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Tahle 2
Items achisving highest consensus (>90% agreement) in Round 2
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Key Points

* Third or higher-order MBS are increasingly performed worldwide.

* Patients seeking repeated MBS often present with complex surgical histories.
* Weight loss outcomes were less favorable after secondary vs. primary MBS,

* High prevalence of psychopathology was observed in this unique population,
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1. Resezione incompleta del fondo
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LETTER TO THE EDITOR

Cascade Stomach as a Risk Factor for Incomplete Resection
of the Gastric Fundus in Laparoscopic Sleeve Gastrectomy:
a Point of Technique

Paolo Bernante '** « Francesca Balsamo ' - Matteo Rottoli ' - Andrea Sci 123 Massimo P. Di Simone '#* «
Antonio lannelli**¢ . Gilberto Poggioli "**
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1. Resezione incompleta del fondo

Feasibility of Laparoscopic Sleeve Gastrectomy
as a Revision Procedure for Prior Laparoscopic
Gastric Banding

Paolo Bernante, MD'; Mirto Foletto, MD?; Luca Busetto, MD?; Fabio
Pomerri, MD*; Francesco Francini Pesenti, MD*; Maria Rosa Pelizzo,
MD?; Donato Nitti, MD?

There are also some risks in performing the sleeve
gastrectomy near the gastric fundus. The tissue is
thicker due to the fibrous capsule around the band,
and transecting stomach at this point could result in
either poor union with leakage or poor healing
because of decreased blood supply. As a result, the
optimal sleeve gastrectomy may be impaired by
shifting the transection plane too laterally.
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2. Ernia jatale misconosciuta/non trattata
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SLEEVE POST BGR
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ERNIAZIONE TRANS-IATALE SLEEVE
GASTRECTOMY




3. Stenosi angolare/twisting/kinking
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true obstruction. endo-
scopic or surcical intervention is required. A 2013 review of
717 patients found symptomatic gastric stenosis in 5 patients
(0.69%). Four of the five patients were successfully managed
with endoscopic dilation, while one patient failed endoscopic
treatment and underwent conversion to a Roux-en-Y gastric

ALMA MATER STUDIORUM
UNIVERSITA DI BOLOGNA



12

PREGRESSA GPV LAPAROTOMICA
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Endoscopic ultrasound-guided stented gastro-gastrostomy

for strictured vertical banded gastroplasty

Balsamo F, Pagano N, Rottoli M, Di Simone MP, Sciannamea A, Poggioli G, Bemante P.
ISurgery of the Alimentary Tract, 2Gastroenterology Unit, Sant'Orsola Hospital

Centre for the Study and Research of Surgical Treatment for Morbid Obesity
Alma Mater Studiorum University of Bologna, Italy
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RESTAURAZIONE DA PREGRESSA

Sciannamea A, Balsamo F, Rottoli M, Garelli S, Pagotto U, Poggioli G, Bermante P.




CONCLUSIONI

. Anche se in letteratura non € ancora presente una standardizzazione ufficiale sui tempi chirurgici dei
reinterventi, la nostra esperienza suggerisce che questa in realta potrebbe essere possibile.

Il «ritorno all’anatomia originaria» ne costituisce uno step
fondamentale

. Il reintervento deve essere inteso come una tra le strategie valide disponibili all'interno di un pit ampio
percorso terapeutico per la cura dell’'obesita insieme alla terapia farmacologica, nutrizionale e psicologica;

non deve assolutamente essere considerato come il risultato esclusivo di un fallimento della procedura
primaria
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