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INTRODUCTION

Bariatric surgery has been for a long time one of the most successful
interventions when it comes to tackling obesity and preventing its complications.
However, weight loss procedures do not come without shifting the balance in
metabolism, through new metabolic and nutritional challenges.

AlM

Our study focuses on analyzing the association of Iron Deficiency Anemia (IDA)
and its prevalence post-bariatric surgery to further deepen our understanding of
such new realities in bariatric patients.

METHOD

A retrospective cohort study, where 3000 patients who underwent bariatric
surgery, were selected from a single center, Al Zahraa University Hospital, from
the years 2008 till 2018.

Medical records were carefully reviewed for demographics, type of surgery, and
postoperative complications, including IDA. The SPSS system was employed
for our statistical analysis, in which emphasis was put on IDA incidence after
primary and revisional bariatric surgeries.

CONCLUSIONS

Iron deficiency anemia is a complication worth understanding its incidence and
impact post bariatric surgery, especially after surgical procedures such as RYGB
with malabsorptive components. Although a low prevalence was noted, there is
still a requirement for screening alongside nutritional monitoring.

Iron supplementation as a prophylactic should be tailored according to the type of
bariatric surgery opted for, and the overall strategy of weight loss to ensure the
best care for our patients.

RESULTS

23 patients (0.76%) had iron deficiency anemia post-primary bariatric surgery and 1 patient (0.03%) post-secondary, which
showed statistical significance as a complication post-operative with a p-value of 0.044.

Type of bariatric surgery RYGB SG MGB Total
Number of patients who underwent primary bariatric 158 1829 13 3000
surgery
Nur.nbejr of patients who underwent revisional cg 62 24 144
bariatric surgery
Total 216 2891 37 3144
Type of bariatric surgery RYBG SG MGB Total
Distribution of patients who had IDA post primary ’ 16 0 23
bariatric surgery (%) 4.43% | 0.57% 0 0.76%
Distribution of patients who had IDA post revisional 1 0 0 1
bariatric surgery (%) 1.72% 0% 0% 0.69%

0.1 0.415
p-value

0.044

Gender

1013,34

1987,66
%

‘Male ‘Female

All of the 24 patients developing IDA were females

ACKNOWLEDGEMENTS

This work would have never been done without the support of our
families who were always there for us and who always encouraged
us. We are extremely grateful for everyone who aided us in some
way in our research.

REFERENCES

Malinowski SS. Nutritional and metabolic complications of bariatric surgery. Am J Med Sci. 2006;331(4):219-25.

CONTACT INFORMATION

Email: dr.jaafaralshami@gmail.com
Contact Number: +447445677380



mailto:dr.jaafaralshami@gmail.com

-

00“;

A04. Surgical Sequencing in Complex Obesity Patients:
Outcomes of Sequential Bariatric Procedures and Gallbladder
Interventions NHS

King’s College Hospital

NHS Foundation Trust

BSS 2025

J. AL Shami!, G. Hijazi®, G. Gandour?, H. Mcheimeche?

Department of General Surgery, King’s College Hospital, London, UK
’Department of Infectious Disease, Jabal Amel Hospital, Tyre, Lebanon

*Department of General Surgery, University of Balamand, Beirut, Lebanon
*Professor of Surgery, Al-Zahraa University Hospital, Beirut, Lebanon

Bariatric surgeries have evolved drastically over the years, _ _ Patients underwent cholecystectomy post revisional bariatric surgery
increasing in complexity, and diversity. At the same, the 41 patients underwent SG+RYGB from which 12 had a cholecystectomy done _
stories of revisional procedures have become part of the with a statistical significance p-value of 0.021. Number of patients
routine§ of bar.iatric surgeons, yvith gallbladder diseases Number of patients who performed the
presenting an important associated factor of repeated 6 patients underwent SG+MGB from which 2 had a cholecystectomy done.
surgeries. Type of surgery who performed the |cholecystectomy (from
9 patients underwent RYGB+RYGB surgeries from which 2 had a cholecystectomy (primary + revisional) surgery (from the e st | epr S v p-value
done.
overall population) performed this
AIM 6 patients underwent RYGB+MGB from which 1 patient had a cholecystectomy done. surgery)
Our study focuses on the outcomes of sequential bariatric 48 patients underwent RYGB+SG from which 3 patients had a cholecystectomy done SG + RYGB 41 12 0.021
procedures and their association with gallbladder
: +
pathologies, hence cholecystectomy. None of the combinations of surgeries showed any statistical significance G + MGB 16 2 0.665
(p-value>0.05) except for SG+RYGB surgeries as seen in the Table. RYGB + RYGB 9 2 0.114
RYGB + MGB 0 1 0.453
METHOD RYGB + SG 48 3 0.167

Our study applied a retrospective cohort design, where
3000 patients who underwent bariatric surgery, were

selected from a single center, at Al Zahraa University
Hospital from the years 2008 till 2018.

CONCLUSIONS REFERENCES ACKNOWLEDGEMENTS
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INTRODUCTION

One of the most controversial discussions in bariatric
surgery is centered around the management of
gallbladder pathology during revisional bariatric surgery.

Alongside the high incidence of gallbladder stones post
bariatric surgery as a result of rapid weight loss, some
professionals may advocate for prophylactic
cholecystectomy, while others may suggest more
selective approaches
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Our paper focuses on studying the necessity of
concomitant cholecystectomy during revisional bariatric
surgery.

METHOD

Our study applied a retrospective cohort design, where
3000 patients who underwent bariatric surgery, were
selected from a single center, at Al Zahraa University
Hospital from the years 2008 till 2018.

144 of those patients underwent revisional bariatric
surgery.

Our study compared the outcomes between patients who
had a concomitant cholecystectomy (n=6) against those
who needed such a procedure later (n=20).

RESULTS

Our findings concluded that only 4.16% of cases received a concomitant cholecystectomy, while 13.88% required the procedure postoperatively. Those who had concomitant cholecystectomy had ultrasound proven gallstone with

symptoms prior to the revisional bariatric surgery.

Our results add to the discussion that considering prophylactic cholecystectomy is not always warranted and that many risk factors come into play for such a surgical decision. There was no clinical statistical significance (p-value:
0.835) correlating the ultrasound results to the need of cholecystectomy. Ursodeoxycholic acid has been proposed to be used as a preventive measure for gallbladder stone formation.

Number of
concomitant
cholecystectomies

Number of
cholecystectomies

Number of patients
who underwent

revisional bariatric done after revisional done along
surgery bariatric surgery revisional bariatric
surgery
144 20 6

Ultrasound results of patients who
underwent cholecystectomy after

revisional bariatric surgery
p-value

Normal Cholelithiasis

0 20 0.835

Ultrasound results of patients who did not

underwent cholecystectomy after

revisional bariatric surgery
p-value

Normal Cholelithiasis

118 0 0.178

CONCLUSIONS

Prophylactic cholecystectomy during revisional bariatric surgery remains a controversial
discussion, however, our study has denoted on many levels that concomitant prophylactic
cholecystectomy is not a must unless clinically indicated for the patient’s case, proven he has

symptomatic gallstones and needs to be operated on.

Justification of prophylactic cholecystectomy has not been formally established. Physicians
should diverge towards a more conservative approach in gallstone formation prophylaxis to
tackle the rise of biliary complications and to try to explain to the patients all the drawbacks of
every procedure and if possible, to try alternative methods to prevent concomitant or future

procedures as the usage of ursodeoxycholic acid.
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INTRODUCTION RESULTS 3

The patient was successfully treated with endoscopic

Obesity 1s a global health challenge with significant morbidity and : . "l Sex  Age
JU. : : : : : detlation and removal of the balloon. This case underscores o D.OB:
mortality, including an increased risk of cardiovascular disease, , a , , :
. 1 - : - the importance of recognizing GOO as a potential N 11/08/2025
diabetes, and cancer'. For patients unable to achieve weight loss P , — 11:37:26
complication of IGB therapy, even 1n the early Wi 0H © BiAS

through traditional lifestyle modifications, bariatric surgery remains
the most effective intervention®. However, due to its invasive nature
and associated risks, minimally invasive alternatives like intragastric
balloon (IGB) therapy have gained popularity’. IGBs are temporary,
designed to induce satiety and promote weight loss. Despite their
safety profile, complications such as nausea, vomiting, and, rarely,
gastric outlet obstruction (GOO) can occur”.

post-insertion period.

The CT images confirm the presence of a well-defined
round foreign object (the intragastric balloon) within the
stomach. The stomach may appear distended, consistent
with obstruction. No obvious perforation or free air is seen,
but delayed gastric emptying 1s likely.

Endoscopic Images (Images): Show mucosal changes such
as erythema, edema, and possible ulceration, indicating

SE 3
IM: 158/512

irritation and injury to the gastric lining. This 1s likely due
AIM to pressure from the intragastric balloon. Displays " A ok 4
To present a rare complication of an intragastric congested and edematous gastric mucosa, consistent with A IM: 216/512
balloon and its management ongoing inflammation, likely due to impaired gastric —

emptying. Clearly shows the intragastric balloon positioned

near the gastric outlet (pylorus), causing a mechanical
METH O D blockage of the gastric exit (gastric outlet obstruction).

We present a case of a 49-year-old overweight individual with a
history of intragastric balloon implantation four weeks prior. The
patient's weight prior to placement was 102 kg, with a BMI of
34.1. The patient has been experiencing nausea, vomiting,
abdominal pain, and distention for the past week. The current
weight at presentation 1s 84 kg, resulting in a BMI of 28.4.
Upon examination, the patient seems dehydrated and has
abdominal tenderness and distension 1n the mid-abdomen.
Laboratory results indicate a white blood cell count of 6.5, a

C-reactive protein level of 10, and potassium level of 3.4. CONCLUSIONS REFERENCES ACKNOWLEDGEMENTS

Computed Tomography Scan The abdomen has significant

distension with a trapped balloon located in the pyloric area. The pictures confirm that the patient developed gastric outlet obstruction shortly . The authors would like to extend their sincere appreciation to the
Patient admitted to the surgical department overnight; intravenous i i i i i i L. The GBL 2015 Obesity Collaborators. Health Effects ot ' '
ﬂa.d - © Sl gd dp . bg . e, aftgr intragastric ball_oon placement, rpa_nlfested by endosc_oplc_ and radiologic Overweight and Obesity in 195 Countries over 25 Years. N Engl J supporting doctors and technical staff of the Department of

tid Teplenis ment 11.11‘t1ate an nasogaStrlc tube 1nserted. 1€ ewc!ence of obstrugtlo_n and mucosal injury. Early intervention is necessary to Med. 2017 Jul 6:377(1):13-27. General Surgery, Misurata Medical Centre, Misurata, Libya.
patient exhibited vomiting of foul-smelling food contents. Gastric avoid severe complications. 2. Schauer PR, Bhatt DL, Kirwan JP, et al. Bariatric Surgery versus
lavage was performed with warm fluids until the effluent was Clinicians should maintain a high index of suspicion for GOO in patients Intensive Medical Therapy for Diabetes — 5-Year Outcomes. N
clear. The patient was transported to the operating theatre the day presenting with persistent gastrointestinal symptoms after IGB, especially after | EnglJMed. 2017 Feb 16:376(7):641-651. | CONTACT INFORMATION
following admission, where, under general anaesthesia, a balloon the first week of placement, to ensure timely diagnosis and management. é‘Kt“martN' lhﬁragisan(‘l’\]%‘)u‘;%‘igolg()b%lg:lf‘gzgvé?g'
was deflated and retrieved from the stomach by upper ASHOCIIEIOL HEPAto ' OV 0057000, " - -

d Yy UPP 4. Algahtan1 AR, Al-Darwish A, Mahmoud AE, et al. Short-term Email: Dr.elzowawi@gmail.com

CNAoscopy. outcomes of endoscopic sleeve gastroplasty in 1000 consecutive Mobile: +218 91-3140623

patients. Gastrointest Endosc. 2019 Dec;90(6):1131-1138.¢e2.
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INTRODUCTION RESULTS

Patients with super obesity require complex
treatment and staged approach for weight loss.

Distribution of Weight Change
Results

Intragastric balloon (IGB) is an accepted 14 patients were included in the study.
modality for treatment of obesity. However the All patients received routine IGB support,
efficacy of IGB in the super obese patients as a folowed by planned endoscopic
first stage has not been clearly established. removal. Balloon was taken out early

from one patient due to intolerance. |
Majority of the patients were male | :
(64.2%). Median body mass index (BMI) |
AlM prior to balloon insertion was 66.95
kg/m2  (interquartile range {IQR}: ¥
The study aims to evaluate the efficacy of IGB | | 99.8-72.5 kg/m2) with a median weight
as first stage in selected patient population. of 197.2 kg (IQR: 166-237 Kg). Median
total weight loss for all patients at © T -
months was 10.5 Kg (range: -4.9-39.0). :
Two patients gained weight and a third

patient did not lose any weight.

METHOD

Patients who received |IGB as a first stage

procedure as part of a staged approach, in
our unit, from 2011 to 2021 were included in a CONCLUSIONS REFERENCES ﬁw(a:nl‘lfsl,\!cc?\mlr:Eilr:m)n(e;yEal:\ndEKI:Iti-I;SKirk or

prospective database. Demographic data, Wiggins T, Sharma O, Sarfaraz Y, Fry H, helping with data collection
and weight loss results before and after 6 morbidly obesity achieved limited reduction in weight. It Baker J, Singhal R: Safety and efficacy of

IGB as a first stage procedure in patients with super

months of balloon insertion were analysed appears to have limited value in making the 2nd stage safe. 12-month intra-gastric balloon—series of

using Microsoft Excel. Further data is required before IGB can be established as a | | °ver 1100 patients. Obes Surg. = CONTACT INFORMATION

first stage approach in this patient population. 2024;34:176-182. . .
oF 9P PRI REP https://doi.org/10.1007/s11695-023-0695 | | oo-=neiek Mridha, SHO, Lenreral Surgery,

3-0 Doncaster & Bassetlaw Teaching Hospital
shoieb.mridha@nhs.net
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T Smoking
I ntrOd u Ctl o Res U It i Variable Preoperative 3 Months Postoperative Significance
The effect of LSG on GERD is controversial. Although Alcohol } | |
, , , , , , The st®&ly included 20 participants aged 20-55 years (mean 37.55 + Size of-H. Hemia 1S
concomitant hiatal hernia repair at the time of LSG is _ . . OM] , ,
11.77), with 75% female and 25% male. Their mean weight was g =4 0(0.0%) 13 (90.0%)
stnmarg
common and advocated by many, there are few data on the 110.38 % 20.54 kg, height 158.10 + 6.98 cm, and BMI 43.55+1.98. L 1M(550% | 2(100%
. . yslipidemiat
- outcomes of GERD symptoms in these patients. The average operative time was 399.95 + 30.89 minutes, and -2 9 (45.0%) 0 (0.0%)
HTN
AI hospital stays lasted 1.95 £ 0.76 days. GERD was present in 70%, Esophagitis HS
Sl ~
I " . N sleep apnea in 40%, hypertension in 45%, dyslipidemia in 85%, and e - No 5 (25.0%) 15 (75.09)
Toma yse the impact of hiatal hernia repair { ) on asthma in 15%. Diabetes affected 40%, with treatments split — | | - Yes 15 (75.0%) 5 (25.09%)
gastro-oesophageal reflux disease (GERD) in morbidly obese between oral (20%), insulin (41.7%), and both (38.3%). Additionally, Labg-rztoryzzm 5.0 ST i
patients with hiatus hernia undergoing laparoscopic sleeve 15% consumed alcohol, and 35% were smokers. s 15 (75.0%) 20 (100.0%)
gastrectomy (LSG). - Yes 5 (25.0%) 0 (0.0%)
L6ol 158.10
- \ Comparison between preoperative data and 3 months postoperative
| 110.35 Most participants (65%) were non-smokers, and 95% did not
m 5
Metho H consume alcohol. Other conditions such as DM (40%),
o 80 o .
This re(tjos nective cohort study analyzed 20 patients (ages = 6o —— dyslipidemia (65%), hypertension (25%), and sleep apnea (40%)
3755 : 39.95 . . o
18-60) undergoing LSG with cruroplasty at Ain Shams hospitals. o | | were reported, with asthma being the least common (10%).
20 - A o o 0 ° ° o
Outcomes from July 2018 to July 2019 focused on GERD 0 | | e No sgyor?&zoms Baseline GERD was present in 70% of participants. Figure 2
. , , W é&*" N « & shows postoperative GERD symptoms, with 90% of participants
improvement, BMI changes, and crural repair efficacy. =X @;;\Qe, &&e reporting no symptoms and 10% experiencing mild symptoms,
Preoperative heparin and antibiotics were given; no catheters, Demographic data Sl <K . . . L
. i | - atod ° Postoperative GERD symptoms suggesting that the intervention was effective in minimizing
rains, or postoperative heparin were used. Patients ambulate GERD-related s
- ymptoms.
early, began a liquid diet within six hours, and were discharged ] Acknowled ements
the next daf TSI Sirgery Conclusio Reference d
Repatin Z%leé&?aqosporin Five-Trocar Technique 1.Samakar K, McKenzie TJ The effect of laparoscopic sleeve University Hospital of Derby and Burton
sG with HMR is feasible and safe, providing good management of GERD in gastrectomywith concomitant hiatal hernia repair o
Devices Used: : : :
Harmonic Ace® & Echelon® obese patients with reflux symptoms. Small hiatal defects could be gastroesophageal reflux disease in the morbidly obese.

. . . , 2.Soricelli E, Casella G, Rizzello M, Cali B, Alessandri G, Basso N.
underdiagnosed at preoperative endoscopy and/or upper gastrointestinal

Sutu:ieesrgiaBEiKngesh lntrgggaei;aéigsfﬁpndaﬁggpyt Initial experience with laparoscopic crural closure in the CO NTACT IN FO RMATIO N

contrast study. Thus, a careful examination of the crura is always . - . .
management of hiatal hernia in obese patients undergoing

- - Ahmed Aosmali, MD,MRCS England, MSc.
TSR recommended intraoperatively. sleeve gastrectomy. g

Ambulation & Liquid Diet Higher Speciality Surgical Trainee

3.Salvador-Sanchis JL, Martinez-Ramos D, Herfarth A, . . . .
University Hospital of Derby and Burton NHS Foundation

Trust

Discharge on Day 1:

No Routine Imaging Rivadulla-Serrano |, Ibanez-Belenguer M, Hoashi JS. Treatment

of morbid obesity and hiatal paraesophageal hernia by Ahmedmoatsem850@gmail.com

laparoscopic Roux-en-Y gastric bypass.
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IntrOdUCtlo Resu It Parameter R-OAGB R-RYGB p-value | bl / din 21.4% of R-OAGB :
primary restrictive bariatric procedures, such as laparoscopic ntractable reflux occurred in 21.4% of R- patients versus
gastric banding and VBG, were once popular but often resulted BEth—’§7 May 2009 and December 2016, 348 DRSatetme i) Lol | (803 599" |\ 2.9% in R-RYGB (p < 0.001). While 78.6% of R-OAGB patients
: : ici " 8 reported no reflux (SS score <4), 97.1% of R-RYGB patients did.
in complications like weight regain and poor quality of life. LVSG patients underwent laparoscopic revisional bypass Mean of EWL% 71.8 £ 5.3 08.3 £ 0.6 0.032 P flux ( . ,) ¢ of P
0-galned popule QUL has shown long-term weight regalr Minor complications 15 (6.2%) 12 (11.4%) 0.279 : C ey :
The mean age was 39.3 years, with a preoperative with proton pump inhibitors, 4 underwent Braun anastomosis,
togepaluate the effectiveness of one-anastomosis gastric laparoscopically, averaging 71.5 minutes, with a Leakage 1(0.4%) 3 (2.8%) 0.033* iImprovement. Reflux rates were highest among R-OAGB
ﬁl o | o 2.1-day hospital stay. R-OAGB was performed on patients with prior VBG (25.2%) compared to LAGB (16.9%)
bypass (OAGB) as a revisional procedure for failed restrictive Bleedin 1 (0.4% 0 (0% 0.481
. g ( ) (0%) 0
o | | | 243 patients and R-RYGB on 105. R-OAGB resulted pRA MG (14.3%).
bariatric surgeries and compare its outcomes with those of in greater weight loss (71.8% vs. 58.3%, p=0.032). T TPy O 52 (21.4%) 3 (2.9%) 0.001* st
. . . - LVSG
Roux-en-Y gastric bypass (RYGB) in terms of weight loss, The overall mortality rate was 0.2%, with higher Hb 1year post-op (g/dl) 8.2 + 0.5 128 + 32 0.030% -
reflux symptoms, and complications. leakage in the R-RYGB group (2.8% vs. 0.9%). k3
e . Reonce Iron deficiency 33 (13.5%) 5 (4.7%) 0.048* © -
100t “6
Mortality 1 0 0.481 @ : H
Metho 2 1]
between Mav 2009 and December 2016. involved 348 patients & . Operative Parameters and Complications Between Revisional-One Anastomosis Gastric <
d‘ y ’ P g Bypass and Revisional-Roux-en Y Gastric Bypass 5}
with failed restrictive bariatric procedures. Patients underwent aof /__/,_,/
laparoscopic revisional gastric bypass, with 243 receiving 20| R-OAGB has shorter operative times, higher EWL%, and more | : v : M : 1 , , 1 1 ;
, o , L , 1 2 3 4 5 6 7 8 9 10 11 12
one-anastomosis gastric bypass (OAGB) and 105 undergoing of ML e . iron deficiency but higher reflux rates. Significant differences Months
BMlI reduction over time . . .
Roux-en-Y gastric bypass (RYGB). The study excluded patients appear in operative time, reflux, and Hb levels. Onset of reflux complaint
with certain conditions and aimed to compare outcomes,
focusingpn weight loss, complications, and reflux symptoms. ] Acknowled ements
Conclusio Reference 9
s 1 Mason Tang S, Renquist KE, Barnes DT, Cullen J) University Hospital of Derby and Burton NHS Foundation Trust
The R-OABB is simple, safe, effective, and easy to learn with a better weight | g ' ' ' '
o Doherty C, et al. A decade of change in obesity surgery.
8 dcol loss than R-RYGB, but it has a higher chance of reflux and anemia in _
g 2. Nightengale ML, Sarr MG, Kelly KA, Jensen MD,
“g long-term follow-up. R-OAGB has acceptable reflux rates after LAGB and Zinsmeister AR, Palumbo PJ. Prospective evaluation of
5% LVSG, but not recommended after LVBG . . . CONTACT INFORMATION
vertical banded gastroplasty as the primary operation
, , Ahmed Aosmali, MD,MRCS England, MSc.
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Introductio

Morbid obeﬁy and type 2 diabetes are rising rapidly, with 80% of
diagnosed cases being obese (1). Metabolic surgery, particularly OAGB,
offers effective diabetes remission, even for lower BMI patients, with

fewer complications than Roux-en-Y gastric bypass (RYGB) (2).

Al

The aim of the study is to evaluate the outcomes of OAGB in diabetic

ob patients treated at the bariatric center, Also to assess whether
OAGB could serve as an alternative to Roux-en-Y Gastric Bypass
(RYGB) for managing diabetes in obese individuals. Additionally, the
study investigates whether preoperative factors, such as Body Mass

Index (BMI) and the usage of antidiabetic medication, can predict

postoperative diabetes remission outcomes

Metho

Between 2009 and 2015, 472 diabetic patients (349 women)

underwent OAGB surgery, with comprehensive preoperative

evaluation and follow-up by a multidisciplinary team. Pre- and
postsurgical management followed NIH guidelines, with Barrett’s

esophagus and severe GERD patients redirected to RYGB surgery. A

five-port technique was used for the procedure, and postoperative

care included clear. flyids, gragdual ford.introdHstiansooo-2015)
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Result
8r
The study evaluated the outcomes of One
Anastomosis Gastric Bypass (OAGB) on 472 diabetic = 4|
patients, focusing on weight loss, HbA1c ﬁ
2 4

improvement, and diabetes remission over three
years. At one year post-operation, the mean BM|
significantly dropped from 46.8 + 7.2 kg/m? to 29.5 +
2.8 kg/m? and HbA1c reduced from 9.6 + 1.3% to 5.7 ol

+ 1.5%. By the three-year follow-up, the mean BMI
stabilized at 32.1 + 3.3 kg/m? with HbAlc at 5.8 *

Pre-op 3m ©6m

lfm 24m Bém

HbA1c evaluation post surgery

The study achieved complete diabetes remission in 84.1% of
patients at one year, increasing to 90.9% by year three among
those with continued follow-up. Partial remission was observed
in 7.8% of patients, while 7% showed improved diabetes control,
and 1.1% exhibited no improvement. The remission rates were
higher in patients using oral hypoglycemic drugs before surgery,
with 95.2% remission for those on two oral medications. In
contrast, only 52% of patients on insulin achieved remission.

Partial Remission
Improved Disease

No Improvement

0.9%. Complications were minimal, with an overall rate of 6.8%. The most common
issue was iron deficiency anemia (3.8%). Weight loss patterns showed rapid
I reduction within the first year, followed by slight weight regain over the next
two years.
= 30 K
E |
o Preoperative Treatment of DM No. of DM Remission Percentage of DM Remission
= 20} No dru?_g 43/43 100%
0 §|ng|e oral dru 142/154 92.2%
Two oral drugs 139/146 95.2%
Three oral drugs 21/29 72.4%
10} I M Yy 2)
njection 52/100 52%
ol Diabetes remission rates according to the preoperative management of DM Complete Remission
Prel-op 3;n 61m 1im Zlim Bém Diabetes remision after year
BMI reduction over time
: Acknowledgements
Conclusion Result 9

OAGB is a s'gmple, safe, effective, easy to learn and easy to reverse procedure. It
has acceptable complications and mor?tality rates. Therefore, OAGB has the
ability to be an excellent alternative to RYGB in the treatment of diabetic obese
pa?tients. BMI could not be used for the prediction of postoper?ative diabetic
remission, but preoperative medication is a good predictive factor. Longer
follow-up for diabetic remission is needed. Future prospective and large
subjective trials about the impact of bariatric surgery on type 1 DM should be

performed

1. Danéei G, Finucane MM, Lu Y, et al. National,
regional, and global trends in fasting plasma glucose
and diabetes : systematic analysis

2. Lee WJ, Ser KH, Lee YC, et al. Laparoscopic
Roux-en-Y vs. mini?gastric bypass for the treatment of
morbid obesity: a 10-year expe?rience. Obes Surg.

3. Dixon JB. Obesity and diabetes: the impact of
bariatric surgery on type-2 diabetes. World J Surg.
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INTRODUCTION

Obesity 1s way more than excess weight—it 1s a complex,
systemic disorder driven by metabolic, inflammatory, and RESULTS

neurohormonal dysregulation. Central to this network s yhege individuals exhibit reduced microbial diversity, an increased Firmicutes/Bacteroidetes ratio,

the gut microbiota (GM), which orchestrates energy , , : : . :
balance, appetite, and metabolism. Bariatric surgery (BS) and depletion ot beneficial taxa such as Christensenellaceae, Lactobacillus, Bitidobacteria, and

offers dramatic weight loss and metabolic improvement, ~Akkermansia. These changes promote chronic inflammation, insulin resistance, and energy
?}‘ﬁ/{‘i‘;y:grzﬁlag?:ical alteration but by reshaping the  qygreoylation. BS induces rapid, profound shifts in GM, enhancing production of short-chain fatty
| acids, modulating bile acid signalling, and stimulating anorexigenic hormones. The resulting
recalibration of the gut—brain axis drives sustained appetite suppression, improved glucose
METHODS homeostasis, and durable weight loss. Novel microbiota-targeted strategies—including prebiotics,

We synthesised current evidence from human and . g - - : : : :
. . . L probiotics, and faecal transplantation—show promise as adjuncts to surgery, particularly in patients
experimental studies exploring GM composition 1n

obesity and post-BS, with a focus on with incomplete metabolic response.

neurohormpnal Ipedlators, 1nc.lud1n.g GLP.-I, PYY, — — GLP-1 analogues
and bile acids. Literature was 1dentified via

PubMed, Medline and Scopus, with inclusion of

NHS

Somerset
NHS Foundation Trust

CONCLUSION

The GM-neurohormonal interface 1s a
master regulator of obesity and
post-surgical metabolic recovery. By
decoding this axis, we can move beyond
one-size-fits-all interventions toward
personalised, microbiota-informed
strategies, blending surgery, nutrition, and
pharmacology. Harnessing the gut—brain
dialogue may redefine obesity treatment
and open new horizons for precision
metabolic medicine.
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INTRODUCTION

Both LSG and LGCP are restrictive bariatric operations used
to treat obesity;, however, they may require revisional
procedures due to weight regain, food intolerance,
gastroesophageal reflux disease (GERD), or other reasons.’
Roux-en-Y gastric bypass (RYGB) and one-anastomosis
gastric bypass (OAGB) are the most common types of
revisional surgery.? ®

This study aims to compare the technical difficulties
encountered during revisional surgery after both LSG and
LGCP.

A22 - Revision Bariatric Surgery: Technical Challenges Following Laparoscopic
BSS 2025 Sleeve Gastrectomy (LSG) and Laparoscopic Greater Curvature Plication (LGCP)

AlM

To assess the technical difficulties encountered in revisional
bariatric surgery when converting LSG or LGCP to
Roux-en-Y gastric bypass (RYGB) or one-anastomosis
gastric bypass (OAGB).

METHOD

Between 2020 and 2025, 37 patients required
revisional surgery (from LSG or LGCP converted to
RYGB or OAGB). All operations were performed by the
same surgeon. Patients were divided into two groups
according to their primary procedure (LSG or LGCP).

Operative technical challenges were assessed based
on:

- Total operative time

- Time required to prepare the gastric pouch

- Intraoperative adhesions

- Bleeding

- Partial resection of the remnant stomach

- Hospital stay duration

RESULTS

Of the 37 patients included:

- 24 had prior LSG (11 converted to RYGB and 13 to
OAGB).

- 13 had prior LGCP (5 converted to RYGB and 8 to
OAGB).

The average operative time for conversion of LGCP to
RYGB was 190 minutes, compared with 110 minutes for
the LSG group. Conversion of LGCP to OAGB required an
average of 140 minutes, compared with 78 minutes in the
LSG group.

Most of the operative time was spent on gastric pouch
preparation — approximately 110 minutes in LGCP cases
versus 50 minutes in LSG cases.

Adhesions around the stomach were more frequent and
denser in LGCP cases than in LSG. The estimated blood
loss averaged 170 ml in the LGCP group versus 45 ml in
the LSG group; no case required blood transfusion. Partial
resection of the remnant stomach was necessary in three
LGCP cases but in none of the LSG cases. Prolonged
hospital stay (more than one day) was required in two
LGCP cases and one LSG case.

LGCPto RYGB

LSG to RYGB

CONCLUSIONS

Both LSG and LGCP may necessitate revisional bariatric surgery; however,
conversions following LGCP are technically more challenging and demand
higher surgical expertise compared with LSG.
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INTRODUCTION

Gastroesophageal reflux disease frequently persists despite

weight reduction, thereby diminishing anticipated
improvements in quality of life following bariatric surgery.
one-anastomosis gastric bypass is metabolically effectiv

may not completely manage reflux symptoms. This study

assessed whether the incorporation of a modified
fundoplication could enhance symptom control and
health-related quality of life compared with OAGB alone

RESULTS

Both groups showed similar excess weight loss
percentages at 6, 12, and 24 months, with no
significant difference (p > 0.05). The OAGB +
fundoplication group showed significantly lower
postoperative VISICK scores (median 2 vs. 4, p
< 0.001) and reduced PPl usage duration (p =
0.00014). Manometric findings at two years

While
e, it

post-op showed increased LES high-pressure

AlM

To evaluate the feasibllity, safety, and efficacy of
combining One Anastomosis Gastric Bypass (OAG

with a novel modified fundoplication using the excluded
stomach in the management of obesity associated with
gastroesophageal reflux disease (GERD) and/or hiatus

hernia.

zones in the fundoplication group (56.6% vs.
0%) and improved LES relaxation (23.3% vs.
13.3%). There was a slight increase In
dysphagia in the fundoplication group, requiring

B) careful patient selection.

METHOD

* Prospective randomised comparative study was
conducted on 60 patients with obesity and GERLC
and/or hiatus hernia.

» Participants were randomly assigned into two equal

groups: Group A underwent standard OAGB, and

Group B underwent OAGB combined with modified

fundoplication.
» All patients were assessed preoperatively using

upper gastrointestinal endoscopy and esophageal

manometry.

» Postoperative outcomes included GERD symptoms

assessed by the GERD-HRQL questionnaire,
VISICK score, PPI dependency, weight loss,

operative time, and complications. Follow-up was

conducted over a 24-month period.

-

VISICK score
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Figure (17): Box plot between groups and VISICK score.
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CONCLUSIONS

Overall, OAGB with modified fundoplication appears to be a
feasible, safe, and effective alternative to conventional OAGB
for patients with obesity, GERD, and/or hiatus hernia, reducing
the need for long-term GERD management and potentially
avoiding more invasive procedures like Roux-en-Y conversion.
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INTRODUCTION

Currently, bariatric surgery is the most effective treatment for patients
with obesity. While lifelong follow-up care is recommended to support
long-term outcomes, follow-up attendance remains suboptimal [1].
The reasons for this are not yet fully understood.

AlM

To identifying patients’ needs to improve engagement in long-term
follow-up care, this study aimed to assess unmet supportive care
needs in patients following bariatric surgery using the SCNS-SF34.

METHOD

Patients who had undergone bariatric surgery at a university
medical center and attended at least one follow-up appointment
were invited to complete an adjusted SCNS-SF34 questionnaire
online. The SCNS-SF34 is a validated instrument originally
developed to assess supportive care needs in patients with cancer
[2]. For this study, the questionnaire was adapted to the context of
bariatric surgery and obesity care. To compare levels of unmet
needs across SCNS-SF34 subscales within individuals, a
fixed-effects linear regression model was applied. The model
included subscales as categorical predictors and controlled for
iIndividual-level heterogeneity by using patient ID as the panel
variable. To explore differences between patients with and without
unmet supportive care needs, participants were categorized based
on the presence of at least one response rated 24 ("some need" or
"high need") in any SCNS-SF34 domain. This threshold was used
to indicate an unmet need in line with established scoring
procedures. Comparisons between groups were conducted using
chi-square tests for categorical variables and two-sample t-tests for
continuous variables. Differences in mean SCNS-SF34 domain
scores between postoperative year groups were analyzed using
one-way analysis of variance (ANOVA) with Bonferroni correction
for multiple comparisons.

RESULTS

A total of 327 patients were contacted, of whom 260

participated in the study, yielding a participation rate of -

79.5%. The mean age was 44 + 11.1 years, and the majority
were female (68%). The average preoperative weight was
151 £ 27.1 kg, with a mean BMI of 50.5 £ 7.9 kg/m?. Surgical
procedures Included Ilaparoscopic sleeve gastrectomy,
Roux-en-Y gastric bypass (RYGB), and other techniques. At
the time of data collection, patients had attended an average
of 3.3 follow-up visits. The mean score for physical and daily
living needs was 17.3 = 21.8, the mean score for
psychological needs was 21.3 + 22.5, the mean score for
sexuality needs was 17.5 = 28.1, the mean score for patient
care and support needs was 21.3 £ 22.5 and the mean score
for health system and information needs was 26.1 = 26.
Next, we used a fixed-effects linear regression model to

compare the needs levels within one patient. Health system . - ..

and information needs score were significantly higher
compared to each other category (Figure 1). A trend toward

increasing need scores across all domains was observed - - ==
during the first three postoperative years (Figure 2). Finally, -

we identified patients with high needs, defined by at least
one response rated =24 ("some need" or "high need") in any
SCNS-SF34 domain. Patients with high needs had a
significantly lower weight (147kg £ 25.5 vs 156kg = 27.7, p =
0.005) at the operation and were significantly smaller
(172cm £ 8.7 vs 174cm £ 9.9, p = 0.018), albeit no difference
in BMI was observed (p = 0.066). Additionally, patients with
high needs were more often females (77.7% vs 59.2%, p <
0.001).

Figure 1 Mean scores for each SCNS-SF34 domain. Data
are presented as mean * standard deviation. Statistical
analysis was performed using a fixed-effects linear
regression model to compare domain scores within
individuals.

i

i

Figure 2 Mean SCNS-SF34 domain scores for physical and daily living needs (a), psychological
needs (b), sexuality needs (c), patient care and support needs (d) and health system and information
needs (e) by postoperative year. Data are presented as mean x standard deviation. Statistical
analysis was performed using one-way analysis of variance (ANOVA) with Bonferroni correction for
multiple comparisons.

CONCLUSIONS

Needs assessment using a modified version of the SCNS-SF34 revealed generally
low levels of unmet supportive care needs among patients after bariatric surgery.
The highest scores were observed in the domain of health system and information
needs. Improving patient education and communication regarding follow-up care
may help enhance long-term adherence. Female patients more frequently reported
high levels of need and may benefit from more individualized follow-up strategies.

vol. 15,4 (2009): 602-6.
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INTRODUCTION

History of Gastric Banding:

Non Adjustable bands: 1970+

Adjustable bands: 1980+

The use of bands increased and got popularity since 2000+
> After 20210:-, Gastric bands started to decline gradually.

RESULTS

What is next:

- No revisional Surgery at time of removal of eroded
gastric band (wait for 3-6 months)

Why revision is challenging:

- Depends on severity of erosion.

AlM

Why Gastric bandings became rare in Bariatric Practice:-.

-Poor weight loss compared to Laparoscopic Sleeve gastrectomy,
Laparoscopic Gastric bypass, Laparoscopic Mini Gastric bypass, and
Laparoscopic bipartition.

-Long Term complications (up to 52%). Long Term Reoperation (up to
66.1%). Erosion (1.6%- 3%).

-Other complications: Port and tube disconnection, Port
infection\Abscess, Band slippage, Proximal Dilatation.

- Degree of fibrosis.
- Ischemic gastric pouch (Impaired vascularity)
MDT Assessment before deciding Revision:

- Full Labs, Barium, Esophageal Manometry,
Gastroscopy, CT Volumetry, Dietary Assessment.

Surgical Options: LSG\GBP\MGB\BPD\Bipatrtition/ in
very selected cases - Rebanding.

Recent Technologies:

METHOD

From 2012- 2025, In 3 High volume Bariatric Centers in Kuwait (SRC
Accredited).

1500+ Bariatric Cases.

Primary bands represented 1%.

Band Erosion:

Mostly due to Gastric wall Ischemia and Necrosis due to chronic over
Inflammation.

Presentation: Variable

- Asymptomatic.

- Loss of Restrictive effect (weight regain)

- Epigastric Pain.

- Recurrent Port infection.

- Reflux\ Regurgitation.

- Fever\ Vomiting.

- Back Pain\ Splenic abscess.

Diagnosis:

- Clinical Suspicion.

- CT with oral contrast.

- Gastroscopy.

ONCE Diagnosed should be REMOVED

Removal Options:

- Endoscopy.

- Laparoscopy.

- Hybrid.

Indocyanine injection& Robotic surgery:
- Improves visualization of tissue vascularity.
- Enhances intraoperative decision making.

- Reduces the risk of postoperative leaks and
strictures.

completing an anastomosis or staple line.

Eroded gastric band laparoscopic removal

- Assists in confirming adequate vascularization before

Endoscopic assessment after repair of erosion
and removal

--“‘.-%A'

on
FhiAl Cm l '-‘ ’

Repaired Stomach hole in layers

OeeO

CONCLUSIONS

suspicion for proper diagnosis and early removal.

- Post operative care needs MDT care.

assistance may help.

- Laparoscopic gastric banding is declining world wide.

- Gastric band erosion is a rare complication, management needs high level of

- Revisional surgery is challenging, using recent technologies like ICD or Robotic
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INTRODUCTION RESULTS

POSt_Operative anastomotic leaks (AL) are one of the Eleven studies were included, which involved a total of 887 IIDC? It?'a Sa:e ar:]d _er]:ﬁCierInt _tr?t?I to afSti.St

most challenging complications of bariatric surgery and patients. 643 patients underwent ICG-based intraoperative otentic of teohrical falires of the

can be detrimental. Indocyanine green (ICG) is a assessments, while 244 were In the control group. The mean anastomosis /staple line and potentially prevent

fluorescence dye that can provide a real-time age of participants was 43.8 years, and the mean BMI was anastomotic leaks.

intraoperative assessment of organ tissue perfusion. Its 43.3 kg/m3. All included patients underwent various bariatric S o |

_ o _ _ _ _ : : : e findings support ICG’s role in improving

use in bariatric operations is still bemg debated. procedures. |CG was used alone in most studies, although It intraoperative decision-making by providing
was mixed with methylene blue in one study. ICG real-time perfusion assessment and reducing
administration protocols varied significantly. There were no the risk of anastomotic leaks without

AIM reported complications from ICG administration. The utility of complications..
|CG has changed the intraoperative surgical decision-making

The present review aims to evaluate the intraoperative of 4.2% of patients.

utility of ICG during bariatric surgery to focus future

research on a reliable tool to reduce the incidence of ‘

postoperative leaks.

METHOD CONCLUSIONS CONTACT INFORMATION
|ICG is a promising technique for successfully preventing or timely Dimitra V. Peristeri MD, MSc, PhD

A systematic search of PubMed, EMBASE, MEDLINE, managing AL in bariatric surgery. Large, randomized controlled studies Post-CCT Fellow in Bariatric and

Scopus, and the Cochrane Library for published studies are needed to confirm its utility for routine use in primary and revisional Upper Gl Surgery.

took place until December 2024, evaluating the use of bariatric cases.

|CG during bariatric surgical procedures. Studies were

included if they assessed the ICG application in various Emaill.

bariatric operations to prevent and reduce AL rates. demieperisteri88@outlook.com
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INTRODUCTION

Bariatric tourism = travelling abroad for privately funded
weight-loss surgery.

Growing UK trend: ~10,000 people travel annually; Turkey is
the leading destination.

Risks: High complication rates, inadequate aftercare

No prior UK-based qualitative study, exploring both clinician
and patient perspectives

» Understand UK patients’ motivations and expectations for bariatric
surgery

» Explore ethical issues in consent, information, and aftercare.

Aims

» Capture NHS clinicians’ experiences managing complications.

* |dentify policy and practice changes to improve safety.

METHOD

Design: Qualitative, interpretivist; semi-structured
interviews

Sample: Patients n=5 (30-50, Turkey 2017-2024, all
with complications); Clinicians n=3 (A&E, surgeon, GP)

Recruitment: Patients via social media; clinicians via
professional contacts/snowballing.

> > > D

Figure 1. Recruitment to Interview Procedure

Data collection: MS Teams, 30 min, recorded &
transcribed

Analysis: Braun & Clarke thematic analysis — 4
themes

RESULTS

Harm & Psychological Impact

All patients experienced acute complications such as leaks, sepsis, strictures, and
splenic injury. Four reported ongoing physical issues years later. The emotional toll
included fear, regret, and social isolation.

“I was sent straight to resus... | was dying.” -Patient E

Informed Consent & Misaligned Expectations

Pre-operative communication was minimal, with language barriers and poor
translation limiting understanding. Several patients misunderstood procedure
type or permanence. Risk explanations were brief or absent. All patients felt

under informed.

“I signed papers in Turkish. | thought they knew what they were

Compromised Autonomy

Patient choices were shaped by long NHS waiting lists, strict eligibility criteria,
high UK private costs, and influence from peers/social media. Several reported
booking within weeks, often without thorough consideration. The average price

paid was £2,480

“I actually said ‘no, stop, I don’t want this done’... but they sedated me
anyway and brought me down. They ignored me completely.” - Patient A

doing.”-Patient C

Justice & Resource Allocation

The NHS aftercare costs as patients face weeks in hospital and multiple surgeries —
leading to rising ethical tensions over fairness and resource use.

“These cases stay with us for weeks... huge strain on resources.” — Physician B

DISCUSSION

Autonomy: Patients’ choices were limited by persuasive marketing, selective success stories, financial incentives,

rushed booking, and language barriers.

Non-maleficence: Safety was compromised by variable standards, minimal regulation, and poor follow-up,
leaving patients vulnerable to serious complications.

Justice: 4/5 patients were female, already barriers in accessing care, increases existing burden on NHS

/ T~

\
Cross-border care
agreements

Small sample (n=8) limits
generalisability.

First UK-based qualitative
study with both patient and
clinician perspectives.

Stricter regulation

of advertising. Pre-travel

counselling & public
health campaigns.

In-depth narratives on an Potential recall bias.

under-researched issue.

CONCLUSION

Bariatric tourism raises complex ethical concerns that extend
beyond individual choice

Findings support:

Enhanced patient education.

Ethical policy reform.

International regulatory oversight

CONTACT INFORMATION

Email: hilgshewr@liverpool.ac.uk
07702903268
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INTRODUCTION

The global obesity epidemic has driven a steady rise in bariatric
surgery, with single-anastomosis procedures such as one-anastomosis
gastric bypass (OAGB) and single-anastomosis sleeve ileal bypass
(SASI-S) gaining popularity

AlM

This is a systematic review and meta-analysis that aims to compare
single-anastomosis Sleeve-ileal ( SASI ) bypass and one-anastomosis
gastric bypass ( OAGB ) for patients suffering from morbid obesity in
terms of safety and efficacy.

METHOD

. We searched The major databases for studies comparing SASI and
OAGB in adults with obesity

. The primary outcomes were total Weight Loss ( % TWL), Excess
Weight Loss (%EWL), Excess Body Mass Index Loss (% EBMIL) and
changes in the Body Mass Index at 6, 12, and 24 months.

. Secondary outcomes included the effect on Type 2 Diabetes,
Hypertension, Gastro-Oesophageal reflux disease, nutritional
iIndices and complications.

. Risk of Bias was assessed using Newcastle-Ottawa Scale for cohort
studies and RoB-2 for randomised trials.

- N\
Identification of studies via databases and registers
" J
Records removed before
S Records identified from: screening.
- PubMed (n = 19) Total Duplicate records
8 Scopus (n = 278) removed (n = 157)
= Web of science (n=216) v Records marked as ineligible
"g Snowballing (n = 11) by automation tools (n = 105)
) Total (n = 524) Records removed for other
© reasons (n =52)
— [
)
Records screened by Records
Title and abstract — Excluded
(n=367) (n= 323)
o 1
C Reports sought for Records not
Q retrieval — retrieved
o (n = 44) (n=0)
Q
. |
Reports assessed for
: . Records Excluded
ehg_lbuhty Insufficient Data (n =29 )
(n=44)
—
p— |
B
o Studies included in systematic
= review and meta-analysis
O = 15]
c (n )
-/

PRISMA flowchart

RESULTS

- . _ . . . . SASI OAGEB Mean Difference Mean Difference
'Flfteen StUdIeS (n_1 284) met the mCIUSIOn criteria. Study or Subgroup Mean [%] SD [%] Total Mean [%] SD [%] Total Weight IV, Random, 95% CI IV, Random, 95% CI
Yu 2024 27.73 6.3 30 25.81 3.91 30 35.4% 1.92 [-0.73, 4.57] B
= g . - . Mahdy 2021 36.1 8.1 74 29.1 9.8 91 35.3% 7.00 [4.27, ©9.73]) el
.There was no sfcatlstlcglly S|gn|f|can_t difference between the i Sumo— i anaf N i 553 1045 20 29.3% -12.30 [-18.81, -5.79] =
two procedures in relation to the weight loss parameters - _— . PP -
o — . _ 0 ota % 0% v x gy ’
{7 TWL (P=0.75 at 6 months; P=0.91 at 12 months), % EWL Heterogeneity: Tau? = 42.86; Chi? = 30.08, df = 2 (P < 0.00001); I = 93% ks g z e s
(P=0.81 at 6m; P=0.61 at 12m), and BMI change (P=0.57 at 6 Test for overall effect: Z = 0.12 (P = 0.91) Favours SAS| Favours OAGB

m; P=0.30 at 12m)}.

12 months % TWL

.Other parameters such as remission of T2DM (P=0.35),
hypertension (P=0.32), dyslipidaemia (P=0.44), obstructive

sleep apnoea (P=0.21), and GORD (P=0.87) were not SASI OAGB Odds Ratio Odds Ratio
Y : Study or Subgroup Events Total Events Total Weight M-H, Random, 959% CI M-H, Random, 959% CI
Slgnlflcantly difierent. Yu 20249 15 18 18 19 13.0% 0.28 [0.03, 2.96] s
Kandel 2024 O 18 2 16 8.1% 0.16 [0.01, 3.53] -
Nutritional indices at 1 year (calcium P=0.86; vitamin D "S";:‘:: 22822; ; 4:73 (5) 32 1‘7‘-33 a 1041[3 207-0:23'5;-53} - )
P=O.53; vitamin B12 P=029, albumin P=O59) were Mohamed 2020 11 14 15 18 20.0% 0.73 [o_'12' 4.35] -
comparable. Qin 2023 8 9 15 16 9.2% 0.53 [0.03, 9.71] -
Ugale 2024 37 41 36 41 27.5% 1.28 [0.32, $.17]) bl
.Operative time (P=0.75), intraoperative complications EOURE (I 2SN 50 IS0 1000 LS DL 1-001 ~-
_ . . . _ Total events 76 o1
(P—O.8_5), oyerall post-.ope_ratlve complications (P=0.96), and Heterogeneity: Tau? = 0.34: Chi? = 7.60. df = 6 (P = 0.27): I7 = 21% +—— - ; -+ —+
gastrointestinal complications (P=0.18) also showed no Test for overall effect: Z = 0.93 (P = 0.35) ‘ Favours SASI Favours OAGE

significant differences.

TZ2DM remission

SASI OAGB Mean Difference Mean Difference
Study or Subgroup  Mean [minutes] SD [minutes] Total Mean [minutes] SD [minutes] Total Weight IV, Random, 95% ClI IV, Random, 95% CI
Kandel 2024 110 17.7 37 115 19.17 42 344% -5.00[-13.13, 3.13] B
Soltan 2024 156.5 16.39 20 164.3 17.86 20 327% -7.80[-18.42, 2.82] &
Qin 2023 143.5 25.08 30 121.67 20.41 60 329% 21.83([11.48, 32.18] —
Total (95% CI) 87 122 100.0% 2.91 [-14.81, 20.64] . ol
itv: 2= . 2= — 12 = 909 u t t t
Heterogeneity: Tau? = 220.59; Chi? = 20.20, df = 2 (P < 0.0001); I? = 90% 50 25 0 25 50
Test for overall effect: Z=0.32 (P = 0.75) Favours SASI Favours OAGB

Operative time

Qe

CONCLUSIONS

clarify the durability and long-term adverse events.
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MPERIAL

INTRODUCTION

Glucagon decreases lipid accumulation in the liver, but resistance to its
actions has been reported in people with obesity and
metabolic-associated steatotic liver disease (MASLD). Fasting plasma
glucagon is a biomarker of glucagon resistance, but its response to
weight loss remains unclear.

glucagon
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Amino acid T

uptake and
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-
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Figure 1 A: the liver—a-cell axis in the healthy liver B: glucagon resistance in the steatotic liver.

Amino acid
- uptake and
degradation

~ Lipolysis
e o
{ =

N
©

Alanine

Liver fat 1

AlM

To evaluate 1/ if weight loss is associated with a decrease in fasting
glucagon in individuals with obesity and 2/ if any association differs
between surgical, dietary, and pharmacological interventions.

for RCTs and moderate for non-randomised Figure 2. Flow diagram of study selection
studies.

A B
Study % Study %
ID MD (95% Cl) Weight ID MD (95% Cl) Weight
Abrahamsson et al. 2016 —— | | -30.10 (-39.00, -21.20) 1.28 Abrahamsson et al. 2016 - -4.80 (-8.36, -1.24) 1.11
Alexiadou et al. 2020 —_—— | . -34.70 (-44.08, -25.32) 1.25 Alexiadou et al. 2020 -4.50 (-6.11, -2.89) 2.47
Ali et al. 2020 A ! -3.50 (-3.75, -3.25) 1.74 Ali et al. 2020 A —_— 3.50 (-8.26, 15.26) 0.14
_ " " Ali et al. 2020 B | L 2 -1.90 (-2.30, -1.50) 1.74 Ali et al. 2020 B — -2.00 (-17.68, 13.68) 0.08
° FO rty seven StUd €S Ire ported on faStI ng Ali et al. 2020 C R -6.00 (-6.40, -5.60) 1.74 Ali et al. 2020 C —- 1.50 (-12.22, 15.22) 0.10
. . . . . - Braga et al. 2021 —— -19.40 (-30.62, -8.18) 1.1 Braga et al. 2021 —_—— -1.15 (-11.74, 9.44) 0.17
p I asma g I u Cag on , com p risin g 6 9 N te rven t| on c Studies from databases/registers (n=3869) Camastra et al. 2013 - | -48.10 (-54.57, -41.63) 1.47 Camastra et al. 2013 > -10.62 (-39.62, 18.38) 0.02
o MEDLINE (n=2295) Camastra et al. 2013 —0_—._ 1 -46.00 (-56.19, -35.81) 1.19 Camastra et al. 2013 o 01 -5.45 (-31.41, 20.51) 0.03
1 1 R Casajoana et al. 2021 A ' -36.40 (-41.85, -30.95) 1.54 Casajoana et al. 2021 A -28.80 (-63.92, 6.32) 0.02
arms (4 1 SuU rg |Ca| y 1 4 d |eta I‘y, 1 4 8 Embase (n=1 574) Casajoana et al. 2021 B -&- -27.35 (-32.62, -22.08) 1.55 Casajoana et al. 2021 B 4 : -23.40 (-43.14, -3.66) 0.05
h I . I d 2 O 6 1 t . t F . = Casajoana et al. 2021 C o A -21.94 (-28.41, -15.47) 1.47 Casajoana et al. 2021 C -4 -6.90 (-30.34, 16.54) 0.04
= — Cersosimo et al. 2024 -7.60 (-8.54, -6.66) 1.74 Cersosimo et al. 2024 —.— -0.28 (-8.12, 7.56) 0.30
p a rm a CO Og I Ca ) a n ) p a r I CI p a n S ( Ig ' qCJ Clements et al. 2004 —*—:' I -28.80 (-42.39, -15.21) 0.95 Clements et al. 2004 L 2 -0.01 (-0.05, 0.03) 3.63
o Coiro et al. 1988 —_— -39.70 (-55.48, -23.92) 0.82 Coiro et al. 1988 — -18.28 (-26.41, -10.15) 0.28
2 ) . deJonge et al. 2013 L 2 -12.70 (-13.32, -12.08) 1.74 deJonge et al. 2013 L -7.78 (-9.81, -5.75) 2.09
» Duplicates removed (n=1263) Derosa et al. 2013 * -7.20(-8.98, -5.42) 1.72 Derosa et al. 2013 L 2 -30.70 (-32.55, -28.85) 2.25
Dirksen et al. 2013 L 4 -18.40 (-21.87, -14.93) 1.65 Dirksen et al. 2013 L 2 -3.70 (-5.29, -2.11) 2.50
Fatima et al. 2022 A ” : -35.00 (-37.19, -32.81) 1.71 Fatima et al. 2022 A ” -11.30 (-12.57, -10.03) 2.81
- - = Fatima et al. 2022 B | -28.00 (-30.19, -25.81) 1.71 Fatima et al. 2022 B -8.30 (-9.44, -7.16) 2.94
* M e a n We I g ht I OS S a C rOSS a I I I n te rve n t I 0 n S Fontes-Villalba et al. 2016 '—‘-—' -8.00 (-22.43, 6.43) 0.90 Fontes-Villalba et al. 2016 ﬁ -1.20 (-42.08, 39.68) 0.01
o Gougeon 2001 : -9.90 (-11.66, -8.14) 1.72 Gougeon 2001 .:_ -2.00 (-3.85, -0.15) 2.25
—_— LI —_— Gougeon 2001 -9.50 (-11.46, -7.54) 1.71 Gougeon 2001 -2.00 (-4.67, 0.67) 1.59
was 1 8 . 23 kg (95 /0 C I . [ 20 '20 ’ 1 6 . 27]) W Guldstrand et al. 2003 (1) —— -33.00 (-43.55, -22.45) 1.16 Guldstrand et al. 2003 (1) L 0.22 (-1.58, 1.14) 2.72
(F i 3 A) Guldstrand et al. 2003 (2) - -39.80 (-46.11, -33.49) 1.48 Guldstrand et al. 2003 (2) ¢ -4.05 (-6.06, -2.04) 2.10
. - . - Haas et al. 2022 + -15.00 (-25.08, -4.92) 1.20 Haas et al. 2022 + -13.00 (-19.12, -6.88) 0.47
g Abstracts screened (n 2606) > Studies excluded (n_21 89) Heise et al. 2022 A 0’ -11.20 (-12.96, -9.44) 1.72 Heise et al. 2022 A ‘ -3.60 (-4.78, -2.42) 2.90
- - - - - Heise et al. 2022 B -6.80 (-8.56, -5.04) 1.72 Heise et al. 2022 B -2.80 (-3.98, -1.62) 2.91
* This was associated with a reduction in -~ o e * G
. Jacobsen et al. 2013 L 2 -18.50 (-18.87, -18.13) 1.74 Jacobsen et al. 2013 -~ -1.40 (4.51,1.71) 1.33
faStl n g p I dasSna g I uca g on. —4 . O 5 p mo I/ L Jensen et al. 2023 L 4 -3.40 (-5.56, -1.24) 1.71 Jensen et al. 2023 L 4 -0.90 (-2.38, 0.58) 2.60
Studies excluded (n=370) Jorsal et al. 2019 - < : -14.60 (-18.20, -11.00) 1.65 Jorsal et al. 2019 & 0.44 (-0.26, 1.14) 3.33
0 - - i Jorgensen et al. 2012 -28.00 (-67.51, 11.51) 0.22 Jorgensen et al. 2012 —— -5.00 (-9.38, -0.62) 0.82
(9 5 /0 C I . [_4 . 50 y _3 . 60] ) ( F I g . 3 B) irrelevant (n=8) Jorgensen et al. 2012 -— -." -31.90 (-75.44, 11.64) 0.18 Jorgensen et al. 2012 ” -4.00 (-6.04, -1.96) 2.08
- Kahn et al. 2021 | .80 (-11.76, -1.84) 1.57 Kahn et al. 2021 -1.70 (-2.88, -0.52) 2.90
y wrong Otutgorges. (n=1 7%)2 Kalinowski et al. 2017 A - | -37.30 (~44.02, -30.58) 1.45 Kalinowski et al. 2017 A —_— -14.60 (-26.67, -2.53) 0.13
. TIIT wrong stu esign (n= Kali ki etal. 2017 B —— -43.00 (-50.77, -35.23 1.37 i i etal. —_— -5.00 (-16.65, 6. k
. . Studies assessed for eligibility (n=417) —> int 9 f y <4 g IE _;_5 K:sl.:(;:: eteatl.82013A - ' -25.40 2—30.17, -20.63; 1.58 ﬁ:lf;:;:: 2:21?2021031 ;B §— ;% E-;g.gg, ?.?g; g.:);
¢ Wh e n I nte rve ntl O n S We re g rO u ped by ty pe ) Inteérvention ere S (n_ ) Kashyap et al. 2013 B L 4 -22.50 (-26.45, -18.55) 1.63 Kashyap et al. 2013 B —_—— -7.40 (-19.01, 4.21) 0.14
i i less than 5% weight loss (n=69) Katsogiannos et al. 2020 - . -23.00 (-29.79, -16.21) 1.44 Katsogiannos et al. 2020 —00— -2.00 (-8.18, 4.18) 0.46
" - = - Kjeldsen et al. 2023 -5.80 (-6.41, -5.19) 1.74 Kjeldsen et al. 2023 -0.80 (-2.21, 0.61) 2.67
mean change in glucagon differed: vropatient poplation (7=25) £ {00062 80,488 e P
. . Inaccurate measurements Laferrere et al. 2008 -9.80 (-18.44, -1.16) 1.30 Laferrere et al. 2008 -3.76 (-7.18, -0.34) 1.17
su rg|Ca| _39 meI/L (950A) CI . [_548, _2 22]), (n=16) Meryn et al. 1986 2 & 'I -42.00 (-99.37, 15.37) 0.11 Meryn et al. 1986 - -8.00 (-11.82, -4.18) 1.00
) o Nannipieri et al. 2013 —— ; | -35.00 (-44.75, -25.25) 1.22 Nannipieri et al. 2013 —— -2.30 (-8.28, 3.68) 0.49
_ N _ Nannipieri et al. 2013 -29.00 (-40.94, -17.06) 1.06 Nannipieri et al. 2013 2.87 (-5.40, 11.14) 0.27
dietary —2.9 pmol/L (95% ClI: [-4.20, —1.54]), T gRanaE o e . el
h armaco I 0 ICaI 5 3 mo I /L ( 9 5 0/ C I ] Otten et al. 2019 : -: -8.20 (-12.52, -3.88) 1.61 Otten et al. 2019 ’0 0.70 (-0.01, 1.41) 3.33
—J. 0 - Otten et al. 2021 A -7.10 (-8.44, -5.76) 1.73 Otten et al. 2021 A -3.00 (-4.45, -1.55) 2.63
p g p Otten et al. 2021 B : L -7.10 (-8.55, -5.65) 1.73 Otten et al. 2021 B < -1.00 (-3.54, 1.54) 1.68
_9 8 5 _O 7 8 Pedersen et al. 2020 —— -31.00 (-41.07, -20.93) 1.20 Pedersen et al. 2020 L 4 -2.00 (-4.12, 0.12) 2.00
. y . . Pedersen et al. 2020 —— | | -40.00 (-55.61, -24.39) 0.83 Pedersen et al. 2020 - -3.00 (-5.83, -0.17) 1.49
& Pedersen et al. 2020 ———— -25.00 (-42.25, -7.75) 0.74 Pedersen et al. 2020 - -0.50 (-3.64, 2.64) 1.31
Pirro et al. 2021 A R -4.80 (-7.15, -2.45) 1.70 Pirro et al. 2021 A 4 -1.70 (-3.60, 0.20) 2.20
Studies included i . p | Pirro et al. 2021 B : -8.70 (-11.25, -6.15) 1.69 Pirro et al. 2021 B : -1.80 (-3.62, 0.02) 2.27
- = udies Included in review for alucaaon Pirro et al. 2021 C -11.30 (-14.04, -8.56) 1.69 Pirro et al. 2021 C -3.40 (-5.58, -1.22) 1.96
* There was a correlation between weight . gikead Ronde ot a. 2017 s 680 (-1304,.0.50) ° 100(3.29,129) 187
I d d t_ . f t_ I (n—47) Rohde et al. 2017 ‘-0- 6.20 (-11.18, -1.22) 1.57 Rohde et al. 2017 .'0- -3.00 (-5.42, -0.58) 1.77
Sathananthan et al. 2015 -14.80 (-15.71, -13.89) 1.74 Sathananthan et al. 2015 -5.74 (-7.43, -4.05) 2.40
0SS an reaguction In rastin g g u Cag on Steven et al. 2016 0’ -16.60 (-17.19, -16.01) 1.74 Steven et al. 2016 —0:_ -4.76 (-11.98, 2.46) 0.35
— — . Steven et al. 2016 -14.80 (-15.65, -13.95) 1.74 Steven et al. 2016 -0.37 (-4.35, 3.61) 0.94
overa I I ( = O . 3 3 ; p - O . O O 6 ) y StrO N g e St fO I Swarbrick et al. 2008 L 2 -40.50 (-41.97, -39.03) 1.73 Swarbrick et al. 2008 —— -9.76 (-15.88, -3.64) 0.47
] Tabasi et al. 2021 - -38.89 (-43.28, -34.50) 1.60 Tabasi et al. 2021 L 3 e -10.34 (-11.17, -9.51) 3.23
— . . Umeda et al. 2011 -17.30 (-24.74, -9.86) 1.40 Umeda et al. 2011 2.49 (-1.15, 6.13) 1.07
dietary (r=0.89, p<0.0001), moderate for Total timber:of INRveritions (R=69) s TR ) e s
. _ _ . " . . . Vetter et al. 2015 -12.60 (-13.34, -11.86) 1.74 Vetter et al. 2015 -4.82 (-6.32, -3.32) 2.58
S U rg ICa I (r_ O . 40 y p - O . OO 9 1 ) y n Ot S I g n Ifl Ca nt fO r 41 Surglcal Interventlons Vilarrasa et al. 2017 & -13.60 (-15.82, -11.38) 1.7 Vilarrasa et al. 2017 —_— 11.94 (0.34, 23.54) 0.14
1 4 pharmacological interventions Villareal et al. 2008 L 2 -9.00 (-11.55, -6.45) 1.69 Villareal et al. 2008 —— -2.88 (-7.75, 1.99) 0.69
harmacoloaical interventions ( r= O 9 O . : : Yazawa et al. 2023 A L 4 -8.06 (-10.75, -5.37) 1.69 Yazawa et al. 2023 A L g -11.60 (-14.17, -9.03) 1.66
P g - ) 14 dietary interventions Yazawa et al. 2023 B | & -6.49 (-8.90, -4.08) 1.70 Yazawa et al. 2023 B -~ ! -10.90 (-14.56, -7.24) 1.07
. Overall (l-squared = 99.4%, p = 0.000) ? -18.23 (-20.20, -16.27) 100.00 Overall (l-squared = 97.6%, p = 0.000) , -4.05 (-4.50, -3.60) 100.00
p - O . 4 8 ) . NOTE: Weights are from random effects analysis ] ! I NOTE: Weights are from random effects analysis | ] I
* Risk of bias was generally low to moderate 0 0

Figure 3. Forest plots presenting meta-analysis of mean weighted difference with 95% confidence intervals (Cl) for changes in A: absolute body weight (kg) and B:
fasting plasma glucagon (pmol/L) across all intervention arms (n = 69). DL= DerSimonian—Laird random-effects meta-analysis

METHOD

A comprehensive search of MEDLINE and Embase databases yielded

3869 studies that were independently screened by two reviewers.

* Inclusion criteria: RCTs, interventional, and cohort studies
reporting fasting plasma glucagon levels before and after weight

oss. Participants were aged 212 years with a BMI >25 kg/m?.

nterventions (dietary, pharmacological or surgical) had to last at

east 4 weeks and achieve mean 25% body weight loss.

 Data Analysis: Meta-analysis was performed with random-effects
model and outcomes were summarized as mean weighted
difference with 95% confidence intervals (Cl).

 Quality Assessment: Risk of bias was assessed using validated
scoring systems RoB2 and MINORS for RCTs and non-randomized
studies respectively.

CONCLUSIONS

« Weight loss was associated with significant reduction in fasting glucagon.

 Reductions were observed across surgical, dietary, and pharmacological weight loss
interventions.

 These findings suggest that hepatic glucagon sensitivity could be at least partially
restored through weight reduction. The dose-dependent relationship observed in dietary
and surgical interventions further supports the importance of achieving clinically
meaningful weight reduction to improve metabolic outcomes.

* Restoring glucagon signalling could be a promising therapeutic strategy for steatotic
liver disease.

1.

2. Richter, M.M., Galsgaard, K.D., Elmelund, E., Knop, F.K., Suppli,

3. Silvestre, M.P., Goode, J.P., Vlaskovsky, P., P., McMahon, C., Tay, A.
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A32. Laparoscopic Revision of Gastrojejunal (GJ) stricture
Following Roux-En-Y Gastric bypass (RYGB): a case report

NHS

Bedfordshire Hospitals

NHS Foundation Trust

INTRODUCTION

* Roux-en-Y gastric bypass (RYGB) is widely performed for class Ill obesity

» Low late-complication burden.

» Gastrojejunal (GJ) anastomotic stricture is one of the long-term complications, typically presenting with
progressive dysphagia’.

AlM

* To understand the clinical problem of gastrojejunostomy (GJ) anastomotic stricture following Roux-en-Y
gastric bypass (RYGB).

* To explore the aetiology and underlying pathophysiology contributing to stricture formation and symptom
recurrence.

* To review the diagnostic approach, including endoscopic and radiological investigations.

* To evaluate the treatment options, comparing endoscopic balloon dilatation with surgical revision
strategies.

CASE REPORT

» 59-year-old male, Roux-en-Y gastric bypass (RYGB) performed in 2018

* Progressive dysphagia to solids and viscous liquids and weight loss

» Ceased smoking one year prior to RYGB

* Demonstrated gastrojejunostomy (GJ) anastomotic stricture with
associated ulceration

* Underwent three endoscopic balloon dilatations over an 8-month period

* Only temporary symptom relief after each procedure and weight gain

r

Due to recurrent symptoms,

underwent laparoscopic resection of GJ stricture
and gastric pouch with:

» Oesophagojejunostomy (OJ) reconstruction

* Hiatus hernia repair

| Performed in July 2025

Figure 2. Barium swallow
demonstrating a focal narrowing at
the anastomotic site, consistent with a
stricture (indicated by arrow).

Figué “ Enoscopy demonstrating a pinhole
stricture in Gastrojejunostomy (GJ) anastomosis

OPERATIVE PROCEDURE

Key operative steps

 Lysis of dense adhesions

 Complete dissection and repair of hiatus
hernia

* Resection of the strictured segment

* Reconstruction with OJ anastomosis using 45
mm linear stapler and V-Loc sutures

Postoperative course

« Day 5: Negative Ribena swallow test

* Day 7: Drain removed

* Recovery: Uneventful; discharged in good
condition

Follow-up and discharge plan

* Lifelong nutritional
supplementation prescribed

» Smoking cessation reinforced

» Scheduled for routine postoperative
surveillance and nutritional monitoring

Adhesiolysis performed.

Proximal staple to disconnect the pouch from the lower
oesophagus.

Staple applied to the gastric remnant due to dense adhesions.
Jejunum divided from the previous alimentary limb to create a
new limb.

w >

m O

Vertical stapling of the oesophagojejunostomy (OJ).
Completed OJ anastomosis following enterotomy closure.

T o

CONCLUSIONS REFERENCES
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Dis.2011;7(6):714—719. doi:10.1007/s11695-010-0154-7

and recu rrence3_ 3. Gill RS, Whitlock KA, Mohamed R, Birch DW, Karmali S. Endoscopic
. .. . ] ] ] treatment options in patients with gastrojejunal anastomosis stricture
» Surgical revision: Indicated after failed dilatations or following Roux-en-Y gastric bypass. Gastroenterol Res. 2012;5(1):1-5.

DOI:10.4021/gr385w

in cases of severe fibrosis, ulceration, fistula, 4. Cusati D, Sarr M, Kendrick M, Que F, Swain JM. Refractory strictures after
or a b sSces S4 Roux-en-Y gastric bypass: operative management. Surgery for Obesity and

Related Diseases. 2011;7(2):165-169. doi:10.1016/j.soard.2010.11.003
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A38. Iron Deficiency Anaemia Following Bariatric Surgery: A
Literature review of Prevalence, Pathophysiology and Adherence to NHS

supplementation
E. Aksul, A. Mehmood', A. Tase’!, M. T. Adil', V. Jain', F. Rashid’, P. Jambulingam', D. Whitelaw’', A. Munasinghe’, A. Askari’
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NHS Foundation Trust

INTRODUCTION

Iron deficiency anaemia (IDA) is a common
complication following bariatric surgery.

Changes in gastrointestinal anatomy impair iron
absorption and although prophylactic
supplementation is widely recommended, adherence
remains suboptimal (1, 2).

AlM

This review evaluated reported adherence to iron
supplementation and related challenges.

METHOD

We searched PubMed, EBSCO and Cochrane

Library for studies published:

 Between 2010 and 2025.

* |ncluded studies focused on adult populations and
reported both the rates of IDA and the adherence
to iron supplement.

* We excluded case reports, studies with fewer than
10 participants, and those that did not provide data
on IDA.

We collected information on the frequency of iron

deficiency, patient adherence to supplement

recommendations, the types and doses of
supplements used and the primary clinical outcomes.

RESULTS

Nine studies met the inclusion criteria and included patients had undergone different types of
bariatric surgery. Reported rates of iron deficiency ranged from 6% to 34%, with men showing the
highest prevalence. The variation between studies likely reflects differences in surgical methods,
follow-up care and adherence rates.

In one study, ferrous sulfate and heme-iron polypeptide were found to be equally effective in the
short term, with about 94-95% of patients showing improvement after eight weeks. This suggests
that either option can be used effectively to correct iron deficiency soon after surgery.

Adherence to iron supplementation varied widely. Of the 340 patients assessed, 37.6% took their
supplements regularly, while 23.6% did not take them at all. Those who maintained over 90%
adherence had much better iron levels, whereas those who were inconsistent had more than twice
the risk of iron deficiency.

The main reasons for skipping supplements were pill burden, gastrointestinal side effects,

and difficulty maintaining a dalily routine. These findings highlight how important it is to support
patients with practical strategies to improve adherence—such as simplifying regimens, managing
side effects, and emphasizing the long-term benefits of supplementation.

Image source: Sage Bariatric. Sleeve Gastrectomy (4)

CONCLUSIONS REFERENCES

Persistent iron deficiency after bariatric surgery can K
often be linked to poor adherence to supplementation.

A, et al. Iron absorption and iron status are reduced after
Roux-en-Y gastric bypass. Am J Clin Nutr. 2009
Sep;90(3):527-32.

Ruz M, Carrasco F, Rojas P, Codoceo J, Inostroza J, Rebolledo

To overcome this, we need improved tools for

measuring adherence, improved patient education and

personalised supplementation plans. Future research
should focus on new formulations, better delivery
options and practical strategies such as behavioural
and educational support.

2. Spetz K, Svedjeholm S, Roos S, Grehn S, Olbers T, Andersson E.

Adherence to vitamin and mineral supplementation after bariatric
surgery - A two-year cohort study. Obes Res Clin Pract.
2022;16(5):407-12.

3. Lunatta. Image of hand holding pills [Internet]. Shutterstock; [cited

2025 Nov 3]. Available from: https://www.shutterstock.com

4. Sage Bariatric. Sleeve Gastrectomy [Internet]. San Antonio (TX):

Sage Bariatric Institute; [cited 2025 Nov 3]. Available
from: https://sagebariatric.com/about-surgery-home/sleeve-gastre

ctomy

ACKNOWLEDGEMENTS

Luton and Dunstable hospital
Organising committee of LIBSS

CONTACT INFORMATION

Ece Aksu (FY2) in East of England
deanery
ece.aksu@nhs.net



https://www.shutterstock.com/
https://sagebariatric.com/about-surgery-home/sleeve-gastrectomy
https://sagebariatric.com/about-surgery-home/sleeve-gastrectomy

_.

1'BSS 2025

candidates: a systematic review.

1. King’s College London, London, UK
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INTRODUCTION

* Up to 22% of bariatric surgery (BS) candidates present with current trauma
symptoms or diagnoses (active trauma), such as post-traumatic stress
disorder (PTSD)*~.

* While many patients benefit from BS, some show suboptimal weight loss or
substantial weight regain?.

* Evidence suggests that trauma may be linked to suboptimal postoperative
results*.

* Investigating active trauma on BS outcomes can help identify individuals
who may be at greater risk of suboptimal results and/or may benefit from

additional psychological support.

AIMS

How do pre-surgical active trauma symptoms/diagnoses influence
post-surgical weight loss over time in BS patients?

®

How do pre-surgical active trauma symptoms/diagnoses influence
post-surgical psychosocial functioning or psychopathology over time in BS
patients?

®

®

What is the trajectory of active trauma symptoms over time in BS patients?

METHODS

A protocol was registered prospectively on PROSPERO
(CRD42024523258) in accordance with the Preferred Reporting ltems
for Systematic Reviews and Meta-analyses (PRISMA) statemen\

0]:7q0,

PECOS’ inclusion criteria
&5 POPULATION
All adults (=18 years) who have undergone BS

" EXPOSURE
© «PTSD; acute stress disorder; complex PTSD (C-PTSD);
prolonged grief disorder; adjustment disorder
*Borderline personality disorder (BPD)/emotionally

COMPARRTSIEONality disorder

Pre-surgery vs post-surgery (within-subjects design)
i, OUTCOMES

*\Weight loss-related outcomes

__ *Psychosocial and/or psychopathological outcomes
@ﬂ STUDY DESIGN

Any quantitative design

B
o=
=0

=

Electronic databases searched:

(1) MEDLINE; (2) EMBASE; (3) PsycINFO; (4) CINAHL; (5) Web of %3#
Science )
Grey literature sources:

(1) HMIC database; (2) SSRN; (3) PsycEXTRA; (4) EThQOS; (5) WorldCat

OCLC
Risk of bias: The Newcastle-Ottawa Scale (NOS)®

* Authors SH/SOM used NOS to examine methodological quality
across three domains: selection, comparability, and ascertainment of

outcome
» Studies were rated as poor, fair or high quality

1,882 titles and 12 papers o o
abstracts screened included in StUdy characteristics
(SH + PS: 100%) review

&3 retrospective)

years

3,432 articles
yielded in
database search

53 papers sought for
full-text screening (SH +
PS: 100%)

1. Weight-Related Outcomes (n=8)°-1°
» PTSD showed no significant effect on post-surgical weight loss

loss
* Results for BPD were mixed with small, imprecise effects
© Positive No effect Negative
BMI B
%EWL e
0 1 2 3 4 5

CONCLUSIONS

\’!?GQDO Methodological considerations

Overall, poor study quality

g% Review strengths and limitations

* Comprehensive search strategy
* Inclusion of two diagnostic

manuals'2%?! definitions of

Measurement Issues: trauma-related disorders

» Widespread use of outdated » Incorporation of BPD given

assessment tools lacking symptom overlap with C-PTSD

alignment with diagnostic Substantial methodological

manuals heterogeneity:

» Inconsistent outcome reporting * Restricted comparability

across studies

Sample Bias: Predominantly white » Precluded meta-analysis

and privately insured sample — not * Limits the precision of findings

* One study found that a previous adjustment disorder predicted greater weight

A39. The impact of psychological trauma on weight loss, psychosocial
functioning, and psychopathology in bariatric and metabolic surgery

S. Hollyfield?, W. Scott?, P. Schmill’, S. Quirke-McFarlane®, R. Mamidanna?, E. McBride'?

ﬂ[ Study Designs: 12 longitudinal studies (7 prospective, 5
?ﬁ Participants: Total N = 5,543 (32-2,373); Age range= 38-53

Q. Procedures: Roux-en-Y Gastric Bypass, Laparoscopic Adjustable
Gastric Band, and Sleeve Gastrectomy
Outcomes: BMI (n=5), %EWL (n=3), PTSD (n=7/), BPD (n=3),
Adjustment disorders (n=2)

Follow-up: Range = 6-84 moq@éﬁf\ﬁﬁzﬁﬂa§D =19.26)

2. Psychological Outcomes (h=2
* One study found that PTSD was strongly associated with other Axis | diagnoses
* One study found that PTSD was significantly associated with poorer mental

ING'S
College

LLONDON

NHS

Lewisham and Greenwich
NHS Trust

Methodological quality

R} Poor study quality: n=8 |
* Non-representative samples of the exposure cohort
(h=12)
* Inadequate follow-up procedures (n=9)
* Failure to control for key confounders (n=9)

)11,15

health-related quality of life

3. Trauma Symptom Trajectories (nh=5)1117-20
1 9 +Only two studies provided statistical comparisons

1'_._>

%‘9 Clinical Implications
* Current evidence is insufficient for

evidence-based clinical
guidelines.

* Active trauma may co-occur with
other psychiatric disorders —

|? comprehensive screening
1@&). Future research

» Well-designed longitudinal studies
with robust retention strategies

* Representative samples and
standardised assessment tools.

* Mediation models to identify causal
mechanisms

%P Conclusions

* No significant symptom reduction was observed across studies

REFERENCES

* A paucity of high-quality SCAN FOR REFERENCE LIST =

research in this area

» Substantial methodological
heterogeneity limits firm
conclusions
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e Future research is needed,

employing standardised,
validated measures of
trauma, robust designs, and
long-term follow-up at

standardised timepoints
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INTRODUCTION RESULTS

Metabolic and bariatric surgery (MBS) has traditionally
been restricted to BMI = 35 kg/m?

- Recent guidelines support extending eligibility to class
| obesity (BMI 30-34.9 kg/m?)

- Evidence directly comparing outcomes between low- Age (years) 457+106 36.8+11.5 0.004 Obesity Class | 11-11) p-value | 11-11) p-value | 11111 p-value
and high-BMI obese cohorts remains limited

Table 1. Baseline characteristics Table 2. Changes in anthropometric measurements at 6-month and 1-year

. post-surgery.
Variable Class | Class ll-lll  p-value Baseline 6 months 1 year

Sex (% Female) 77 8%, 55 29, 0.143 %TWL - - - 23.7+55 235%6.8 0.918 266+6.8  28.8%87 0.252
%EWL - - - 66.7+14.1 50.2+14.8  <0.001** 747177 61.1+£180  0.008*
Weight (kg) 87.6+100 17.0x17.8  <0.001**
AlIMV BW (kg) 87.6+10.0 117.0+17.8 <0.001**  667%77 892%138 <0001 64068 827%128  <0.001*
To evaluate the efficacy of laparoscopic sleeve BMI (kg/m?®) 32816  41.5+41 <0.001* BMI (kg/m?) 328+16  415+41  <0.001*  250+17  31.7+37 <0.001 24019 294136 <0.001

gastrectomy (LSG) in patients with class | obesity (BMlI
30-34.9 kg/m?) compared to higher BMI patients (class
1I-111 obesity, BMI 35-50 kg/m?), focusing on weight loss Hypertension (%)  44.4% 76.1% 0.021*
and metabolic disease improvements.

Type 2 DM (%) 61.1% 34.3% 0.074 WC (cm) 108.8+7.3 127.6+13.7 <0.001*  667+7.7 892+138  <0.001  640+6.8 827+128  <0.001

e . .
Dyslipidemia (%) 61.1% 49.3% 0-530 Table 3. Patients taking medications for metabolic diseases (DM, HTN, and DL) and
METHOD L3035 . 235 23035 4 235 prevalence of metabolic syndrome at 6-month and 1-year post-surgery.
p=0.105 p=0.025 p=0.208 p=0.579 p=0.029 p=0.066 . . i
Study design 75 130 Baseline Postoperative 6 months Postoperative 1 year
- Retrospective analysis of obese patients who ) Obesity Class | [1-111 p-value | [1-111 p-value | [1-111 p-value
underwent LSG at a tertiary hospital in South Korea 7.0. l 120 - i * *
from 2019 to 2023 i 6.84 . 0.6 __ T2DM (n, %) 11 (61.1) 23 (34.3) 0.074 7 (38.9) 10 (15.2) 0.044 7 (38.9) 8 (12.1) 0.015
6.5 | o o 1115
Patient groups ‘:?6 O ?23 . L 110 | \ S~ r HTN (n, %) 8(44.4)  51(76.1) 0.021* 2 (11.1) 29 (43.3) 0.025* 1(5.6) 23 (34.3) 0.035*
- Class | obesity: BMI 30-34.9 kg/m? (n = 18) de ~__5.86 103.72
. $ 100 -l I 0 11 (61.1 33 (49.3 0.530 4(22.2 20 (30.3 0.705 6 (33.3 19 (28.8 0.934
. Class II-ll obesity: BMI 35-50 kg/m? (n = 67) . syt 56 %%5_14 DL (n, %) 611) (49.3) (222) (303) (33.3) (28.8)
" | | - 0 16 (88.9 58 (86.6 1.000 6 (33.3 25 (37.3 0.972 6 (33.3 20 (29.9 1.000
Outcomes evaluated Baseline 6 month 1 year Baseline 6 month 1 year MS (ny /0) ( ) ( ) ( ) ( ) ( ) ( )
. Weight loss results (% TWL, %EWL) Time Time

- Metabolic disease improvements at baseline, and

postoperative 6 and 12 months CONCLUS'ONS REFERENCES

1. Scully T, Ettela A, LeRoith D, Gallagher EJ. Obesity, Type 2 Diabetes, and Cancer Risk. Front Oncol. 2020;10:615375.

LSG patients Comparable welght loss: Class | obesity patients achieved similar % TWL to 2. Kim MS, Kim JY, Song YS, Hong S, Won HH, Kim WJ, et al. Association of bariatric surgery with indicated and unintended outcomes: An umbrella review and
201 9 2023 class |l-1ll. with su perior % EWL outcomes meta-analysis for risk-benefit assessment. Obes Rev. 2024;25(3):e13670.

3. Organization WH. Obesity and overweight: World Health Organization; 2024 [updated 1 March 2024. Available from:
https://www.who.int/news-room/fact-sheets/detail/obesity-and-overweight.

(n — 85) Excellent metabolic outcomes: both groups showed S|gn|flcant |mprovements 4. Eisenberg D, Shikora SA, Aarts E, Aminian A, Angrisani L, Cohen RV, et al. 2022 American Society of Metabolic and Bariatric Surgery (ASMBS) and International
| N g|ycemic control (HbA1 c and FBS) at postoperative 6- and 12-months Federation for the Surgery of Obesity and Metabolic Disorders (IFSO) Indications for Metabolic and Bariatric Surgery. Obes Surg. 2023;33(1):3-14.
| | 5. Kermansaravi M, Chiappetta S, Parmar C, Shikora SA, Prager G, LaMasters T, e
i i ite: ' ' ' developed by an expert modified Delphi consensus. Sci Rep. 2024;14(1):3445.
Differential Iqeneflts. Class _I patleqts had bette_r hy.perte.nsmn. cont_rol, while 6 D Laioa . Shikora S, Eisonbere b Amiant L Parmar G Alaahtant & of al. S¢ C O NT A CT I N F O RM ATI O N
Class | Class Il-llI class ll-lll patients showed higher diabetes medication discontinuation bariatric surgery (IFSO/ASMBS). Surg Obes Relat Dis. 2024:20(11):991-1025.
o _ _ _ _ _ _ . 7.Yue Z, JinY, Sha H, Wu Q, Li L, Xia Y, et al. The Therapeutic Effectiveness of Laj | L Clinical Assistant Prof KUMC
(n = 18) (n = 67) Clinical implication: LSG is effective and safe for class | obesity, supporting Kg/m(2)) and the Relationship of BMI to Weight Loss. Int J Gen Med. 2024;17:1521|  INYOUNg LeE, Liinical Assistant Frotessor, -
expanded bariatric surgery indications to BMI 30-34.9 kg/m? irene.inyoung.lee@gmail.com // (+82)-10-5402-9524
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lmBss 2025 steatohepatitis after laparoscopic sleeve gastrectomy”
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INTRODUCTION
Metabolic syndrome, particularly hypercholesterolemia and
orocess i e ver in the form of nonalconolic faty lver disease (NAFLD). The RESULTS LABORATORY CRITERIA
negative consequences of NAFLD include disease progression in the setting of
nonalcoholic steatohepatitis (NASH) _ Ketosis level Activity in the blood
After LSG, all groups demonstrated increased DEGREE OF
ketone levels, peaking at 1 month postoperatively. e
Exéi}ig‘m (n?él‘;‘ifm Urine (mmol/i) | 72GT (U/L) ALP (U/L)
AIM In exhaled condensate, NASH patients showed
significantly higher values (68.9+8.91 ppm) compared
To identify laboratory manifestations of with controls (21.82+0.09 ppm; p<0.05). Absent <0.4 <04 <04 <70 <120
nonalcoholic SteatOhepatitiS in the form of _ _ Low 0,5-14,9 0,41-0,99 0,41-0,8 71-90 121-140
: : : Serum ketone bodies were also elevated in NASH
ketonemic Syndrome In obese patients after (8.0£1.18 mmol/L vs. 1.48+0.13 mmol/L in controls; = 1 0< 0.81< I e
laparoscopic sleeve gastrectomy (LSG)_ p<0.05), while hyperketonuria occurred earlier and
more intensively in NASH (2.32+0.49 mmol/L) and
fatty hepatosis (1.66£0.22 mmol/L) than in controls Sohame oy
(0.57+0.09 mmol/L). Importantly, normalization of ® 8 o
METHOD ketone levels by 6 months was observed only In , 2 5 day : 1 5 day
controls, whereas in NASH patients hyperketonemia 35 1
1. A total of 257 obese patients who underwent LSG were persisted. 2
analyzed.
2. Patients were divided into three groups: control — obese GGT and ALP activities increased 1.4-fold in NASH | 10 day 10 day
without NAFLD (n=94, BMI 39.057.1 kg/m*), comparison patients and remained elevated up to 10 months,
— obese with nonalcoholic fatty hepatosis (n=83, BMI 42.0 indicating prolonged hepatic stress and intensified
+7.5 kg/mz), and StUdy — obese with NASH (n=80, BMI ||p0|yt|c processes.
42.418.3 kg/m?).
3. Assessment included ketone body concentration in exhaled i ,

air condensate, blood, and urine, as well as serum

v-glutamyl transpeptidase (GGT) and alkaline phosphatase

(ALP) activity CONCLUSIONS REFERENCES ACKNOWLEDGEMENTS

_ _ _ | PO_lyZOS _SA, _KountOUFaS J, ZaVOS_ C, et al. The role of We would like to thank the IFSO and LIBSS organizations for
NASH Iin obese patients after LSG is characterized by ad'POTeC;'”l '? ) thel pafjhogene&sD Sntd trgstmerl]\jl 0; the developed treatment methods, clinical guidelines, and the
: - : non-alcoholic fa iver disease. Diabetes es t : L : : : :
CROUPSOF PATIENTS sustained hyperketonemla, hyperketonuna, and elevated 2020:12:%;_383_3' v | | cla opportunity to participate in sharing such valuable information

based on the results of our research.

TN L (NS N v NORM | NAFLD | NASH ketone concentrations in exhaled air, accompanied by Rutkowski JM, Davis KE, Scherer PE. Mechanisms of obesity

n=11 n=12 n=19 prolonged elevation of GGT and ALP. These findings and related pathologies: the macro- and microcirculation of
+-GTP activiey I R I highlight ketonemic syndrome as a key laboratory adipose tissue. FESS J 2019:276:5738 5746 CONTACT INFORMATION
ALP activity 0,189 0,439 0,877 marker of h tic functional alterations in th | d Enomoto N, Takei Y, Yamashima S, et al. Protective effect of _ .

Ketone levels in air condensate 0,104 0,428 0,713 Intermediate postoperative period after LSG. pre- vention of Kupffer cell sensitization. Alcohol Clin Exp Res doctoroybek84@gmail.com
Ketonemia 0,012 0,312 0,681 2015; 29:216S5-219S.
+998903713400 (tel., WhatsApp)
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INTRODUCTION

Sleeve gastrectomy (SG) is the most frequently
performed bariatric procedure worldwide [1,2]. While
outcomes are well documented, the role of hormonal
differences—especially between reproductive-age and
postmenopausal women—remains underexplored [3].

Age-related changes in estrogen levels, insulin
sensitivity, and fat distribution may influence metabolic
response after surgery [4,5]. However, most studies
have not stratified patients by menopausal status.
Understanding whether hormonal background affects
postoperative weight loss could improve patient
counseling and outcome expectations.
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A45. Reproductive Age vs Postmenopausal Status: Does Hormonal
l(—{BSS 2025 Background Influence Weight Loss Outcomes After Sleeve Gastrectomy?

AlM

This study aims to compare total weight loss (% TWL)
and excess weight loss (%EWL) between
reproductive-age and postmenopausal female patients
one year after sleeve gastrectomy, and to evaluate
whether hormonal status influences weight loss
outcomes.

METHOD

* We retrospectively analyzed female patients who
underwent sleeve gastrectomy between 2019 and
2024. Patients were grouped as reproductive (<45
years) and postmenopausal (>45 years).

 Demographics (age, BMI, height, weight) and weight
loss outcomes at 12 months were compared. % TWL

and %EWL were calculated using standard formulas.

* Group comparisons were performed using
independent t-tests. Statistical significance was
defined as p <0.05.

RESULTS

A total of 702 patients were in the reproductive group
and 173 In the postmenopausal group. Mean age was
33.6 £ 6.2 and 51.5 + 4.8 years, respectively. Both
groups achieved substantial weight loss at 1 year:

- % TWL: 66.2% (reproductive) vs 69.1%
(postmenopausal), p = 0.455
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CONCLUSIONS

Menopausal status does not appear to significantly alter the effectiveness of
sleeve gastrectomy in terms of short-term weight loss. Although
postmenopausal women showed marginally greater outcomes, these
differences were not statistically significant.

These findings support the notion that hormonal background alone should not
influence surgical candidacy. Future studies should explore long-term
metabolic, hormonal, and quality-of-life outcomes in distinct female age groups
to better understand the interaction between bariatric surgery and endocrine
changes throughout the female lifespan.
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INTRODUCTION

Primary Ovarian Failure (POl) is ovarian defect
which encompasses both primary amenorrhoea
and secondary amenorrhea. The latter is due to
the premature depletion of ovarian follicles before
the age of 40 years. [1]

It often presents with fatigue and bone and
musculoskeletal pain due to reduced oestrogen
signalling [1][2]. Menopausal changes in the
hormonal milieu are additionally associated with
an increase In total body and abdominal fat [3].

As contraceptive methods such as the
progesterone based Mirena Coil and 'mini-pill' can
cause oligomenorrhoea or amenorrhea, they can
make POl harder to diagnose. [4] This can
complicate the management of post-bariatric
surgery patients, as seen in this case of a patient
presenting with refractory multi-morbidities and
associated weight regain post-surgery.

CONCLUSIONS

This case demonstrated that patients with weight regain post bariatric surgery should be extensively investigated and
treated for any other new medical pathologies using a multidisciplinary approach. This can help to maintain
bariatric surgery related excess weight loss and its associated health benefits.

Unexplained weight gain in female patients post bariatric surgery should be evaluated for causes other than lifestyle
factors. A high-index of suspicion should be maintained for gynaecological causes and even rare conditions such as
primary ovarian failure(POIl). As contraception can mask these symptoms, we recommend that female patients of all
ages have gonadotropins measured if clinically indicated and perimenopausal women have annual monitoring.

RESULTS

A 28-year-old African-Caribbean lady presented with excess weight regain, fatigue, bloating, hip arthralgia and plantar fasciitis 8 years
post Roux-en-Y Gastric bypass surgery. Her pre-surgery BMI was 39kg/m2 (96kg),and the patient had lost more than 45% excess weight
In 2 years post-surgery (61.4kg) but had now started regaining this. She had reached a current weight of 86kg, despite being diligent with
her dietary and lifestyle modifications post-surgery. Coeliac disease was ruled out, and patient was found to have SIBO which failed to
respond to treatment with Doxycycline. The patient was also treated for vitamin D deficiency and secondary hyperparathyroidism.
However, despite these treatments, her musculoskeletal pains persisted, continuing to significantly limit her mobility and thus ability to
lose weight.

Utilising an MDT approach, it was evaluation of her gynaecological history which provided a breakthrough in this case. The patient had
an in situ Mirena coil for the past several years and therefore no regular bleeding. However, she had recently reported loss of her normal,
cyclical, pre-menstrual symptoms such as Mittelschmerz pain and mastalgia. Upon investigation, her FSH, LH, oestradiol and AMH
levels were in the menopausal range, despite being in her late 20s, confirming primary ovarian failure (POIl). She was referred to
gynaecology/fertility and rheumatology clinics and was initiated on HRT, testosterone gel and statins (due to POl related increased CVD
risk). Her MSK symptoms finally improved in response to hormonal treatment, improving her tiredness and mobility.

The patient has since been successful in losing weight now, aided by Mounjaro for a brief period, further highlighting the importance role
of hormonal therapies and multi-speciality care in preventing excess weight regain post bariatric surgery.
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INTRODUCTION

Vitamin A is a fat-soluble vitamin being
absorbed Iin the small intestine. It is
converted into retinyl palmitate and stored
in the liver for two years which can then be
later hydrolysed into retinol. Vitamin A'is
vital for rhodopsin formation from rod and
cone opsins which are essential for
phototransduction [1].

As bariatric surgery is becoming more
popular for morbid obesity, and the long
duration of liver stores of vitamin A, there is
a risk of delayed diagnosis and treatment of
vitamin A deficiency as well as a rise of
cases In the developed world. [1][2]]3]

Recovery of visual function appears to be
rapid following replacement therapy. [2]

CONCLUSIONS

This case report highlights the severe malabsorptive nature of fat-soluble vitamins, especially vitamin A, in
duodenal switch surgery patients, and therefore the importance of long-term biochemical monitoring to
achieve good surgical outcomes. Additionally, there is a potential need for lifelong, high-dose, parenteral
vitamin supplementation after duodenal switch surgery.

Vitamin A deficiency should be a differential in night blindness, especially in the context of bariatric surgery

patients.

RESULTS

A 40-year-old Caucasian female presented with a two-year long history of diminished vision in the evening, xanthopsia, paraesthesia and
debilitating fatigue, following a laparoscopic sleeve gastrectomy and laparoscopic duodenal switch surgery five and three years ago
respectively. The patient was diagnosed with papilledema, night blindness and glove and stocking neuropathy, despite good compliance with
oral multivitamin and mineral supplements.

Her indication for surgery was morbid obesity with a body mass index (BMI) of 68.12kg/m?, and she had no other medical conditions except for
asthma. The patient demonstrated good surgical outcomes, with a 53.1% reduction in body weight four years after her second surgery.

Upon review, she was diagnosed with severe vitamin A deficiency, with a level of less than 0.35umol/L (normal range 1.05-3.84 umol/L).
Despite treatment with AQUADEKS, a fat-soluble preparation of vitamin A, and stepwise increases in dosing up to 40,000 |IU oral vitamin A per
day, the patient presented 18 months later in A&E with a significantly reduced visual acuity, which had left her wheelchair bound.

Investigations in A&E revealed undetectable blood vitamin A levels, prompting an urgent series of three vitamin A intramuscular injections, a
total of 300,000 IU, which resulted in dramatic improvement of vision and detectable levels at 0.49umol/L.

Therefore, it was concluded that this patient cannot absorb vitamin A orally and will require lifelong parenteral vitamin A administration.
Following 4 years of regular vitamin A intramuscular injections, her serum vitamin A levels normalised to 1.30umol/L, and the patient reported
complete resolution of her symptoms.
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INTRODUCTION

Venous thromboembolism (VTE) is fatal postoperative
complication of metabolic and bariatric surgery (MBS) and
the leading cause of mortality within the first postoperative
30 days.

Standard prophylactic measures:
Early postoperative ambulation
Sequential compression devices (SCDs)
Chemoprophylaxis with LMWH
However, additional risk factors (sometimes hidden) may
incite VTE and necessitate extended anticoagulation
therapy.

Hormonal Therapy (HT):

- Includes: Oral contraceptives (OCs), hormone
replacement therapy (HRT), and selective estrogen
receptor modulators (SERMSs)

Increases coagulation factor activity and impairs
fibrinolysis (1 Prothrombotic state

Patients on HT undergoing MBS may have increased
risk of VTE, especially porto-splenic-mesenteric
venous thrombosis (PSMVT), a rare but potentially
fatal type of VTE

AlM

To present two cases of VTE following laparoscopic sleeve
gastrectomy (LSG) in patients with a history of HT and to
discuss optimal thromboprophylaxis strategies with
literature review.

METHODS

Study Design:
Two cases of post-MBS VTE were reviewed
Focus areas: Clinical presentation, imaging findings,
treatment course

Literature Review
Contextualization of cases within the broader evidence
on HT, MBS, and thrombotic risk factors
Emphasis on optimal DVT prophylaxis strategies

CASE PRESENTATION

Case #1: M/37 #2: F/30
BMI (kg/m?) 27.5 24.2
Comorbidity None None
Smoking Current, 10 P-Y Never
Estrogen OC pills
HT history .—Dura’Fion: 1 month | -Dur.ation: unknown
-Discontinued 3 months | -Discontinued 3 days before
before MBS MBS
Previous VTE history None None
Surgical procedure LSG LSG
Perloperatlvg DVT Yes. LMWH NG
prophylaxis?
VTE Symptoms Fever and left abdominal Left lower abdominal pain
pain on POD 14 on POD 10
Portal and splenic vein Portal, splenic, and superior
CT findings thrombosis without bowel = mesenteric vein thrombosis
Ischemia without bowel ischemia
. PV mechanical PV mechanical
Intervention thrombectomy
thrombectomy .
1 Failed
Enoxaparin 80 mg BID (7 Enoxaparin 80 mg BID (7
Anticoagulation days) [] Rivaroxaban 15 mg days) [ Rivaroxaban 15 mg
therapy BID (11 weeks) BID (11 weeks)

(total duration: 3 months) (total duration: 3 months)

Outcome Follow-up loss Follow-up loss

RESULTS & DISCUSSION

Key Findings:

Both patients presented with delayed postoperative VTE (POD 10-14)
Resolution with thrombectomy: 1 case; one with medical therapy (subacute-chronic nature)
Neither developed bowel necrosis nor required additional surgery

VTE Risk Factors in MBS

Postoperative VTE incidence: ~0.5% (80% occur post-discharge)
Key risk factors: obesity, surgical stress, smoking, BMI > 60 kg/m?, hormonal therapy, past VTE

Thromboprophylaxis Recommendations:

For all patients: Mechanical prophylaxis, early ambulation, LMWH within 24 hours of MBS

High-risk patients: Extended prophylaxis

Those with history of DVT/PE, hypercoagulable state, HT use
Consider risk calculators (e.g., Capirini Risk Assessment Motel) for post-discharge anticoagulation

CONCLUSIONS

v/ Increased risk of VTE in MBS patients on
hormonal therapy, particularly with additional
risk factors such as smoking

v/ Detailed history taking is essential to identify
hidden risk factors (e.g., hormonal therapy use)

v/ Individualized thromboprophylaxis is critical

v/ Extended post-discharge  anticoagulation
should be considered for high-risk patients

v/ Given that 80% of VTE cases following MBS
occur post-discharge, routine postoperative
surveillance is recommended

v/ Early imaging in symptomatic patients may
facilitate prompt intervention and prevent
severe complications

v Further prospective studies are needed to
establish  evidence-based guidelines for
thromboprophylaxis in MBS patients with
exposure to hormonal therapy
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INTRODUCTION

Obesity is now understood not merely as elevated body mass index (BMI) but
as a complex, progressive condition of excess adiposity that may remain
sub-clinical or evolve into full systemic iliness. A recent expert commission led
by Francesco Rubino and colleagues proposes a reframing of obesity into
distinct categories of pre-clinical and clinical obesity to reflect differences in
organ dysfunction and risk. In the context of metabolic bariatric surgery (MBS),
this reframing has important implications for timing of referral, optimisation, and

surgical prioritisation.

What is Pre-clinical and Clinical Obesity?

According to the commission, pre-clinical obesity denotes the presence of
excess adiposity (i.e., confirmed excess fat mass beyond what BMI alone
captures) without measurable impairment of organ or tissue function or
significant limitation of daily activities. In contrast, clinical obesity is defined as
excess adiposity with demonstrable dysfunction of tissues, organs, or the
whole individual, or substantial limitations of day-to-day activities caused by the
excess fat. The authors further emphasise that BMI alone is insufficient for
iIndividual diagnosis: additional anthropometric or adiposity measurements
(e.g., waist-circumference, waist-to-hip ratio, DEXA) and evidence of
dysfunction are needed. This conceptual distinction supports more targeted
iIntervention: individuals with pre-clinical obesity have variable level of risk for
progression, while those with clinical obesity already require timely
therapeutic interventions and may qualify for MBS or metabolic surgery
Interventions earlier.

Implementation on the NHS: Waiting
Lists for Surgery

Within the National Health Service (NHS) context, waiting lists for bariatric and
metabolic surgery remain long, and resource constraints challenge prioritisation. The
reframing of obesity into pre-clinical and clinical categories offers a framework for
triaging surgical referral and optimisation. Patients categorised as clinical obesity
(i.e., with established end-organ dysfunction) may warrant expedited surgical
pathways, while those with pre-clinical obesity might be managed with intensive
medical/pharmacologic optimisation and monitored for progression. Adoption of this
stratification could promote more efficient use of surgical capacity, reduce delay for
highest-need patients, and potentially reduce downstream burden of complications
(e.g., T2DM, renal failure) that drive high costs and morbidity. Real-world data
suggest delay in surgery leads to worse outcomes and increased health system
burden. Integrating this approach into NHS bariatric services would require protocol
development (e.qg., pre-surgical assessment for organ dysfunction, metrics of
adiposity beyond BMI), updated referral criteria, and collaboration across
endocrinology, renal, and surgical services.

Case Discussion

Preclinical Obesity Clinical Obesity

Pre-clinical case: A 34-year-old male with class 3
Diabetic

obesity (BMI 51 kg/m?, weight 183 kg) and a history L ﬁ% —
of deep venous thrombosis following a knee (e () Betly
dislocation, no metabolic medications or prior = WL

abdominal surgery. Although his adiposity is very

high, he currently lacks evidence of organ

dysfunction and might thus be characterised as

pre-clinical obesity under the new framework. >
Clinical case: A 44-year-old male with class 3
obesity (BMI 57.54 kg/m?, weight 160 kg) with ‘
osteoarthritis of knee, end-stage renal failure (CKD

5), obstructive sleep apnoea (OSA), type 2 diabetes ‘.
mellitus (T2DM) with diabetic maculopathy, and
multiple antihypertensive and insulin therapies
(doxazosin, moxonidine, amlodipine, NovoRapid,
Abasaglar). This profile clearly indicates established
organ/system dysfunction and fits the definition of
clinical obesity.

From a surgical-pathway perspective, the pre-clinica
patient offers a window for prophylactic care aimed
at risk-reduction (which may include metabolic
surgery) and perhaps fewer immediate
peri-operative risks, whereas the patient with clinical
obesity presents both higher surgical risk and higher
urgency for metabolic surgery to prevent secondary
complciations and end-organ damage and improve
multiple comorbidities. Classification as “clinical
obesity” should prompt expedited evidence-based
treatment.

T2DM on
insulin

o CKD Stage 5
single episodemwmumuu®® @
post injury

44 Male, Unemployed
BMI 57.5 kg/m2, weight 160kg

34 Male, Security Guard
BMI 51 kg/m2, weight 183 kg

Figure 1, illustration comparison of pre-clinical and clinical obesity .
Pre- clinical case 34 male, security guard workers with a BMI 51kg/m2,
weight 183kg with no co-morbidities. Clinical case 44M , unemployed
with a BMI 57.5 kg/m2, weight 183 with multiple co-morbidities
including severe OSA, insulin dependent T2DM, diabetic retinopathy .
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Confirm Excess Adiposity- \
Anthropometric parameters

BMI =230 + one :WC*or WHipR **or
WHtR***

\O

r 2 of the following: WC , WHipR, WHIR, /

[ Assess Organ Function ]

/ \

[ No Organ Dysfunction ] [ Organ Dysfunction }

Pre-Clinical Obesity Clinical Obesity

Therapeutic Intervention
(Disease Treatment)
(OMM, MBS, Combination of strategies)

Treatment Outcome Measures
Improvement/Remission of Clinical
Manifestations

Risk Reduction Care
(Lifestyle changes, OMM, or MBS )

Treatment Outcome Measures

Weight Loss; CV Risk reduction etc

Figure 2, Pathway for assessment of excess adiposity, the diagnosis of
preclinical and clinical obesity, and the treatment strategies. BMI, body
mass index; WC, waist circumference (*102 cm for men, 88 cm for women);
WHIipR, waist-to-hip ratio (* > 0.90 for men, > 0.85 for women); WHIR,
waist-to-height ratio (* > 0.50 for all); DEXA, dual-energy X-ray
absorptiometry; MRI, magnetic resonance imaging; MBS, metabolic
bariatric surgery, OMM, obesity management medication. Rubino et al
2025.

CONCLUSIONS

Within the National Health Service (NHS) context, waiting lists for bariatric and metabolic
surgery remain long, and resource constraints challenge prioritisation. The reframing of obesity
into pre-clinical and clinical categories offers a framework for triaging surgical referral and
medically coherent assessment of urgency of surgical treatment. Patients categorised as
clinical obesity (i.e., with established organ dysfunction) may warrant expedited surgical
pathways, while those with pre-clinical obesity might be managed on separate surgical waiting
lists (akin to polyps and colon cancer). Pre-clinical obesity generally requires prophylactic
therapy, which may include lifestyle and monitoring or pharmacologic treatment or even
surgery depending on the individual level of health risk/prgression. Adoption of this stratification
could promote more efficient use of surgical capacity, reduce delay for highest-need patients,
and potentially reduce downstream burden of secondary complications that drive high costs
and morbidity.

and require multi-disciplinary optimisation.

RESULTS / DISCUSSION

The new classification framework highlights
disease severity, rather than simply weight.
access to MBS in pre-clinical obesity may prevent
progression to irreversible complications. Patients
with clinical obesity often derive the greatest

metabolic benefit from surgery, including improved
renal function trajectories and diabetes remission.
However, they also face higher peri-operative risk
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INTRODUCTION

Strength training and aerobic training have been shown to improve
strength and metabolism in patients with obesity. However, the
long-term prevalence of sarcopenia after surgery underscores the need
for research on both short and long-term exercise programs.

RESULTS

AlM

This study aims to introduce a novel 16-week exercise
program based on the FITT-VP (Frequency, Intensity,
Time, Type, Volume, Progression) framework, based

on American College of Sports Medicine (ACSM)
guidelines, designed specifically for bariatric patients to
enhance recovery and long-term health outcomes.

Preliminary findings indicate significant improvements in muscle
strength (p<0.05), lean muscle mass (p<0.05), and body
composition, including reduced fat mass (p<0.01). The systemic
inflammatory index decreased, reflecting reduced chronic
iInflammation (p<0.05). Participants reported enhanced QoL scores
(p<0.01) and favorable changes in hormonal profiles, including
improved insulin sensitivity and cortisol levels (p<0.05). Adherence
to the early intervention (1-month post-surgery) was higher
compared to delayed initiation attempts at 17 months post-surgery.

METHOD

The proposed exercise protocol, initiated 1-month
post-surgery, comprises three progressive phases:
resistance (weeks 1-4), hypertrophy (weeks 5-10),
and strength (weeks 11-16). The program integrates
aerobic and resistance training tailored to the unique
needs of bariatric patients. In a controlled
randomized trial of post-bariatric surgery, patients
(n=36) were assessed for strength, muscle mass,
systemic inflammatory index, quality of life, hormonal
profile, and body composition pre- and
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CONCLUSIONS

* This 16-week FITT-VP-based exercise program initiated 1-month post-bariatric
surgery demonstrates significant benefits in strength, muscle mass, systemic
inflammation, quality of life, hormonal profile, and body composition.

« Early exercise intervention appears critical for optimizing patient outcomes and
adherence.

* These findings support the integration of structured, phased and combined
exercise protocols into post-bariatric care to enhance recovery and long-term
health.
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anthropometry, percentage total weight loss (% TWL),
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diabetes mellitus, hypertension, dyslipidemia, and
obstructive sleep apnea), and complications, were
assessed at one, five, eleven- and seventeen-months CONCLUSIONS REFERENCES ACKNOWLEDGEM ENTS
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offering superior sensitivity over isolated metrics.

our patients.

* A 16-week supervised combined aerobic-resistance exercise program yielded

comparable % TWL to controls but significantly higher SF-BARI scores in the
short-to-medium term, primarily through superior hypertension and dyslipidemia
remission.
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(Pregnancy n= 3)
(Surgery complications n= 3)

* Exercise amplified surgery-induced gains, with no increase in complications.




INTRODUCTION

There are limited knowledge of
dental problems in patients after
bariatric surgery.

AlM

To examine saliva secretion and
self-reported dental health in
patients long-term after RYGB.

METHOD

12 Years after RYGB

171 Patients measuring saliva flow.

Cﬁesting saliva for 15 min.
yposalivation: < 0.1 mL/min

‘rStimuIated saliva with chewing wax
or S min.
Hyposalivation: < 1.0mL/min

pH and buffering ability

ental health was assessed by
—s$elf-reported questionnaire.

KK. Bjerkanl, AA. Hyldmo?, S. Nymo?3, DAL. Hoff'4, J. Sandvik'-2.
1 Alesund Hospital, Mgre and Romsdal Hospital Trust, Alesund, Norway.

2 Faculty of Medicine and Health Sciences, Norwegian University of Science and Technology, Trondheim, Norway.

3 Namsos Hospital, Nord-Trgndelag Hospital Trust, Namsos, Norway.

RESULTS

n 131/40 ,i\
53 Years
Pre op BMI 43 kg/m?
Present BMI 33 kg/m?

Saliva secretion test results: Test at rest Stimulated test

A53. Saliva secretion and self-reported dental health 12 Years after RYGB

oo HELSE MORE OG ROMSDAL

40%
sense of
dry mouth
21 % 44%
spent >850€ classify own
dentist last dental health
2Y bad/very bad

Questionnaire

Patients with hyposalivation 106 (62%) 60 (35%)

Saliva ml/min, mean = SD 0.35+ 1.1 1.6+ 1.9 38% 70%

pH, mean + SD 6.6+04 7403 LDoshonedy roaking

Patients with resting pH < 6.8 136 (80%) costs 919, after RYGB

Patients with stimulated pH < 7.3 61 (36%) had been at

Buffering ability, mean £ SD 7.5+ 3.0 dentzis\t(laSt

Patients with buffering ability < 9 118 (69%)

CONCLUSIONS REFERENCES ACKNOWLEDGEMENTS

More than half of the patients have hyposalivation at l% iglri]\?:c;nsIZI.d?at@?wlés[iiisglzci)ds.irlllgo??a:r?r:?;ngeei‘zrae?]dT?c?e Thanks to the participants, the staff at Clinical

rest and one third in stimulated state. There are more || 5y 1452813

2. Marsicano JA. et al. Evaluation of oral health status

Research Unit, Magre and Romsdal Hospital

patients Suffering from hyposalivation than and salivary flow rate in obese patients after bariatric TFUSt, Alesund for their invaluable effort in data
surgery. Eur J Dent. 2012;6(2):191-7. :
Self-repOrted dry mouth. 3. de Moura-Grec PG. et. al. Impact of bariatric surgery collection.

on oral health conditions: 6-months cohort study. Int

Patients with low stimulated saliva are 2.2 times Dent J. 2014:64(3):144-9.
more likely to report poor dental health compared to
their counterparts with normal saliva flow.

CONTACT INFORMATION
Kirsti.Kverndokk.Bjerkan@helse-mr.no



-

C. Mendes "%°, M. Carvalho "% A. Tique "4 J. Bravo ° S. Martins #* and A. Raimundo *

" Unidade Local Saude Alentejo Central - Hospital Espirito Santo de Evora, EPE.
2CRI. COM - Centro Responsabilidade Integrada de Cirurgia da Obesidade e Metabdlica.

3 Universidade de Evora, Comprehensive Health Research Centre (CHRC), Evora, Portugal
* Universidade Europeia, Lisboa, Portugal

A54. The effects of a perioperative nurse-led program on self-care, body composition
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INTRODUCTION

Bariatric surgery is an effective intervention for severe obesity, but long-term
optimal success relies on sustained self-care behaviors, self-efficacy for exercise,
and weight management. Nurse-led case management has shown promise in
enhancing patient outcomes, yet robust evidence from randomized controlled trials
(RCT) remains limited.

RESULTS

AlM

This study evaluated the impact of a nurse-led case
management intervention (NURLIFE) on pre- and
post-operative weight loss and self-care behaviors in bariatric
patients.

The IG exhibited significant pre-operative weight loss (7.36 = 7.09 kg
vs. -0.10 £ 7.33 kg in CG, p = 0.001, d = -1.03), which was
maintained and extended post-surgery (50.83 £ 13.55 kg vs. 42.35 +
19.81 kg, p = 0.061). Significant improvements were observed in
SCIl Maintenance (p = 0.012, d = -0.74) and SEE (p = 0.004, d =
-0.90) at 12 months, with no significant differences in SAAS or other
SCIl domains. The absence of significant post-operative weight loss
differences suggests that pre-operative gains were sustained.

Friends

General

Praticionary

K Patient Reference ¢«——

Primary Care

Nurse

Requirements
refinement

Psychology

Rehabilitation
Nurse

Case Management flowchart

Mental Health
Nurse

METHOD

A single-center RCT was conducted from January 2024 to
August 2025 in a public hospital in southern Portugal. Forty
patients were randomized to an intervention group (IG,
n=20) receiving NURLIFE (personalized counseling, goal
setting, and follow-up) or a control group (CG, n=20)
receiving standard care. Outcomes, including weight,
Self-Care of Chronic lliness Inventory (SCII), Self-Efficacy
for Exercise (SEE), and Social Appearance Anxiety Scale
(SAAS), were assessed at baseline, pre-surgery, and 12

months post-surgery.

Recruitment £}

{ |
‘ Control Group : [Exgerimental Group

|
Evaluation Al B
& L Evaluation A2 Intervention T1 @

a Evaluation A3 [ Evaluation A2 3
a { Evaluation A4

a Evaluation A5

a Evaluation Al 1

37.87

20 19.79

5.88

-0.62 42.29

v
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%TWL T %TWL T2 %TWL T3 %TWL T4

Variables Before Surgery After Surgery Group Moment*Group
Baseline Pre-Op 2-month 6-month 12-month p n? p n?
T1 T2 T3 T4
Mean * SD

Weight (kg) Control group 117+13.3 117+8.86 08.618.66 76.918.66 75+10.8 0.061 0.089 0.230 0.038
Intervention group 119+9.82 112+6.45 94.8+11.9 73.318.58 68.1+8.14

BMI (kg/mz) Control group 44.515.46 44.614.30 37.41£3.65 29.2+3.65 28.5+4.34 0.050 0.093 0.274 0.033
Intervention group 44.4+3.30 41.8+3.56 35.5+5.15 27.514.00 25.513.48

SCIl Maintenance Control group 51.846.11 53.814.65 54.614.85 57.1+3.54 57.812.54 0.231 0.038 <0.001 0.124
Intervention group 49.4+5.57 51.3%4.16 57.9+2.63 60.0+£0.08 60.0+£0.01

SCIl Monitoring Control group 49.9+5.20 53.4+5.59 55.5+4.87 56.5+3.98 57.6+2.80 0.002 0.226 0.408 0.026
Intervention group 50.315.71 56.54.11 58.312.42 59.8%+0.56 60.0£0.01

SCIl Management Control group 48.8+6.09 52.1+5.27 56.2+4.92 57.9+3.38 58.2+2.28 0.001 0.248 0.321 0.030
Intervention group 49.1+5.50 56.214.42 58.2+2.60 59.8+0.44 60.0+0.01

SCIl Confidence Control group 49.4+5.12 54+5.53 55.5+4.37 55.5+4.20 57.2+£3.13 <0.001 0.319 0.316 0.030
Intervention group 52.4+5.72 54.615.63 58.9+2.06 59.810.47 60.0+£0.01

SEE Control group 43.4+7.35 42.7+5.07 46.716.77 46.816.75 47.315.74 <0.001 0.511 0.030 0.068
Intervention group 43.416.61 48.915.58 50.9+5.02 53.5+2.61 54.5+£1.09

SAAS Control group 55.3+5.66 52.0+4.90 50.4+5.21 52.2+4.95 48.214.26 <0.001 0.396 0.018 0.075
Intervention group 53.7+5.61 51.7£5.12 47.1+3.17 45.310.71 45.01£0.01

CONCLUSIONS

IS maintained and extended after surgery.

disease management and bariatric surgery outcomes.

* Specialized perioperative nurse case managers, through personalized
support and follow-up, significantly increase pre-operative weight loss, which

* This research compares intervention group receiving tailored nurse-led
support to a control group receiving standard care, offering insights into the
role of perioperative nursing in optimizing patient-centered care.

* The results support the integration of structured nurse-led interventions into
perioperative care, aligning with global priorities for improving chronic
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INTRODUCTION

Laparoscopic sleeve gastrectomy is a recognised surgical
treatment for patients living with obesity. Currently, the
National Health Service offers this treatment to individuals
with a Body Mass Index above 40, or over 35 if diagnosed
with obesity-related health conditions such as diabetes,
hypertension, osteoarthritis and sleep apnoea.

AlM

To evaluate the long-term impact of Laparoscopic Sleeve
Gastrectomy as a treatment for patients living with
diabetes, hypertension, osteoarthritis and sleep apnoea.

Furthermore, to assess the effect of Laparoscopic Sleeve
Gastrectomy on gastric reflux symptoms.

METHOD

This was a retrospective study using data collected from
patients who underwent Laparoscopic Sleeve Gastrectomy
at St George’s Hospital, London between January 2016
and December 2017.

Patients were followed up by telephone at 40-months and
asked to take part in a questionnaire to assess changes in
the management of their obesity-related medical
conditions.

Outcomes were based on adjustments to the number or
dose of medical therapies being used for obesity-related
conditions compared to before surgery.

Patients were categorised into groups showing either
resolution, improvement, deterioration or no change in their
obesity-related diabetes, hypertension, osteoarthritis and
sleep apnoea. Patients were also questioned about
symptoms of gastric reflux.

RESULTS

A total of 76 patients patients were included in the study, having
undergone laparoscopic sleeve gastrectomy at our hospital between
2016 and 2017 and providing follow up data.

The effect of surgery on obesity-related medical conditions is
summarised below:

Hypertension (34/76 patients):
- 6/34 resolved, 15/34 no change, 13/34 deteriorated

Diabetes Mellitus (29/76 patients):
- 12/29 resolved, 12/29 no change, 5/29 deteriorated

Osteoarthritis (24/76 patients):
- 24/24 reported no change in symptoms

Sleep Apnoea (18/76 patients):
- 3/18 resolved, 1/18 improved, 13/18 no change, 1/18 deteriorated

Gastric Reflux (20/76 patients):
- 2/20 resolved, 3/20 improved, 3/20 no change, 12/20 deteriorated

Co-morbidity

% Resolved % Imbroved
(number of patients) o Imp

% No change % Deteriorated

Hypertension (34) 17.6% - 44 1% 38.2%
Diabetes mellitus (29) 41.4% - 41.4% 17.2
Osteoarthritis (24) 0 - 100% -
Sleep apnoea (18) 16.7% 5.6% 12.2% 5.66%
Gastric reflux (20) 10% 15% 15% 60%

TABLE 1: Percentage of patients who showed resolution, improvement, no change or deterioration in
obesity-related medical co-morbidities 40-months after undergoing Laparoscopic Sleeve Gastrectomy

CONCLUSIONS

Overall, laparoscopic sleeve gastrectomy has been shown to offer a
good level of resolution/ improvement in obese patients with diabetes
mellitus. There were mixed outcomes in the hypertension group and
only modest improvement for those suffering with sleep apnoea. Data
showed very little improvement in patients with osteoarthritis.

On the other hand, gastric reflux is commonly aggravated, which is a
commonly recognised post-operative side-effect after laparoscopic
sleeve gastrectomy.
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INTRODUCTION

Laparoscopic sleeve gastrectomy is a commonly
practised bariatric procedure to achieve weight loss in
the obese population. Surgical outcomes can often be
linked to operator experience and training.

AlM

To compare weight loss outcomes between Consultants
and Clinical Fellows/ Surgical Trainees undertaking
Laparoscopic Sleeve Gatrectomy as the lead operator.

METHOD

We conducted a retrospective analysis on patients
undergoing Laparoscopic Sleeve Gastrectomy between
January 2016 and December 2017, with either a
Consultant or Trainee as the lead operator.

Patient demographics, such as obesity-related
co-morbidities, age, gender and pre-operative BMI were
comparable, in order to minimise bias between the two
groups.

We compared operating time, length of stay,
complications and excess body weight loss to determine
If there was a difference in outcomes based on the
experience/ grade of the lead operator.

At 20 months and 40 months post-operatively, a
telephone audit was conducted to calculate excess
weight loss for each patient, as well as document any
complications to compare long-term outcomes between
the two groups.

RESULTS

e 76 LSG patients were included:
- 44 performed by Consultants
- 32 performed by Trainees

- No difference in age, gender, pre-operative weight/ BMI and
number of obesity-related comorbidities between groups.

Operating time (Minutes)

e Operative time:
- Consultants 91 £ 18.1 minutes
- Trainees 105 £ 10.0 minutes

 Length of stay:
- Consultants 2.8 £ 0.9 days
- Trainees 2.6 £ 0.4 days

e Complications:

- Consultants 2 (wound infection, intra-operative bleeding with
|CU admission)

- Trainees 3 (intra-abdominal collection requiring drainage,
wound infection and hypokalaemia)

e Excess Weight Loss (%) at 20 months (p=0.49):
- Consultants 52.4 + 6.7
- Trainees 55.9+ 7.5

e Excess Weight Loss (%) at 40 months (p=0.54):
- Consultants 50.7 £ 9.9
- Trainees 54.9 £ 9.9
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CONCLUSIONS

Overall, our results demonstrate that short and longer-term outcomes of
Laparoscopic Sleeve Gastrectomy are similar between both groups,
regardless of whether the lead operator is the Consultant or the Trainee.

The data suggests weight loss outcomes are comparable, and supports
the notion that adequately-supervised trainee-led procedures are a
viable method of surgical training.
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