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There was no difference in the Laval questionnaire for
the quality of life between the 2 groups, but patients with
the longer alimentary limb had significantly less gastro-
intestinal side effects, including annoyance with gas and
number of stools a day, which is likely to contribute to a
better quality of life. Indeed, patients in the study group
complained more about constipation than diarrhea.
The main limitation of our study is the small sample of

patients combined with a low rate of complications, making
it impossible to come to statistically significant conclusions.
Nonetheless, our study has the advantage of being a
randomized control trial limiting the occurrence of potential
bias. We are also aware that this is a short follow-up time;
we could have missed complications that appear later and
we cannot draw conclusions about weight regain, but a
longer follow-up is planned. In addition, we plan to recruit
more patients to assess the long-term benefits of a longer
strict alimentary limb now that we have a better under-
standing of the short-term outcomes of this new procedure.

Conclusion

In this randomized pilot study, weight loss was lesser in
the LADS group compared with the standard BPD-DS
group, but there was no difference regarding the remission
of co-morbidities. There were also less abdominal adverse
events in the study group and the need for vitamin
supplementation was lower. Finally, a longer follow-up is
necessary to evaluate both the long-term weight loss and
nutritional deficiencies between the study group and control.
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Editorial comment

Comment on: long alimentary limb duodenal switch
(LADS) - a short-term prospective randomized trial
At most surgical meetings, presenters lament the lack of
randomized blinded data present in the literature. The usual
refrain is that these studies are hard to perform and very
expensive. This is all true; however, Dr. Laurent Biertho
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and his colleagues have shown that it is possible to answer
important questions in a randomized blinded fashion in
surgery without multimillion-dollar grants or industry sup-
port. Their study comparing the effects of a longer
alimentary limb in biliopancreatic diversion with duodenal
switch (DS) with the standard alimentary limbs of the
biliopancreatic diversion with DS procedure is meant to
take a small step to discover the appropriate limb lengths in
malabsorption procedures. Said simply, does limb length
matter?
To do this, Biertho et al. increased the alimentary limb

from 150 cm to approximately 569 cm while leaving a
100-cm common channel. They then randomized the groups
in a 1:1 fashion and compared them with a standard
duodenal switch with 100-cm common channel and 150-
cm Roux limb. It is no surprise to those of us who study and
perform DS surgery that at 1 year there was a difference in
the excess weight loss, vitamin absorption, and fat
malabsorption–associated complaints (diarrhea, gas, bloating,
and use of pancreatic enzymes) between the 2 groups. Limb
lengths do matter to weight loss and almost everything else,
and we finally have randomized blinded data to prove it.
However, the most powerful message from this paper to

those who perform any malabsorption surgery is that
conscientious surgeons cannot perform the same operation
for every patient who walks into the office. How much
intestinal length is used will affect the patient’s lifelong
quality of life. For patients who have a body mass
index o50 without diabetes, performing a standard DS
clinically makes no sense.
Conversely, for patients with a body mass index 450, if

they are given a long alimentary limb, they will not achieve
the same level of weight loss as those with short alimentary
limbs. This should make all bypass surgeons who only do 1
length of Roux limb stop and consider whether this
approach seriously undertreats a large segment of their
population. Patients should be educated about the trade-offs
with different limb lengths in terms of weight loss, side
effects, and co-morbidity resolution.
As we have engaged patients in our own practice in this

discussion, most patients grasp these concepts and are able
to make informed choices. While these choices may not be
what we think they should be in every situation, the patients
then own their choices and become more active participants
in the postoperative process. This should be a wake-up call
to those who only perform 1 operation (sleeve-only
surgeons) or only 1 version of 1 operation. While this
approach benefits the surgeon, it is harmful to the health of
the patient.
Some may read this paper and say it only has 1-year

follow-up and there are too few patients. It is true that the
complication data of 20 patients is meaningless, but the
differences in vitamin requirements, gastrointestinal com-
plaints, and weight loss are too large to be ignored, even in
this small cohort.
In terms of follow-up, the 1-year time frame will stop

some from drawing conclusions, saying it is too soon, but the
Quebec group has proven, in their over 20 years of
publications, that the DS is a remarkably consistent operation
and the results of co-morbidity resolution and weight loss do
not change remarkably from the first year to year 5, 10, and
20. That being said, we are still anxiously looking forward to
their presentation of their 3- and 5-year data.
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