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 History

In 1986, Dr. Douglas Hess modified the biliopancreatic 
diversion (BPD) in order to retain the pylorus as a function-
ing part of the digestive system. The new procedure was 
called a biliopancreatic diversion with duodenal switch 
(BPD-DS) [1]. This procedure includes removing a signifi-
cant portion of the stomach as well as bypassing a segment 
of the small intestine. The new procedure was more effective 
for long-term weight maintenance than a Roux-en-Y gastric 
bypass (RYGB) or a vertical banded gastroplasty (VBG). 
However, it became associated with complications such as 
chronic diarrhea, smelly stools, flatulence, vitamin deficien-
cies, and protein-calorie malnutrition.

Because of the complication profile, the BPD-DS did not 
gain widespread adoption. Most surgeons gravitated to the 
RYGB as the best balance of weight loss and procedural 

related side effects. The RYGB suffered from ulcers, perfo-
rations, anastomotic dilation, vitamin and protein deficien-
cies, dumping syndrome, anastomotic strictures, 
gastro-gastric fistula, and internal hernias [2]. The complica-
tions of the RYGB are almost all associated with the forma-
tion of the Roux limb.

To eliminate the problems with Roux limb formation, 
Drs. Torres and Sanchez-Pernaute from Spain introduced a 
variant of BPD-DS that involved one anastomosis instead of 
two. They named it “Single anastomosis duodenoileal bypass 
with sleeve gastrectomy” (SADI-S) [3]. The SADI-S 
involved preservation of pylorus like BPD-DS but eliminated 
the Roux limb found in RYGB and BPD-DS. They used a 
54-size Fr bougie for sleeve creation with a 200-cm common 
channel. However, this length was later enlarged to 250 cm 
to reduce the risk of hypoproteinemia [4].

In order to reduce a prohibitive risk of short bowel syn-
drome and provide a margin if the bowel is inaccurately 
measured, Drs. Cottam and Roslin from the United States 
further modified the SADI-S procedure. Their variant 
included a 40-size Fr bougie (vs. 54-size Fr bougie) for bet-
ter weight loss along with a common channel of 300 cm (vs. 
250 cm). This variant was called “Stomach intestinal pylorus- 
sparing surgery” (SIPS) [5]. However, the basic concept of 
preserving the pylorus and having a single anastomosis was 
the same.

The SIPS, being a fairly new concept in 2015, was con-
sidered experimental in the United States [6]. However, by 
2018, based on clinical knowledge, expert opinion, and pub-
lished peer-reviewed scientific evidence, the International 
Federation for the Surgery of Obesity and Metabolic 
Disorders (IFSO) considered the SADI-S (and its SIPS vari-
ant) an established bariatric procedure [7]. In addition, the 
IFSO proposed a nomenclature for surgery that combines a 
partial gastrectomy with a single anastomosis between the 
small bowel regardless of bougie size or common channel 
length as SADI-S or one anastomosis duodenal switch 
(OADS).
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diabetes mellitus resolution.
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failed sleeve gastrectomy (SG), Roux-en-Y gastric 
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 Surgical Technique

 Retrograde Tracing and Temporary Tacking

The first step of the procedure is to locate the ileocecal valve 
(Fig. 15.1). Once this is located, the small bowel is traced 
retrograde to the desired common channel length (this varies 
greatly between authors and around the world) and tacked up 
to the gastrocolic omentum (Fig. 15.2).

 Sleeve Creation

With the creation of the SADI-S, the consensus among sur-
geons who perform this procedure making the sleeve too 
“tight” is a problem. By tradition, surgeons have not made 
sleeve’s smaller than 40 F. However, just as there are many 
ways to create a sleeve, the same applies to the creation of 
the sleeve during SADI-S. This would include oversewing, 

Fig. 15.1 Location of the ileocecal valve

Fig. 15.2 Temporary tacking of the ileal loop limb to the gastrocolic omentum of varying lengths
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staple line reinforcement, the distance from the pylorus, and 
treatment of the hiatus (Fig. 15.3).

 Duodenal Dissection and Transection

There are two equally popular techniques for the dissection 
of the proximal duodenum. The more traditional technique 
involves starting the dissection 4  cm distal to the pylorus 
and gently retracting the duodenum taking down attachment 
between the colon, pancreas, and liver before division.

The other equally popular technique relies on adequate 
blood supply from the right and left gastric vessels on the 
lesser curve and was popularized by Cottam and Roslin. Once 
the sleeve is created, they continue taking down the gastroepi-
ploic perforators after the formation of the sleeve until the 
attachments from the duodenum to the pancreatic head stops 
easy progress [8]. This is usually 3 cm beyond the pylorus. 
This technique spares vessels from the pancreaticoduodenal 
arch from injury but sacrifices the gastroepiploic perforators 
to do so (Fig. 15.4). A band passer is passed through the space 
created under the duodenal bulb, toward the liver, and through 

Fig. 15.3 Sleeve creation 
with variable sized bougie

Fig. 15.4 Important blood supply to the duodenum that needs to be preserved during duodenal dissection and transection
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the gastrohepatic ligament, with care taken to preserve the 
blood vessels (Fig. 15.5). This technique also results in a lin-
ear gastric tube since the gastropancreatic ligaments are 
responsible for the curve of the stomach, and when you elimi-
nate them, the antrum assumes a linear shape.

Once the duodenum is dissected free with either tech-
nique, a linear stapler is placed across the first part of the 
duodenum (Fig. 15.6). Before firing the stapler, always try to 
feel the pylorus to make sure the stapler is distal to the pylo-
rus since it is not always easy to visualize the pylorus.

 Duodeno-ileostomy (DI)

Unlike the gastrojejunal anastomosis in the gastric bypass, 
practitioners of duodenal switch surgery do not believe the 
duodenal small bowel connection plays any role in short- or 
long-term weight loss or maintenance. Therefore, the empha-
sis is not on size but safety.

Currently, the most popular technique worldwide is the 
totally hand-sewn technique. For the hand-sewn technique, 
the mesenteric border of the loop limb is sewn to the duode-

nal stump staple line to relieve tension with a running suture 
(Fig. 15.7). Then enterotomies are made as large as possible 
and approximately the same size on both the small bowel and 
the duodenum (Fig. 15.8). A posterior row and an anterior 
row are sewn closed with running suture. Some surgeons 
also perform a second anterior row.

Other surgeons have perfected a three-stapler technique 
to transect the duodenum, connect the small bowel, and close 
the enterotomy. This involves dilating the proximal duode-
num using air from the sizing tube. Then enterotomies are 
made in both the small bowel and proximal duodenum. The 
duodenum enterotomy is made 1 cm from the pylorus. The 
stapler is fired on the anterior portion of the duodenum away 
from the staple line. Next sutures are placed on the proximal 
and distal ends of the enterotomy and elevated to apply the 
stapler.

 Anti-reflux Stitch

Some patients can experience nausea when food goes pri-
marily down the afferent limb of the loop. To prevent this 
rare complication, an anti-reflux stitch is placed (Fig. 15.9). 
This involves placing an interrupted suture between the 
afferent limb to the antrum of the stomach to prevent retro-
grade filling of the afferent limb [9]. The entire SADI-S pro-
cedure can be seen in Fig. 15.10.

 Postoperative Care

The care of the SADI-S patient does not differ substantially 
from the care of the sleeve patient or the gastric bypass 
patient. Follow-up is similar as well except greater emphasis 
is placed on the patient’s postoperative supplementation. 
Current recommendations for postoperative labs are at 
6  months, 1  year, and then yearly thereafter. The recom-
mended yearly nutritional evaluation includes folate, ferritin, 
parathyroid (PTH), vitamins A, D, E, K, B1, and B12, cop-
per, and zinc. Depending on circumstances, we may also 
measure hemoglobin A1C, complete blood count (CBC), 
comprehensive metabolic panel (CMP), lipid panel, prealbu-
min, phosphorus, fasting insulin levels, thyroid-stimulating 
hormone (TSH), and free T4.

 Weight Loss Outcomes with SADI-S

Following the procedure, the patients can lose 78–95% of the 
excess weight at 18 months (weight loss peak) depending on 
their starting BMI [4, 10–15]. These results seem to be main-
tained out 4–6 years from surgery [10, 14].

Fig. 15.5 Creation of space under duodenal bulb through the gastrohe-
patic ligament

Fig. 15.6 Transection of the duodenum

A. Surve et al.
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 Complications

One of the reasons Drs. Torres, Sanchez-Pernaute, Cottam, and 
Roslin introduced the SADI-S procedure and its variant was to 

minimize the complications seen with BPD-DS and RYGB. The 
primary advantage of SADI over BPD-DS is that there is no 
distal anastomosis or Roux limb. They postulated that with one 
anastomosis and no Roux limb, the complications related to 

Fig. 15.7 Approximation of the loop limb to the proximal duodenal stump

Fig. 15.8 Creation of the hand-sewn duodeno-ileostomy
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anastomoses could be lowered. In a recent study, Surve et al. 
specifically studied the incidence of complications related to 
one anastomosis (loop DI) following 1,328 SADI-S cases as 
well as compared the anastomotic complication rates to the 
reported rates following BPD-DS and RYGB in the literature 
[16]. They found that the anastomotic leak, ulcer, and bile 
reflux occurred in 0.6%, 0.1%, and 0.1%, respectively. None of 
the patients experienced volvulus at the DI or an internal her-
nia. The overall incidence of complications associated with 
loop DI was far lower than the reported incidence of anasto-
motic complications following BPD-DS and RYGB.  These 
numbers from the study included the learning curve of each 
practitioner; so long-term results are expected to be even better 
than those reported in the study.

The most common short- and long-term complications 
one can expect are nausea (2.2%), wound infection (2.2%), 
and sleeve stricture (2.9%), respectively [10, 12]. However, Fig. 15.9 Creation of the anti-reflux stitch

Fig. 15.10 Hand-drawn sketch of a single anastomosis duodeno-ileostomy with sleeve gastrectomy procedure along with an upper gastrointes-
tional series

A. Surve et al.
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these complications are not explicitly related to the SADI-S 
procedure.

The most common complication related to the SADI-S 
procedure is chronic diarrhea that is seen in approximately 
2% patients [10]. Not all the patients that experience chronic 
diarrhea require limb lengthening. In some patients, it can be 
treated with dietary manipulation, probiotics, and Lomotil as 
well. With 300  cm approximately, 1% of the patients will 
need limb lengthening over a 5-year period [10].

The overall short- and long-term complication rates 
seen following SADI-S were 7.7% and 10.9%, respec-
tively [10].

 Rare Complications and Their Management

 Retrograde Filling of Afferent Limb

So far there have been only two cases reported in the litera-
ture [9]. In both cases, scar tissue was found distal to the DI 
that pulled the efferent limb superior to the DI, causing the 
flow of food and secretions down the afferent limb. Tacking 
the afferent limb to the antrum of the stomach hopefully can 
prevent such complication.

 Miscounted Bowel

Miscounted common channel could be a part of the learning 
curve. Usually, such patients present with chronic diarrhea 
and are usually treated by lengthening the common channel. 
The length of the additional common channel depends on the 
miscounted bowel. The symptoms are usually resolved fol-
lowing this procedure [17].

 Reversed Loop

The reversed loop is another rare complication that can occur as 
a part of learning curve. The patients usually present with per-
sistent nausea and vomiting. The ideal way to fix this complica-
tion is redoing the duodenal small bowel anastomosis [10].

 Nutritional Outcomes

Contrary to popular belief, there is minimal nutritional mal-
absorption seen following the SADI-S procedure, and no 
author has presented evidence of primary malnutrition with 
250–300 cm of small bowel for absorption [18].

Typically, in a patient with a 300-cm common channel, 
65% fat malabsorption can be seen. Even though the percent-

age of fat malabsorption with SADI-S is higher when com-
pared to the RYGB procedure [11], with the recommended 
postoperative multivitamin regimen, the patients usually do 
not experience fat-soluble vitamin deficiency.

Zaveri et al. in the 4-year outcome paper on SADI-S stud-
ied the fat-soluble vitamin levels, pre- and postoperatively 
[10]. At 4 years, even though 7.5% patients had a vitamin A 
deficiency, there was no statistically significant difference 
when compared to the preoperative abnormal levels. 
Prevalence of vitamin D deficiency is reported to be as high 
as 90% in patients with obesity. In their study, 48.2% had 
vitamin D deficiency preoperatively. However, at 4  years, 
only 23% patients experienced vitamin D deficiency. This 
shows that despite the shorter bowel lengths, vitamins can 
still be replete.

Vitamins E and K are fat-soluble but are far easier to 
absorb with any vitamin regimen. At 1 year in a recent study, 
no patients experienced vitamins E and K deficiency [10]. 
The nutritional deficiencies that are reported in the literature 
can be seen in Table 15.1 [4, 11, 13–15, 19–23].

To conclude, the SADI-S procedure is not associated with 
apparent nutritional changes; however, postoperative supple-
mentation with iron, multivitamins, calcium, and vitamin D 
may be required continuously to prevent nutritional 
deficiency.

 T2DM Resolution

The SADI-S procedure is a variant of the DS procedure. As 
such, it retains the expected long-term diabetes mellitus 
(DM) resolution seen in DM. Sanchez-Pernaute et al. studied 
the effect of SADI-S on patients with obesity and 
DM. Absolute remission for patients with oral therapy was 
seen in 92.5% in the 1st year and 75% in the 5th year [14], 
while absolute remission for patients under insulin therapy 
was seen in 47% in the 1st year and 38.4% in the 5th year. 
Overall remission rate (HbA1c <6%) was seen in 71.6%, 
77%, 75.8%, 63.3%, and 52% at one-fifth year, respectively. 
A short DM history and no requirement for insulin therapy 
were related to higher remission rate, while Zaveri et  al. 
found the complete remission rate (HbA1c  <  6% without 
antidiabetic medication) of 78.6%, 77.8%, 81.3%, and 81.3% 
after one-fourth year, respectively [10]. Similarly, 97.6% of 
the patients were able to maintain HbA1c < 6% with or with-
out the medication at 4 years.

Cottam et al. compared the DM resolution rate at differing 
levels of HbA1c between RYGB and SADI-S [12]. At each 
differing level, SADI-S had a statistically higher amount of 
diabetic resolution compared to RYGB. At 1 year, HbA1c < 6% 
was controlled in 88% of SADI-S patients versus 58% of 
RYGB patients without any antidiabetic medications.

15 Single Anastomosis Duodeno-ileostomy
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The overall T2DM remission rates following SADI-S 
can be around 81–90% without antidiabetic medication 
[10, 14, 23].

 SADI as Revision Procedure

 SADI Following Failed SG

Weight loss failure and weight recidivism over the long term 
have been a common concern following SG. Moreover, SG 
has also shown poor results in patients with BMI >50 kg/m2 
[24]. This is one of the reasons why revision procedures fol-
lowing failed SG have been increasing in recent years. The 
question that remains for the bariatric surgeons is what revi-
sion options are now available for patients who fail SG?

The SADI-S procedure is increasingly becoming popular 
as a second step revision procedure or as a staged procedure, 
primarily for weight loss failure following SG.  The mean 
EWL at 1 and 2 years following the second step SADI has 
been around 69% and 72%, respectively [25]. More impor-
tantly, postoperative complications have been minimal with 
no reported incidence of small bowel obstruction or internal 
hernias, which are commonly seen following RYGB and 
BPD-DS.  Zaveri et  al. showed that if SADI is performed 
within the 1st year of performing SG, the patients could lose 
a similar amount of weight as a primary SADI-S procedure 
[26]. However, this approach will need a longer follow-up to 
understand its limitation.

 SADI-S Following Failed RYGB

The RYGB has been associated with long-term good weight 
loss outcomes. However, approximately 25% of patients 
have weight recidivism [2, 27].

Various techniques such as resizing the pouch or length-
ening the Roux limb have been used but with limited or no 
success [28, 29]. The SADI-S is an effective option for failed 
RYGB patients due to its pyloric preserving capacity. Most 
of the patients who fail RYGB usually eat small, frequent, 
high-carbohydrate meals. This is a physiologic response to 
vacillating blood sugar levels causing hunger [30]. The 
SADI-S with its pylorus preserving capacity plays an impor-
tant role in maintaining blood sugar levels and satiety. 
Although technically possible this revision is challenging 
and has been shown to have high complication rates [31]. 

Although the data are limited, the initial data have shown to 
have favorable outcomes. The EWL following revision 
SADI-S for failed RYGB at 1 year has been reported between 
53% and 61% and at 2 years has been reported around 55% 
[31]. This is similar to patients who have an RYGB to tradi-
tional DS [32].

 SADI-S Following Failed Adjustable Gastric 
Band

Multiple studies have demonstrated a high incidence of 
weight recidivism and long-term complications with AGB 
[33–35]. In addition, multiple reports have been published 
on the different approach to revising the failed AGB patients 
to SG, RYGB, or BPD-DS. However, EWL has not been that 
favorable, and complications have been high [36–38]. 
Therefore, the controversy exists regarding the choice for 
patients with failed LAGB.

The outcomes of SADI-S as a revision option follow-
ing failed AGB have been only reported by Surve et al. in 
the literature [39]. Technically, it is simpler than BPD-DS 
and RYGB. Three years report showed 90% EWL follow-
ing revision of AGB to SADI-S. The weight loss mirrors 
the weight loss seen following primary SADI-S proce-
dure. The only caveat with this procedure is careful dis-
section to avoid leaks and strictures from scar tissue below 
the band.

 Review of Literature

The outcomes with primary and revision SADI/SADI-S that 
have been published in the literature are summarized in 
Table 15.2. Unique data sets have been included [4, 5, 10, 18, 
21, 23, 25, 31, 39–43].

 Conclusion

Effective weight loss, high T2DM resolution rates, low 
anastomotic complication rates compared to other estab-
lished procedures, minimal nutritional changes, effective 
second stage, or revision option following failed bariatric 
procedures make SADI/SADI-S one of the best options 
for patients with morbid obesity and coexisting 
conditions.

15 Single Anastomosis Duodeno-ileostomy
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 Question Section

 1. Which of these is false about SADI surgery?
 A. Technically it is more difficult than BPD-DS.
 B. There is an alimentary as well as biliopancreatic limb 

involved.
 C. Conversion of failed RYGB to SADI is a feasible 

option.
 D. It has fewer ulcers than BPD-DS.

 2. One of the main advantages of SADI over RYGB
 A. Nutritional deficiencies
 B. Weight loss

 C. Dumping syndrome
 D. Protein-energy malnutrition

 3. The weight loss between SADI-S with a 300-cm common 
channel and BPD-DS with a 150-cm common channel 
and 150 cm Roux limb is
 A. The same amount of weight loss between the two
 B. Less weight loss with SADI-S
 C. Much better weight loss with SADI-S
 D. Much worse weight loss with SADI-S

Table 15.2 Published outcomes with primary and revision SADI/ SADI-S

Article Procedure
Bougie size and 
common channel

Sample 
size Follow-up Weight loss

T2DM 
Rem. rate Complication

Fat-soluble vitamin 
deficiency

Primary SADI-S procedure
Mitzman  
et al. [5]

SIPS 42 F and 
300 cm

123 1 year 72.3%EWL N/A 6.5% N/A

Zaveri  
et al. [10]

SADI-S 40 F and 
300 cm

437 4 years 85.7%EWL 81.3% Early = 7.7% Vit A = 7.5% (4 years)
Late = 10.9% Vit K = 5.8% (1 year)

Sanchez- 
Pernaute  
et al. [4]

SADI-S 54 F and 
200 cm

100 3 years >95% EWL >90% 5–9% Vit D = 6% Def

(50 patients) 40% Ins
250 cm
(50 patients)

Neichoy  
et al. [23]

SIPS 40 F and 
300 cm

225 2 years 88.7% EWL 88.8% Early = 4.8% N/A
Late = 8%

Morales  
et al. [40]

SESDID 34 F and 
300 cm

100 N/A N/A N/A 12% N/A

Abd-Elatif  
et al. [18]

SADI-S 36 F and 
250 cm

37 1 year 23 kg/m2 BMI 
red

N/A 2.7% N/A

Gebelli  
et al. [41]

SADI-S 36 F and 
300 cm

67 1–1.5 years N/A N/A 12.8% N/A

Nelson l  
et al. [21]

SADI-S 34 F and 
250 cm

69 1 year 61.6% EWL 50% Rem, 
33.3% 
Imp

10.1% Vit D = 45.8%

SADI procedure following failed SG
Sanchez- 
Pernaute  
et al. [25]

SADI 42–54 F and 
250 cm

16 2 years 32.5% EWL 
(SADI)

88% 6.2% Vit A = 25%,  
Vit D = 6% Def, 50 
Ins, Vit E = 0%72% EWL 

(SADI+ SG)
Vilallonga  
et al. [42]

SADI Bougie size is 
unk and 300 cm

3 3–9 months N/A 33.3% 
Imp

0% N/A

Balibrea  
et al. [43]

SADI 32 F and 
200–300 cm

30 2 years 44.2%EWL 
(SADI)

71.4% Early = 13.3% Vit D = 55.5%

78.9% EWL 
(SADI+ SG)

Late = 50%

SADI procedure following failed RYGB
Surve  
et al. [31]

SADS 40 F and 
300 cm

23 2 years 54.5% EWL N/A Early = 17.3% Vit D = 9%
Late = 13%

SADI procedure following failed AGB
Surve  
et al. [39]

SIPS 40 F and 
300 cm

27 3 years 90% EWL 75% Early = 40.7% Vit A = 0%
Late = 25.9% Vit D = 41.1%,

Vit E = 5.8%,
Vit K = 0%

SESDID Single end-to-end anastomosis duodenoileal, Def deficiency, Ins insufficiency, mos months, Rem remission, Imp improvement, DIOS 
distal loop duodeno-ileostomy, SADS single anastomosis duodenal switch, SIPS stomach intestinal pylorus-sparing surgery, SG sleeve gastrec-
tomy, RYGB Roux-en-Y gastric bypass, AGB adjustable gastric banding

A. Surve et al.
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 4. What is the percentage of bile reflux seen following SADI 
surgery in the literature?
 A. 0.1%
 B. 1%
 C. 0.8%
 D. 2%

References

 1. Hess DS, Hess DW.  Biliopancreatic diversion with a duodenal 
switch. Obes Surg. 1998;8:267–82.

 2. Zaveri H, Dallal RM, Cottam D, et al. Indications and operative out-
comes of gastric bypass reversal. Obes Surg. 2016;26(10):2285–90.

 3. Sánchez-Pernaute A, Rubio Herrera MA, Pérez-Aguirre E, et  al. 
Proximal duodenal-ileal end-to-side bypass with sleeve gastrec-
tomy: proposed technique. Obes Surg. 2007;17(12):1614–8.

 4. Sánchez-Pernaute A, Rubio MÁ, Pérez Aguirre E, Barabash A, 
Cabrerizo L, Torres A.  Single-anastomosis duodenoileal bypass 
with sleeve gastrectomy: metabolic improvement and weight loss 
in first 100 patients. Surg Obes Relat Dis. 2013;9(5):731–5.

 5. Mitzman B, Cottam D, Goriparthi R, et  al. Stomach intesti-
nal pylorus sparing (SIPS) surgery for morbid obesity: retro-
spective analyses of our preliminary experience. Obes Surg. 
2016;26(9):2098–104.

 6. Kim J, American Society for Metabolic and Bariatric Surgery 
Clinical Issues Committee. ASMBS statement on single- 
anastomosis duodenal switch. Surg Obes Relat Dis. 2016;12:944–5.

 7. Brown WA, Ooi G, Higa K, Himpens J, Torres A, on behalf of the 
IFSO-appointed task force reviewing the literature on SADI-S/
OADS. Single anastomosis duodenal-ileal bypass with sleeve gas-
trectomy/one anastomosis duodenal switch (SADI-S/OADS) IFSO 
position statement. Obes Surg. 2018;28:1207–16.

 8. Surve A, Zaveri H, Cottam D.  A safer and simpler technique of 
duodenal dissection and transection of the duodenal bulb for duo-
denal switch. Surg Obes Relat Dis. 2016;12(4):923–4.

 9. Surve A, Zaveri H, Cottam D. Retrograde filling of the afferent limb 
as a cause of chronic nausea after single anastomosis loop duodenal 
switch. Surg Obes Relat Dis. 2016;12(4):e39–42.

 10. Zaveri H, Surve A, Cottam D, et al. Mid-term 4-year outcomes with 
single anastomosis duodenal-ileal bypass with sleeve gastrectomy 
surgery at a single US center. Obes Surg. 2018;28:3062–72.

 11. Cottam A, Cottam D, Roslin M, et al. A matched cohort analysis of 
sleeve gastrectomy with and without 300 cm loop duodenal switch 
with 18-month follow-up. Obes Surg. 2016;26(10):2363–9.

 12. Cottam A, Cottam D, Zaveri H, et al. An analysis of mid-term com-
plications, weight loss, and type 2 diabetes resolution of Stomach 
Intestinal Pylorus-Sparing Surgery (SIPS) versus Roux-En-Y 
Gastric Bypass (RYGB) with three-year follow-up. Obes Surg. 
2018;28:2894–902.

 13. Surve A, Zaveri H, Cottam D, et al. A retrospective comparison of 
biliopancreatic diversion with duodenal switch with single anas-
tomosis duodenal switch (SIPS-stomach intestinal pylorus sparing 
surgery) at a single institution with two year follow-up. Surg Obes 
Relat Dis. 2017;13(3):415–22.

 14. Sanchez-Pernaute A, Rubio MA, Cabrerizo L, et  al. Single 
anastomosis duodenoileal bypass with sleeve gastrectomy 
(SADIS) for obese diabetic patients. Surg Obes Relat Dis. 
2015;11(5):1092–8.

 15. Cottam A, Cottam D, Portenier D, et al. A matched cohort analysis 
of Stomach Intestinal Pylorus Saving (SIPS) surgery versus bilio-
pancreatic diversion with duodenal switch with two-year follow-up. 
Obes Surg. 2017;27(2):454–61.

 16. Surve A, Cottam D, Sanchez-Pernaute A, et  al. The incidence of 
complications associated with loop duodeno-ileostomy after single 
anastomosis duodenal switch procedures among 1328 patients: a 
multicenter experience. Surg Obes Relat Dis. 2018;14:594–601.

 17. Surve A, Zaveri H, Cottam D. A step-by-step surgical technique 
video with two reported cases of common channel lengthening in 
patients with previous stomach intestinal pylorus sparing surgery 
to treat chronic diarrhea. Surg Obes Relat Dis. 2017;13(4):706–9.

 18. Abd-Elatif A, Yousser T, Farid M, et al. Nutritional markers after 
loop duodenal switch (SADI-S) for morbid obesity: a technique 
with favorable nutritional outcome. J Obes Weight Loss Ther. 
2015;5(3):1000268.

 19. Topart P, Becouarn G.  The single anastomosis duodenal switch 
modification: a review of the current literature on outcomes. Surg 
Obes Relat Dis. 2017;12:1306–12.

 20. Shoar S, Poliakin l, Rubenstein R, Saber AA. Single anastomosis 
duodenoileal switch (SADIS): a systemic review of efficacy and 
safety. Obes Surg. 2018;28(1):104–13.

 21. Nelson L, Moon RC, Teixeira AF, Galvao M, Ramos A, Jawad 
MA.  Safety and effectiveness of single anastomosis duodenal 
switch procedure: preliminary result from a single institution. Arg 
Bras Cir Dig. 2016;29(Suppl 1):80–4.

 22. Enochs P. The laparoscopic stomach, intestinal and pylorus sparing 
(SIPS) procedure: a single center analysis of our first 100patients. 
Surg Obes Relat Dis. 2015;11(6):S165–6.

 23. Neichoy BT, Schniederjan B, Cottam DR, et al. Stomach Intestinal 
Pylorus-Sparing Surgery for morbid obesity. JSLS. 2018;22(1). pii: 
e2017.00063.

 24. Brethauer SA, Hammel J, Schauer PR. Systematic review of sleeve 
gastrectomy as a staging and primary bariatric operation. Surg Obes 
Relat Dis. 2009;5:469–75.

 25. Sánchez-Pernaute A, Rubio MA, Conde M, et  al. Single- 
anastomosis duodenoileal bypass as a second step after sleeve gas-
trectomy. Surg Obes Relat Dis. 2015;11(2):351–5.

 26. Cottam D, Surve A, Zaveri H, Cottam A. SIPS is quickly becom-
ing an option for surgical revision of failed sleeve gastrectomy. 
Bariatric Times. 2016;13(11 Suppl B):B23–4.

 27. Dykstra MA, Switzer NJ, Sherman V, Karmali S, Birch DW. Roux 
en Y gastric bypass: how and why it fails? Surgery Curr Res. 
2014;4:165.

 28. Kaminski DL. Gastric restrictive procedures to treat obesity: rea-
sons for failure and long-term evaluation of the results of operative 
revision. Int J Surg Investig. 2001;2(5):413–21.

 29. Sugerman HJ, Kellum JM, DeMaria EJ.  Conversion of proximal 
to distal gastric bypass for failed gastric bypass for superobesity. J 
Gastrointest Surg. 1997;1(6):524–6.

 30. DeMaria EJ. Bariatric surgery for morbid obesity. N Engl J Med. 
2007;356:2176–83.

 31. Surve A, Zaveri H, Cottam D, Belnap L, Medlin W, Cottam A. Mid- 
term outcomes of gastric bypass weight loss failure to duodenal 
switch. Surg Obes Relat Dis. 2016;12(9):1663–70.

 32. Parikh M, Pomp A, Gagner M. Laparoscopic conversion of failed 
gastric bypass to duodenal switch: technical considerations and 
preliminary outcomes. Surg Obes Relat Dis. 2007;3(6):611–8.

 33. Himpens J, Cadière GB, Bazi M, Vouche M, Cadière B, Dapri 
G. Long-term outcomes of laparoscopic adjustable gastric banding. 
Arch Surg. 2011;146(7):802–7.

 34. Arapis K, Tammaro P, Parenti LR, et  al. Long-term results after 
laparoscopic adjustable gastric banding for morbid obesity: 18-year 
follow-up in a single university unit. Obes Surg. 2017;27(3):630–40.

 35. Victorzon M, Tolonen P. Mean fourteen-year, 100% follow-up of 
laparoscopic adjustable gastric banding for morbid obesity. Surg 
Obes Relat Dis. 2013;9(5):753–7.

 36. Carr WR, Jennings NA, Boyle M, et al. A retrospective comparison 
of early results of conversion of failed gastric banding to sleeve gas-
trectomy or gastric bypass. Surg Obes Relat Dis. 2015;11(2):379–84.

15 Single Anastomosis Duodeno-ileostomy



180

 37. Rutledge R.  Revision of failed gastric banding to mini-gastric 
bypass. Obes Surg. 2006;16(4):521–3.

 38. Poyck PP, Polat F, Gouma DJ, et  al. Is biliopancreatic diversion 
with duodenal switch a solution for patients after laparoscopic gas-
tric banding failure? Surg Obes Relat Dis. 2012;8(4):393–9.

 39. Surve A, Zaveri H, Cottam D, et al. Laparoscopic stomach intestinal 
pylorus-sparing surgery as a revisional option after failed adjust-
able gastric banding: a report of 27 cases with 36-month follow-up. 
Surg Obes Relat Dis. 2018;14:1139–48.

 40. Morales H, Berger F, Espinoza M, Anthon B. Gastric sleeve and 
duodenal-ileal end-to-side diversion in bariatrics: experience in 100 
cases. BMI. 2012;2.3.2 (76–79).

 41. Gebelli JP, Gordejuela AG, Ramos AC, et  al. SADI-S with right 
gastric artery ligation: technical systematization and early results. 
Arq Bras Cir Dig. 2016;29(Suppl 1(Suppl 1)):85–90.

 42. Villalonga R, Fort JM, Caubet E, et al. Robotically assisted single 
anastomosis duodenoileal bypass after previous sleeve gastrectomy 
implementing high valuable technology for complex procedures. J 
Obes. 2015;2015:586419.

 43. Balibrea JM, Vilallonga, Hidalgo M, et  al. Mid-term results and 
responsiveness predictors after two-step single- anastomosis 
duodeno-ileal bypass with sleeve gastrectomy. Obes Surg. 
2017;27(5):1302–8.

A. Surve et al.


	15: Single Anastomosis Duodeno-ileostomy
	History
	Surgical Technique
	Retrograde Tracing and Temporary Tacking
	Sleeve Creation
	Duodenal Dissection and Transection
	Duodeno-ileostomy (DI)
	Anti-reflux Stitch

	Postoperative Care
	Weight Loss Outcomes with SADI-S
	Complications
	Rare Complications and Their Management
	Retrograde Filling of Afferent Limb
	Miscounted Bowel
	Reversed Loop

	Nutritional Outcomes
	T2DM Resolution
	SADI as Revision Procedure
	SADI Following Failed SG
	SADI-S Following Failed RYGB
	SADI-S Following Failed Adjustable Gastric Band

	Review of Literature
	Conclusion
	Question Section
	References


