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First and foremost, we would like to congratulate the authors
on their very interesting letter to the editor, which covers in
detail intra-thoracic migration of the sleeve/pouch and
reflux—crucial issues in bariatric surgery. As much as we
agree with the authors on most points they have made, we
would like to make a few additions.

The authors offer a detailed description of the mechanisms in
sleeve gastrectomy (SG) patients that may cause intra-thoracic
migration of the stomach (or hiatal hernia) and related reflux. We
would like to add that intra-thoracic migration ITM) is an issue
especially in patients with weight regain due to the re-increase of
intra-abdominal pressure, which pushes the sleeve up into the
thorax. Of course, the sleeve itself is a high-pressure system
due to the fact that the pylorus remains in the passage [1]. A
refixation of the gastro-colic/gastro-splenic ligament to the
sleeve’s greater curvature might be one way to prevent ITM as
it creates downward traction of the entire sleeve [2]. SADI-S and
BPD-DS patients might not suffer from ITM as much, probably
because fewer of them experience weight regain. However, this
is an assumption based on short-term data; long-term studies on
this subject have yet to be published [3].

In comparison, ITM is much less of an issue with Roux-en-Y
gastric bypass (RYGB) and one-anastomosis gastric bypass
(OAGB). This is mainly because first, unlike SG, there are no
high-pressure systems and second, the gastro-jejunostomy cre-
ates permanent downward traction of the pouch. We do not agree
with the authors on this point as we strongly believe that the
downward traction does exist even in case of long pouches.

It should also be mentioned that not only ITM may be the
cause of reflux but also a functional disorder of the motility of the
distal esophagus and the lower esophageal sphincter (LES). This
functional disorder may be caused by a denervation after
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visualization, preparation of the hiatal region during surgery or
by the gastro-esophageal junction being compromised after gas-
tric banding. Thus, it is crucial during surgery not to harm the
vagal nerve. A dysfunctional LES also causes reflux in a quite
small group of patients with RYGB, mostly as a revisional pro-
cedure, even though RYGB is known to be the most effective
bariatric anti-reflux method [4]. A complete resection of the
pouch in combination with an esophago-jejunostomy may be
considered as ultima ratio for these patients. The Linx® ring
and EndoStim® might be considered as experimental options
as well [5, 6]. Therefore, the hiatus should be dissected free
and closed by hiatoplasty in all revisional procedures on patients
suffering from reflux [7].

Further, kinking the esophagus during hiatoplasty, if the
distal esophagus is not mobilized enough, may be another
reason for dysphagia and reflux. Hence, the distal esophagus
should be circularly dissected free all the way up into the
posterior mediastinum before starting the hiatoplasty.

The authors mention that OAGB may be considered an
anti-reflux procedure. However, we do not recommend
performing an OAGB on patients suffering from reflux be-
cause the pouch should be kept as “dry” as possible in these
patients and a possible backflow of bile after OAGB has not
been ruled out by studies with larger cohorts, yet [8, 9].

To conclude, we recommend preoperative endoscopy in all
bariatric patients and intra-operative hiatoplasty in patients
suffering from hiatal hernia [10]. If endoscopic data of the
hiatus are inconclusive or inexistent, a visualization of the
crura is advisable instead of a dissection of the hiatus.
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