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Background: Enhanced recovery after surgery (ERAS) programs provide a format for 
multidisciplinary care and has been shown in some specialties to improve short term 
outcomes following surgical procedures.  Bariatric surgery is common; however, there is 
no consensus regarding the optimal perioperative care for these complex patients. 
 
Objective: The purpose of this study was to develop an ERAS protocol and determine 
whether it improved outcomes after bariatric surgery. 
 
Method: An IRB approved prospectively maintained database was retrospectively 
reviewed for all patients undergoing bariatric surgery from October 2018 to January 
2020.  Propensity matching was used to match post ERAS implementation patients to 
pre-ERAS implementation patients for comparison.  All patients were entered into the 
ACS risk calculator to determine their predicted rate of complications and length of stay 
for comparison between the ERAS and control groups. 
 
Results: There were 319 patients (87 ERAS, 232 Pre-ERAS) who underwent bariatric 
operations between October 2018 to January 2020.  ERAS was implemented starting 
October 2019 and 79 patients were kept on the ERAS protocol whereas 8 deviated from 
protocol. Pre-ERAS patients had significantly more complications and higher length of 
stay compared to the ERAS patients (p<0.05).  Propensity matching analysis was 
performed and the bariatric ERAS protocol reduced complications by 29% and 
decreased LOS by 15%.  Patients who deviated from the ERAS protocol had a higher 
length of stay and higher risk of complications compared to Pre-ERAS patients. 
 
Conclusion: ERAS protocol in bariatric patients improves outcomes and decreases 
complications. 
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Background: Robotic surgery is becoming increasingly common in the use of complex 
abdominal operations and in residency training. 
 
Objective: The purpose of this study was to evaluate the perioperative outcomes of 
robotic bariatric surgery compared to traditional laparoscopy. 
 
Method: A retrospective population-based analysis was performed using the National 
Inpatient Sample for the period of 2010-2015.  All bariatric surgeries performed for 
morbid obesity were included.  Multivariable linear and logistic regression models were 
used to asses the effects of robotic bariatric surgery on patient outcomes. 
 
Results: There were 82,818 patients (79% female) with mean age of 45.4 years.  
Overall complications were significantly higher in patients who underwent robotic 
bariatric surgery (10% vs 8.5%, p<0.01).  Specifically, venothromboembolism (VTE) 
(2.7% vs 2.1%, p<0.01) and cardiac failure (2.7 vs 1%, p<0.01) were higher in robotic 
surgery patients.  A subset analysis was performed looking at high volume centers (>20 
operations per year) and these differences persisted with a higher overall complication 
rate in the robotic group (9.8% vs 8.4%, p<0.02).  In high volume centers, VTE, post-
operative infection, and cardiac failure were significantly higher (p<0.03). Overall 
charges per surgery were significantly higher in the robotic group ($57,200 vs $41,500, 
p<0.01). 
 
Conclusion: Robotic bariatric surgery is associated with significantly higher cost and 
overall complications compared to bariatric surgery treated with traditional laparoscopy 
even in high volume centers (>20 operations per year). 
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Background: Anastomotic leaks following foregut surgery pose a difficult scenario for 
surgeons. While definitive surgical options are more invasive and may result in diversion 
requiring subsequent surgeries, endoscopic management of these leaks has been 
shown to work as an alternative platform for management. An evolving option is 
endoscopic internal drainage. 
 
Objective: The purpose of this study was to review our experience using endoscopic 
internal drainage and report our outcomes. 
 
Method: An institution review board approved prospectively gathered database was 
used to identify all patients undergoing endoscopic internal drainage following 
esophageal and gastric leaks. Patient demographics, sentinel operation causing the 
leak, and outcomes of therapy were collected. The rate of healing and complications 
with the drainage catheter in place were the primary endpoints. 
 
Results: Seventeen patients were identified (5 male, 12 female) that underwent 
endoscopic internal drainage with a mean age of 50 and mean BMI of 33. Overall 
success rate was 71% (12/17), where 5 patients required a definitive surgery. Of the 5 
failures, 2 patients required esophagojejunostomy, 2 patients required a 
fistulojejunostomy, and one required a partial gastrectomy. A total of 12 patients (71%) 
had a prior endoscopic procedure that were unsuccessful. The mean duration of 
drainage catheter in place was 48 days. While the catheter was in place, 4 patients 
were allowed minimal PO intake in conjunction with total parenteral nutrition or tube 
feeds. The rest of the patients were strict NPO with other means of nutrition. There were 
no complications with the drainage catheters and no deaths reported. 
 
Conclusion: Leaks following esophagogastric surgery are difficult to manage; however, 
endoscopic therapies can be used to avoid additional surgery. We show here that 
endoscopic internal drainage is safe and feasible option to heal leaks in foregut surgery. 
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Background: Up to 20% of bariatric operations eventually need a revisional re-
operation, presenting distinct technical challenges to surgeons. Revisional bariatric 
operations pose a greater risk of postoperative complications such as leaks, extended 
ICU stays, and lengthy hospitalizations. Traditionally, open surgery was required due to 
the dense adhesions and altered anatomy in affected patients. The advent of 
laparoscopy led to improved re-operative outcomes. However, the robotic platform with 
its improved dexterity and visualization is potentially superior in tackling the increased 
pathologic complexity. We investigated short-term outcomes of totally robotic re-
operative bariatric surgeries performed at a high-volume academic medical center. 
 
Objective: The objective was to retrospectively observe a single surgeon&#039;s 
clinical outcomes with robotic bariatric reoperative surgery and assess its safety in a 
high risk population. 
 
Method: This was a single-surgeon, single-institution, retrospective, observational study 
of a prospective registry of obese adults who underwent bariatric reoperations during 
1/2016–12/2019 following an earlier/index bariatric surgery. Data from a Metabolic and 
Bariatric Surgery Accreditation Quality Initiative Program (MBSAQIP)-accredited center 
of excellence for weight loss surgery were analyzed. Rates of complications (leaks, 
abscesses, strictures, bleeds, etc.), 30-day readmissions/reoperations/interventions, 
and conversion to open laparotomy were recorded and compared with published rates. 
 
Results: Of the 901 total bariatric surgeries performed by the surgeon during the study 
timeframe, 90 were totally robotic re-operative bariatric procedures. Robotic re-
operative bariatric surgery was a safe technical alternative to laparoscopy. Indications 
for reoperation included weight loss failure, reflux/dysphagia, hiatal hernia, anastomotic 
stricture, marginal ulcer, intussusception, and chronic fistula from gastric sleeve leak. 
10.6% of patients suffered major complications within 30 days including leaks, 
obstruction, bleeds, DVT/PE, and CVA evaluation. No obstructions, significant bleeds, 
or DVT/PE adverse events were reported. There were no conversions to open 
laparotomy. 4/47 (8.5%) of patients were returned to the operating room, with leak as 
the only indication. 6.4% suffered minor complications (dehydration alone and no 
stenosis/stenting ulcers were reported). The average length of hospital stay was 4 days. 
17% were readmitted within 30 days. 
 
Conclusion: As more index bariatric operations are performed each year, there is a 
rising need for improving the quality of revisional bariatric surgery skills and 
technologies. Newer robotic technologies need to be investigated as feasible options for 
re-operative bariatric surgery. Due to weight recidivism and technical challenges of re-
operative foregut surgery, laparoscopy and open surgery exert a greater physical toll on 
the surgeon, compared to robotic surgery. Improved ergonomics of robotic platforms are 



advantageous to bariatric surgeons. We conclude that robotic platforms are a safe 
alternative to traditional laparoscopy with equivalent adverse events and outcomes for 
re-operative bariatric surgeries. 
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Background: Sleeve gastrectomy is the most commonly performed bariatric surgery, 
and complications from staple line leak occur in 1-3% of patients. Endoscopic 
management can avoid additional surgery by successfully healing the leak; however, in 
some cases surgical intervention is required. Definitive surgical management is mainly 
accomplished with esophagojejunostomy or fistulojejunostomy. Proceeding with surgical 
management of these leaks is poorly understood given the rare need and high risk. 
 
Objective: The purpose of this study was to review our outcomes of definitive surgical 
management for leaks following sleeve gastrectomy. 
 
Method: An institution review board approved prospectively gathered database was 
used to identify patients undergoing definitive surgical management for sleeve 
gastrectomy leaks with either an esophagojejunostomy or fistulojejunostomy. Initial data 
that led to the leak, intraoperative factors, and postoperative outcomes were collected.  
Primary endpoints to the study were postoperative complications and successful 
resolution of the leak. 
 
Results: A total of 22 patients were eligible for this study. Twelve patients underwent 
esophagojejunostomy and 10 patients underwent fistulojejunostomy. There was mean 
of 90 days to leak recognition (range 7 – 508 days, median = 51). Two patients went 
straight to surgery after the leak was found while 20 patients had received prior 
endoscopic management (i.e. endoluminal vacuum therapy, stent placement, internal 
drainage, etc.). There was a mean of 228 days from first endoscopic procedure to 
definitive surgery in the 20 patients undergoing initial endoscopic management (range 1 
– 2693, median = 39). The mean time from the sentinel sleeve gastrectomy to definitive 
surgery was 296 days (range 11 – 2744 days, median = 134). There were 7 patients 
(31%) that had subsequent leaks after definitive surgery. Six of the leaks were from a 
sutured anastomosis and 1 was from a stapled anastomosis. All were healed with 
endoscopic therapy, and no further surgery was indicated. No deaths occurred. 
 
Conclusion: Sleeve gastrectomy leaks are difficult to manage. When endoscopic 
management fails, esophagojejunostomy and fistulojejunostomy are safe and feasible 
salvage options.  Additional leaks following these salvage operations can occur in up to 
30% of patients. 
 
 




