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Anti-Reflux Surgery - Failure Happens

• Anti-reflux Surgery Failure

- 2 - 30 %

- Redo or back on PPI

Antiporda M, Jackson C, Smith CD, Thomas M, Elli EF, Bowers SP. Strategies for 
surgical remediation of the multi-fundoplication failure patient. Surgical endoscopy. 
2019 May 15;33(5):1474-81.



Dissatisfied patients after surgery





Failed ARS – Keys to Success

• Know patterns of failure

• Diagnostic work-up

• Patient selection

• Intraoperative management



Failed Anti-reflux Surgery

•What is Failure?
•Recurrence of reflux symptoms or 
development of    new foregut symptoms
•Anatomical failure
•Clinical failure



Change in symptoms after surgery



DONNING KRUGER EFFECT



Results: Laparoscopic Reoperative Anti-
reflux Surgery

Surgeon Year Good to 
Excellent 
results

Luketich 2002 85%

Smith 2005 73% to 89%

Awais/Luketich 2011 80.2%



Multiple Re-ops
• 61 patients with recurrent GERD following anti-reflux surgery
• Number of prior anti-reflux surgeries

Complications       Success
1                            27%                        85%
2                            26                            66%
3 75%                        42%

Little AG. JTCVS 1986





Failed Anti-Reflux Surgery

• Poor initial indications
• Esophageal body 

• clearance problem: tight wrap, motility disorder

• Wrap:Valve problem
• too loose, too tight
• improper placement on tubularized fundus (short esophagus)
• Wrap slippage onto stomach

• Reservoir problem
• vagal injury
• diabetic
• alkaline gastric reflux



Initial Office Visit

• Detailed history prior to original anti-reflux surgery
• Initial dominant symptoms leading to surgery
• Response to meds
• Initial response to surgery
• Barium esophagrams, upper endoscopy
• 24-hour pH, manometry
• Barretts, stricture, PEH
• Check Previous Operative Report



Investigations

• New Studies: 
• Restudy patient: Should be exhaustive
• Ba swallow
• Manometry: LES, Esophageal function, short esophagus
• 24h pH study
• EGD

• Nuclear medicine gastric emptying
• Partner with GI medicine, concurrence on medical failure
• Obesity counseling as indicated

• Never schedule surgery on the first visit!



Which patients do not do 
well after lap 

fundoplication?



Predictors of Surgery

ï Male Patients 

ï Response to PPI ? 

ï Hiatus Hernia 

ï First Surgery 

ï Normal Motility

ï Atypical symptoms

O Boyles CJ   ANZ J Surg. 2002



Patterns of Failure
• Oesophagus

• Inadequate mobilization
• Not preserving vagus

• Crura
• Too tight cruroplasty
• Cruroplasty under tension 

• Short gastric division
• Inadequate greater curve mobilization

• Wrap
• Too tight wrap
• Twisted wrap
• Migrated Wrap
• Slipped Wrap



DYSPHAGIA

• WRONG SELECTION OF PATIENT
• ESOPHAGEAL LENGHTENING
• CRURAL CLOSURE / BOUGIE
• RETROESOPHAGEAL WINDOW
• FUNDAL MOBILIZATION
• WRAP CONSIDERATION





RETROESOPHAGEAL WINDOW



Common Problems
ï too tight wrap
ï too long a wrap > 3.5 cms

ï Lateral torsion with corkscrew
if wrap goes to right 



SAGES GUIDELINES

• Recurrent hiatal hernia repair is indicated when the symptoms match 
the anatomical findings.
• Mesh can be safely used in revisional surgery.

• Hunter JG et al Ann Surg230:595-604
• Landen S Obes Surg 15:435-438
• Frantzides CT et al J Laparoscopic Adv Surg Tech A 19:135-139



Patterns of Failure



























Pre-surgery:





INTRA-OP VIDEO







WRAP MIGRATION



PSEUDOACHALASIA



Lap. Redo Fundoplication



Lap. Redo Fundoplication





THORACO-LAPAROSCOPIC APPROACH



MESH EROSION









Radiological recurrence



GASTROPEXY ALONE





PATIENT SELECTION FOR COLLI’S GASTROPLASTY



COLLIS



Antiporda M, Jackson C, Smith 
CD, Thomas M, Elli EF, Bowers SP. 
Strategies for surgical 
remediation of the multi-
fundoplication failure patient. 
Surgical endoscopy. 2019 May 
15;33(5):1474-81.
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Redo ARS – Success is Possible



Technical Steps 

•Take down wrap completely, including crural sutures, 
preserve crura and vagus
•Establish normal anatomy
• Remove gastroesophageal fat pad, identify GE Junction 

clearly
•Mobilize esophagus, 3 cm of tension-free esophagus in 

the abdomen
•Assess for Short esophagus and need for Collis 

Gastroplasty
•Evaluate for leaks in stomach and esophagus
•Fundoplication: Always Partial
•Crural repair; mesh if needed



Revisional surgery
! Compared with primary repair,
! Revisional surgery is associated with

-longer operative times 
-higher conversion rates to open surgery (level III),

- higher complication rates (esophagogastric perforations 11-
25%,pneumothorax in 7% to 18%, splenic injuries in 2%  and vagal
nerve injuries in 7%)
! Nevertheless, postoperative dysphagia (3% to 17%) and gas bloat 

syndrome (5% to 34%) do not seem to be significantly higher after 
reoperation compared with primary repair. 
! Patient satisfaction - high (89%) with resolution of heartburn 

symptoms in 68% to 89% of patients  and resolution of regurgitation 
in 83% to 88% 
! 13% of patients - reflux recurrence at 3 months



Conclusion

• In non-obese patients with preserved esophago-gastric 
function a redo fundoplication with Collis if reqd
• Roux-en-Y is more attractive in obese individuals with 

comorbidities, multiple prior surgeries and impaired esophago-
gastric function. 
• Esophagectomy is reserved after multiple failed operations and 

when the esophagus is severely diseased.
• Gastropexy may be considered in patients when the fundus is 

not suitable for a Nissen and Roux-en-Y Esophagectomy are not 
options.



I REDO ARS  

• Redo anti-reflux surgery is a complex procedure.
• Requires a thoughtful approach with realistic expectations.
• Only experience thoracic or foregut surgeons should tackle such cases. 



Thank U…


