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Abstract
This systematic review aims to evaluate the current evidence regarding safety and efficacy of magnetic sphincter augmentation 
(MSA) for the treatment of gastroesophageal reflux disease (GERD) after laparoscopic sleeve gastrectomy (LSG). Conversion 
to Roux-en-Y gastric bypass (RYGB) carries the risk of surgical and metabolic complications and may be contraindicated 
in patients with normalized or near-normalized body mass index. The LINX™ procedure aims to restore LES competency 
and to repair the crura. We included 109 patients (14 studies) undergoing LINX™ implant after LSG. Median follow-up was 
18.9 months (range 0.3–63). Both the GERD-HRQL (38 ± 13 vs. 10 ± 11; p = 0.0078) and daily PPI use (97.4% vs. 25.3%; 
p < 0.0001) were significantly improved. Overall, 31.8% of the patients experienced device-related adverse events, mainly 
self-limiting. LINX™ explant for esophageal erosion occurred in 0.9% of the patients.

Keywords Gastroesophageal reflux · Refractory GERD · Bariatric surgery · Sleeve gastrectomy · Magnetic sphincter 
augmentation · LINX procedure · Roux-en-Y gastric bypass

Key Points 
1. The LINX™ procedure seems a valid option for symptomatic 
select patients with refractory GERD after LSG.
2. Patient’s selection is crucial and esophageal pathophysiology 
should be routinely assessed before surgery.
3. GERD-HRQL scores were significantly reduced and 60% of the 
patients were off PPI 1 year after surgery.
4. LINX-related adverse events, such as dysphagia, were usually 
temporary and manageable, and explant for erosion or other issues 
was rare.
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Introduction

Gastroesophageal reflux disease (GERD) poses a significant 
clinical challenge after laparoscopic sleeve gastrectomy 
(LSG), highlighting the need for effective and standardized 
treatment options. A meta-analysis by Yeung et al. indicated 
that de novo GERD, esophagitis, and Barrett’s esophagus 

http://crossmark.crossref.org/dialog/?doi=10.1007/s11695-024-07523-8&domain=pdf
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may develop in up to 23%, 30%, and 6% of the patients after 
LSG, respectively [1]. Furthermore, both pre-existing and de 
novo GERD have been associated with HH and intrathoracic 
sleeve migration in up to 30% of the cases [2–4]. Anatomical 
and physiological changes associated with LSG may result 
in a regurgitation-dominant GERD phenotype unrespon-
sive to conventional medical treatment [5]. Conversion to 
laparoscopic Roux-en-Y gastric bypass (RYGB) is generally 
considered for patients with inadequate excess weight loss or 
weight regain, but a high proportion of patients refuse this 
operation due to the major anatomical changes involved and 
the perceived side-effects [6, 7]. In addition, it is still con-
troversial whether class 1 obesity (BMI > 30 < 35) patients 
may still benefit from conventional antireflux surgery rather 
than undergoing upfront RYGB.

The magnetic sphincter augmentation (MSA) device has 
become a promising alternative to traditional fundoplication 
for the treatment of primary GERD, but it is not approved 
yet for routine use as prophylactic or therapeutic interven-
tion in the bariatric population [8–12]. The purpose of this 
review was to analyze the current literature and assess safety, 
feasibility, and efficacy of the MSA (LINX™ procedure) for 
the treatment of post-LSG GERD.

Materials and Methods

Study Design and Review Process

A systematic review was reported following the Preferred 
Reporting Items for Systematic Reviews and Meta-Analyses 
checklist guideline (PRISMA 2020) [13]. Since the study 
included a review of published articles and study-level 
results, institutional review board approval or exemption 
was not required. Study was registered with PROSPERO 
(CRD42024572025).

Data Sources and Search Strategy

We conducted a literature search on the use of MSA in 
GERD patients after LSG across all published studies. 
The last search date was May 1, 2024. The databases con-
sulted included Embase, Web of Science, Scopus, PubMed, 
Cochrane Library, and Google Scholar [14]. The compre-
hensive search strategy included a combination of the fol-
lowing keywords, synonyms, and Medical Subject Headings 
(MeSH) terms: (“LINX” OR “MSA” OR (“Magnetic” AND 
“Sphincter”) OR (“Magnetic” AND “Sphincter” AND “Aug-
mentation”)) AND (“Sleeve” OR “Sleeve gastrectomy” OR 
“Gastroplasty” OR “Magenstrasse”). The search strategy is 
depicted in Appendix 1. After screening all the articles from 
the database searches, we reviewed the reference lists of the 

articles to identify any additional potential reference that 
may have been missed.

Selection Criteria

Inclusion criteria: (a) clinical studies reporting the use of 
LINX™ procedure in adult patients (> 18 years) who previ-
ously underwent LSG; (b) when two or more articles were 
published by the same institution, study group, or used the 
same dataset, the articles with the longest follow-up or the 
largest sample size were included in the review; (c) in cases 
of duplicate studies with overlapping patient data, only the 
most comprehensive reports were included for analysis. 
Exclusion criteria: (a) not English-written articles; (b) stud-
ies reporting mixed data that included other bariatric surgi-
cal procedures, where data specific to LSG patients could 
not be accurately discerned; (c) abstracts, conference papers, 
and review articles were not considered for analysis.

Screening, Selection, and Data Extraction

All titles and abstract retrieved from databases were initially 
screened independently for eligibility by two authors (MN 
and FC), based on the inclusion and exclusion criteria. After 
duplicates and ineligible articles’ removal, a second round 
of screening using the same criteria was conducted via full-
text review of the remaining articles. Data extracted in a 
datasheet included study characteristics (first author name, 
year, and country), number of patients, time frame, clini-
cal and demographic characteristics of the patient popula-
tion, operative data, and postoperative clinical outcomes. 
All data were computed independently by two investigators 
(MN and FC) and compared at the end of the review process. 
A third author (AA) reviewed the database and determined 
discrepancies.

Quality Assessment

Three authors (MN, FC, and MM) independently assessed 
the methodologic quality of the selected studies using both 
the ROBINS-I tool for observational studies and the Murad 
et al. tool for case reports and case series [15, 16]. All 
selected studies were then graded as having low, moderate, 
high, or unclear risk of bias.

Outcomes of Interest and Data Analysis

The primary study aim was to evaluate the effectiveness and 
safety of MSA placement in the treatment of GERD in post-
LSG patients. Objective outcomes included the reduction in 
GERD symptoms, reduction in the use of PPIs, reduction 
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of esophageal acid exposure, and occurrence and type of 
adverse events. Whenever possible, data were combined and 
presented with a weighted mean and pooled standard devia-
tion, as well as weighted average percentages. This approach 
allowed for a comprehensive and representative assessment 
of the data collected across multiple studies. Differences 
between pre- and posttreatment measures were evaluated 
using Student’s t test for continuous variables, the chi-square 
test for categorical variables, and McNemar’s test for paired 
nominal data when appropriate. A p value of less than 0.05 
was considered statistically significant. The statistical analy-
sis was performed using IBM SPSS Statistics 25.0.

Results

Literature Search and Quality Assessment

The literature search process is summarized in the PRISMA 
flowchart shown in Fig. 1. A total of 605 records were identi-
fied. After removing 198 duplicate records and 21 records 
due to language issues, 386 records remained for screen-
ing. During the screening phase, 325 records were excluded 
based on the criteria outlined in the study protocol. Out of 
the screened records, 61 reports were sought for retrieval. 

Fig. 1  PRISMA 2020 flow diagram for new systematic reviews which included searches of databases and registers only
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Further screening of the abstracts led to the exclusion of 36 
reports. The remaining 25 full-text articles were assessed for 
eligibility. Finally, 14 studies (109 patients) met the inclu-
sion criteria and were considered in the final review [8–11, 
17–26]. These studies span from 2015 to 2024 and were 
conducted in various countries, with 96.3% of the patients 
treated in the USA. There were 7 case reports, 5 retrospec-
tive observational studies, and 2 prospective observational 
studies.

The results of all studies, including patients’ demograph-
ics, clinical characteristics, operative data, and outcomes are 
summarized in Table 1. The risk of bias of 3 out of the 14 
studies was graded as high, while other studies had a moder-
ate risk (Supplementary Tables 1-2).

Demographics and Clinical Characteristics

The age of patients ranged from 25 to 73 years and the 
majority were females (82.5%). The mean BMI of patients 
at presentation was 29.8 ± 4.8 and ranged from 21.1 to 51.9. 
Prior to MSA implant, the majority (97.4%) of patients were 
treated with PPIs. Eleven studies reported the time from 
LSG to MSA implant, which ranged from 7 to 124 months. 
The GERD-HRQL score was reported in 10 studies, and 
the baseline weighted mean score was 38.2 ± 13.6. Infor-
mation regarding the presence of hiatal hernia was reported 
in 10 studies, but only a few provided data on the hernia 
size. Sleeve herniation through the hiatus was estimated to 
be present in 89.6% of the patients, with a mean size of 
2.1 ± 0.7 cm. Esophagitis was reported in 10 studies and was 
present in 56.3% of the patients. The DeMeester score and 
the acid exposure time were reported in 11 and 3 studies, 
respectively. The DeMeester score values ranged from 20.4 
to 96.7, and the weighted mean was 47.2 ± 22.3. The AET % 
time values ranged from 15.3 to 49.8 (weighted mean 29.7).

Operative and Outcome Data

Thirteen studies reported a successful laparoscopic LINX™ 
procedure without conversions in all patients. A robotic 
approach was reported in one study (13 patients) [26]. In 7 
studies, the mean duration of surgery was 70.3 ± 23.7 min. 
A crural repair was performed in 95% of the patients, but 
none of the studies specified the extent of mediastinal dis-
section and the length of intra-abdominal esophagus. The 
size of the MSA device was reported in 6 studies and ranged 
from 13 to 17 beads (median 15), but scant information was 
provided regarding the sizing technique and postoperative 
radiologic position. Overall postoperative 30-day morbidity 
and mortality were 21.97% and 0, respectively. The mean 
duration of hospitalization was 0.98 ± 0.5 days. The MSA-
related adverse events and the reasons for device removal 
are reported in Table 2.

Follow‑Up and Outcomes

The follow-up time was reported in all studies. However, 
only 7 studies had a median follow-up of at least 1 year 
(median 18.9 months, range 0.33–63). MSA-related adverse 
events were reported in 9 studies. Throughout the follow-up, 
29 of 91 patients (31.8%) experienced one or more adverse 
events (Table 2). Seven patients (6.4%) underwent MSA 
removal due to dysphagia (n = 3), broken device without 
dislocation (n = 2), erosion (n = 1), or intrathoracic migration 
(n = 1). Two devices were removed within the first 30 days 
post implant, the others at a median of 5 months (range 
4–56 months). Endoscopic pneumatic dilation for dyspha-
gia was required in 3 patients (2.7%). Two of them were 
dilated at 3 weeks and 6 months, respectively, but timing of 
intervention was not reported for the last patient. Overall, 
endoscopic dilation was successful in 2 of the 3 patients. 
No multiple dilatations were reported. Nine studies reported 
complete cessation of PPI use in 60.4% of the patients, daily 
use in 25.3% of the patients, and intermittent use in 14.3% 
of the patients. There was a statistically significant reduction 
of daily PPI use compared to preoperative baseline (97.4% 
vs. 25.3%; p < 0.0001).

Both pre- and postoperative GERD-HRQL scores were 
reported in 8 studies (82 patients). Compared to baseline 
preoperative values, the weighted average postoperative 
GERD-HRQL score was significantly lower (38.2 ± 13.6 
vs. 10.2 ± 11.1; p = 0.0078). For patients with a BMI < 35 
(n = 26), the mean pre-MSA GERD-HRQL score was 
37.6 ± 13.26, which decreased to 11.42 ± 9.24 post-MSA, 
resulting in a mean reduction of 26.19 ± 14.37. In contrast, 
patients with a BMI > 35 (n = 11) had a mean pre-MSA 
GERD-HRQL score of 35.54 ± 18.88, which decreased 
to 17.27 ± 16.7 post-MSA, yielding a mean reduction 
of 18.27 ± 15.08. Objective postoperative assessment 
was reported in 3 studies with a trend toward improved 
DeMeester score compared to baseline (47.2 ± 22 vs. 
24.3 ± 15).

Discussion

The global rise of obesity has led to increased utilization of 
bariatric surgery, with LSG being the most common weight-
loss procedure performed worldwide [27, 28]. The preva-
lence of GERD is up to 50% in patients with BMI > 30 [29]. 
Following LSG, pre-existing GERD can worsen or symp-
toms can develop de novo in 19% and 26.7% of the patients, 
respectively, possibly leading to esophagitis and Barrett’s 
esophagus [1, 30–34]. Post-sleeve GERD may also be asso-
ciated with intrathoracic sleeve migration in up to 30% of the 
cases [2, 3]. Elevated intragastric pressure, altered geometry 
of the angle of His, disruption of the sling fibers, HH, and 
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intrathoracic sleeve migration are implicated in the patho-
genesis of post-LSG GERD [35–39].

First-line management with PPIs can alleviate symptoms 
in about 60–70% of the patients [32, 33], although dose esca-
lation may be necessary and a number of medication-related 
side-effects have been reported in the long run [4, 31, 34]. 
For those patients who are refractory to medical therapy, 
current surgical options are limited and include HH repair 
and/or RYGB [40]. Some authors proposed a prophylactic 
sleeve-fundoplication as a primary procedure with promis-
ing results [41, 42]. However, this is not universally accepted 
and may be associated with a significant incidence of post-
operative gastric necrosis and perforation [43, 44]. Given 
the lack of evidence-based clinical guidelines, it appears 
reasonable to err on the side of caution and perform a com-
prehensive anatomical and pathophysiological assessment 
to select the most appropriate surgical procedure for post-
LSG GERD [45]. It has been shown that symptoms do not 
predict abnormal reflux burden or esophageal motility disor-
ders in bariatric patients and that achalasia, esophagogastric 

junction outflow obstruction, and GERD can occur without 
specific symptoms [46, 47]. The role of HH repair and LES 
augmentation, either concurrently or after LSG, is still con-
troversial due to the paucity of high-quality data. A rand-
omized controlled trial comparing LSG with or without HH 
repair showed similar outcomes in terms of postoperative 
GERD burden [48]. Interestingly, a comparative analysis of 
the MBSAQIP database including 48 patients showed that 
MSA performed prophylactically at the time of sleeve or 
bypass did not increase operative time and length of stay 
and was safe in the short-term follow-up. However, it is not 
clear from this study whether a concurrent hiatal repair was 
performed [49].

Based on the present review and the analysis of current 
literature, we propose a management algorithm for post-
sleeve gastrectomy GERD (Fig. 2).

Patient selection for surgery is critical in this patient 
population, as GERD complications may sometimes result 
from sleeve morphology issues such as narrowed/twisted 
sleeve, stenosis at the incisura angularis, or fundus dila-
tion [50–52]. Revision of the sleeve to a more tubular shape 
might be feasible, though it carries the risk of leaks due to 
increased intraluminal pressure and impaired blood supply 
[53]. Therefore, in patients with abnormal sleeve anatomy 
and/or significant weight regain after LSG, conversion to 
RYGB often remains the first-choice option [52]. However, 
this procedure is not well accepted by patients with optimal 
weight loss after LSG and may be associated with signifi-
cant surgical and metabolic complication rates [54–57]. Last 
but not least, the gastric remnant becomes inaccessible for 
endoscopic screening [58].

Safety and effectiveness of the LINX™ procedure for 
GERD in non-bariatric patients has already been demon-
strated in several studies. It is well known that implantation 
of the MSA device can augment the LES by inhibiting its 
effacement under challenges of intragastric pressure [12, 
59–62]. Further, MSA has been shown to be as effective 
as fundoplication in controlling reflux symptoms, particu-
larly regurgitation [63–66], with less gas-bloat symptoms 
and fewer issues with belching and vomiting [66]. Since 
2007, the indications for use of the MSA device have gradu-
ally expanded to include large hiatal hernias and Barrett’s 
esophagus. It is now recommended that routine mediastinal 
dissection, esophageal mobilization, and cruroplasty should 
be incorporated in the LINX™ procedure [67–71]. Given 
the worldwide adoption of LSG and the increase in postop-
erative GERD rates, the LINX™ procedure could represent 
a viable alternative to RYGB [12, 18], but no randomized 
studies exist and high-quality reports on safety and efficacy 
are scanty [49]. Since the esophagogastric junction and the 
crura work synergistically in restoring the antireflux barrier, 
it seems logical to assume that both hiatal repair and LES 
augmentation with LINX™ procedure may represent a good 

Table 2  Post-LSG LINX-
related adverse events

The total number of AEs 
exceeds the number of patients 
experiencing them because each 
patient can have multiple AEs. 
However, it was not possible to 
identify which patients had mul-
tiple AEs.
* Three patients required device 
removal for dysphagia.
** Two of these patients with bro-
ken devices underwent device 
removal.
ºOne patient with dysphagia 
underwent endoscopic dilatation 
with subsequent erosion that 
required laparoscopic device 
removal.
One patient presented intratho-
racic migration and underwent 
device removal.

N = 91

29/91 (31.8%)
AEs, n (%)
Dysphagia
Pain
Nausea
Diarrhea
Esophageal 

spasm
Pneumothorax
Stricture
Reflux
Broken device
Erosion
Others

10 (11%)*

3 (3.3%)
2 (2.2%)
1 (1.1%)
1 (1.1%)
1 (1.1%)
2 (2.2%)
2 (2.2%)
4 (4.4%)**

1 (1.1%)º
8 (8.8%)¶
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option in patients with post-sleeve GERD and BMI < 35 kg/
m2 or those patients who decline RYGB [40, 72]. However, 
clinical evidence remains limited and no conclusive guide-
lines are available yet.

This review examined 14 studies conducted between 2015 
and 2024, involving a total of 109 patients, with a predomi-
nance of females (82.6%). The wide age range (25–73 years) 
and variability in BMI (21.1 to 51.9) underscore the diverse 
patient population undergoing this procedure. Among the 
studies included, only 37 patients had clearly identifiable 
baseline BMI and pre- and postoperative GERD-HRQL 
scores. A trend was noted toward greater improvement in 
GERD-HRQL scores for patients with a BMI < 35, although 
this did not achieve statistical significance, likely due to the 
small sample size. Moreover, the time interval between 
LSG and LINX™ placement varied significantly (7 to 
124 months). This variability highlights the current het-
erogeneity in the management of post-LSG GERD in clini-
cal practice and the lack of guidelines for objective patient 
assessment, follow-up, and timing of intervention [73].

It is noteworthy that outcomes of the index operation, 
such as the percent of excess weight loss, and objective 

investigations such as barium swallow studies, pH-imped-
ance testing, and high-resolution manometry were infre-
quently reported in the studies analyzed for this review. 
Additionally, details regarding the extent of mediastinal 
dissection, the length of the intra-abdominal esophagus fol-
lowing crural repair, the type of crural repair performed, the 
sizing technique for selecting the appropriate MSA device, 
and the placement of the device through a window within 
the posterior vagus nerve were not provided. It is evident 
that lack of standardization of the surgical procedure may 
potentially increase complication rates [74, 75]. In this 
review, LINX-related adverse events were mostly transient 
and self-limiting, consistent with the majority of observa-
tional studies in non-bariatric patients. Further, the decrease 
in the GERD-HRQL scores and the fact that up to 76% of the 
patients were off or had a significantly reduced PPI use indi-
cate improved quality of life. Despite the limited objective 
testing and absence of longitudinal follow-up data, overall 
patient satisfaction with the procedure was reported as good 
in 5 out of 14 studies. Unfortunately, no long-term safety and 
efficacy data for the LINX™ procedure are currently avail-
able for the bariatric surgical population [71].

Fig. 2  Proposed management algorithm for post-sleeve gastrectomy upper gastrointestinal symptoms
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Study Limitations and Quality Assessment

This review has several limitations, including its retrospec-
tive design, potential selection bias, and small sample size. 
Moreover, the median follow-up was only 2 years, and out-
come measures varied across studies. Since most patients 
had BMI values below 35, it remains unclear whether similar 
outcomes can be achieved in individuals with a BMI above 
35. None of the studies reported obesity outcomes such as 
weight loss measured as percent of excess body weight or 
indicators of central obesity such as the waist-to-hip/height 
ratio. All included studies reported postoperative clinical 
(symptoms improvement) and PPI suspension rates but 
failed to report objective postoperative GERD assessment 
(i.e., endoscopy, HRM, and pH-impedance test). Further-
more, the predominant geographical concentration of studies 
in the USA may restrict the generalizability of the findings to 
other countries. Key technical details of the LINX™ proce-
dure were also not disclosed in all papers (i.e., intraoperative 
sizing protocol). Another limitation is the lack of informa-
tion on steroid use or specific postoperative regimens; future 
research should explicitly address this aspect, especially 
in patients with comorbidities like T2DM. Lastly, quality 
assessment indicated moderate to serious risks of bias in 
most studies, underscoring the need for cautious data inter-
pretation and more rigorous research in this area. Therefore, 
the overall body of evidence remains frail due to the small 
number of patients, lack of objective postoperative assess-
ments, and short follow-up time across most studies.

Conclusion

This review suggests that magnetic sphincter augmentation 
may represent a feasible, safe, and less invasive option com-
pared to RYGB for selected patients with post-sleeve GERD, 
especially those with a normalized or < 35 kg/m2 BMI and 
no evidence of associated esophageal motility disorders.

While recognizing that definitive conclusions cannot be 
drawn at present, we believe that well-designed, prospective, 
and long-term follow-up studies will clarify the role of the 
LINX procedure in this patient population.

Supplementary Information The online version contains supplemen-
tary material available at https:// doi. org/ 10. 1007/ s11695- 024- 07523-8.

Author Contribution AA, FC and LB protocol/project development; 
MN, FC and RD data collection and data management. AA, FC and 
MM data analysis. FC, MN, AA and LB manuscript writing/editing. 
AG, CO, RB and MA editing. DB supervised the whole project.

Funding Open access funding provided by Università degli Studi di 
Milano within the CRUI-CARE Agreement. This research did not 
receive any specific grant from funding agencies in the public, com-
mercial, or not-for-profit sectors.

Data Availability The data are available from the authors upon reason-
able request.

Declarations 

Ethics Approval Since the study included a review of published articles 
and study-level results, institutional review board approval or exemp-
tion was not required.

Competing Interests The authors declare no competing interests.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

 1. Yeung KTD, Penney N, Ashrafian L, Darzi A, Ashrafian H. 
Does sleeve gastrectomy expose the distal esophagus to severe 
reflux?: A systematic review and meta-analysis. Ann Surg. 
2020;271(2):257–65. https:// doi. org/ 10. 1097/ SLA. 00000 00000 
003275.

 2. Choi SJ, Kim SM. Intrathoracic migration of gastric sleeve affects 
weight loss as well as GERD–an analysis of remnant gastric mor-
phology for 100 patients at one year after laparoscopic sleeve 
gastrectomy. Obes Surg. 2021;31(7):2878–86. https:// doi. org/ 10. 
1007/ s11695- 021- 05354-5.

 3. Saber AA, Shoar S, Khoursheed M. Intra-thoracic sleeve migra-
tion (ITSM): an underreported phenomenon after laparoscopic 
sleeve gastrectomy. Obes Surg. 2017;27(8):1917–23. https:// doi. 
org/ 10. 1007/ s11695- 017- 2589-6.

 4. Masood M, Low DE, Deal SB, Kozarek RA. Current management 
and treatment paradigms of gastroesophageal reflux disease fol-
lowing sleeve gastrectomy. J Clin Med. 2024;13(5). https:// doi. 
org/ 10. 3390/ JCM13 051246

 5. Triggs JR, Kahrilas PJ. Editorial: gastric bypass for GERD in class 
II & III obesity—still the best option? Aliment Pharmacol Ther. 
2019;49(12):1535–6. https:// doi. org/ 10. 1111/ apt. 15295.

 6. Hage K, Barajas-Gamboa JS, Romero-Velez G, et al. Revisional 
procedures after sleeve gastrectomy for weight recurrence or inad-
equate weight loss: an analysis of the MBSAQIP database. J Clin 
Med. 2023;12(18):5975. https:// doi. org/ 10. 3390/ jcm12 185975.

 7. Dang JT, Vaughan T, Mocanu V, et al. Conversion of sleeve gas-
trectomy to Roux-en-Y gastric bypass: indications, prevalence, 
and safety. Obes Surg. 2023;33(5):1486–93. https:// doi. org/ 10. 
1007/ s11695- 023- 06546-x.

 8. Khaitan L, Hill M, Michel M, et al. Feasibility and efficacy 
of magnetic sphincter augmentation for the management of 
gastroesophageal reflux disease post-sleeve gastrectomy for 
obesity. Obes Surg. 2023;33(1):387. https:// doi. org/ 10. 1007/ 
S11695- 022- 06381-6.

 9. Desart K, Rossidis G, Michel M, Lux T, Ben-David K. Gas-
troesophageal reflux management with the LINX® system for 

https://doi.org/10.1007/s11695-024-07523-8
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1097/SLA.0000000000003275
https://doi.org/10.1097/SLA.0000000000003275
https://doi.org/10.1007/s11695-021-05354-5
https://doi.org/10.1007/s11695-021-05354-5
https://doi.org/10.1007/s11695-017-2589-6
https://doi.org/10.1007/s11695-017-2589-6
https://doi.org/10.3390/JCM13051246
https://doi.org/10.3390/JCM13051246
https://doi.org/10.1111/apt.15295
https://doi.org/10.3390/jcm12185975
https://doi.org/10.1007/s11695-023-06546-x
https://doi.org/10.1007/s11695-023-06546-x
https://doi.org/10.1007/S11695-022-06381-6
https://doi.org/10.1007/S11695-022-06381-6


4241Obesity Surgery (2024) 34:4232–4243 

gastroesophageal reflux disease following laparoscopic sleeve 
gastrectomy. J Gastrointest Surg. 2015;19(10):1782–6. https:// 
doi. org/ 10. 1007/ S11605- 015- 2887-Z.

 10. Hawasli A, Hallowell S. The effectiveness of the magnetic ring 
(LINX®) device in managing reflux after sleeve gastrectomy; 
long term results: a seven-years’ experience. Mini-invasive Surg. 
2023;1. https:// doi. org/ 10. 20517/ 2574- 1225. 2022. 64

 11. Patel SH, Smith B, Polak R, Pomeranz M, Patel PV, Englehardt R. 
Laparoscopic magnetic sphincter augmentation device placement 
for patients with medically-refractory gastroesophageal reflux 
after sleeve gastrectomy. Surg Endosc. 2022;36(11):8255–60. 
https:// doi. org/ 10. 1007/ S00464- 022- 09261-3.

 12. Riva CG, Asti E, Lazzari V, Aquilino K, Siboni S, Bonavina L. 
Magnetic sphincter augmentation after gastric surgery. JSLS J Soc 
Laparoendosc Surg. 2019;23(4). https:// doi. org/ 10. 4293/ JSLS. 
2019. 00035

 13. Page MJ, McKenzie JE, Bossuyt PM, The PRISMA, et al. state-
ment: an updated guideline for reporting systematic reviews. BMJ. 
2020;2021:372. https:// doi. org/ 10. 1136/ BMJ. N71.

 14. Goossen K, Tenckhoff S, Probst P, et  al. Optimal litera-
ture search for systematic reviews in surgery. Langenbeck’s 
Arch Surg. 2018;403(1):119–29. https:// doi. org/ 10. 1007/ 
S00423- 017- 1646-X.

 15. Sterne JA, Hernán MA, Reeves BC, et al. ROBINS-I: a tool for 
assessing risk of bias in non-randomised studies of interventions. 
BMJ. 2016;355. https:// doi. org/ 10. 1136/ BMJ. I4919

 16. Murad MH, Sultan S, Haffar S, Bazerbachi F. Methodologi-
cal quality and synthesis of case series and case reports. BMJ 
evidence-based Med. 2018;23(2):60–3. https:// doi. org/ 10. 1136/ 
BMJEBM- 2017- 110853.

 17. Asti E, Bernardi D, Bonavina L. Magnetic sphincter augmenta-
tion for hiatus hernia and de novo gerd after sleeve gastrectomy. 
Foregut. 2021;1(4):401–4. https:// doi. org/ 10. 1177/ 26345 16121 
10317 95/ SUPPL_ FILE/ SJ- PPTX-1- GUT- 10. 1177_ 26345 16121 
10317 95. PPTX.

 18. Broderick RC, Smith CD, Cheverie JN, et al. Magnetic sphincter 
augmentation: a viable rescue therapy for symptomatic reflux fol-
lowing bariatric surgery. Surg Endosc. 2020;34(7):3211–5. https:// 
doi. org/ 10. 1007/ S00464- 019- 07096-Z.

 19. Ndubizu GU, Petrick AT, Horsley R. Concurrent magnetic sphinc-
ter augmentation and hiatal hernia repair for refractory GERD 
after laparoscopic sleeve gastrectomy. Surg Obes Relat Dis. 
2020;16(1):168–70. https:// doi. org/ 10. 1016/J. SOARD. 2019. 09. 
072.

 20. AjabshirNavid, Ben-DavidKfir. Laparoscopic median arcuate 
ligament release and Linx magnetic sphincter augmentation after 
sleeve gastrectomy. https:// home. liebe rtpub. com/ vor. 2019;29(6). 
https:// doi. org/ 10. 1089/ VOR. 2019. 0601

 21. Hawasli A, Tarakji M, Tarboush M. Laparoscopic management of 
severe reflux after sleeve gastrectomy using the LINX® system: 
technique and one year follow up case report. Int J Surg Case Rep. 
2017;30:148. https:// doi. org/ 10. 1016/J. IJSCR. 2016. 11. 050.

 22. Peine BS, Denning MT, Brea F, et  al. Esophageal magnetic 
sphincter augmentation following bariatric surgery improves qual-
ity of life and reduces proton pump inhibitor usage. J Gastrointest 
Surg. 2024;28(1):72–4. https:// doi. org/ 10. 1016/J. GASSUR. 2023. 
11. 012.

 23. Soler-Silva Á, Cordero O, Barroso C, Funke R, Sepulveda M, 
Boza C. Laparoscopic cruroplasty and magnetic sphincter aug-
mentation device placement in refractory gastroesophageal 
reflux after sleeve gastrectomy, a case report: a less invasive 
surgical alternative to Roux-en-Y gastric bypass? Obes Surg. 
2023;33(3):982–3. https:// doi. org/ 10. 1007/ S11695- 023- 06457-
X/ METRI CS.

 24. Pixner D, Safi G, Niyaz A, Wiesenberg T, Schlensak M, Gran-
derath FA. Slipped LINX® caused by a short esophagus or an 
intra-thoracic sleeve migration (ITSM) or the combination of 
both? Obes Surg. 2021;31(11):5054–6. https:// doi. org/ 10. 1007/ 
S11695- 021- 05529-0.

 25. Bona D, Zappa MA, Panizzo V, et al. Laparoscopic management 
of pathologic gastroesophageal reflux after sleeve gastrectomy 
using the magnetic sphincter augmentation (MSA) device—a 
video vignette. Obes Surg. 2022;32(5):1791–3. https:// doi. org/ 
10. 1007/ S11695- 022- 06007-X/ METRI CS.

 26. Bellorin O, Dolan P, Vigiola-Cruz M, et al. Robotic-assisted 
approaches to GERD following sleeve gastrectomy. Surg Endosc. 
2021;35(6):3033–9. https:// doi. org/ 10. 1007/ S00464- 020- 07753-8.

 27. Welbourn R, Hollyman M, Kinsman R, et  al. Bariatric sur-
gery worldwide: baseline demographic description and one-
year outcomes from the Fourth IFSO Global Registry Report 
2018. Obes Surg. 2019;29(3):782–95. https:// doi. org/ 10. 1007/ 
S11695- 018- 3593-1.

 28. Aiolfi A, Gagner M, Zappa MA, Lastraioli C, Lombardo F, 
Panizzo V, Bonitta G, Cavalli M, Campanelli G, Bona D. Staple 
line reinforcement during laparoscopic sleeve gastrectomy: sys-
tematic review and network meta-analysis of randomized con-
trolled trials. Obes Surg. 2022;32(5):1466–78. https:// doi. org/ 10. 
1007/ s11695- 022- 05950-z.

 29. Chang P, Friedenberg F. Obesity and GERD. Gastroenterol Clin 
North Am. 2014;43(1):161–73. https:// doi. org/ 10. 1016/j. gtc. 2013. 
11. 009.

 30. DuPree CE, Blair K, Steele SR, Martin MJ. Laparoscopic sleeve 
gastrectomy in patients with preexisting gastroesophageal reflux 
disease : a national analysis. JAMA Surg. 2014;149(4):328–34. 
https:// doi. org/ 10. 1001/ JAMAS URG. 2013. 4323.

 31. Laffin M, Chau J, Gill RS, Birch DW, Karmali S. Sleeve gastrec-
tomy and gastroesophageal reflux disease. J Obes. 2013;2013. 
https:// doi. org/ 10. 1155/ 2013/ 741097

 32. Felsenreich DM, Kefurt R, Schermann M, et al. Reflux, sleeve 
dilation, and Barrett’s esophagus after laparoscopic sleeve gastrec-
tomy: long-term follow-up. Obes Surg. 2017;27(12):3092–101. 
https:// doi. org/ 10. 1007/ S11695- 017- 2748-9.

 33. Rebecchi F, Allaix ME, Patti MG, Schlottmann F, Morino M. 
Gastroesophageal reflux disease and morbid obesity: to sleeve or 
not to sleeve? World J Gastroenterol. 2017;23(13):2269. https:// 
doi. org/ 10. 3748/ WJG. V23. I13. 2269.

 34. Oor JE, Roks DJ, Ünlü Ç, Hazebroek EJ. Laparoscopic sleeve gas-
trectomy and gastroesophageal reflux disease: a systematic review 
and meta-analysis. Am J Surg. 2016;211(1):250–67. https:// doi. 
org/ 10. 1016/J. AMJSU RG. 2015. 05. 031.

 35. Baumann T, Grueneberger J, Pache G, et al. Three-dimensional 
stomach analysis with computed tomography after laparo-
scopic sleeve gastrectomy: sleeve dilation and thoracic migra-
tion. Surg Endosc. 2011;25(7):2323–9. https:// doi. org/ 10. 1007/ 
s00464- 010- 1558-0.

 36. Braghetto I, Csendes A, Korn O, Valladares H, Gonzalez P, Hen-
ríquez A. Gastroesophageal reflux disease after sleeve gastrec-
tomy. Surg Laparosc Endosc Percutan Tech. 2010;20(3):148–53. 
https:// doi. org/ 10. 1097/ SLE. 0B013 E3181 E354BC.

 37. Burgerhart JS, Schotborgh CAI, Schoon EJ, et  al. Effect of 
sleeve gastrectomy on gastroesophageal reflux. Obes Surg. 
2014;24(9):1436–41. https:// doi. org/ 10. 1007/ S11695- 014- 1222-1.

 38. Del Genio G, Tolone S, Limongelli P, et al. Sleeve gastrectomy 
and development of “de novo” gastroesophageal reflux. Obes Surg. 
2014;24(1):71–7. https:// doi. org/ 10. 1007/ S11695- 013- 1046-4.

 39. Sabry K, Elmaleh HM, El-Swaify ST, et al. Surgical manage-
ment algorithm for intrathoracic sleeve migration: a retrospec-
tive series and literature review. J Laparoendosc Adv Surg Tech. 
2022;32(10):1078–91. https:// doi. org/ 10. 1089/ lap. 2022. 0298.

https://doi.org/10.1007/S11605-015-2887-Z
https://doi.org/10.1007/S11605-015-2887-Z
https://doi.org/10.20517/2574-1225.2022.64
https://doi.org/10.1007/S00464-022-09261-3
https://doi.org/10.4293/JSLS.2019.00035
https://doi.org/10.4293/JSLS.2019.00035
https://doi.org/10.1136/BMJ.N71
https://doi.org/10.1007/S00423-017-1646-X
https://doi.org/10.1007/S00423-017-1646-X
https://doi.org/10.1136/BMJ.I4919
https://doi.org/10.1136/BMJEBM-2017-110853
https://doi.org/10.1136/BMJEBM-2017-110853
https://doi.org/10.1177/26345161211031795/SUPPL_FILE/SJ-PPTX-1-GUT-10.1177_26345161211031795.PPTX
https://doi.org/10.1177/26345161211031795/SUPPL_FILE/SJ-PPTX-1-GUT-10.1177_26345161211031795.PPTX
https://doi.org/10.1177/26345161211031795/SUPPL_FILE/SJ-PPTX-1-GUT-10.1177_26345161211031795.PPTX
https://doi.org/10.1007/S00464-019-07096-Z
https://doi.org/10.1007/S00464-019-07096-Z
https://doi.org/10.1016/J.SOARD.2019.09.072
https://doi.org/10.1016/J.SOARD.2019.09.072
https://home.liebertpub.com/vor
https://doi.org/10.1089/VOR.2019.0601
https://doi.org/10.1016/J.IJSCR.2016.11.050
https://doi.org/10.1016/J.GASSUR.2023.11.012
https://doi.org/10.1016/J.GASSUR.2023.11.012
https://doi.org/10.1007/S11695-023-06457-X/METRICS
https://doi.org/10.1007/S11695-023-06457-X/METRICS
https://doi.org/10.1007/S11695-021-05529-0
https://doi.org/10.1007/S11695-021-05529-0
https://doi.org/10.1007/S11695-022-06007-X/METRICS
https://doi.org/10.1007/S11695-022-06007-X/METRICS
https://doi.org/10.1007/S00464-020-07753-8
https://doi.org/10.1007/S11695-018-3593-1
https://doi.org/10.1007/S11695-018-3593-1
https://doi.org/10.1007/s11695-022-05950-z
https://doi.org/10.1007/s11695-022-05950-z
https://doi.org/10.1016/j.gtc.2013.11.009
https://doi.org/10.1016/j.gtc.2013.11.009
https://doi.org/10.1001/JAMASURG.2013.4323
https://doi.org/10.1155/2013/741097
https://doi.org/10.1007/S11695-017-2748-9
https://doi.org/10.3748/WJG.V23.I13.2269
https://doi.org/10.3748/WJG.V23.I13.2269
https://doi.org/10.1016/J.AMJSURG.2015.05.031
https://doi.org/10.1016/J.AMJSURG.2015.05.031
https://doi.org/10.1007/s00464-010-1558-0
https://doi.org/10.1007/s00464-010-1558-0
https://doi.org/10.1097/SLE.0B013E3181E354BC
https://doi.org/10.1007/S11695-014-1222-1
https://doi.org/10.1007/S11695-013-1046-4
https://doi.org/10.1089/lap.2022.0298


4242 Obesity Surgery (2024) 34:4232–4243

 40. Mills H, Alhindi Y, Idris I, Al-Khyatt W. Outcomes of con-
current hiatus hernia repair with different bariatric sur-
gery procedures: a systematic review and meta-analysis. 
Obes Surg. 2023;33(12):3755–66. https:// doi. org/ 10. 1007/ 
s11695- 023- 06914-7.

 41. Olmi S, Uccelli M, Cesana GC, et al. Modified laparoscopic sleeve 
gastrectomy with Rossetti antireflux fundoplication: results after 
220 procedures with 24-month follow-up. Surg Obes Relat Dis. 
2020;16(9):1202–11. https:// doi. org/ 10. 1016/J. SOARD. 2020. 03. 
029.

 42. Nocca D, Skalli EM, Boulay E, Nedelcu M, Michel Fabre J, 
Loureiro M. Nissen Sleeve (N-Sleeve) operation: preliminary 
results of a pilot study. Surg Obes Relat Dis. 2016;12(10):1832–7. 
https:// doi. org/ 10. 1016/J. SOARD. 2016. 02. 010.

 43. Aiolfi A, Micheletto G, Marin J, Rausa E, Bonitta G, Bona D. 
Laparoscopic sleeve-fundoplication for morbidly obese patients 
with gastroesophageal reflux: systematic review and meta-anal-
ysis. Obes Surg. 2021;31(4):1714–21. https:// doi. org/ 10. 1007/ 
s11695- 020- 05189-6.

 44. Castagneto-Gissey L, Russo MF, D’Andrea V, Genco A, Casella 
G. Efficacy of sleeve gastrectomy with concomitant hiatal hernia 
repair versus sleeve–fundoplication on gastroesophageal reflux 
disease resolution: systematic review and meta-analysis. J Clin 
Med. 2023;12(9):3323. https:// doi. org/ 10. 3390/ jcm12 093323.

 45. Froiio C, Tareq A, Riggio V, Siboni S, Bonavina L. Real-world 
evidence with magnetic sphincter augmentation for gastroesopha-
geal reflux disease: a scoping review. Eur Surg. 2023;55(1):8–19. 
https:// doi. org/ 10. 1007/ s10353- 022- 00789-1.

 46. Rogers BD, Bennett M, Hobbs P, Eckhouse SR, Eagon JC, 
Gyawali CP. Esophageal physiologic testing of obese subjects as 
a part of bariatric surgery planning. Foregut J Am Foregut Soc. 
2021;1(4):304–11. https:// doi. org/ 10. 1177/ 26345 16121 10275 55.

 47. Aiolfi A, Foschi D, Zappa MA, et al. Laparoscopic Heller myot-
omy and Dor fundoplication for the treatment of esophageal 
achalasia after sleeve gastrectomy—a video vignette. Obes Surg. 
2021;31(3):1392–4. https:// doi. org/ 10. 1007/ s11695- 020- 05114-x.

 48. Snyder B, Wilson E, Wilson T, Mehta S, Bajwa K, Klein C. A ran-
domized trial comparing reflux symptoms in sleeve gastrectomy 
patients with or without hiatal hernia repair. Surg Obes Relat Dis. 
2016;12(9):1681–8. https:// doi. org/ 10. 1016/j. soard. 2016. 09. 004.

 49. Clapp B, Dodoo C, Harper B, et al. Magnetic sphincter augmen-
tation at the time of bariatric surgery: an analysis of the MBSA-
QIP. Surg Obes Relat Dis. 2021;17(3):555–61. https:// doi. org/ 10. 
1016/j. soard. 2020. 10. 024.

 50. Alhaj Saleh A, Janik MR, Mustafa RR, et al. Does sleeve shape 
make a difference in outcomes? Obes Surg. 2018;28(6):1731–7. 
https:// doi. org/ 10. 1007/ S11695- 017- 3087-6.

 51. Altieri MS, Pryor AD. Gastroesophageal reflux disease after bari-
atric procedures. Surg Clin North Am. 2015;95(3):579–91. https:// 
doi. org/ 10. 1016/J. SUC. 2015. 02. 010.

 52. Singhal V, Khaitan L. Preoperative evaluation of gastroesophageal 
reflux disease. Surg Clin North Am. 2015;95(3):615–27. https:// 
doi. org/ 10. 1016/J. SUC. 2015. 02. 013.

 53. Aiolfi A, Micheletto G, Marin J, Bonitta G, Lesti G, Bona D. 
Resleeve for failed laparoscopic sleeve gastrectomy: systematic 
review and meta-analysis. Surg Obes Relat Dis. 2020;16(10):1383–
91. https:// doi. org/ 10. 1016/j. soard. 2020. 06. 007.

 54. Rapolti DI, Monrabal Lezama M, Manueli Laos EG, Schlott-
mann F, Masrur MA. Management of gastroesophageal reflux 
disease after sleeve gastrectomy: effectiveness of medical, endo-
scopic, and surgical therapies. J Laparoendosc Adv Surg Tech A. 
2024:S3-S14. https:// doi. org/ 10. 1089/ LAP. 2024. 0111

 55. Matar R, Monzer N, Jaruvongvanich V, et  al. Indica-
tions and outcomes of conversion of sleeve gastrectomy to 

Roux-en-Y gastric bypass: a systematic review and a meta-anal-
ysis. Obes Surg. 2021;31(9):3936–46. https:// doi. org/ 10. 1007/ 
S11695- 021- 05463-1.

 56. Parmar CD, Mahawar KK, Boyle M, Schroeder N, Balupuri S, 
Small PK. Conversion of sleeve gastrectomy to Roux-en-Y gastric 
bypass is effective for gastro-oesophageal reflux disease but not 
for further weight loss. Obes Surg. 2017;27(7):1651–8. https:// 
doi. org/ 10. 1007/ S11695- 017- 2542-8.

 57. Novljan U, Pintar T. Small Intestinal bacterial overgrowth in 
patients with Roux-en-Y gastric bypass and one-anastomosis 
gastric bypass. Obes Surg. 2022;32(12):4102–9. https:// doi. org/ 
10. 1007/ S11695- 022- 06299-Z.

 58. Lesti G, Bona D, Sozzi A, et al. Impact of functional lapa-
roscopic gastric bypass with fundectomy and gastric remnant 
exploration (LRYGBfse) on patients’ quality of life: trajectory 
and 5-year follow-up result. Obes Surg. 2020;30(8):3046–53. 
https:// doi. org/ 10. 1007/ S11695- 020- 04650-W.

 59. Bonavina L, Saino GI, Bona D, et al. Magnetic augmentation of 
the lower esophageal sphincter: results of a feasibility clinical 
trial. J Gastrointest Surg. 2008;12(12):2133–40. https:// doi. org/ 
10. 1007/ S11605- 008- 0698-1.

 60. Richter JE, Ganz RA. The esophageal sphincter device for treat-
ment of GERD. Gastroenterol Hepatol (N Y). 2013;9(10):661. 
/pmc/articles/PMC3992061/. Accessed July 9, 2024.

 61. Madalosso CAS, Gurski RR, Callegari-Jacques SM, Navarini 
D, Mazzini G, Da Silva PM. The impact of gastric bypass on 
gastroesophageal reflux disease in morbidly obese patients. Ann 
Surg. 2016;263(1):110–6. https:// doi. org/ 10. 1097/ SLA. 00000 
00000 001139.

 62. Ganz RA, Gostout CJ, Grudem J, Swanson W, Berg T, 
DeMeester TR. Use of a magnetic sphincter for the treat-
ment of GERD: a feasibility study. Gastrointest Endosc. 
2008;67(2):287–94. https:// doi. org/ 10. 1016/j. gie. 2007. 07. 027.

 63. Aiolfi A, Asti E, Bernardi D, et al. Early results of magnetic 
sphincter augmentation versus fundoplication for gastroesopha-
geal reflux disease: systematic review and meta-analysis. Int J 
Surg. 2018;52:82–8. https:// doi. org/ 10. 1016/J. IJSU. 2018. 02. 041.

 64. Bonavina L, Demeester T, Fockens P, et al. Laparoscopic sphinc-
ter augmentation device eliminates reflux symptoms and normal-
izes esophageal acid exposure: one- and 2-year results of a fea-
sibility trial. Ann Surg. 2010;252(5):857–62. https:// doi. org/ 10. 
1097/ SLA. 0B013 E3181 FD879B.

 65. Bell R, Lipham J, Louie BE, et  al. Magnetic sphincter aug-
mentation superior to proton pump inhibitors for regurgita-
tion in a 1-year randomized trial. Clin Gastroenterol Hepatol. 
2020;18(8):1736-1743.e2. https:// doi. org/ 10. 1016/j. cgh. 2019. 
08. 056.

 66. Reynolds JL, Zehetner J, Wu P, Shah S, Bildzukewicz N, Lipham 
JC. Laparoscopic magnetic sphincter augmentation vs laparo-
scopic Nissen fundoplication: a matched-pair analysis of 100 
patients. J Am Coll Surg. 2015;221(1):123–8. https:// doi. org/ 10. 
1016/J. JAMCO LLSURG. 2015. 02. 025.

 67. Saino G, Bonavina L, Lipham JC, Dunn D, Ganz RA. Magnetic 
sphincter augmentation for gastroesophageal reflux at 5 years: 
final results of a pilot study show long-term acid reduction and 
symptom improvement. J Laparoendosc Adv Surg Tech A. 
2015;25(10):787. https:// doi. org/ 10. 1089/ LAP. 2015. 0394.

 68. Buckley FP, Bell RCW, Freeman K, Doggett S, Heidrick R. 
Favorable results from a prospective evaluation of 200 patients 
with large hiatal hernias undergoing LINX magnetic sphincter 
augmentation. Surg Endosc. 2018;32(4):1762–8. https:// doi. org/ 
10. 1007/ S00464- 017- 5859-4.

 69. Leeds SG, Ngov A, O. Ogola G, Ward MA. Safety of magnetic 
sphincter augmentation in patients with prior bariatric and 

https://doi.org/10.1007/s11695-023-06914-7
https://doi.org/10.1007/s11695-023-06914-7
https://doi.org/10.1016/J.SOARD.2020.03.029
https://doi.org/10.1016/J.SOARD.2020.03.029
https://doi.org/10.1016/J.SOARD.2016.02.010
https://doi.org/10.1007/s11695-020-05189-6
https://doi.org/10.1007/s11695-020-05189-6
https://doi.org/10.3390/jcm12093323
https://doi.org/10.1007/s10353-022-00789-1
https://doi.org/10.1177/26345161211027555
https://doi.org/10.1007/s11695-020-05114-x
https://doi.org/10.1016/j.soard.2016.09.004
https://doi.org/10.1016/j.soard.2020.10.024
https://doi.org/10.1016/j.soard.2020.10.024
https://doi.org/10.1007/S11695-017-3087-6
https://doi.org/10.1016/J.SUC.2015.02.010
https://doi.org/10.1016/J.SUC.2015.02.010
https://doi.org/10.1016/J.SUC.2015.02.013
https://doi.org/10.1016/J.SUC.2015.02.013
https://doi.org/10.1016/j.soard.2020.06.007
https://doi.org/10.1089/LAP.2024.0111
https://doi.org/10.1007/S11695-021-05463-1
https://doi.org/10.1007/S11695-021-05463-1
https://doi.org/10.1007/S11695-017-2542-8
https://doi.org/10.1007/S11695-017-2542-8
https://doi.org/10.1007/S11695-022-06299-Z
https://doi.org/10.1007/S11695-022-06299-Z
https://doi.org/10.1007/S11695-020-04650-W
https://doi.org/10.1007/S11605-008-0698-1
https://doi.org/10.1007/S11605-008-0698-1
https://doi.org/10.1097/SLA.0000000000001139
https://doi.org/10.1097/SLA.0000000000001139
https://doi.org/10.1016/j.gie.2007.07.027
https://doi.org/10.1016/J.IJSU.2018.02.041
https://doi.org/10.1097/SLA.0B013E3181FD879B
https://doi.org/10.1097/SLA.0B013E3181FD879B
https://doi.org/10.1016/j.cgh.2019.08.056
https://doi.org/10.1016/j.cgh.2019.08.056
https://doi.org/10.1016/J.JAMCOLLSURG.2015.02.025
https://doi.org/10.1016/J.JAMCOLLSURG.2015.02.025
https://doi.org/10.1089/LAP.2015.0394
https://doi.org/10.1007/S00464-017-5859-4
https://doi.org/10.1007/S00464-017-5859-4


4243Obesity Surgery (2024) 34:4232–4243 

anti-reflux surgery. Surg Endosc. 2021;35(9):5322–5327. https:// 
doi. org/ 10. 1007/ S00464- 020- 08025-1

 70. Ward MA, Ebrahim A, Kopita J, et al. Magnetic sphincter augmen-
tation is an effective treatment for atypical symptoms caused by 
gastroesophageal reflux disease. Surg Endosc. 2020;34(11):4909–
15. https:// doi. org/ 10. 1007/ S00464- 019- 07278-9.

 71. Ferrari D, Asti E, Lazzari V, Siboni S, Bernardi D, Bonavina L. 
Six to 12-year outcomes of magnetic sphincter augmentation for 
gastroesophageal reflux disease. Sci Rep. 2020;10(1). https:// doi. 
org/ 10. 1038/ S41598- 020- 70742-3

 72. Bonavina L, Asti E, Bernardi D, Siboni S. The controversial role 
of concurrent crural plasty in bariatric surgery: where is the evi-
dence? Foregut J Am Foregut Soc. 2021;1(4):367–72. https:// doi. 
org/ 10. 1177/ 26345 16121 10634 52.

 73. Aiolfi A, Bona D, Lipham JC, Bonavina L. Is endoscopic 
surveillance needed after laparoscopic sleeve gastrectomy? 

Curr Obes Rep. 2024;13(1):183–5. https:// doi. org/ 10. 1007/ 
s13679- 023- 00545-w.

 74. Sarici IS, Eriksson SE, Zheng P, Moore O, Jobe BA, Ayazi S. 
Impact of change in sizing protocol on outcome of magnetic 
sphincter augmentation. Ann Surg. 2024. https:// doi. org/ 10. 1097/ 
SLA. 00000 00000 006249.

 75. Froiio C, Aiolfi A, Bona D, Bonavina L. Safety profile of magnetic 
sphincter augmentation for gastroesophageal reflux disease. Front 
Surg. 2023;10. https:// doi. org/ 10. 3389/ FSURG. 2023. 12932 70

Publisher's Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://doi.org/10.1007/S00464-020-08025-1
https://doi.org/10.1007/S00464-020-08025-1
https://doi.org/10.1007/S00464-019-07278-9
https://doi.org/10.1038/S41598-020-70742-3
https://doi.org/10.1038/S41598-020-70742-3
https://doi.org/10.1177/26345161211063452
https://doi.org/10.1177/26345161211063452
https://doi.org/10.1007/s13679-023-00545-w
https://doi.org/10.1007/s13679-023-00545-w
https://doi.org/10.1097/SLA.0000000000006249
https://doi.org/10.1097/SLA.0000000000006249
https://doi.org/10.3389/FSURG.2023.1293270

	Magnetic Sphincter Augmentation for Gastroesophageal Reflux After Sleeve Gastrectomy: A Systematic Review
	Abstract
	Introduction
	Materials and Methods
	Study Design and Review Process
	Data Sources and Search Strategy
	Selection Criteria
	Screening, Selection, and Data Extraction
	Quality Assessment
	Outcomes of Interest and Data Analysis

	Results
	Literature Search and Quality Assessment
	Demographics and Clinical Characteristics
	Operative and Outcome Data
	Follow-Up and Outcomes

	Discussion
	Study Limitations and Quality Assessment

	Conclusion
	References


