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The level of satisfaction among fellows with their training programs plays a crucial role 

in shaping the overall success and impact of the program [(Shanafey et al.)]. Operative 

volume has been reported as one of the strongest predictors of satisfaction in surgical 

training. Therefore, operative experience and surgical volume must remain the primary 

components of our program, and plans or strategies should be developed to ensure a 

continuous and adequate number of surgical cases.

To address potential barriers and ensure adequate surgical training, incorporating 

surgical simulations could be a viable option.

Bariatric fellowships have been reported to reduce or eliminate the learning curve, 

providing fellows with comprehensive training that prepares them for independent 

practice [(Kohn et al., Ilczyszyn et al.)]. High surgical volume has been associated with 

improved patient outcomes, which may contribute to fellows feeling competent and 

confident as they transition into independent surgical practice.

In addition, other areas could be explored to identify the program's weaknesses. For 

example, assessing whether the level of autonomy granted to fellows during surgery 

and the supervision provided by attending surgeons impact overall satisfaction. Studies 

have also examined these factors as key contributors to trainee satisfaction [(Ko et al.)].

In our study, one of the key areas for improvement reported by fellows was the 

opportunity to engage in research. Studies have shown that surgical trainees who 

participate in research are more likely to achieve academic productivity and scholarly 

growth [(Hawn et al., 2024)]. To address potential barriers, protected time and 

adequate mentorship must be implemented to support research involvement. 

Additionally, trainees aiming for a career in surgical education or an academic position 

require structured mentoring to maximize their fellowship year, allowing them to gain 

essential experience and fully explore research opportunities.

Perioperative endoscopic findings of Hill grade II in the bariatric 

patient: When to explore during surgery?

Hiatal hernia occurs when the stomach protrudes into the thoracic cavity through 
an enlarged diaphragmatic hiatus, which can contribute to GERD. In obese 
patients undergoing bariatric surgery, hiatal hernias are often asymptomatic, 
making preoperative EGD a valuable tool for detection. The Hill classification is 
widely used for grading the competence of the gastroesophageal junction. 
However, clear guidelines for intraoperative hiatal exploration in bariatric patients 
remain limited.
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OBJECTIVE

This study aims to analyze the association between clinical and surgical 
variables in patients classified as Hill grade II and intraoperative hiatal hernia 
detection.

A retrospective observational study was conducted using a prospective database 
from January to December 2022. Patients who underwent bariatric surgery with 
either preoperative or intraoperative EGD confirming Hill grade II were included. 
Endoscopic findings were compared with intraoperative diagnoses of hiatal hernia. 
Descriptive statistics, Chi-square analysis, and predictive values were calculated.

• Hiatal hernia was confirmed intraoperatively in 85 patients (44.04%), all of whom
underwent laparoscopic repair.

Patients with perioperative endoscopic findings of Hill grade II and a history of 
GERD may benefit from routine intraoperative hiatal exploration, given the 
significant association with hiatal hernia. However, prospective studies are 
needed to validate these findings and refine surgical decision-making protocols in 
bariatric patients.

HH, hiatal hernia; EGD, esophagogastroduodenoscopy; GERD, gastroesophageal reflux disease; GE, gastroesophageal; BMI, body mass index; SG, Sleeve Gastrectomy; RYGB, Roux-en-Y Gastric Bypass; OAGB, One-Anastomosis Gastric Bypass

Fig 1. Hill Classification. Modified from Hansdotte, et al. 2016.
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• Hiatal hernias (HH) are common in patients undergoing bariatric surgery, with an
incidence of 20–50%.1

• EGD is commonly used to assess hiatal abnormalities, with the Hill grade
classification being a standard evaluation method.

• Small HHs are frequently overdiagnosed with EGD, and many do not require surgical
repair. In contrast, moderate and large HHs are more reliably detected with EGD and
often warrant intervention.2 Despite these insights, evidence guiding intraoperative
hiatal exploration remains limited.
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Demographics Patients with Hill II (N= 193/1083)
Age (years), mean (SD) 41.41 (9.6)
Female, n (%) 176 (91.2)
BMI (kg/m2), mean (SD) 41.9 (10.2)
Smoking, n (%) 36 (18.7)
Medical History and Comorbidities
History of surgery, n (%) 5 (2.6)

Reflux/Heartburn, n (%) 31 (16.1)

Hypothyroidism, n (%) 26 (13.5)
Asthma, n (%) 15 (7.8)
Rheumatoid Arthritis, n (%) 5 (2.6)
Type 2 Diabetes, n (%) 19 (9.9)
Hypertension, n (%) 47 (24.4)
GERD, n (%) 25 (13.0)
Dyslipidemia, n (%) 22 (11.4)
Sleep apnea, n (%) 27 (14.0)

Table 1. Patients Demographics and Medical History

117 (60.6%)
SG

71 (36.8%) 
RYGB

5 (2.6%)
OAGB

Variable Value

Operative time (min), Mean SD 70.05 (28.2)

Hiatal hernia size (cm), Mean 
(IQR) 3 (1)

Type of surgery n (%)

- SG 117 (60.6)

- RYGB 71 (36.8)

- OAGB 5 (2.6)

Hiatal hernia confirmed 
intraoperative 85 (44)

Hiatal hernia repaired 193 (100)

Intraoperative complications 0 (0)

Postoperative complications 2 (1)

Table 2. Operative Data

Type of 
surgery, n (%)

• A significant correlation was found between a history of GERD and the
intraoperative diagnosis of hiatal hernia (OR 3.125, 95% CI 1.277–7.648).

• Two patients developed postoperative bleeding unrelated to hiatal hernia repair;
neither required reintervention.
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• Our findings align with previous studies
indicating that endoscopic assessment
alone is insufficient for accurately
detecting HHs in bariatric
patients. Discrepancies between
endoscopic and intraoperative findings
have been reported, with small HHs
frequently overdiagnosed on EGD.2

• Additionally, our study reinforces
the strong association between GERD
and HH, suggesting that hiatal
exploration should be considered in
symptomatic patients to prevent
persistent reflux postoperatively.3
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