl (ankette kalkan veya azalan sekilde) 1 sene sonrasinda GB gegiren
hastalarin %42.5'inde kaydedilirken SG gegiren hastalarin %75‘inde kaydedilmistir
(P<8.003); ve 3 sene sonrasinda GB gegiren hastalann %2.9'unda kaydedilirken SG
gegiren hastalarin %46.7'sinde kaydedilimistir (P<0.0001) (Sekil 1).

Tath yveme arzusu kaybi (ankefte kalkan veya azalan sekilde) 1 sene sonrasinda GB
geciren hastalann %35’inde basariya ulagirken SG (NS) geciren hastalarn %50'sinde
kaydedilmistir; ve 3 sene sonrasinda GB geciren hastalarin %2.9‘unda basariya ulagirken
SG (NS) gegiren hastalarin %23‘linde kaydedilmigtir. (Sekil 2).

GERD (gastrodzofajel refili hastaligi) yeniden 1 sene sonrasinda GB gegiren hastalarin
%38.8'inde ortaya gikarken SG (NS) gegiren hastalarin %21.8'inde ortaya cikmistir; 3
sene sonrasinda GB gegiren hastalarin %20.5'inde ortaya ¢ikarken SG (NS) gegiren
hastalarin %3.1'inde ortaya cikmistir (Sekil 3). Cerrahi iglemden sonra GERD
{(gastrodzofajel reflii hastaligi) gegiren bu hastahdin ortadan kalktigim 1 sene ve 3 sene
sonra asadidaki oranlarda fark etmislerdir; sirasiyla GB ile tedavi edilen 6 hastanmn 5‘inde
(9683.3) ve SG ile tedavi edilen 8 hatamin 6’sinda (%75) (Sekil 4).

GB'den 1 sene sonra bir ameliyat gerektirmeyen komplikasyonlar 3 hastada omuz agnisi
(%7.5), 6 hastada sik kusma (%15), 2 hastada k&tli beslenme tercihi (%5) ve SG'den 1
sene sonra ise 2 hastada mide adrisi (%5), 1 hastada stk kusma (%2.5) ve 2 hastada
mineral eksikli§i (%5) olarak ortaya cikmistir. GB'den 3 sene sonra bir ameliyat
gerektirmeyen komplikasyonlar 3 hastada omuz adnsi (%8.5), 10 hastada sik k_us-ma
(%28.6), 17 hastada ko6tii beslenme tercihi (%48.5), 1 hastada gastrit llser (%2.8) ve
SG’den 3 sene sonra ise 5 hastada sik kusma (%16.6), 8 hastada kétili beslenme tercihi
(%26.6) ve 3 hastada mineral eksikligi (%10) olarak ortaya gikmistir.




Yeniden ameliyat yapiimay: gerektiren ameliyat sonrast komplikasyonlar (Tablo 3) SG
sonrasinda 2 hasta igin gerekli olmusgtur: 1 ilkk 24 saat igerisinde intraperitoneal kanama
(laparoskopi ile tedavi edilmistir) ve 1'i ameliyattan sonraki 4ncl glinde ortaya ¢ikan
sleeve iskemisi (laparoskopik bir total gastrektomi gerektirir). GB sonrasinda yeniden
ameliyat yapilmasini gerektiren ge¢ komplikasyonlar ikisinde bant gikariimasi ile tedavi
edilen 3 kese dilasyonlarini ve biri Roux-en Y gastrik baypasa (GRYGBP) laparoskopik
donligimi, 2 hasta RYGBP'e doniisim ile tedavi edilen yetersiz bir kilo kayhi
géstermigtir, 1 hasta RYGBP'e doniisim ile tedavi edilen gastrik erozyonu ve 3 hasta
yeniden baglanti ile tedavi edilen bir port baglanti kesikligi gecirmistir. SG grubunda, 2
hasta laparosopik duodenal dedisime dénisiim ile tedavi edilen yetersiz kilo kayb

gdstermistir.

Tartisma

Laparosopik SG GB'ye gbre daha invazif olarak kabui edilmektedir, ve Gst midenin ufak
bir béliumiiniin yaninda antrumun korundugu dikey alt toplam gastrektomiden dolay
“restitutio ad integrum” ihtimaline sahip bulunmamaktadir. GB’den sonra 1 ve 3 sene
sonunda elde edilen %EWL literatiirden elde edilen veriler dogrultusundadir.4,6,8 SG'den
1 sene sonra ulastifimiz sonuclar Langeri2, Baltasari3 ve Johnstonii tarafindan rapor
edilenlere benzerdir.

Hormonal konular adirik kaybi ve aghk hissi kaybi agisindan iki prosediir arasindaki
galigmamizdaki farkiiliklan dncelikle agklayabilir. Asilate bir (st gastrointestinal peptid
olan grelin tek oreksijenik hormondur, dolagim seviyeleri beslenme ile azalir ve
yemeklerden énce artar ve acghik ve besin alisini uyarmaya yeterli konsantrasyonlara
ulagilir.24 Bu hormon &zellikle gastrik mukozanin enteroendokrin hiicreleri tarafindan ve
daha diisiik bir diizeyde ise duodenumdan (on iki parmak bagirsadi) Uretilmektedir. SG
prosediirii grelin Gretiminde midenin en énemli bdliimi olan gastrik fundusun kesilmesini
icermektedir, ve bu da aglk merkezinin daha az uyarilmasi sonucunu dodurur. Langeri5
tarafindan son zamanlarda yapllan bir calisma SG ve GB'ye sunulan hastalardaki grelin
seviyelerini kargilagtirmistir ve, GB yapilan hastalarda higbir degigikligin bulunmamasi
durumuna karsin, SG yapilan hastalarda cerrahi islemden 1 giin sonra plazma grelininde
b‘ner-nli bir azalma géstermis ve ayrica 1 ila 6 ay sonra teyit edilmigtir. Bundan bagka, GB
yapllan hastalarda, cerrahiden sonra 1 ila 6 ay icinde plazma grelin seviyelerinin aym
grubun ameliyat &ncesl seviyeleri ile kiyaslandiginda arttigr gdriinmigtir. Kotidisie
cerrahiden 6nce ve cerrahiden 18 ay sonra DS ile bir SG islemine sunulan hastalarda
serum grelini §lgmiig, ve hormononun igaretlenen bastinminin ameliyattan sonraki istah

azalmasintn ana nedeni gibi goriindligl sonucuna varmistir,




Iki grup arasindaki adiriik kaybini ve aclik hissi kaybini agiklayan baska bir mekanizma
istahin gastrik bogalma ile ilgili oldugu mekanik bir siiregtir. Bergmanni7 tarafindan rapor
edilen randomize ve gift kor bir deneme ekografik gastrik bosalma ile istah arasinda bir
baglanti gostermistir, bu sekilde antrum ne kadar genislerse aglik hissi de o kadar aza
inmektedir. Bu mekanizma SG prosediiriinden sonra midenin yeni anatomisi ile temsil
edilmektedir (Sekil 5).

Gastrik bosalma bu prosediirlerden sonra gastrodzofajel reflii hastaldr (GERD)
gelisiminde énemli bir faktér olabilecektir. Bu sonuglar ters gevrildijinde 1 sene ve 3 sene
sonraki dénemierde SG’den sonraki grupta, hastalar GB'den sonraki hastalara gére daha
fazla etkilenmistir. SG'den sonra, 1 sene sonunda bir gastrik uyum eksikligi ve bosalma
goriilmistir, ve artan bir gastrik uyum ve temizlenme ise 3 sene sonunda olusmustur ve
gastrotzofajel refli hastaligi (GERD)'e daha az rastlanmasini sonucunu dodurmasi da
muhtemeldir.18 SG sonrasinda gastrotzofajel reflli hastaligi (GERD)'e dahil olan diger
faktérler gastrodzofagal koruyucu mekanizmalardan biri olan kendisinin  agisindaki
anatomik dedisiklikler olabilir. 19 SG prosediirli boyunca, bu act genellikle kiitlestirilir. Stk
karsilagilan netice, sonuglarimizda da gosterildigi (izere, dnceki asemptomatik hastalarda
gastroézofajel refli hastaliji (GERD)in hemen ortaya cikmast seklindedir. Ug seneden
sonra, baryum yutumu {izerinde kanitlanan sekilde, $G gegiren daha az sayida hasta
muhtemelen kendisinin agisinin yerine gelmesinden dolay1 gastro6zofajel refli hastahg
(GERD)’'den sikayet etmigtir (Sekil 6).

Diger yandan, Dixon ve dijerlerizo, muhtemelen GB dogrudan bir antireflux mekanizmasi
olarak hareket ettiginden dolay), GB'ye sunulan hastalarda daha tuzli ve fazia bir
gastrodzofajel reflit hastalii (GERD) gelismesini gdstermis bulunmaktadir. Bizim
serimizde, GB'ye sunulan ve cerrahiden &nce gastrodzofajel refli hastaligi (GERD)
gelisiminden etkilenen hastalar 1 sene sonra bir gelisme gdstermis ve bu 3 sepe sonra da
teyit edilmigtir. Bununla birlikte, GB gegiren hastalann %20.5'inde daha sonra yeniden
gastrodzofajel refitt hastaligi (GERD) ortaya cikmistir. Bu bulgu GB’'den sonra hastalarda
yliksek oranda uzun vadeli gastrodzofajel reflii hastaligr (GERD) ve esophagitisin ortaya
giktigi literatiire uygundur.21,22

Kisitlayia cerrahi basarsizhdinin sik karsilagilan bir nedeninin tath yeme oldugu séylenir,
sonradan yeniden ortaya cikar veya prosedlre ragmen devam eder. Bizim yaptigimiz
calismada, tath yeme arzusu 3 seneden sonra yeniden ortaya gikmigtir, ve bu durum
SG'ye gbre GB igin daha gok telaffuz edilmistir (fakat buna ragmen istatistik olarak
onemli diizeyde degildir).

Biz ortaya c¢tkan komplikasyonlar onemsiz ve &nemli (yeniden ameliyat yapilmasinin
gerekmesi) olarak ikiye ayirdik. Sonucglanmiz SG'ye gére GB'den sonra daha yiiksek
sayida énemsiz komplikasyonlar ortaya ciktidine gdstermistir. Omuz agnsi portun kostal
alana distal konumlandi§: sol Ust kuadranttan gelen agrt radyasyonu ile agiklanabilir. Sik
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kusma ké&éth beslenme editimi ve daha az aclik hissi kaybi ile ilgili bulunmaktadir, ve
kendini gastrik kesenin ani ve hizh dolmasi ile karakterize eder. SG ile ilgili olarak, sik
kusma ve kot beslenme tercihi muhtemelen GB ile ayni mekanizma ile ilgilidir, fakat B12
vitamini ve demir igin mineral eksikiigi diisen mide ile asit ve igerlikli faktériin distk

tretiminden kaynaklanmas) muhtemeldir.

Her iki grup da, amelivattan sonraki ilk ve ilerleyen dénemlerde yeniden ameliyat
yapilmasin gerektiren, dnemli komplikasyonlar ile karsilasmistir. Bununla birlikte, dnemli
komplikasyonlarin sayisi SG'ye gére GB’den sonra daha yiksekken, bu komplikasyonlann
onemi SG'ye gore GB’den sonra daha azdir. GB'den sonra, (¢ kese dilasyon durumu ve
lic sistem badlanti kesilme durumu olusmustur ve bunlar literatiir bilgileri ile
uyumludur.1,4 SG grubunda, iki 6nemli komplikasyon ortaya gikmisgtir: bir intraperitoneal
kanama ve bir sleeve iskemisi. Birincisi kanamanin kontrol edilmesi ile yeniden
laparoskopi yapilarak tedavi edilmistir, ve dideri ise yasami tehdit eder boyutta olusmus
ve tam bir gastektomi yapilmasim gerektirmistir. Bu iskemi sleeve zayif vaskiilerizasyon
ile ilgili bulunmaktadir, ve nedeni ilk cerrahi islem sirasinda sol gastrik damarlarin hasar
gérmesidir. Dar bir gastrik tiip elde etmek igin, gastrik kesme sirasinda midenin Ust
duvan ile pankreas kiitle ve kuyruk arasinda dogru bir adhesiolisis yapilmasi zorunlu

bulunmaktadir, ve bu kesme siireci boyunca sol gastrik arter tehlikededir.

Serimizde sunulan sonradan ortaya gikan en énemli problem yetersiz kilo kaybiydi, ve bu
SG'ye gbre GB'den sonra daha fazla telaffuz edilmistir. GB durumunda, muhtemel bir
islem bir RYGBP'ye yeniden ameliyat yapiimasidir. Raporlar GB'nin bagarisizlidindan sonta
RYGBP ile iyi sonuclar bulmustur.23-27 GB’nin RYGBPye déniisimii, GB grubundaki
hastalanmizdan 2 tanesinde karsilagilan gastrik kese dilasyonu ve gastrik erozyon gibi,
diger komplikasyonlar durumlarinda da bir alternatif olabilir. Diger yandan, SG'den sonra
yetersiz agirik kaybi durumunda, halihazirda yerine getiriien kisitlayia ameliyata
malabsorptif bir islem ilave etmek mantikh gérinmektedir. SG genellikle siiper obez
hastalar durumunda bir DS’nin birinci asamasi olarak kabul edilir.28-30 Biz zorlu bir tedavi
slireci gerektirebilecek olan bir zimba hattt yirtilmasi durumu ile karsilasmadigimizdan
dolayt sanshydik.31

Sonug olarak, 1 yildan ve 3 yildan sonra agirlik kaybi ve agik hissi kaybi GB'ye gére SG'de
daha iyiydi. GERD (gastrobzofajel refli hastalid) SG'den sonra 1 sene sonrasinda ve
GB'den sonra 3 sene sonrasinda daha sik olarak goriimigtir. Yeniden ameliyat
islemlerinin sayisi her iki grupta da énemlidir, fakat komplikasyonlarin ciddiligi SG'den
sonra daha yuksektir.

Yazarlar calismalarina olan destekten dolayi Bayan Christine D'Haese ve Bayan Katrien Van Nuffel’e

tesekkir edetler.




Tabio 1. 1 sene ve 3 sene sonrasinda Hasta Anketi

* Cerrahiden sonra aclik hissiniz ortadan kalkti, azaldi, aym kaldi, artti, ¢cok artt.

* Cerrahiden sonra tath yeme arzunuz ortadan kalkti, azaldi, ayni kaldi, artti, ¢ok artti.

Tablo 2. 1 sene ve 3 sene sonrasinda BKI (Beden Kiitle ;‘ndeksi) ve %EWL

1 Sene sonrasinda 3 Sene sonrasinda
BAND 15.5 kg/m2 (5-39) 18 kg/m2 (0-39)
BKI
SLEEVE 25 kg/m2 (0-45) 27.5 kg/m2 (0-48)
BAND %41.4 (-11.8 - +130.5) %48 (0-124.8)
%EWL
SLEEVE %57.7 (0-125.5) %66 (-3.1 - +152.4)

%EWL = asin adirlik kaybi ylizdesi, Metropolit Tablolan kullanilarak.

Sekil 1. 1 sene ve 3 sene sonrasinda aghk hissi kayb.

Sekil 2. 1 sene ve 3 sene sonrasinda tath yeme arzusu.

Sekil 3. 1 sene ve 3 sene sonrasinda hastalarin PPI (proton pompa inhtbitéri) alim.
(Esasen, GB gecirmis olan 34 hasta ve SG gegirmis olan 32 hastada GERD gérilmusgtiir).

Sekil 4. 1 sene ve 3 sene sonrasinda hastalarin PPI (proton pompa inhibitéril) birakmasi.

Tablo 3. Ameliyattan sonra ilerleyen dénemde gbriilen komplikasyonlar ve agirhk kaybi sorunu

No. Tedavi
BAND Ameliyattan sonra ortaya gikan komplikasyoniar (-)

lerleyen dénemde ortaya gikan komplikasyonlar (7)
~kese dilasyonu (3) 2 bant gikarma, 1 RYGBP
-gastrik erozyon (1) RYGBP'ye ddnligiim
-baglanti keslimesi (3) yeniden badlant yapiimasi
Etkisizlik (2) RYGBP'ye dontglm

No. Tedavi

SLEEVE Ameliyattan sonra ortaya cikan komplikasyonlar (2)




-intraperitoneal kananta (1) yeniden laparoskopi yapiimasi

-gastrik iskemi (1) tam gastektomi yaptimasi
lerieyen dbnemde ortaya gikan komplikasyonlar {-)
Etkisizlik (2) dinlisim DS

Sekil 5. SG'den 1 sene sonra bir hastada baryum yutma.

Sekil 6. SG'den 3 sene sonra bir hastada baryum yutma.

Kendisinin geri déndiriilen agisina ok noktalari.
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A Prospective Randomized Study Between
Laparoscopic Gastric Banding and Laparoscopic
Isolated Sleeve Gastrectomy:

Results after 1 and 3 Years

Jacques Himpens, MD; Giovanni Dapri, MD; Guy Bernard Cadiére, MD, PhD

Department of Gastrointestinal and Obesity Surgery, European School of Laparoscopic Surgery,
Saint-Pierre University Hospital, Brussels, Belgium

Background: Laparoscopic adjustable gastric band-
ing (GB) is the most popular restrictive procedure for
obesity in Europe. Isolated sleeve gastrectomy (SG),
is less common, but more invasive and with a higher
learning curve. The aim of this prospective random-
ized study was to compare the results of GB and SG
after 1 and 3 years of surgery.

Methods: 80 patlent candidates for laparoscopic
restrictive surgery were operated consecutively and
randomly, between January and December 31, 2002,
by GB (7M, 33F) or by SG (9M, 31F) (NS). Median age
was 36 (20-61) for GB versus 40 (22-65) for SG (NS).
Median BMI was 37 (30-47) for GB versus 39 (30~53)
for SG (NS). After 1 and 3 years: weight loss, feeling
of hunger, sweet eating, gastroesophageal reflux dis-
ease (GERD), complications and re-operations were
recorded in both groups.

Results: Median weight loss after 1 year was 14 kg
(-5 to +38) for GB and 26 kg (0 to 46) for SG
(P<0.0001); and after 3 years was 17 kg (0 to 40) for
GB and 28.5 kg (1 to 48) for SG (P<0.0007). Median
decrease in BMI after 1 year was 15.5 kg/m? (5 to 39)
after GB and 25 kg/m? (0 to 45) after SG (P<0.0001);
and after 3 years was 18 kg/m? (0 to 39) after GB and
27.5 kg/m? (0 to 48) after SG (P=0.0004). Median
%EWL at 1 year was 41.4% (-11.8 to +130.5) after GB
and 57.7% (0 to 125.5) after SG (P=0.0004); and at 3
years was 48% (0 to 124.8) after GB and 66% (-3.1 to
+152.4) after SG (P=0.0025). Loss of feeling of hunger
after 1 year was registered in 42.5% of patients with
GB and in 75% of patients with SG (P=0.003); and
after 3 years in 2.9% of patients with GB and 46.7% of
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Gastrointestinal and Obesity Surgery, European School of
Laparoscopic Surgery, Saint-Pierre University Hospital, 322 rue
Haute, 1000 Brussels, Belgium. Fax: 0032-2-5353166;

e-mail: giovanni@dapri.net
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patients with SG (P<0.0001). Loss of craving for
sweets after 1 year was achieved in 35% of patients
with GB and 50% of patients with SG (NS); and after 3
years in 2.9% of patients with GB and 23% of patients
with SG (NS). GERD appeared de novo after 1 year in
8.8% of patients with GB and 21.8% of patients with
SG (NS); and after 3 years in 20.5% of patients with
GB and 3.1% of patients with SG (NS). Postoperative
complications requiring re-operation were necessary
for 2 patients after SG. LLate complications requiring
re-operation after GB included 3 pouch dilations
treated by band removal in 2 and 1 laparoscopic con-
version to Roux-en-Y gastric bypass (RYGBP), 1 gas-
tric erosion treated by conversion to RYGBP, and 3
disconnections of the system treated by reconnec-
tion. Inefficacy affected 2 patients after GB, treated by
conversion into RYGBP and 2 patients after SG treat-
ed by conversion to duodenal switch.

Conclusion: Weight loss and loss of feeling of
hunger after 1 year and 3 years are better after SG
than GB. GERD is more frequent at 1 year after SG
and at 3 years after GB. The number of re-operations
is important in both groups, but the severity of com-
plications appears higher in SG.

Key words. Morbid obesity, gastric banding, sleeve gas-
trectomy, weight loss, hunger, sweet eating, ghrelin, gas-
troesophageal reflux, complications

Introduction

Gastric banding (GB) is the most popular restrictive
procedure for morbid obesity in Europe. It is charac-

terized by minimal_invasiyity, total possibility of
reversibility apdéz)d\yei ht loss at long-term. '8
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Sleeve gastrectomy (SG), described since 1988 by
Hess® and Marceau!® during the procedure of duo-
denal switch and since 1993 by Johnston!! in an iso-
lated form, is a less common restrictive operation
for obesity, with major invasivity and, in our experi-
ence, a longer learning curve than GB.

The aim of this prospective randomized study was to
compare the laparoscopic adjustable GB and laparo-
scopic isolated SG in terms of weight loss, feeling of
hunger, craving for eating sweets, gastroesophageal
reflux disease (GERD), complications and re-opera-
tions, reporting the results after 1 year and 3 years.

Materials and Methods

Between January 1 and December 31, 2002, 80
patient candidates for a laparoscopic restrictive
operation were operated consecutively and random-
ly assigned to a GB (40) or SG (40). The character-
istics of the patients were similar for the two groups:
7 males and 33 females (GB) versus 9 males and 31
females (SG) (NS), a median age of 36 years (20-
61) for GB versus 40 years (22-65) for SG (NS), and
a median BMI of 37 kg/m? (30-47) for GB versus 39
kg/m? (30-53) for SG (NS). Before surgery, 6
patients (15%) of the GB and 8 patients (20%) of
the SG group suffered from GERD, requiring daily
medical therapy with proton pump inhibitor (PPI).
After 1 year and 3 years, weight loss, feeling of
hunger, craving for eating sweets, GERD, complica-
tions and re-operations were recorded in both groups.
Data from clinical visits during follow-up permit-
ted evaluation of the modifications of weight loss
(kg), the decrease of BMI and the decrease of
%EWL. The feeling of hunger and the craving for
sweets were evalvated with a questionnaire com-
pleted by the patients regarding their changes during
follow-up (Table 1). The medification of GERD was
estimated by the number of the patients on PPI

Table 1. Patient Questionnaire after 1 year and 3 years

* Your feeling of hunger after surgery is: abolished,
diminished, the same, augmented, very augmented.
¢ Your craving for sweets after surgery is: abolished,
diminished, the sams, augmented, very augmented.

Band versus Sleeve

before and at 1 year and 3 years afier the procedure.
Barium swallow and blood tests were performed as
needed by the clinical status. In case of re-operation,
a totally laparoscopic approach was performed.

We performed a descriptive analysis of patients’
baseline characteristics per group using frequency
tabulations for categorical variables and median and
range for continuous variables. Possible differences
between groups were assessed using chi-square tests
for homogeneity for categorical variables and
Mann-Whitney tests for continous variables.

The primary outcome for the study, measured after
1 and 3 years of follow-up, was defined as the relative
weight loss compared to the ponderal excess before
treatment and treated as a continuous variable.

Secondary outcomes included hunger sensation,
intake of sweets and modifications of GERD, that
were measured compared to the baseline status
using a binary scale: decrease versus stabilization or
increase as well as occurrence of complications and
need for a new surgical intervention.

The distribution of the primary outcome was com-
pared between groups using Mann-Whitney tests.
For the secondary outcomes, we used chi-square
tests for homogeneity or Fisher’s exact test if
required by sample size. All reported P values are
two-tailed, and a P value <0.05 was needed to con-
clude statistical significance.

Surgical Technique

Laparoscopic Adjustable Gastric Banding

GB was performed by the pars flaccida approach,
using the gastric balloon to calibrate the closure of
the device on 25 mL. The band of Heliogast
(Helioscopie, Vienne cedex, France) or AMI
(Medical Innovation, Gotzis, Austria) was placed.

Laparoscopic Isolated Sleeve Gastrectomy

After identification of the crow’s foot, the stomach
was perpendicularly scored. The greater omentum
was sectioned close to the gastric wall and medial to
the gastro-epiploic vessels using the Ligasure device
(Tyco, New Haven, CT). The dissection reached the
base of the left diaphragmatic pillar which was entire-
ly freed as well as the base of the right diaphragmat-
ic pillar. A first firing of a linear stapler (EndoGIA 60
mm, Tyco, New Havep, CT) blue or green load,
divided the greatet\cupvature in the direction of the
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crow’s foot, Other firings of the linear stapler divided
longitudinally, from the antrum to the angle of His.
The anesthesiologist passed down a nasogastric tube
of 34-French, in order to guide the gastric division. A
No. 1 polypropylene running suture reinforced the
staple-line. A leak-test with compressed air demon-
strated the integrity of the gastric tube.

Results

The median weight loss after 1 year was 14 kg (-5 to
+38) for GB and 26 kg (0 to 46) for SG (P<0.0001};
and after 3 years was 17 kg (0 to 40) for GB and 29.5
kg (1 to 48} for SG (P<0.0001). The median decrease
of BMI after 1 year was 15.5 kg/m? (5 to 39) for GB
and 25 kg/m? (0 to 45) for SG (P<0.0001); and after
3 years was 18 kg/m? (0 to 39) for GB and 27.5 kg/m?®
(0 to 48) for SG (P=0.0004) (Table 2). The median
%EWL at 1 year was 41.4% (-11.8 to +130.5) after
GB and 57.7% (0 to 125.5) after SG (P=0.0004); and
at 3 years was of 48% (0 to 124.8) after GB and 66%
(-3.1 to +152.4) after SG (P=0.0025) (Table 2).

The loss of feeling of hunger (abolished or dimin-
ished in the questionnaire) after 1 year was recorded
in 42.5% of the patients with GB and 75% of the
patients with SG (P=0.003); and after 3 years this
pumber dropped to 2.9% of the patients with GB and
46.7% of the patients with SG (P<0.0001) (Figure 1).

The loss of craving for sweet eating (abolished or
diminished in the questionnaire) after 1 year was
reported by 35% of the patients with GB and by 50%
of the patients with SG (NS); and after 3 years these
numbers dropped to 2.9% of the patients with GB
and 23.3% of the patients with SG (NS) (Figure 2).

Table 2. Median decrease of BMI and %EWL after 1
and 3 years

1 year 3 years
BAND 15.5 kg/m? (5-39) 18 kg/m? (0-39)
BMI
SLEEVE 25 kg/m? (0-45)  27.5 kg/m? (0-48)

BAND 41.4% (-11.8 - +130.5) 48% (0-124.8)
Y%EWL
SLEEVE  57.7% (0-125.5) 66% (-3.1 - +152.4)

%EWL = percent of excess weight lost, using the
Metropolitan Tables.
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Figure 1. Loss of hunger sensation after 1 and 3 years.

GERD appeared de novo after 1 year in 3 out of
34 patients (8.8%) with GB and in 7 out of 32
patients (21.8%) with SG (NS); and after 3 years, in
7 out of 34 patients (20.5%) with GB and in 1 out of
32 patients (3.1%) with SG (NS) (Figure 3). Patients
who had been affected by GERD before surgery,
noticed its disappearance after 1 year and 3 years,
respectively in 5 out of 6 patients (83.3%) with GB
and in 6 out of 8 patients (75%) with SG (Figure 4).

The complications not requiring an operation at 1
year after GB were shoulder pain in 3 patients
(7.5%), frequent vomiting in 6 patients (15%), poor
choice of alimentation in 2 patients (5%); and after
SG, gastric pain in 2 patients (5%), frequent vomit-
ing in 1 patient (2.5%) and deficiency of minerals in
2 patients (5%). Complications not requiring an
operation at 3 years after GB were shoulder pain in
3 patients (8.5%), frequent vomiting in 10 patients
(28.5%), poor choice of alimentation in 17 patients
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Figure 3. Patients’ intake of PPI after 1 and 3 years. (At
baseline, 34 patients who underwent GB and 32 patients
whe underwent SG had GERD}.
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Figure 4. Patients’ cessation of PPI after 1 and 3 years.

Band versus Sleeve

(48.5%), gastric ulcer in 1 patient (2.8%); and after
SG, were frequent vomiting in S patients (16.6%),
poor choice of alimentation in 8 patients (26.6%),
and deficiency of minerals in 3 patients (10%).

The complications requiring re-operation (Table 3)
were registered postoperatively in 2 patients with SG:
1 intraperitoneal bleed during the first 24 hours (re-
treated by laparoscopy), and 1 ischemia of the sleeve
on the 4th postoperative day (requiring a laparoscopic
total gastrectomy). Concerning the late complications
in the group of GB, 3 patients had a gastric pouch dila-
tion treated by band removal in two and one laparo-
scopic conversion to Roux-en-Y gastric bypass
(RYGBP), 2 patients presented an insufficient weight
loss treated by conversion into RYGBP, 1 patient pre-
sented a gastric erosion treated by conversion into
RYGBP, and 3 patients had a disconnection of the port
treated by reconnection. In the group of SG, 2 patients
presented insufficient weight loss treated by conver-
sion to laparoscopic duodenal switch (DS).

Discussion

Laparoscopic SG is considered more invasive than
GB, and does not have the possibility of “restitutio ad
integrum”, because of vertical subtotal gastrectomy,
where the antrum is conserved besides a small part of
the upper stomach. %ZEWL obtained at 1 and 3 years
after GB, are in accordance with data from the litera-
ture.*68 Qur results at 1 year after SG are similar to
those reported by Langer,'2 Baltasar'® and Johnston.'!

Hormonal issues could, firstly explain the differ-

Table 3. Postoperative late complications and welight loss failure

No. Treatment
BAND Postoperative complications {-)
Late complications (7)
-pouch dilation (3) 2 band removal, 1 RYGBP
-gastric erosion (&) conversion to RYGBP
-disconnection (3) recennection
Inefficacy (2 conversion to RYGBP
No. Treatment
SLEEVE Postoperative complications (2)

-intraperitoneal bleeding
-gastric ischemia
Late complications
Inefficacy

(1)
(1)
=}
(@)

ra-laparoscopy
total gastrectomy
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ences in our study between the two procedures in
terms of weight loss and of loss of sensation of
hunger. Ghrelin, an acylated upper gastrointestinal
peptide, is the only orexigenic hormone, where circu-
lating levels decrease with feeding and increase
before meals, achieving concentrations sufficient to
stimulate hunger and food intake.'* This hormone is
primarily produced by the enteroendocrine cells of
gastric mucosa and to a lesser extent from the duode-
num. The procedure of SG involves resection of the
gastric fundus, the predominant part of the stomach
in the production of ghrelin, resulting in less stimula-
tion of the hunger center. A recent study by Langer!3
compared the ghrelin levels in patients submitted to
SG and to GB, showing in patients with SG a signif-
icant decrease in plasma ghrelin at day 1 after sur-
gery, confirmed also after 1 and 6 months, in contrast
to no change found in patients with GB. Moreover, in
patients with GB, the plasma ghrelin levels 1 and 6
months after surgery appeared increased compared
with the preoperative levels of the same group.
Kotidis'® measured the serum ghrelin in patients sub-
mitted to a SG with DS, before surgery and after 18
months, and concluded that the marked suppression
of the hormone seems to be the main cause for the
postoperative lack of appetite.

Another mechanism explaining weight loss and
differences in loss of hunger sensation between the
two groups is a mechanical process, where the
appetite is related to gastric emptying. A random-
ized and double blind trial reported by Bergmann,'”
showed an association between echographic gastric
emptying and appetite, where the more the antrum
is expanded the less the feeling of hunger. This
mechanism is represented by the new anatomy of
the stomach after the procedure of SG (Figure 5).

Gastric emptying may be a significant factor in
the evolution of GERD after these procedures. In
the group after SG, patients were more affected than
patients after GB at 1 year and at 3 years these
results were reversed. After SG, a lack of gastric
compliance and emptying appeared at 1 year,
whereas an increased gastric compliance and clear-
ance was present after 3 years, likely resulting in the
reduced incidence of GERD.!® Additional factors
involved in GERD after SG could be the anatomical
changes in the angle of His, which is one of the gas-
troesophageal protective mechanisms.'® During the
procedure of SG, this angle is usually blunted. The
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frequent consequence is the immediate appearance
of GERD in previously asymptomatic patients, as
shown by our results. After 3 years, a smaller num-
ber of patients with SG complained of GERD, prob-
ably because of restoration of the angle of His, as
evidenced on barium swallow (Figure 6).

On the other hand, Dixon et al?® have demonstrat-
ed a rapid and major improvement of GERD in
patients submitted to GB, probably because the GB
directly acts as an antireflux mechanism. In our
series, patients submitted to GB and affected by
GERD before surgery, showed an improvement
after 1 year, which was confirmed also after 3 years.
However, late de novo GERD appeared in 20.5% of
patients with GB. This agrees with the literature,
where a high incidence of long-term GERD and
esophagitis is reported in patients after GB.?"%2

A frequent cause of failure of restrictive surgery is
said to be sweet eating, appearing de novo or persisting
despite the procedure. In our study, craving for sweets
reappeared after 3 years, which was more pronounced
(but not statistically significant) for GB than for SG.

We divided the complications into minor and major
(requiring re-operation). Our results demonstrated a
higher number of minor complications after GB than

Figure 5. Barium swallow in a



Figure 6. Barium swallow in a patient 3 years after SG.
Arrow points to restored angte of His.

SG. The shoulder pain can be explained by radiation
of pain from the left upper quadrant, where the port is
positioned just distal to the costal margin. Frequent
vomiting is related to poor alimentary education and
less loss of hunger, characterized by the sudden and
fast filling of the gastric pouch. Regarding the SG,
frequent vomiting and poor choice. of alimentation
are probably related to the same mechanism as with
GB, but the mineral deficiency for vitamin B, and
iron is most likely from lower production of intrinsic
factor and acid by the reduced stomach.

Both groups encountered major complications,
requiring re-operation during the early and late post-
operative period. However, whereas the number of
major complications was higher after GB than SG,
the importance of these complications is less after
GB than after SG. After GB, one case of gastric
pouch dilation and three cases of disconnection of
the system occurred, concurring with the litera-
ture.!* In the SG group, there were two major com-
plications: one intraperitoneal bleed and one
ischemia of the sleeve. The first was treated by re-
laparoscopy with control of bleeding, and the other
was life-threatening and required a total gastrecto-
my. This ischemia was related to poor vasculariza-
tion to the sleeve, caused by damage of the left gas-

Band versus Sleeve

tric vessels during the initial surgery. To obtain a
narrow gastric tube it is mandatory during gastric
resection to perform an accurate adhesiolysis
between the posterior wall of the stomach and the
pancreatic body and tail, and the left gastric artery is
at danger during this dissection.

The most important late problem presented in our
series was insufficient weight loss, more pronounced
after GB than after SG. In cases of GB, one possible
treatment is re-operation to a RYGBP. Reports have
found good results with RYGBP after failure of
GB.2?7 Conversion of GB to RYGBP can also be an
alternative in cases of other complications, such as
gastric pouch dilation and gastric erosion, encoun-
tered in 2 of our patients in the GB group. On the
other hand, in the case of insufficient weight loss
after SG, it appears logical to add a malabsorptive
process to the already performed restrictive opera-
tion. SG is often considered as the first step of a DS
in cases of super-obese patients.?®-*® We were fortu-
nate not to encounter a case of staple-line dehis-
cence, which can require challenging treatment.’!

In conclusion, weight loss and loss of feeling of
hunger after 1 year and 3 years were better after SG
than GB. GERD was more frequent at 1 year after
SG but at 3 years after GB. The number of re-oper-
ations was important in both groups, but the severi-
ty of complications were higher after SG.

The authors thank Mrs. Christine D’Haese and Miss Katrien Van Nutfel for
assistance with this work.
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