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THANK YOU all very much for your
continuous support and participation
in IFSQO'’s activities throughout 2020 and
2021.

Dr Natan Zundel The last two years have been a very tough
period for all of us. The pandemic has
challenged our lives in each and every
aspect, but the vaccine has finally brought all of us out of
the tunnel.

As you know, we had to postpone twice the XXV IFSO World

Congress in order to enable all our members to attend and to get together again.

The pandemic and the travel restrictions prevented all our members from being
there. The Silver Anniversary of the IFSO World Congress wouldn’t have been
the same without some of our members. So we chose to wait two years to give
everyone the opportunity to be there.

The scientific program is outstanding: 9 Post Graduate Courses, 30 sessions,
a Simulation Center with the best of laparoscopic and robotic instruments will
delight you for 4 days.

The ASMBS will have two full tracks, the biggest international organizations
dealing with Obesity such as WOF, WGO and ISPCOP will have their sessions,
IFSO LAC will organize sessions in Spanish and Portuguese. IFSO EC, IFSO NAC
and IFSO MENAC will host their sessions as well. A Video Bar will entertain you
at the end of the sessions in the afternoon while you have a drink with your
colleagues.

All the abstracts accepted in 2021 and 2022 will be presented at the congress
and published in Obesity Surgery Journal. Almost a thousand new studies and
researches will be presented as orals, videos and e-posters.

Social events at nights will give you the chance to network and enjoy the
company of friends and colleagues after two years of social distancing.

In one word: IFSO World Congress 2022 MIAMI remains the biggest appointment
for anyone working in the field of obesity surgery.

We guarantee that the XXV IFSO Silver Anniversary will be worth the long wait!

Welcome to Miami!

Lilian, Natan, & Raul
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FONTAINEBLEAU"
MIAME BLACH

Fontainebleau Miami Beach
4441 Collins Ave
Miami Beach, Florida 33140

Situated on oceanfront Collins Avenue in the heart of Millionaire’s Row, Fontainebleau Miami
Beach is one of the most historically and architecturally significant hotels on Miami Beach,
Florida. Its iconic design is a spectacular blend of Miami's glamorous golden era and stylish
modern luxury. A revered Miami Beach landmark for more than half a century, Morris Lapidus’
emblematic curvilinear building sets a new standard for business and pleasure.

Airport & Transportation
From Miami International Airport (MAI) - Transportation the Fontainebleau Miami Beach:

Taxicab: Taxicabs are located on the airport's “Arrivals (ground) Level”, outside of the baggage
claim areas. The cost for a ride to Fontainebleau Miami Beach is a flat rate Zone 4 - $35.00
USD. Cash or credit card is accepted. Travel time is about 45 minutes without traffic. We
recommend allowing at least 90 minutes for travel, especially during morning and evening
rush hour. Taxicabs operate 24/7.

Ride-Sharing App (Uber/Lift): Ride-sharing companies can be located by the curbside signage
with a cell phone image. Ride-sharing app pickup zones are located on the “Arrivals Level (1)" at
the middle median outside of doors 1, 2, 3,4, 5,7, 11, 15, 20, and 23.

Click here for video instructions to find the Ride-Sharing App pick-up location.

Transportation from the Fort Lauderdale-Hollywood International Airport (FLL) to the
Fontainebleau Miami Beach:

Ground Transportation Booths are located in each terminal on the Lower Level. Customer
Service Coordinators typically staff these Information Booths during peak periods with
significant flight arrivals. They will assist FLL Airport patrons with ground transportation
guestions.

Taxicab and Ride-Sharing App (Uber/Lift): To access all ground transportation, follow the
easy-to-read signs in the terminal from your gate to the baggage claim area located on the
lower level. After you pick up your bags, go outside the terminal. You can make arrangements
for a taxicab or shared ride at a Transportation Podium located at the curb outside of the
baggage claim area. The estimated cost for a ride to Fontainebleau Miami Beach is estimated
at $70.00 USD. Cash or credit card is accepted. Travel time is about 35 minutes without traffic.
We recommend allowing at least 60 minutes for travel, especially during morning and evening
rush hour. Taxicabs operate 24/7.
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KNOW beToreY ourVisit

Know Before Your Visit
International Travelers to the US can learn more about traveling with medications, service
animals, etc. on the U.S. Customs Know Before You Visit website.

Currency Exchange, ATMs & Credit Cards

Currency Exchange locations are conveniently located at the airports. You can find ATMs
almost anywhere in the US, and credit cards are widely accepted in the US (Master Card, VISA,
and American Express. Diners Club is not accepted in most places).

At the Miami International Airport (MAI) - Currency Exchange Booths are located in
Terminals D, E, F, G, H, J.

*(4) locations on the 2nd level throughout the terminal

*(2) locations in each Greeter's Lobby areas: Concourse E 1st level and Concourse ] 3rd level

*(3) locations passing security checkpoints: one inside Concourse J, one location inside
Concourse D

*(1) location in the E Satellite building, open daily from 5:30 AM - 11:00 PM

At the Miami International Airport (MAI) - ATMs are located in Terminals D, E, F, G, H, ).
ATM locations level 1
ATM locations level 2
ATM locations level 3
ATM locations level 4

At the Fort Lauderdale-Hollywood International Airport (FLL) - Currency Exchange are
located in:

Terminal 1: pre-security international arrivals area, open daily from 8:00 AM - 8:00 PM
Terminal 4:in the Baggage Claim area on the lower level, open daily from 8:30 AM - 9:00 PM

At the Fort Lauderdale-Hollywood International Airport (FLL) - ATMs are located in all four
terminals (pre and post-security).
*An ATM is also located in the Rental Car Center on the third level. They are available 24/7.
* Multi-currency ATMs are located post-security, Concourse B in Terminal 1, Concourse D in
Terminal 2, and Concourse F in Terminal 3.

Climate & Attire

Chances are, no matter what time of the year you'll get some use out of your beach sandals
- even mid-winter. Expect light showers almost daily throughout the summer, but don't
worry, they're known to only last about ten minutes. Pack your favorite outfits for the tropics
according to the expected weather conditions. View Miami Weather for the week.

Electrical Supply

The United States uses 120V and 60Hz AC electricity. Plugs have two round pins and an
additional ground pin. A standard travel adaptor plug will enable you to use appliances from
abroad.

Tipping Etiquette

In the US, tipping is based on how pleased you are with the service you received. A standard
tip is around 15%-20% of the final total of the check. Some restaurants for large groups (for
example - 8 or more people) will automatically include the tip on the check when you receive it.

Getting Around Miami

Taxicab: Most taxi drivers run a meter, which displays the fare you are expected to pay. The
rate in Miami starts at $2.95 USD for the first 1/6 mile and $.85 USD for each additional 1/6
mile until 1 mile then $.40 for each 1/6 mile after that. Waiting time is $.40 USD per minute
(or $24.00 USD per hour). You'll also be responsible for any tolls during your trip. Additionally,
tipping is optional but customary (and expected for good service which is usually 15%-20%).

Most Miami cabs have a credit card reader but double-check with the driver before leaving.

In Miami, unlicensed taxis are illegal so make sure your taxi service is licensed. Look for the
“taxi” or “cab” displayed on the vehicle, as well as a telephone number. The taxi’s license
number, driver’s license number, and the driver’s rate card must also be displayed.

Click here for more information about taxicabs.

Miami Beach Trolley: The citywide FREE trolley service currently operates 15 hours a day, from

8:00 AM to 11:00 PM, 7 days a week at approximately 30-minute average service frequency
along each route. Click here for more information and trolley routes.

Rideshare (Uber/Lift): Both companies also offer a variety of options for the vehicle that will
be picking you up. Of course, the better-quality vehicles come at a premium.
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Emergencies and Pharmacies

In case of emergency (ambulance, fire and rescue, police), call 911, a toll-free number that
works 24/7 across the US. The 911 call center immediately identifies the caller's location. It has
interpreting services covering as many as 170 languages.

Closest Hospital - Mount Sinai Medical Center
4300 Alton Rd., Miami Beach, FL 33140
Phone: +1-305-224-8553

FastCare Urgent Care
Offers COVID Testing - no appointment

825 Arthur Godfrey Rd Suite #100, Miami Beach, FL 33140
Phone: +1-786-923-4000

Hours:

Mon-Fri: 9:00 AM - 9:00 PM

Sat-Sun: 9:00 AM - 5:00 PM

Walgreens - Store #3942
4049 Pine Tree Drive

Miami Beach, FL 33140
Phone: +1-305-535-9737
Store Hours: OPEN 24hours
Pharmacy Hours:
Mon -Fri: 9:00 AM - 9:00 PM / Lunch break 1:30 PM - 2:00 PM
Sat: 9:00 AM - 6:00 PM / Lunch break 1:30 PM- 2:00 PM
Sun: 10:00 AM - 6:00 PM / Lunch break 1:30 PM- 2:00 PM

Postal & Courier Services

FedEx Office Print & Ship Center - Located in the Fontainebleau Hotel Miami
4441 Collins Ave, Miami Beach, FL 33140

Phone: +1-305-672-1177

Visitor Info About Miami, FL
Social Tours, Attractions, and Culture
Learn about Miami tours and excursions here.

Learn about Miami neighborhoods to explore here.

Travel Responsibly
Click here to learn more about traveling to Miami, FL, the travel guidelines, local COVID-19
information, and the destination pledge.

Matudndng dpparianislas

Welcome Reception
Date: August 24, 2022
Event Time: 6:30 PM to 8:30 PM
Location: Sparkle Ballroom (Exhibit Floor)

Tropical Night Closing Party
Date: Friday, August 26, 2022
Event Time: 8:00 PM
Location: Glimmer Ballroom
Tickets: Your ticket is included in your registration. If you would
like to bring a guest, you must have a ticket for the guest to attend
this event. If you have not yet purchased your guest ticket, you can
purchase the ticket for $199 at the Congress Registration Desk at
Fontainebleau Miami Beach or by modifying your registration

confirmation. Please email ifso2022@meetingadvice.com if you

have any questions.

Click here for more information on
the registration deadlines, fees, and
cancellation policy.
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ErOgram At-AsGIdance:

Monday, August 22, 2022
1ST WORLD BARICLIP CONSENSUS
Time: 12:30 PM - 5:30 PM
Chair: Jose Rodriguez
Co-Chairs: Patrick Noel, Moises Jacobs

Tuesday, August 23, 2022
POST GRADUATE COURSE: BARIATRIC
ENDOSCOPY IN 2022, WHERE WE STAND -
DAY 1
Time: 8:30 AM - 12:00 PM
Chair: Barham Abu Dayyeh
Co-Chairs: Erik Wilson, Reem Sharaiha,
Eduardo Grecco, Christine Stier, Manoel
Galvao

POST GRADUATE COURSE: HERNIAS AND THE
PATIENT WITH SEVERE OBESITY

Time: 8:30 AM - 4:30 PM

Chair: Diego Camacho

Co-chairs: Brian Jacob, Enrique Arias

POST GRADUATE COURSE: METABOLIC
SURGERY PRIME TIME: FACTS AND MYTHS
Time: 8:30 AM - 4:30 PM
Chair: Miguel Herrera
Co-chairs: Laurent Biertho, Carlos Schiavon,
Mal Fobi, Matias Sepulveda

POST GRADUATE COURSE: BARIATRIC
ENDOSCOPY, HANDS-ON

Time: 1:00 PM - 4:30 PM

Chair: Luiz Gustavo de Quadros

LATIN-AMERICAN DAY: INTEGRATED HEALTH
FROM LATINOAMERICA TO THE WORLD
Time: 1:00 PM - 4:30 PM
Chair: Laura Fantelli
Co-chairs: Monica Coqueugniot, Claudia
Maria Carvajal, Silvia Pereira, Maria José
Escaffi, Tarissa Petry, Lilia Cafaro

Wednesday, August 24, 2022

LATIN-AMERICAN DAY: IFSO LATIN
AMERICAN CHAPTER (IFSO LAC) SESSION -
DAY 1

Time: 8:00 AM - 12:30 PM

Chair: Estuardo Behrens

Co-chairs: Luis Poggi, Sergio Aparicio, Nelson

Rodriguez, Pedro Martinez

POST GRADUATE COURSE: HOW TO
PREVENT AND TREAT BARIATRIC SURGERY
COMPLICATIONS

Time: 8:30 AM - 5:00 PM

Chair: Luigi Angrisani

Co-chairs: Antonio Torres, Rudolf Weiner,

Catalin Copaescu

POST GRADUATE COURSE: ONE
ANASTOMOSIS GASTRIC BYPASS DISSECTED
Time: 8:30 AM - 4:30 PM
Chair: Jacques Himpens
Co-chairs: Mario Musella, Jean-Marc
Chevallier, Rui Ribeiro, Kamal Mahawar

POST GRADUATE COURSE: BARIATRIC
ENDOSCOPY IN 2022, WHERE WE STAND -
DAY 2
Time: 8:30 AM - 12:00 PM
Chair: Manoel Galvao Neto
Co-chairs: Rachel Moore, Mousa Khoursheed,
Nicole Pefia, Luis Zurita Macias Valadez,
Barham Abu Dayyeh

POST GRADUATE COURSE: INTEGRATED
HEALTH: BUILDING POST-OPERATIVE
MOMENTUM

Time: 8:30 AM - 4:30 PM

Chair: Mary O’Kane

Co-chairs: Tracy Martinez, Silvia Leite Faria,

Mary Ann Mosti, Nate Sann, Maureen Mosti

POST GRADUATE COURSE: RESEARCH AND
PUBLICATION IN METABOLIC/BARIATRIC
SURGERY

Time: 8:30 AM - 4:30 PM

Chairs: Scott Shikora, Jane Buchwald

POST GRADUATE COURSE: REVISIONAL
BARIATRIC SURGERY
Time: 8:30 AM - 4:30 PM
Chairs: Eric DeMaria, Kelvin Higa
Co-chairs: Alan Wittgrove, Juan Antonio Lépez
Corvala, Rana Pullatt, Jaime Ponce

POST GRADUATE COURSE: BARIATRIC
ENDOSCOPY, HANDS-ON

Time: 1:00 PM - 4:30 PM

Chair: Eduardo Grecco

OPENING CEREMONY
Time: 5:15 PM - 6:30 PM
Location: Glimmer Ballroom

WELCOME RECEPTION
Time: 6:30 PM - 8:30 PM
Location: Sparkle Ballroom (Exhibit Floor)

Thursday, August 25, 2022

ASMBS TRACK: SESSION 1
Time: 8:00 AM - 3:30 PM
Chair: Mona Misra
Co-chairs: Shanu Kothari, Rachel Moore, Ann
Rogers

INTEGRATED HEALTH: CHRONO BEHAVIOURS
FOR WEIGHT MAINTENANCE AND EFFECTIVE
WEIGHT REGULATION

Time: 8:00 AM - 10:00 AM

Chair: Mary O'Kane

Co-chairs: Silvia Leite Faria, Lillian Craggs-

Dino, Julie Parrott

TOP TEN PAPERS 2021
Time: 8:00 AM - 10:00 AM
Chairs: Lilian Kow, Miguel Herrera, Scott
Shikora

LATIN-AMERICAN DAY: IFSO LATIN
AMERICAN CHAPTER (IFSO LAC) SESSION -
DAY 2

Time: 8:00 AM - 3:30 PM

Chair: Estuardo Behrens

Co-chairs: Luis Poggi, Sergio Aparicio, Nelson

Rodriguez, Pedro Martinez

METABOLIC SURGERY TOP TOPICS
Time: 8:00 AM - 10:00 AM
Chair: Joe Northup
Co-chairs: Rudolf Weiner, Pierre Garneau,
Mohammad Kermansaravi

COFFEE BREAK
Time: 10:00 AM - 10:30 AM

BARIATRIC MEDICAL TOURISM (BMT): CAN WE
GET THIS RIGHT FOR THE PATIENTS?
Time: 10:30 AM - 12:30 PM
Chairs: Chetan Parmar
Co-chair: Francisco Zavalza

SLEEVE PLUS
Time: 10:30 AM - 12:30 PM
Chair: Michel Gagner
Co-chairs: Patrick Noel, José Rodriguez
Villarreal

LUNCH
Time: 12:30 PM - 1:30 PM

METABOLIC SURGERY
Time: 1:30 PM - 3:30 PM
Chair: Ricardo Cohen
Co-chairs: Miguel Herrera, Michel Suter,
Sayeed lkramuddin

THE DUEL FOR THE HEAVIEST: BEST
PERFORMANCES FOR PATIENTS WITH SEVERE
OBESITY

Time: 1:30 PM - 3:30 PM

Chair: Almino Ramos

Co-chairs: Ricardo Zorron, Andres Sanchez-

Pernaute

TOP TEN PAPERS 2022
Time: 1:30 PM - 3:30 PM
Chairs: Lilian Kow, Scott Shikora

INTEGRATED HEALTH: ADVANCING RIGOR
AND INNOVATION OF INTEGRATED HEALTH
BARIATRIC SURGERY RESEARCH

Time: 10:30 AM - 12:30 PM

Chair: Dale Bond
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INTERNATIONAL CLUB OF YOUNG Friday, August 26, 2022 EUROPEAN CHAPTER (EC) SESSION: NEW Saturdav. Aucust 27. 2022
LAPAROSCOPIC SURGEONS (ICYLS): SURGICAL BARIATRIC AND METABOLIC ENDPOINTS Y. g ’
D|SEASES IN THE BARIATRIC PATIENT WELCOME TO THE FLORIDA, PUERTO RICO, & Timg: 2:00 PM - 3:30 PM. INTERNATIONAL SESSION FOR
Time:1:30 PM - 5:30 PM THE CARIBBEAN ASMBS CHAPTER SESSION: Chair: Jean-Marc Chgvalller FLUORESCENCE GUIDED SURGERY
Chair: Mariano Palermo DAY 1 Co-chairs: Jacques Himpens, Gerhard Prager Time: 7:50 AM - 12:45 PM
Co-chairs: Marius Nedelcu, Mauricio Sierra, Time: 7:45 AM - 4:00 PM Chaire: Ratl Rosenthal
David Nocca Chairs: John Paul Gonzalvo, Vicky Blackard INTERNATIONAL SOCIETY FOR THE _chairs: i
J ' y PERIOPERATIVE CARE OF PATIENTS WITH Co-chairs: Fernando Dip, Natan Zundel
JEOPARDY QUIZ SESSION ASMBS TRACK: SESSION 2 g:ﬁf,'\TTﬁl('csspﬁggééf,ss'ON: ANESTHESIAAND  \v| COME TO THE FLORIDA, PUERTO RICO, &
Time: 1:30 PM - 3:30 PM Time: 8:00 AM - 3:30 PM A . THE CARIBBEAN ASMBS CHAPTER SESSION:
Chair: Osama Hamed Chair: Mona Misra Time: 2:00 PM - 3:30 PM o DAY 2
Co-chair: Emanuele Lo Menzo Co-chairs: Rachel |\/|00re, Ann RogerS Chairs: Anu Wadhwa, Faruq Bad|Udd|n, Time: 8:00 AM - 11:30 AM

Adrian Sultana
Chairs: John Paul Gonzalvo, Vicky Blackard

INTEGRATED HEALTH: ABSTRACTS SESSION INTEGRATED HEALTH: PHYSICAL FUNCTION MIDDLE EAST & NORTH AFRICA CHAPTER
T'r']“ ¢ 3:30 PM - >:30 PM AND ACTIVITY IN BARIATRIC SURGERY (MENAC) SESSION: THE OAGB IS THE MOST BARIATRIC VIDEO SESSION 1
chair: Mary O'ane [ime: 8:00 AM - 10:00 AM COMMON BYPASS OUTSIDE THE AMERICAS. Time: 9:00 AM - 10:15 AM
air: Mary O'’Kane WILL IT BECOME MAINSTREAM IN THE USA? Chair: Alan Saber
NORTH AMERICAN CHAPTER (NAC) SESSION - Co-chairs: Dale Bond, Ximena Ramos Salas, Time: 2:00 PM - 3:30 PM Co-chairs: Mohit Bhandari, Luiz Vicente Berti,
NEW TFCHNOF)kAOGIFS oM Cristina Aquino Chair: Khalid Mirza Richard Peterson, Chetan Parmar, Jordi Pujol,
T'm?-,3°30 - 2:30 Co-chair: Khaled Gawdat Mohamed Al Emadi, Francisco Zavalza
Chair: Jaime Ponce . OBESITY AND IMMUNOLOGY: COVID, CANCER
Co-chairs: Mohit Bhandari, Aaron Hoffman, AND TRANSPLANTATION ROBOTIC SURGERY, THE FUTURE IS NOW BARIATRIC VIDEO SESSION 2
Moises Jacobs, Julian Varas, Laurent Biertho Time: 8:00 AM - 10:00 AM Time: 2:00 PM - 4:00 PM Time: 9:00 AM - 10:15 AM
Chair: John Morton Chair: Andre Teixeira Chair: Marcos Berry
STRATEGES FOR A SUCCESSFUL CAREER Co-chairs: Alvaro Garcia-Sesma, Juan Pablo Co-chairs: Erik Wilson, Anthony Gonzalez, Co-chairs: Felipe Cantu, Luciano Poggi,
Time:3:30 PM - 5:30 PM Pantoja Millan, Gilberto Ungsén Carlos Galvani, Juan Pablo Pantoja Luciano Antozzi, Alberto Michel
Chair: Marina Kurian
Co-chairs: Liza Pompa, Rachel Moore, COFFEE BREAK WORLD OBESITY FEDERATION SESSION IFSO VIDEO CASE REPORTS SESSION (VCR):
Michelle Marquez Time: 10:00 AM - 10:30 AM (WOF): COMBINING MEDICATIONS WITH BEST VCR OF THE YEARS 2020 & 2021
SURGERY FOR GREATER SUCCESS Y e
QERT : Time: 9:00 AM - 12:30 PM
WORLD GASTROENTEROLOGY PRESIDENTIAL SESSION lime:3:30 PM - 5:30 PM Chair- Ashraf Haddad
ggg??llﬁAgllaoEle 4\\/{VGO) SESSION: LIVER Time: 10:30 AM - 1:00 PM Chair: Johanna Ralston Co-chairs: Jan Willem Greve, Abdelrahman
. Chairs: Lilian Kow Nimeri, Alan Saber, Almino Ramos
Time:3:30 PM - 5:30 PM Co-Chairs: Scott Shikora, Natan Zundel, Raul IFSO CHAPTERS CHAMPIONSHIP - THE
Chair: Guilherme Macedo Rosenthal ULTIMATE CHALLENGE
Co-chair: Lilian Kow E'QTG- 3R-30 PEA t‘f_5-30 PM
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A 21-YEAR EXPERIENCE IN EARLY BLEEDING AFTER LAPAROSCOPIC ROUX-EN-Y GASTRIC BYPASS: INCIDENCE,
RISK FACTORS AND MANAGEMENT

Post-operative complications
M. Suter?, M. Odovic?, C. Chirurgie Vasculairez2.

'General Surgery, Riviera-Chablais Hospital, Rennaz, Switzerland; 2Service de Chirurgie Viscérale, Centre Hospitalier
Universitaire Vaudois, Lausanne, Switzerland.

Introduction:

The most frequent postoperative complications after laparoscopic Roux-en-Y gastric bypass (RYGB) are post-
operative bleeding (POB), anastomotic leak, thrombo-embolic events, respiratory complications, infections, intestinal
obstruction. POB is reported with a rate of 0.9-4.4%, with a clear tendency to a lower rate in recent studies.

Objectives:

The aim of this study is to assess the incidence, clinical presentation, risk factors and management of early
postoperative bleeding (POB) after laparoscopic Roux-en-Y gastric by-pass (RYGB).

Methods:

Retrospective analysis of prospectively collected data of consecutive patients who underwent laparoscopic RYGB in 2
expert bariatric centers between January 1999 and April 2020, with a common bariatric surgeon.

Results:

A total of 2639 patients underwent laparoscopic RYGB during a 21-year period and were included in the study.

Of these, 253 (9,5%) presented at least one postoperative complication and 72 patients (2,7%) presented POB.
Intraluminal bleeding (ILB) was present in 52 (72%) patients and 20 (28%) patients presented extra-luminal bleeding
(ELB). POB occurred within the first 3 postoperative days in 79% of patients. The most common presenting symptom
was tachycardia (n=45, 63%). On univariate analysis, occurrence of POB was associated with male sex (37,5% vs
23,6%, p=0,01), older age (44,9 vs 42,1 years, p=0,04) and high blood pressure (59,7% vs 46,9%, p=0,04). Male sex was
the only independent risk factor of POB on multivariate analysis (p<0,01). LOS was significantly longer in patients who
developed POB (8,3 vs 3,8 days, p<0,01). Management was conservative in most of the cases (68%). Eighteen patients
with ILB (35%) and 5 patients with ELB (25%) required reoperation. Hematochezia and hematemesis were naturally
present only in patients with ILB, and abdominal pain was more frequent with ILB, compared to ELB (50% vs. 20%,
respectively, p=0.02). One patient with ILB died from multiorgan failure after staple-line dehiscence of the excluded
stomach (mortality 0,04%).

Conclusions:
The incidence of POB is low, yet it is the most frequent postoperative complication after RYGB. Male sex is identified

as an independent risk factor. Most POB can be managed conservatively while surgical treatment is required for
patients with hemodynamic instability or signs of intestinal obstruction due to an intraluminal clot.
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A 50 KG WEIGHT LOSS IN JUST 20 DAYS IS IT POSSIBLE? A RARE CASE REPORT OF PREOPERATIVE PREPARATION
A Critical Review of the Need, or Lack Thereof, of Preoperative Weight Loss

R. Shah?, S. Shah?, P. Shah3, S. Shah#4, S. Shah?.

'Bariatric Nutrition, Laparo Obeso Centre, Pune, India; ?Bariatric Surgery, Laparo Obeso Centre, Pune, India; 3Bariatric
Surgery, Laparo Obeso Centre, Pune, India; *“Medicine, Laparo Obeso Centre, Pune, India.

Introduction:

Preoperative preparation before bariatric surgery is well established and can induce 5% to 10 % weight loss
maximally. The case to be presented had a massive weight loss of 50kg in 20 days, such rapid weight loss is not
reported earlier.

Objective:

Evaluate modified protocol of preparation of patient with anasarca and BMI 67.3kg/m2 .
Method:

A 44 year-old female with a weight of 163.8 kg and BMI of 67.3 kg/m2 presented to our bariatric clinic with severe
sleep apnoea (OSA) with SpO2 78%, Anasarca, inability to walk during preparation for bariatric surgery. Different
modalities of therapies like very low-calorie diet (VLCD), high dose of diuretics and liraglutide were used and
preoperative weight loss was achieved in 20 days .Renal and cardiac parameters were normal .However daily
evaluation of Renal function and electrolytes was necessary. Body composition was done at baseline and 2 weeks.

Results:

Anasarca resolved in 20 days , with a loss of 50 kg in 20days , majority being fluid loss and some fat loss .SpO2
improved to 95%. Subclinical borderline cardiac and renal impairment even though not diagnosed on investigations
was proposed to be the aetiology of such anasarca induced by Morbid obesity (MO).Patient underwent surgery on
21st day after preoperative preparation and is followed for 6 weeks at which she lost 60 kg weight (total weight loss)
with BMI changed from 61.3kg/m2 to 42.6kg/m2, SpO2 improved from 78% to 97% and significant resolution of
anasarca and improvement in OSA. The total body water dropped from 75 kg to 31 kg.

Conclusion:

Obesity can induce anasarca and fluid retention. However, in absence of abnormal cardiac and renal function such
massive anasarca is uncommon. The case shows approach to patient of anasarca and MO and is the first case report
of such massive weight loss of 50 kg in just 20 days .The presentation aims at the aetiology and treatment modalities
as well as challenges in detail.
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A CASE-CONTROL STUDY COMPARING OUTPATIENT BARIATRIC SURGERY (ROUX-EN-Y GASTRIC BYPASS AND
SLEEVE GASTRECTOMY) VERSUS INPATIENT SURGERY: METHODOLOGY, FEASIBILITY, AND OUTCOMES

Integrated health
M. Ignat’, J. Ansiaux?, S. Osailan ', A. D'Urso?, L. Morainvillers-Sigwalt’, M. Vix2.

Surgeon, Digestive and Endocrine Surgery, University Hospital of Strasbourg, Strasbourg, France; 2 Medtronic France SAS,
Programme IHS, Batiment IHU, Strasbourg, France.

Introduction:

Advances in surgical techniques associated with enhanced recovery programs rendered bariatric surgery feasible
within very short hospitalizations. Of note, outpatient procedures are rarely performed.

Objectives:

This study presents the organizational pathway and health interventions included in the care episode for outpatient
bariatric surgery, as compared to health interventions usually performed in the care episode for bariatric surgery
(Figure 1), and their medico-economic outcomes.

Methods:

First, an integrated care pathway was formalized, including patient education, enhanced rehabilitation program, first-
position surgical planning, home follow-up by a nurse twice a day, and standardized communication to surgeons. A
single-center, case-control study was performed. The pairing was based on intervention type, age, and ASA status.
Outcomes included length of hospital stay, rate of unexpected events, satisfaction assessment, and integrated care
pathway costs. The direct costs were estimated by the micro-costing methodology and Activity Based Costing. Data is
expressed as mean +/- standard deviation. This trial has been registered on ClinicalTrial.gov under NCT04423575.

Results:

Between January 2019 and December 2020, 30 patients were considered in each group (outpatient and classical
hospitalization). 22 Roux-en-Y gastric bypass procedures and eight sleeve gastrectomies were performed in each
group. The male-to-female ratio was 1/2. In the outpatient versus the inpatient group, age was equivalent (36.7+/-
11.1 versus 37.3 +/- 10.8 years, p>0.5), just like the ASA score (p>0.5), the number of comorbidities (1.77 versus 1.44,
p=0.258), and BMI (42.9+/-4.9 versus 42.6+/-4.6 p>0.5). The length of hospital stay was significantly shorter in the
outpatient group (0.65+/-0.33, versus 2.9 +/- 0.4 days, p<0.0001). In the outpatient group, there were seven overnight
stays (23.3%), three readmissions (10%), and four unscheduled consultations (13.3%). The cost of the care episode
was estimated at 4272.9 +/- 589.7€ for the outpatient group versus 4993.7+/- 695.6 € for the hospitalization group,
corresponding to a 14.4% cost reduction (p=0.0254). All patients recommended this healthcare pathway.

Conclusion:
Outpatient bariatric surgery appears to be feasible. It involves a specific organization, home supervision, and a

medical referent who can be permanently reached by patients and nurses. It appears to be advantageous in terms of
length of stay, costs, and patient satisfaction.
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A CASE OF DEVASCULARISED STOMACH POST SINGLE ANASTOMOSIS DUODENO-ILEAL BYPASS

SADIs

E. Cheng', M. Magdyz?, |. Mui?, K. Loi2.

'Bariatric Surgery, St George Hospital, Kogarah, Australia; 2Bariatric Surgery, St George Private Hospital, Sydney, Australia.
Introduction:

Laparoscopic SADI has gained increasing popularity as a weight loss procedure with excellent short- and long-
term outcomes. Various groups describe different techniques to performing the duodenal dissection, with some
advocating for ligation of the right gastric artery, whilst others performing a minimal dissection retro duodenal
tunnel.

Objectives:

We describe the anatomical considerations when performing SADI and the risks of revascularizing the stomach if the
right gastric artery is ligated.

Methods:

A 47-year-old underwent a laparoscopic SADI 10 years post her laparoscopic sleeve gastrectomy. Her original BMI was
40 and she had a remarkable result post sleeve gastrectomy. Unfortunately following a MVA and a sustained period
of immobility, she regained a considerable amount of weight and sought revision bariatric surgery.

Results:

A laparoscopic SADI was performed with no modification of the original sleeve gastrectomy. The right gastric artery
was ligated with an energy device and a 2-layer hand sewn duodenal-ileal anastomosis performed with a 3-metre
common channel. On day 3 post operatively, patient experienced abdominal pain with a peritonitic examination
however unremarkable abdominal CT. A relook laparoscopy revealed a revascularized stomach with an intact
anastomosis. A subtotal gastrectomy with Roux-En-Y reconstruction was performed. Patient subsequently developed
stenosis of the gastrojejunostomy which required serial dilatation.

Conclusion:

Although the stomach is well vascularised, preservation of the right gastric artery during SADI should be considered,
especially in the context of aberrant anatomy. Whilst an extremely uncommon complication, early recognition of a
usual clinical course resulted in a favourable clinical outcome.
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A CLOSE LOOK ON THE ROLE OF ROUTINE UPPER ENDOSCOPY BEFORE BARIATRIC SURGERY IN THE MIDDLE
EAST POPULATION: REVIEW OF 1278 PATIENTS.

The recommendation and role of endoscopy before bariatric surgery
B. Abou Hussein?, O. Al Marzougqi?, J. Angul3, A. Khammas*.

'General Surgery Department, Rashid Hospital- Dubai Health Authority, Dubai, United Arab Emirates; 2General Surgery
Department, Rashid Hospital, Dubai, United Arab Emirates; 3Rashid Hospital- Dubai Health Authority, Dubai, United Arab
Emirates; “Rashid Hospital- Dubai Health Authority, Dubai, United Arab Emirates.

Introduction:

The routine use of preoperative upper endoscopy for patients undergoing bariatric surgery is controversial. Although
many surgeons find it not needed; others still consider it a mandatory tool in preoperative assessment.

Objectives:

Our study aims to determine whether upper endoscopy should be routinely implemented before bariatric surgery or
not.

Setting:
Governmental and University Hospital
Methods:

We reviewed the medical records of all patients who had a preoperative endoscopy before bariatric surgery in our
unit between January 2013 and June 2016. Patients were divided into 3 groups: Group 0 included patients with normal
endoscopy, Group 1 included abnormalities that did not affect the timing or type of procedure (simple gastritis,
simple duodenitis, and small hiatal hernia), Group 2 included abnormalities that had a direct impact on the procedure
(Esophagitis and Barrett's Esophagus, large hiatal hernia, erosive gastritis or duodenitis, peptic ulcer, and mass lesions
or cancer).

Results:

The files of 1473 patients were reviewed. The endoscopy results were not present in 195 files, they were excluded,
and the remaining 1278 files were included. The mean age of patients was 41.3+/-12.7 years, 61% were females and
39% were males. The mean BMI was 43.7 +/-8 kg/m2. Endoscopy was normal in 10.5% of patients and abnormal in
89.4%. The most common abnormalities were gastritis, positive Campylobacter-like organism test (CLO test), Gastro-
Esophageal Reflux Disease (GERD) with esophagitis, and hiatal hernia. Group 0 included 10.5% of patients (n=135),
Group 1 included 25.6% of patients (n=327) while Group 2 included 63.8% of patients (n=816).

Conclusion:

Routine upper endoscopy seems an important part in the preoperative preparation of patients planned for bariatric
surgery in the Middle East population. Further studies or meta-analyses could help in building up clear solid evidence
and guidelines that could be approved by international bariatric associations regarding the indication of preoperative
upper endoscopy for bariatric patients.
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A COMPARISON OF POST-OPERATIVE RADIATION EXPOSURE IN PATIENTS WITH ROUX-EN-Y GASTRIC BYPASS
AND SLEEVE GASTRECTOMY

Endoscopic and percutaneous interventional procedures

T. Mallick, S. Valdivieso, N. Osti, B. Elgohari, R. Engdahl, S. Carryl.
Department of Surgery, Harlem Hospital Center, New York, United States.
Background / Introduction:

A Roux-en-Y gastric bypass (RYGB) is technically more complex than a sleeve gastrectomy (SG) resulting in higher
clinical suspicion for complications when patients are seen postoperatively. Evaluation of these patients post-
operatively often involves radiation exposure in the form of abdomen CT scans.

Objectives:

The primary outcome measure of this study was radiation exposure from abdomen CT scans in patients with RYGB
and SG with the hypothesis that RYGB patients would have higher cumulative radiation exposure. Secondary outcome
measures were radiation exposure in those with higher and lower BMI (BMI < 45 kg/m2 and BMI = 45 kg/m2) and in
male and female patients.

Methods:

Using Epic software followed by manual chart checking we generated a list of patients who had undergone an SG

or RYGB at our institution between the dates April 1, 2019, to May 3, 2021. We found 540 patients (SG = 403, RYGB =
137). We collected the following data points: age and BMI at time of operation, gender, date of operation, number of
abdomen CT scans, and cumulative radiation exposure (DLP in mGy cm) after surgery. p < 0.05 was considered to be
statistically significant.

Results:

In 403 SG patients, 54 abdomen CT scans were performed (mean = 0.134; 95% Cl: 0.0912-0.177) with average
cumulative radiation exposure of 180 mGy cm (95% Cl: 116-245) per patient. In 137 RYGB patients 49 abdomen CT
scans were performed (mean = 0.358; 95% Cl: 0.235-0.480) with average cumulative radiation exposure of 377 mGy
cm (95% Cl: 235-519) per patient. Both the average number of CT scans (p=0.001) and cumulative radiation exposure
(p=0.013) were found to be significantly higher in RYGB compared to SG. Average number of CT scans was found to
be significantly higher in patients with BMI < 45 kg/m2 at time of operation (0.224 vs 0.131; p = 0.028). No significant
gender differences were noted in post-operative radiation exposure.

Conclusion:

In this study, RYGB patients had higher radiation exposure post-operatively than SG patients over a period of just
over 2 years. With longer follow up the difference in radiation exposure may be even larger. The negative effects of
increased radiation exposure should be weighed against the benefits of a RYGB when choosing between these two
operations. Patients with lower BMIs seem to also have a higher radiation exposure. Gender does not predispose to
increased radiation exposure post-operatively.
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A GLOBAL COLLABORATIVE RETROSPECTIVE STUDY: OESOPHAGEAL AND GASTRIC MALIGNANCIES AFTER
BARIATRIC SURGERY

Bariatric surgery and cancer
C. Parmar’, K. Mahawar?, O. Collaborative Group™.

'Department of Surgery, Whittington Hospital, London, United Kingdom; 2Department of Surgery, Sunderland Royal Hospital,
Sunderland, United Kingdom.

Background:

Bariatric surgery can influence the presentation, diagnosis, and management of gastrointestinal cancers. Oesophago-
Gastric (OG) malignancies in patients who have had a prior bariatric procedure have not been fully characterised.

Objective:

To characterise OF malignancies after bariatric procedures.
Setting: University Hospital, United Kingdom.

Methods:

We performed a retrospective, multi-centre observational study of patients with OG malignancies after bariatric
surgery to characterise this condition. Centres globally were invited via email and social media to submit their cases
for this study.

Results:

This study includes 170 patients from 75 centres in 25 countries who underwent bariatric procedures between 1985
and 2020. At the time of the bariatric procedure, the mean age was 50.2 + 10 years and the mean weight 128.8 + 28.9
kg. Females comprised 57.3% (n=98) of the population. Most (n=64) patients underwent a Roux-en-Y Gastric Bypass
(RYGB) followed by Adjustable Gastric Band (AGB) (n = 46) and Sleeve Gastrectomy (SG) (n = 43).

Time to cancer diagnosis after bariatric surgery was 9.5 + 7.4 years and mean weight at diagnosis was 87.4 + 21.9 kg.
The time lag was 5.9 + 4.1 years after SG compared to 9.4 + 7.1 years after RYGB and 10.5 + 5.7 years after AGB.

One-third of patients presented with metastatic disease. The majority of tumors were adenocarcinoma (82.9%).
Approximately 1 in 5 patients underwent palliative treatment from the outset. Time from diagnosis to mortality was
under one year for most patients who died over the intervening period.

Conclusion:

The OGMOS (Oesophago-Gastric Malignancies after Obesity/ Bariatric Surgery) study presents the largest series to
date of patients developing OG malignancies after bariatric surgery and attempts to characterise this condition. Note:
This study is now already published in SOARD ( as the IFSO congress was postponed from 2021). However since this
congress is in USA and it is the largest series till date we have submitted it to the IFSO. OGMOS team is happy if the
abstract is not published in their official journal. The idea of this submission is to increase awareness that OG cancer
after bariatric surgery are rare and it is safe.
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A NEW METHOD FOR VOICE ANALYSES TO DIFFERENTIATE OBESE PATIENTS FROM HEALTHY INDIVIDUALS: A
PILOT STUDY

Artificial intelligence

F. Carrano'?, G. la Placa3, G. Raffaelli3, L. Di Renzo3, A. Balla4, F. Saraceno?, G. Saggio?, N. Di Lorenzo’,2.

'Department of Surgical Sciences, University of Rome “Tor Vergata”, Rome, Italy; 2University of Rome “Tor Vergata”, Rome,
Italy; 3Section of Clinical Nutrition and Nutrigenomic, Department of Biomedicine and Prevention, University of Rome Tor
Vergata, Rome, Italy; “General Surgery Unit, San Paolo Hospital, Civitavecchia, Italy.

Background / Introduction:

Each person has a unique voice that is influenced by the state of our internal organs, brain activity and other
conditions. Variation of specific vocal parameters have been demonstrated to correlate with different pathologic
conditions1,2,3,4.

Objectives:

The objective of this study was to test whether voice analysis through Machine Learning algorithms could distinguish
between obese patients from healthy individuals.

Methods:

Voice samples of healthy subjects and of patients with a BMI > 25 Kg/m2 were recorded during sustained vowel
emission in different vocal tasks, using a high-definition audio recorder. Voice samples underwent sound signal
analysis, including power spectral analysis and support vector machine classification (SVM), considering 6373 voice
features included in the INTERSPEECH2016 Computational Paralinguistics Challenge (IS ComParE 2016) feature data
set5. Validation of this technology has been already demonstrated in previous clinical studies 1,2,3.

Results:

62 subjects were enrolled in the study, of those, 31 were obese patients (10 were males and 21 females) with a

mean age of 55.26+11.8 years and a mean BMI of 38.72 + 17.94 Kg/m2. Among the 31 controls, 21 were females and
10 males with a mean age of 54.83 £ 17.94 years and a mean BMI of 22.76 + 1.80 Kg/m2. Voice analysis with SVM
classifier was able to objectively identify obese patients with an accuracy ranging from 69.17% to 96.66% according to
the different vocal tasks analyzed.

Conclusion:

Voice spectral analysis through SVM classifier was capable of distinguishing obese patients from healthy individuals.
This is an early demonstration of the capabilities of such technology. Further studies are ongoing to validate its
application to other clinically relevant features, with the aim of providing a comprehensive tool that would potentially
support surgeons and clinicians in their daily practice.

References:

1. Asci F, Costantini G, Di Leo P, Zampogna A, Ruoppolo G, Berardelli A, Saggio G, Suppa A. Machine-Learning Analysis
of Voice Samples Recorded through Smartphones: The Combined Effect of Ageing and Gender. Sensors (Basel). 2020
Sep 4;20(18):5022. doi: 10.3390/s20185022. PMID: 32899755; PMCID: PMC7570582.

2. Suppa A, Asci F, Saggio G, Di Leo P, Zarezadeh Z, Ferrazzano G, Ruoppolo G, Berardelli A, Costantini G. Voice
Analysis with Machine Learning: One Step Closer to an Objective Diagnosis of Essential Tremor. Mov Disord. 2021
Jun;36(6):1401-1410. doi: 10.1002/mds.28508. Epub 2021 Feb 2. PMID: 33528037.

3. Asci F, Costantini G, Saggio G, Suppa A. Fostering Voice Objective Analysis in Patients with Movement Disorders.
Mov Disord. 2021 Apr;36(4):1041. doi: 10.1002/mds.28537. PMID: 33851751.

4. Saggio G, Costantini G. Worldwide Healthy Adult Voice Baseline Parameters: A Comprehensive Review. | Voice. 2020
Oct 8:50892-1997(20)30328-3. doi: 10.1016/j.jvoice.2020.08.028. Epub ahead of print. PMID: 33039203.

5. Schuller, B., S. Steidl, A. Batliner, Julia Hirschberg, J. Burgoon, Alice Baird, A. Elkins, Y. Zhang, E. Coutinho and Keelan
Evanini. “The INTERSPEECH 2016 Computational Paralinguistics Challenge: Deception, Sincerity & Native Language.”
INTERSPEECH (2016).
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A NOVEL CLASSIFICATION FOR GERD PATTERNS AFTER SLEEVE GASTRECTOMY AND A PROPOSED ALGORITHM
FOR ITS MANAGEMENT

GERD and bariatric surgery
A. Hanssen?, J. Daes’, D. Hanssenz?, R. Hanssenz.

'Clinica Portoazul, Corredor Universitario, Barranquilla, Colombia; 2Bronx Care Health System, West Orange, United States;
3Instituto Medico La Floresta, Caracas, Venezuela.

Introduction:

Sleeve gastrectomy has become one of the most popular surgical treatments for obesity and is now accepted as

a primary bariatric procedure. However, there are reports that sleeve gastrectomy may cause de novo gastro-
esophageal reflux disease or worsen pre-existing GERD, the mechanism of this phenomenon seems to be
multifactorial; The gastric tubulization should promote the development of hiatal hernias or sliding of the proximal
portion of the sleeve into the mediastinum, the modification of the sphincterian apparatus resultant after fundus
resection and partially cutting the sling muscular fibers of the G-E junction may promote reflux of gastric content
into the esophagus), also some technical details seem to favor GERD after sleeve gastrectomy. Main technical issues
are the narrowing of the mid-portion of the gastric sleeve, due to strictures or twists; also fundus retention or a
redundant upper part of the sleeve can be a factor promoting reflux.

Objectives:
Using imaging assessment of the anatomy of the gastric remnant after sleeve gastrectomy (3D CT and gastric
volumetry) and functional studies such as impedance-pH monitoring and esophageal manometry, patients can be

assigned to different groups with different potential therapeutic options.

Methods:

We propose a novel classification of the different patterns and causes of GERD after sleeve gastrectomy (five different
types) and suggest an algorithm for the evaluation and treatment of this condition.

Type I: Normal Sleeve Anatomy and Lower esophageal sphincter pressure low.

Type ll: Normal lower esophageal sphincter, stricture, or distortion of the sleeve anatomy.

Type IlI: Stricture or distortion of the sleeve anatomy and Lower esophageal sphincter pressure under normal values.
Type IV: No factors identified.

Type V: Non acid Reflux.
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A NOVEL SUTURING DEVICE FOR ENDOSCOPIC GASTROPLASTY IN ROUTINE CLINICAL PRACTICE: PROSPECTIVE
REGISTRY TRIAL

Endoscopic and percutaneous interventional procedures

M. De Siena.

Digestive Endoscopy Unit, Fondazione Policlinico Universitario Agostino Gemelli IRCCS, Rome, Italy.
Background:

Endoscopic gastroplasty is safe and effective in patients with class | and Il obesity (Body Mass Index 30-40 Kg/m?2).
The total number of bariatric endoscopic procedures is constantly increasing in routine clinical practice. In fact this
technique, associated with diet and lifestyle modifications is safe, mini-invasive and is characterized by a lower rate

of complications compared to bariatric surgery. In the past years several endoscopic techniques have been used for
the gastric endoscopic tubulization. We present our results from a prospective clinical trial evaluating the role of the
Endomina system (E-ESG, Endo Tools therapeutics, Belgium). The aim was to evaluate the mean total body weight loss
(TBWL) and the mean excess weight loss (EWL) at 6 and 12 months.

Methods:

From July 2020 to May 2021 we enrolled in our Center 23 patients (19 female, 4 male) with class | and class Il obesity
(Body Mass Index 30-40 Kg/m2). The mean age was 45.9 years. Endoscopic gastroplasty was performed under
general anesthesia using CO2 insufflation. No procedure complications or device-related severe adverse events
were observed and patients were discharged 24 hours following the procedure. All patients were followed by our
multidisciplinary team (gastroenterologist, nutritionist, endocrinologist, psychologist) for a total of 12 months after
the endoscopic gastroplasty (1,3,6,9,12 months visit).

Results:

At 6 months mean EWL was 62,56 % and mean TBWL was 16,89 % with a higher mean quality of life (QoL) compared
to that before the procedure. The 12 months follow-up after the endoscopic gastroplasty is still ongoing; from the 23
patients initially enrolled 12 completed the follow-up with good results. In fact at 12 months the mean EWL was 58,76
% and the mean TBWL was 16,25%.

Conclusions:

In our clinical experience, endoscopic vertical gastroplasty in combination with diet and lifestyle modifications is a
safe and effective option for patients with class | and Il obesity. Further data on a larger sample of patients is needed.




ORAL ABSTRACTS

ORAL ABSTRACTS

0-011

A SMARTPHONE APPLICATION TO IMPROVE ADHERENCE TO VITAMIN AND MINERAL SUPPLEMENTATION AFTER
BARIATRIC SURGERY: A RANDOMIZED CONTROLLED TRIAL

Pre and post nutritional deficiencies
K. Spetz', M. Hult?, T. Olbers3, S. Bonn4, S. Svedjeholm?, Y. Trolle Lagerrros®, E. Andersson3.

'Department of Surgery and Department of Biomedical and Clinical Sciences,, Vrinnevi Hospital, Norrkédping, Sweden;
2Division of Upper Abdominal Diseases, Karolinska University Hospital, Stockholm, Sweden; 3Department of Biomedical and
Clinical Sciences, Linkdping University, Department of Surgery, Norrkdping, Norrképing, Sweden; “Clinical Epidemiology
Division, Department of Medicine (Solna), Karolinska Institutet, Stockholm, Sweden; 5Clinical Epidemiology Division,
Department of Medicine (Solna), Karolinska Institutet, Stockholm, Sweden.

Introduction:
Previous studies suggest insufficient adherence to vitamin and mineral supplementation after bariatric surgery.
Objective:

This trial evaluated a smartphone application’s effectiveness in improving adherence to vitamin and mineral
supplementation postoperatively.

Methods:

A two-arm, randomized controlled trial comprising 140 patients undergoing bariatric surgery (gastric bypass or
sleeve gastrectomy). Participants were randomized 1:1 post-surgery to 12-week intervention, using the smartphone
application PromMera, or standard care. The PromMera application was designed to promote vitamin and mineral
use and physical activity after bariatric surgery. The primary end point was adherence to vitamin and mineral
supplementation, objectively assessed with pharmacy claim data the first-year post-surgery. Additional endpoints
were adherence subjectively assessed with change in MARS-5 score, measured pre-intervention, and at 18 weeks and
one year post surgery and development of nutritional deficiencies one-year post-surgery.

Results:

Initiation rate and overall adherence to supplementation were high in both groups. Change in objectively measured
adherence rate from before intervention to 1 year post surgery, measured with pharmacy refill data, did not differ

between groups for vitamin B12 (-9.6% [SD 27%] vs. -9.3% [SD 30%]; p=0.48) or calcium/vitamin D (-12.3% [SD 29%] vs.

-11.5% [SD 32%]; p=0.44). A modest effect on the secondary end point (subjectively measured adherence, using the
Medication Adherence Report Scale-5 [MARS-5]) was seen immediately after the intervention (intervention group 0.00
[SD 1.3] vs. control group -1.2 [SD 3.5]; p=0.021), but this effect did not persist 1 year post surgery. No differences
were detected in the prevalence of biochemical deficiencies.

Conclusions:

The use of the smartphone application PromMera did not obtain a lasting improvement in adherence to vitamin and
mineral supplementation one year post bariatric surgery.

Adherence to vitamin B12 and calcium/vitamin D and change in adherence, before and after smartphone application
intervention in patients after bariatric surgery and in controls receiving standard care.

A. Objectively measured adherence

Intervention group (n =71) | Control group (n = 69)

Week Weeks Chang | Week Weeks Chang | p-value

0-6 18-52 e 0-6 18-52 e change
(n=65) (n=65) (n=58) (n=>58)
(n = 65) (n=58)
Vitamin B12 93.4 83.8 -9.6 96.6 87.9 -9.3 0.48

adherencerate | (SD24) (SD27) (SD27) | (SD 18) (SD24) (SD 30)
(%)

Calcium/vitamin 91.8 79.5 -12.3 94.8 83.3 -11.5 0.44
D adherence-rate | (SD 26) (SD30) (SD29) |(SD22) (SD27) (SD 32)
(%)

B. Subjectively measured adherence

Intervention group (n =71) | Control group (n = 69)

Week  Week Week |Week \eek Week | p-value p-

6 618 652 6 6218 652 week value
(n=63) _ - (n=59) > =54) | 618 week
(n=47) (n=52) (n=47) (n=54)
6-52
MARS-5 score at | 24.2 0.00 -0.40 24.3 -1.2 -0.9 0.021 0.13
baseline (week 6) | (SD (SD1.3) (SD (SD (SD (SD
and change from | 1.3) 2.0) 1.2) 3.5) 2.1)

baseline

A: Adherence was objectively assessed with pharmacy refill data, from the Swedish Prescribed Drug Register, and
CMA7 was used for calculations. The adherence rate was measured from surgery until the start of intervention,

and from end of intervention until 1 year post surgery. The change in adherence from before intervention to after
intervention was compared between the intervention group and the control group. Data are presented as mean (SD).
B: MARS-5 scores range from 5 to 25, where a higher score indicates higher adherence to vitamin and mineral
supplementation. The two p-values in part B of the table represent the change from baseline to the end of
intervention and the change from baseline to 1 year post surgery, respectively. Data are presented as mean (SD).

Enter your intake of vitamins every
day here

Have you taken your vitaming today?
Date 220

Yes, | have taken my vitamins

PromMera
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A STUDY (UPDATES ) IN TERTIARY CARE HOSPITAL TO SHOW THE DIFFERENCE IN CHANGES IN LIPID PROFILE
AFTER BARIATRIC SURGERY- SLEEVE GASTRECTOMY AND LAPAROSCOPIC MINI-GASTRIC BYPASS

Perioperative management

Z. Gondal.

General Surgery Department, Rashid Hospital, Dubai, United Arab Emirates.
Background:

Obesity is associated with increased mortality due to higher cardiovascular risk. Some proportion of the risk is
attributed to dyslipidemia in the form of high levels of serum total cholesterol, triglycerides, and low levels of HDL
cholesterol. Both procedures the sleeve gastrectomy (LSG) and gastric bypass (LGB) had shown to have some positive
effects on lipid profile with some variability in improvement. We aimed to study the difference in changes in lipid
profile after LSG and LGB.

Methods:

This study was performed as a retrospective case-matched study which compared effects of LSG and LMGB on lipid
profile of patients who underwent bariatric surgery in the year 2014 and 2016. The matching was done based on
criteria of initial body mass index (BMI).

Results:

Out of a total 240 selected patients, 116 patients underwent LSG and 124 patients underwent LMGB. There was a
significant improvement in all four measures of lipid in LMGB group. While serum triglycerides and HDL cholesterol
improved significantly but no significant reduction in serum total cholesterol and LDL cholesterol was observed in LSG
group. There was a significant reduction in cardiovascular risk calculated as total cholesterol: HDL cholesterol ratio
following bariatric surgery overall (p = 0.002)., LSG (p=0.002) but insignificant in LMGB (p = 0.388).

Conclusion:
LMGB have better effects on lipid profile as compared to LSG. LSG had better effect in terms of reducing

cardiovascular risk attributed to obesity in UAE obese population. Thus, sleeve gastrectomy may be considered as
effective as a gastric bypass for dyslipidemia improvement in UAE patients.

Keywords: Dyslipidaemia. Lipid profile. Bariatric surgery. Sleeve gastrectomy. Gastric bypass.
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Statistical Analysis

TYPE OF SURGERY
LMGR ISG P-value
Tiona (5.3 n =121 n,= 116 {Mann Whitney U)
Mean SD Mean SD
Pre.op (121, 114) 184 14 184 T 0.803
Jors! Chclasterc) i-6 month (59, K1) 171 2 193 7 0003
12+ manth (115, 116) 166 34 191 as <n.001
Pvalue (Friedman ANOVA) (51, 60) 0.001 0.784
Pvalue (Wilcoxon pre vs 12 m) (113, 114) <0,001 0.223
Pre-op (121, 114) 123 61 114 57 0.205
Triglycerides 3.6 month (60, 61) 106 g 107 1 0.680
12+ month (114, 116) 81 s g8 35 0,059
Pwvalue (Friedman ANOVA) (51, 60) <0.001 0.001
P-value (Wilcoxon prevs 12 m) (112, 114) <0.001 <0.001
Pre-op (111,110) 19 15 50 15 0.915
% 3.6 month (55, 60) a8 17 51 16 0.189
12+ month (113, 112) 59 15 b2 17 0.583
Paalue  (Frindman ANCIVA) (66, S8) <0.001 <0001
Palue (Wilcoxnn pre vs 17 m) (102, 107) <0,001 <000}
Pre-op (111, 110) 119 N 118 34 0.752
s 3-6 month (53, 60) 107 32 127 33 0.008
12+ month (112, 112) 96 31 117 41 <0,001
Pvalue (Friedman ANOVA) (64, 58) <0.001 0.690
Pvalue (Wileaxon pre vs 12 m) (101, 107) <0.001 0.304

Trend for Total Cholesterol

200
190
— LMGB

(hi
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Mean level of total Cholestzrol (mg/dl)

160

Pre-op (121, 114) Timre of reading with nymieg gf cases 12+ month (115, 116)
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ABBREVIATED STAY POST-BARIATRIC SURGERY: A REAL POSSIBILITY WITHOUT INCREASING COMPLICATIONS OR
READMISSION OF PATIENTS

Enhanced recovery in bariatric surgery

P. Brante, J. Contreras, I. Court.

Bariatric Surgery, Clinica Santa Maria, Santiago, Chile.

Introduction:

New techniques in bariatric surgery have allowed us to reduce complications and surgical mortality. These
improvements have made it possible to reduce the hospital stay and accelerate the recovery process, allowing a
potential early discharge protocol.

Objectives:

To describe the experience in the use of a protocol designed for an abbreviated stay, in post-operated bariatric
surgery patients.

Methodology:

Analytical, retrospective cohort study. A cohort of patients who underwent bariatric surgery, at the Santa Maria Clinic,
by a single surgeon, between July 2014 and April 2019 and submitted to a designed early discharge protocol was
considered. Morbidity, mortality, readmissions, and reoperations were recorded in the established period of time.
Results:

A total of 775 patients were included, 654 patients undergoing laparoscopic sleeve gastrectomy (GEM) and 101
patients undergoing Roux-en-Y gastric bypass (RYGB). There were 8 complications, with no recorded mortality. The

readmission / reoperation rate was 4.13% / 2.27% for GEM and 4.55% / 3.53% for RYGB.

Conclusions:

In this group of patients, we were able to demonstrate a low rate of complications, which supports the idea that an
early discharge protocol in patients undergoing bariatric surgery is a feasible and safe alternative.
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ABDOMINAL COMPLIANCE AND BARIATRIC SURGERY: WALL THICKNESS IS THE MAIN FACTOR CORRELATED TO
THE VALUE OF PNEUMOPERITONEUM PRESSURE

Basic science and research in bariatric surgery

M. Clanet?, J. Himpens?, A. Collard, J. Fils3, A. Dandrifosse".

'CHIREC Delta Brussels, Uccle, Belgium; 2CHIREC Delta Brussels, Brussels, Belgium; 3CHIREC Delta Brussels, Bruxelles, Belgium.
Introduction:

Bariatric surgery guidelines impose the use of the lowest possible intra-abdominal pressure allowing adequate
exposure of the operative field.

Objectives:

Defining which parameters significantly influence the minimal intra-abdominal pressure to safely perform a bariatric
laparoscopic procedure. Assessed factors believed to influence the intra-abdominal pressure during laparoscopy
were history of previous pregnancy and/or laparoscopy and/or abdominoplasty, the thickness of the abdominal wall,
the diameter of the abdominal wall, and the xypho-pubic distance

Methods:

This is an observational retrospective study. Parameters from primary and secondary laparoscopic bariatric surgeries
from November 19, 2020, to February 20, 2021 (69 patients) had been prospectively registered. The width of the
abdominal wall was measured preoperatively using a Tuohy needle inserted under direct vision under the last left
rib. Xypho-pubic distance and abdominal girth were measured by a tape measure with the patient standing up
immediately before the procedure.

When continuous variables were compared between the groups, we tested the underlying hypotheses of the T-test. If
both underlying hypotheses were met, a T-test was performed on the data and the mean + standard deviation were
presented. Otherwise, the Wilcoxon signed-rank test was performed and the median and inter-quartile [Q25 - Q75]
values presented. We calculated the Pearson'’s correlation between two continuous variables.

Results:

VariableVariable = NOVariable = YESp-value

Previous pregnancy12[9.25 - 12]10 [9 - 12]0.3066

Previous Abdominoplasty11.5[9 - 12]12 [12 - 12]0.4283

Previous laparoscopy10 [9 - 12]12 [10 - 12]0.4527

Pneumoperitoneum pressure

Wall thickness 0.5890563 (p-val<0.001)

Abdominal diameter0.2386207 (p-val=0.05182)

Xypho-pubian distance0.1696185 (p-val=0.170)

Based on univariate analyses, the variables that could be kept for multiple regression were abdominal wall thickness
and abdominal diameter. Abdominal diameter was rejected from the multiple regression (p-value= 0.538). The
abdominal wall thickness was the only significant parameter, explaining 34.70% of the target.

Estimate Std. Error t value Pr(>|t|)

Intercept5.19610.96155.404<0.001

Wall thickness 1.15400.19795.832<0.001

Conclusion:

The thickness of the abdominal wall is the main parameter that can predict the value of minimal pressure for safe
bariatric laparoscopy.
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AFRICAN AMERICAN PATIENTS EXPERIENCE POORER OUTCOMES THAN HISPANIC PATIENTS FOLLOWING
BARIATRIC SURGERY: AN ANALYSIS USING THE MBSAQIP DATA REGISTRY

Endoscopic and percutaneous interventional procedures

]. Robinson?, S. Ayuso?, K. Thompson’, I. McKillop?, A. Nimeri'.

"Atrium Health Carolinas Medical Center, Charlotte, United States; 2Carolinas Medical Center, Charlotte, United States.
Background:

Hispanics and African Americans (AA) represent a disproportionately high percentage of the obese population in
the United States; however, rates of bariatric surgical procedures in both populations remain notably lower than
in Caucasian Americans. In this study, we examine data from the MBSAQIP database to investigate differences in
demographics and outcomes between AA and Hispanics undergoing sleeve gastrectomy (SG) or Roux-en-Y gastric
bypass (RYGB).

Methods:

The MBSAQIP database was reviewed. Adult (>18 years of age) AA and Hispanic patients who underwent SG or RYGB
from 2015-2018 were identified. Propensity-matched and unmatched data were examined based on procedure to
assess for differences in preoperative demographics and outcomes between ethnic groups.

Results:

Overall, 174,475 patients met the inclusion criteria (98,736 AA [21,163-RYGB; 77,022-SG] and 75,739 Hispanic
[20,282-RYGB; 54,690-SG]). Within the total patient cohorts, AAs were older (42.9 versus 40.9-years), had higher BMI
(47.1 versus 44.8Kg/m2), and were more frequently female (86.6 versus 80.0%) compared to Hispanics (p<0.0001

all parameters). Preoperative comorbidities revealed AAs had higher rates of hypertension (54.6 versus 38.2%),
renal insufficiency (1.1 versus 0.4%), chronic obstructive pulmonary disease (1.51 versus 0.96%) and sleep apnea
(35.4 versus 31.5%) compared to Hispanics (p<0.0001 all parameters). In unmatched data, AAs were more likely to
experience major complications (1.6 versus 1.0%), unplanned ICU admission (0.8 versus 0.5%), 30-day re-admission
(1.7 versus 1.2%), and additional intervention within 30-days (5.0 versus 3.7%) compared to Hispanics (p<0.0001 all
parameters). Significant differences in major complications, 30-day readmission and intervention within 30-days

remained for both SG and RYGB after matching (p<0.002). There were significantly more inpatient AA deaths following

SG (0.1 versus 0.0%, p<0.001) but not after RYGB (0.1 versus 0.1%, p=0.41) in matched cohorts. Rates of minor
complications were similar across groups (1.35% vs 1.36%, p=0.9113).

Conclusion:

Hispanics and AAs undergo disproportionately less bariatric surgery than their contribution to the obese population
would predict. Outcomes for AAs were worse than those of Hispanics, even with propensity matching. These data
suggest differences in outcomes following RYGB or SG are not entirely attributable to preoperative comorbidity
profiles. Further investigation is warranted.
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Al IN BARIATRICS

Artificial intelligence

A. Puranik.

All India Institute of Medical Sciences, Jodhpur, India.
Introduction:

Artificial intelligence refers to the use of machines to mimic the cognitive functions of humans, namely learning and
problem-solving. The founder of Artificial intelligence is John McCarthy, an American computer scientist. The founder
of the Turing test was Alan Turing, a mathematician, and a computer scientist. The Turing test is done to determine
whether a computer is capable of thinking like a human.

Objectives:

In this, a series of questions are presented by a human to two different respondents. The questioner then analyses
the response and determines which respondent is a robot and which is a human.

Uses of Al in Bariatric Surgery:
+ Itis helpful in the construction of predictive models for post-op complications like a gastrointestinal leak.
+ It assists in the prediction of loss of excess weight following bariatric surgery.
* It also supports automated recognition of operative steps, like in laparoscopic sleeve gastrectomy

Artificial Neural Network:

+ Artificial neural network is a principal tool in artificial intelligence, which is based on the neural circuits in the
human brain.

* Itis made up of units called perceptrons which contain 3 layers.

* The inputs are received by the first layer.

* The hidden layer, also known as the middle association layer, may be single or multiple and connects the input
layer randomly to the output layer.

* The output layer generates a response based on the input provided. This is done by the response cell which
receives the strongest input, which in turn suppresses other cells receiving weaker signals

Gradient Boosting Machine:

+ This is another important tool in artificial intelligence which helps in machine learning. It helps in converting
machines from weak learners to strong learners.

* The data is presented in the form of a tree to determine the various factors influencing the accurate prediction.

* This is done by training a decision tree in which each observation is assigned equal weight.

* The first tree is evaluated and those observations in which the machine performs poorly are given more weights
than others where the performance is good.

+ Based on these modifications of weightage, a second tree is grown, improving the predictions of the first tree.

+ The final model is thus a sum of all predictions made by previous tree models, providing maximum accuracy.
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AMBULATORY BARIATRIC SURGERY IS SAFE AND FEASIBLE. EXPERIENCE FROM A HIGH VOLUME BARIATRIC
CENTER

Enhanced recovery in bariatric surgery
L. Deluca’, P. Cal?, D. Lonardi?, ). Dalpiaz?, E. Fernandez2,

'Programa de Cirugia Bariatrica, Centro de Rehabilitacion Quirtrgica de la Obesidad, Ciudad de Buenos Aires, Argentina;
2Programa de Cirugia Bariatrica, Hospital Churruca, Ciudad de Buenos Aires, Argentina.

Introduction:
Enhanced recovery protocols came to laparoscopic surgery care in the late 1990s. They have brought faster recovery,

fewer complications and a reduction in hospitalization time.
Shorter hospital stay results in less infections, greater comfort for the patient and lower cost.

Objectives:

To assess the feasibility and safety of outpatient bariatric surgery in a high-volume bariatric center.

Methods:

Retrospective review of a prospective database of all patients undergoing Sleeve Gastrectomy (SG), One Anastomosis
Gastric Bypass (OABG), Roux-en-Y Gastric Bypass (RYGB) and revisional surgery (RS) after implementing enhanced
recovery protocols. Inclusion criteria was age between 18 and 65, BMI lower than 65, no use of anticoagulants and no

severe medical conditions.

Anthropometric data, comorbidities, length of stay, need for readmission or reoperation and 30-day morbidity were
recorded

Results:

From March 2021 to March 2022, 550 patients underwent bariatric surgery. Thirty nine did not fulfill outpatient
criteria, and 17 were excluded for patient preference.

Of the 494 included patients 86.4% were female, mean BMI was 44.4 (28.7-64.9, SD 6.2) and age 41 (18-65, SD 9.9).
69.4% were SG, 4.5% RYGBP, 21.8% OAGBP and 4.3% RS. Twenty-four (4.9%) required a longer than 24 hours stay;
being liquid intolerance (45.8%) the most frequent cause, followed by significant intra operative bleeding (25%) and
longer than expected surgery (12%). Readmission rate was 2.8%, and 1.4% required reoperation.

There was no difference in age, BMI, presence of hypertension on diabetes or smoking between the outpatient group
or the one requiring longer stay or readmission. Males had a higher readmission rate (6% vs 1.6%, P=0,02), as did
RYGBP (4.5%) and OAGB (3.7%) when compared to sleeve gastrectomy (1.7%)

After adjusting by age, BMI, diabetes, hypertension, smoking, type of surgery and surgeon, being male remained an
independent risk factor for readmission.

Conclusion:
Outpatient bariatric surgery is feasible and safe. Readmission and reoperation rate where acceptable. Males and

those undergoing RYGBP and OAGB seem to suffer a higher readmission rate. Enhanced recovery protocols may play
an important role in outpatient bariatric surgery.
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AN EXPLORATION OF THE PATIENT LIVED EXPERIENCE OF REMISSION AND RELAPSE OF TYPE 2 DIABETES
FOLLOWING BARIATRIC SURGERY

Type 2 diabetes and metabolic surgery

A. Sudlow’, D. Pournaras?, H. Heneghan3, Z. Bodnar+, C. le Roux?, D. McGillicuddys>.

Southmead Hospital, Bristol, United Kingdom; 2North Bristol NHS Trust, Bristol, United Kingdom; 3St Vincent’s Hospital,
Dublin, Ireland; 4Letterkenny University Hospital, Letterkenny, Ireland; SUniversity College Dublin, Dublin, Ireland.

Introduction:

Bariatric surgery is widely recognized as one of the most effective treatments for patients with obesity and type 2
diabetes (T2DM), inducing profound metabolic changes associated with improvements in glycemic control. A growing
evidence base from longer-term studies would however suggest that some of these metabolic improvements are
attenuated over time and a proportion of patients will experience a relapse of diabetes. Although we continue to
deepen our understanding of the mechanisms underlying the physiological changes associated with bariatric surgery
as well as the long-term metabolic effects, what remains underappreciated is the patient experience of surgery to
treat T2DM including motivations, expectations, and perception of relapse.

Objectives:

This study explored the patient experience with regards to motivations, expectations, and outcomes, including
remission and relapse of diabetes following bariatric surgery.

Methods:

An in-depth qualitative approach was adopted, encompassing semi-structured1:1 interviews with patients (n=17)
living with obesity and T2DM both pre-and post-surgery. Interpretive thematic analysis identified emergent themes
using a grounded approach.

Results:

Analysis revealed a number of themes throughout the interviews which included motivations and perceived benefits
of surgery, obesity stigma and its impact on self-worth as well as perceptions of remission or relapse and the
implications for a sense of control.

Conclusions:

The primary motivation for undergoing bariatric surgery was driven by health concerns, namely T2DM and the desire
to reduce the risk of developing diabetes-related complications. Patients highlighted widespread and pervasive
social and self-stigmatization associated with obesity and T2DM, leading to feelings of shame and an inability to seek
support from family or healthcare professionals. Stigmatization created a sense of failure and a feeling of guilt for
having T2DM. As a result, patients felt responsible for maintaining disease remission postoperatively and regarded
the need for medication as a sign of treatment failure.

This research highlighted that our understanding of the patient’s experience of bariatric surgery as a treatment for
T2DM is lacking and a greater understanding of the motivations and expected benefits of surgery is required to
facilitate the delivery of patient-centered care.
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ANALYSIS OF STAPLE LINE REINFORCEMENT ON CONTEMPORARY STAPLERS: A BENCHTOP ANALYSIS
Basic science and research in bariatric surgery

B. Chand, C. Meyers.

Loyola University- Chicago, Maywood, United States.
Objective:

Modern surgical stapling has revolutionized laparoscopic gastrointestinal procedures. However, two major drawbacks
of stapling technology include staple line bleeding and leaks. A variety of methods have attempted to minimize these,

including staplers with shorter staple height, oversewing, and use of staple line reinforcement (SLR). The use of SLR to
strengthen the staple line has not been studied by all manufacturers. We hypothesize that SLR will increase the burst

pressure of three commonly used staplers in a benchtop burst pressure test.

Methods:

Our design included the use of one of the most widely used SLR product (GORE® SEAMGUARD® Bioabsorbable
Staple Line Reinforcement) with the three largest manufacturers of staplers (Ethicon®, Intuitive®, Medtronic®) in the
US. After determining the appropriate statistical power (n=36 unique firings) and engineering a benchtop apparatus,
we set out to determine staple line burst pressure with and without SLR. We chose the appropriate staple height load
and remained consistent with or without SLR. Stapler firing was random. Each firing was on a consistent thickness
synthetic bowel material. Data collected included SLR or no SLR, pressure at which a leak was identified, and location
characteristics. Fluid was instilled until a leak was seen. Leaks were characterized as being through the staple line
(TTSL) or through the staple (TTS), on the anvil or cartridge side, and at the proximal, middle, or distal location along
the staple line. The procedure was video recorded for additional certainty of leak pressure.

Results:

Table 1 summarizes the mean burst pressure as well as percentage change with the use of SLR. There was a mean
increase of burst pressure by 0.494 PSI for reinforced samples as compared to non-reinforced samples, regardless
of stapler manufacturer. This resulted in a 109.5% increase in burst pressure with the use of SLR. Limitations: The
results collected do not represent all commercially available SLR products.

Conclusion:

SLR was developed to strengthen the integrity of staple lines and therefore attempt to minimize bleeding and leaks.
Employing buttressing material strengthens the staple line, as measured by burst pressure. By strengthening the
staple line, SLR may reduce staple line failure. Our study utilizing GORE® SEAMGUARD® with three unique stapler
manufactures demonstrates a significant increase in burst pressures with the use of SLR in a benchtop study.

SaplerBrang | MeanNoneiniorsed | Mean Renforsed Surst | prcent ange
A 0.443 1.033 133.18
0.41 0.862 110.24
Cc 0.483 0.958 98.34
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ANALYSIS OF WEIGHT AND BODY COMPOSITION VARIATIONS 6 MONTHS AFTER THE DIGESTIBLE INTRAGASTRIC
BALLOON (IGB) ELIPSETM IN 105 PATIENTS. AN ECUADORIAN EXPERIENCE

Endoscopic and percutaneous interventional procedures

N. Salgado Macias', K. Duque Jacome?, G. Navarrete Parraga3, M. Centeno Villavicencio3, F. Ferreira Tapia4, S. Llerena?,
T. Zammora“.

'Bariatric Surgery, Clinica Baridtrica Dr. Napoledn Salgado, Quito, Ecuador; 2Clinica Baridtrica Dr. Napoledn Salgado, Quito,
Ecuador; 3Department of Nutrition, Clinica Baridtrica Dr. Napoledn Salgado, Quito, Ecuador; 4Clinica Baridtrica Dr. Napoledn
Salgado, Quito, Ecuador.

Introduction:

Obesity in Ecuador affects 62.8% of the population. The IGB (ElipseTM) is an alternative for the reduction of weight
in the population with this pathology. It is not only minimally invasive and temporary but also generates satiety and
modifies gastric emptying.

Objectives:

To determine the weight loss obtained after 6 months of follow-up with the use of the IBG ElipseTM, by analyzing the
body compositions of these patients using the InBody 270 device.

Methods:

105 patients (BMI of 31.51kg + 3.52kg / m2) in the period of July 2020 to March 2021 participated in this study.
Weight loss, body mass index (BMI), fat mass, lean mass, and visceral fat during IGB use at a 6-month follow-up were
measured. All data was analyzed using SPSS 22.0 software.

Results:

105 patients (73 female and 33 male) with an age of 40.12 + 12.02 years were analyzed. The percentage of weight lost
at the first, third, and sixth months was 5.27 + 5.21%, 9.24 + 3.48%, and 11.82 + 4.34% respectively, with a total weight
reduction of 10.14 + 3.78kg (p <0.05). The mean BMI in the first, third, and sixth months was 29.82 + 3.29kg/m2, 28.45
+2.92kg/m2, and 27.84 + 2.77kg/m2, respectively. The body composition analysis indicated an initial visceral fat index
of 15.16  3.66kg and at the sixth month of 14.28 + 3.86kg, while the fat mass corresponded to 33.85 + 7.19kg and 29,
65 + 7.32kg respectively.

Of the patients studied, 83.80% had mild complications, among which cramping pain and nausea were the most
common. 4 (3.81%) patients did not tolerate the use of the balloon.

Conclusion:
The IGB offered support for a non-surgical weight loss with minimal complications and with a reduction in visceral fat

mass that we consider could modify the metabolic status of the patient in the future. Long-term studies are required
to determine the real benefit overweight and body composition.
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ANASTOMOTIC GASTRO-JEJUNAL ULCER PERFORATION FOLLOWING ONE-ANASTOMOSIS-GASTRIC-BYPASS:
CLINICAL PRESENTATION AND OPTIONS OF MANAGEMENT: CASE SERIES AND REVIEW OF LITERATURE

Young IFSO session

B. Abou Hussein, A. Khammas?, O. Al Marzougqi3.

'General Surgery Department, Rashid Hospital- Dubai Health Authority, Dubai, United Arab Emirates; 2Rashid Hospital-
Dubai Health Authority, Dubai, United Arab Emirates; 3General Surgery Department, Rashid Hospital, Dubai, United Arab
Emirates.

Background:

One-Anastomosis-Gastric-Bypass (OAGB) is an attractive bariatric procedure compared to the gold standard Roux-
en-Y gastric bypass (RYGB) with one less anastomosis. Thousands of these procedures have now been performed by
different surgeons who believe it could hold fewer complications than RYGB. However, postoperative complications
including the formation of anastomotic ulcers and possible perforation remain a main concern following OAGB.

Methods:

We report three cases of perforation of an ulcer at the gastro-jejunal anastomosis following laparoscopic one-
anastomosis-gastric-bypass. All cases needed surgical intervention after adequate resuscitation.

Results:
All patients were successfully managed using a minimally invasive approach with different techniques of repair
(primary suturing of the perforation or resection and conversion to Roux-En-Y gastric bypass). All patients did well

and were discharged in a stable condition after four to five days.

Conclusion:

Perforation of an anastomotic ulcer post-one-anastomosis-gastric-bypass is a serious condition and can be a life-
threatening complication. A high index of suspicion helps to diagnose these cases in patients presenting with acute
abdomen following OAGB. Adequate resuscitation and repair of the perforation are the main lines of treatment.
Definitive surgical option depends on the general condition of the patient, timing of presentation, size, site of the
perforation, and experience of the surgeon.
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AORTIC INJURIES FOLLOWING STENTS IN BARIATRIC SURGERY: OUR EXPERIENCE.
Endoscopic and percutaneous interventional procedures

M. Nedelcu’, T. Manos?, S. Carandina3, P. Noel4, G. Donatellis.

Clinique Bouchard, Chu Marseillais, Marseille, France; 2ELSAN, Marseille, France; 3ELSAN, Saint Michel Clinic, Toulon, France;
‘Emirates Specialty Hospital, Dubai, United Arab Emirates; *Hbpital Privé des Peupliers - Ramsay Santé, Paris, France.

Introduction:

Due to the large number of Laparoscopic Sleeve Gastrectomy (LSG) performed over the last decade, the management
of the leak has been increasingly reported. The role of covered Self Expandable Metal Stents (cSEMS) is still
controversial for the treatment of the leak due to poor tolerance, and high risk of complications.

Objectives:

The aim of this study was to analyze the foregut wall perforation and aorta injuries, a very rare complication, but
potentially fatal one, related to treatment of leak following LSG with cSEMS.

Methods:

An audit was conducted in two French tertiary bariatric endoscopic centers regarding aortic injuries after cSEMS
use for leak. Initial procedure, leak characteristics, primary endoscopic treatment, and the outcome of endoscopic
complication were retrieved and categorized from each eligible case.

Results:

A total of 5 patients were identified with foregut wall perforation and aorta injuries. All stents were deployed for
staple line leak following Laparoscopic Sleeve Gastrectomy (LSG).

The recorded mortality for complication related to cSEMS with esophageal-aorta injuries was of 80%.
Conclusions:

cSEMS are potentially effective tools for the management of leaks after foregut bariatric surgery. The biggest

challenge with this approach is stent migration and poor quality of life. Caution is warranted due to the risk of fatal
complications such as foregut wall perforation and aortic injury.
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ARE WE REFERRING ELIGIBLE OBESE PATIENTS FOR ROUX-EN-Y BYPASS SURGERY WHEN THEY PRESENT WITH
GORD? A RETROSPECTIVE HOSPITAL-BASED COHORT STUDY

Gastric bypass procedures including Roux-en-Y (RYGB) and one anastomosis gastric bypass (OAGB)/MGB
T. Arkle', D. Pournaras?, S. Lam?, B. Kumar".

'Norfolk and Norwich University Hospital NHS Foundation Trust, Norfolk and Norwich University Hospital, Norwich, United
Kingdom; 2Southmead Hospital, North Bristol NHS Foundation Trust, Southmead Hospital, Bristol, United Kingdom.

Introduction:

In eligible people with obesity, Roux-en-Y gastric bypass (RYGB) has been shown to be highly successful in controlling
both GORD symptoms and achieving significant weight loss maintenance, but such an option is underutilized in non-
bariatric centers.

Objectives:

The aim of our study was to determine the proportion of patients with obesity who may have been eligible for referral
for bariatric surgery but instead underwent fundoplication at a non-bariatric center.

Methods:

Using routinely collected hospital data, all patients who underwent fundoplication for GORD at a single academic
teaching hospital over a 9-year period were identified and preoperative variables including Body Mass Index (BMI)
and co-morbidities were collected.

Results:

A total of 321 patients underwent fundoplication between January 2011 and December 2020 of which 133 (41.4%)
had available BMI data and were included in the analyses. BMI > 30kg/m2 was seen in 40 patients (30%) and BMI
>35kg/m2 in 7 patients (5.3%). Of the 7 patients with BMI >35kg/m?2, five (4%) were eligible, due to obesity-associated

disease, for bariatric surgery referral.

Conclusions:

Given the well-established efficacy of RYGB not only for weight loss maintenance but also as an anti-reflux procedure,
we recommend that this highly effective option be more available as a referral option.
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ASSESSMENT OF A FULLY-INTEGRATED MULTI-DISCIPLINARY WEIGHT MANAGEMENT CENTER AT A TERTIARY
ACADEMIC MEDICAL CENTER: IMPACT ON CLINICAL VOLUME AND REFERRALS PATTERNS

Endoscopic and percutaneous interventional procedures

T. McCarty, P. Jirapinyo, C. Apovian, A. Tavakkoli, C. Thompson.

Brigham and Women'’s Hospital, Harvard Medical School, Boston, United States.
Background/Aim:

A weight management and wellness center was created at our institution in 04/2021 with goal to provide a
comprehensive approach and personalized patient care. This fully-integrated center included medically supervised,
endoscopic, and surgical weight management working in tandem with a shared physical space and patient

access system for patient care. The aim of this study was to measure the impact of this multi-disciplinary weight
management center on outpatient clinical and procedural volume and referral practices within the group.

Methods:

This was a retrospective study evaluating outcomes before and after creation of a multi-disciplinary weight
management center. Prior to introduction of this weight center, specialties operated independently with separate
call centers and variable patient access systems. Specialist specific data (obesity medicine/endocrinology,
gastroenterology, and surgery), referral patterns, and patient and procedural volume was reviewed from 10/2019-
10/2021. Electronic medical records were reviewed based upon billing data and analyzed across the study period.
Continuous data pre- and post-weight center were compared using a two sample t-test or chi-squared test. Year-
over-year growth rate was also calculated as a performance indicator comparing outcomes in 10/2021 against the
comparable 12-month period.

Results:

Data after the establishment of the weight management center is summarized by specialty in Table 1. Total clinic
volume (all specialties) significantly increased (109%) at year two compared to pre-weight center (P<0.001). New
patient clinic volume also increased for each specialty at year two - Table 1. Regarding referrals patterns, 15% of
patients were seen by at least 2 divisions within the weight center with 1% of patients seen by all 3 divisions (all
P>0.05 compared to pre-weight center). Comparing current clinic volume to the previous year, growth was seen for
all divisions [Obesity Medicine/Endocrine: +233%; Gastroenterology: +51%; and Surgery: +7%]. While clinical volume
year-over-year growth was the lowest for the surgical division, the procedural growth rate was the highest with a
year-over year growth of +42%.

Conclusion:

Establishment of a comprehensive Center for Weight Management and Wellness increased outpatient visits
and procedural volume for all divisions (endocrinology, gastroenterology, and surgery) with an increase in inter-
disciplinary referrals. Surgical procedure volume saw the largest increase with most growth occurring among all
divisions during year two. Future examination of patient-specific outcomes including weight management and
wellness are needed to evaluate patient focused benefits of this multi-disciplinary approach.
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Table 1.
Multi-Disciplinary Staff and Faculty Data
Medical Weight Loss Providers (Obesity
Medicine/Endocrinology)

Total No. of Physicians 7
Total No. of Physician Assistants or Nurse Practitioners 3
Mean No. of Patients Per Physician 1409
% New Patients 25.89%
% Established Patients 74.11%
% of Patients Solely Seen by Endocrine 33%
Total Increase in Clinic Volume at Year 2 253%

Bariatric Endoscopy Providers (Gastroenterology)
Physicians 3
Physician Assistants 3
Mean No. of Patients Per Physician 740
% New Patients 18.36%
% Established Patients 81.64%
% of Patients Solely Seen by Gastroenterology 41%
Total Increase in Clinic Volume at Year 2 158%
Total Increase in Procedure Volume at Year 2 17%

Bariatric Surgery Providers (Surgery)
Physicians 7
Physician Assistants 4
Mean No. of Patients Per Physician 1040
% New Patients 22.03%
% Established Patients 77.97%
% of Patients Solely Seen by Surgery 11%
Total Increase in Clinic Volume at Year 2 (P<0.001) 22%
Total Increase in Procedure Volume at Year 2 72%
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ASSESSMENT OF GLUCOSE HOMEOSTASIS IN PATIENTS UNDERGOING BARIATRIC SURGERY: A
MULTIDISCIPLINARY CENTER EXPERIENCE

Type 2 diabetes and metabolic surgery
E. Lopez-Ramirez', M. Ramirez-Sandoval?, M. Monsalve-Gamboa3, L. Lopez-Gomez*.

Surgery, Centro Elite Obesidad - FOSCAL Internacional, Bucaramanga, Colombia; 2Centro Elite Obesidad - FOSCAL
Internacional, Bucaramanga, Colombia; 3Department of Nutrition, Centro Elite Obesidad - FOSCAL Internacional,
Bucaramanga, Colombioa; Bariatriac Surgery, Centro Elite Obesidad - FOSCAL Internacional, Bucaramanga, Colombia.

Introduction:

Insulin resistance (IR) is considered a hallmark of metabolic syndrome, showing a strong association with obesity. We
evaluated glucose metabolism and IR using the homeostasis model assessment-IR (HOMA1-IR) in patients undergoing
bariatric surgery.

Objectives:
Describe and contrast rates of IR between bariatric procedures.
Methods:

A retrospective cohort study including patients with body mass index (BMI) =30 kg/m2 undergoing Roux-en-Y
gastric bypass (RYGB) or sleeve gastrectomy (SG) in a multidisciplinary bariatric center (2017-2020) was performed.
Perioperative insulin, HbA1c, and fasting glucose levels were evaluated at different time points. HOMA1-IR was
calculated and compared between groups.

Results:

Overall, 178 patients were identified: 112 (62.9%) underwent RYGB and 66 (37.1%) SG. Of these 132 (74.2%) were
females. Median age at surgery was 40 years [IQR:31-50]. Median preoperative weight was 110.5 kg [IQR:97.6-122.0]
for a median BMI of 42.5 [IQR:39.1-46.7] in the RYGB group vs 95.6 kg [IQR:89.8-103.7] for a median BMI of 36.2

[IQR: 34.7-38.2] in the SG group (p<0.001). Twelve months postoperatively 89.3% vs 95.4% reached a >50% excess
body weight loss (EBWL) in a median of 4.5 months vs 5.5 in the RYGB and SG groups, respectively (p=0.17). Median
preoperative HbA1c was 5.6% [IQR:5.3-6.0] with 13 (12.5%) =6.5% in RYGB vs 5.4% [IQR: 5.2-5.7] with 2 (3.2%) 26.5%
in SG (p=0.02). Postoperatively, median HbA1c in RYGB was 5.1%, 5.2% and 5.1% at 6, 12 and 24 months, respectively.
Median HbA1c was 5.2%, 5.3% and 5.0% at 6, 12 and 24 post-SG. Median preoperative HOMA1-IR was 5.7 [IQR:4.1-7.6]
with 102 (91.1%) >2.5 in RYGB vs 4.2 [IQR: 2.8-6.7] with 53 (80.3%) >2.5 in SG group (p=0.01). Postoperatively, median
HOMA1-IR in RYGB was 1.5, 1.3, and 1.5 at 6, 12, and 24 months, respectively. Median HOMA1-IR was 1.5, 1.8, and

1.9 at 6-, 12- and 24-months post-SG. HOMA1-IR failed to normalize (>2.5) at last follow-up in 12 (10.7%) RYGB vs 13
(19.7%) SG patients (p=0.12). At 12 months HOMAT1-IR negatively correlated with EBWL in both RYGB (r=-0.40, p<0.01)
and SG (r=-0.44, p=0.02), and HOMA1-IR positively correlated with fat mass loss in both RYGB (r=0.29, p=0.03) and SG
(r=0.37, p=0.05).

Conclusion:
Both RYGB and SG showed favorable postoperative control of IR. Even with less favorable baseline glycemic profiles,

RYGB displayed promising long-term normalization rates of IR. Evaluation of IR should be performed when choosing a
bariatric procedure.
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Perioperative changes in HOMA-1R
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Figure 1. Pre- and post-oparative HOMA1-IR values in RYGB(O) and SG (a) patients
Postoperative values represent last recorded value for each patient at current follow-up,
values that did not normalize (>2.5) alter surgery are connected to their preoperative level
by a dashed line. Axes are shown in logarithmic scale for visualization purposes.
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ASSESSMENT OF LIVER VOLUME REDUCTION AFTER PREOPERATIVE ACUTE WEIGHT LOSS FOR BARIATRIC
SURGERY: A COMPUTED TOMOGRAPHY-BASED ANALYSIS

Perioperative management

S. Panyavorakhunchai, S. Udomsawaengsup, A. Asumpinawong, P. Sawangsri, N. Boonyuen.
Chulalongkorn Minimally Invasive Surgery Center, King Chulalongkorn Memorial Hospital, Bangkok, Thailand.
Introduction:

Morbid obesity is considered to be one of the growing global health problems. The prevalence of morbid obesity in
the USA has increase of 70% in the last 10 years. A similar trend of prevalence has also been observed among Asian
populations, including Thai. Many resources have been utilized to treat patients who suffer from morbid obesity
and its comorbidities. Bariatric surgery is the most effective way to achieve both weight reduction and resolution of
comorbidities. Laparoscopic Roux-en-Y gastric bypass (LRYGB) is one of the most popular procedures, and the gold
standard in Europe and the USA, due to its effectiveness in successful weight reduction and comorbidity resolution.
However, one of the problem in performing LRYGB on super-obese patients whose body mass index (BMI) = 50 kg/
m2, is an enlarged liver, which is commonly encountered. To reduce the problem, preoperative acute weight loss
(AWL) was proposed. It's accomplished by restricting the calorie intake of patients to 800-1200 kcal/day for 2 weeks
before surgery. Until now, there have been no studies reporting the results and efficacy of this method by objective
assessment, in Asian population.

Objectives:

We aim to evaluate the efficacy of preoperative AWL to reduce the left lobe liver volume, using a non-contrasted CT
scan as the objective assessment tool and the effect of preoperative AWL on other aspects, such as decreasing the
severity of co-morbidities and abdominal wall thickness

Methods:

This prospective study included 12 super obese patients who underwent LRYGB at Chulalongkorn Minimally Invasive
Surgery Unit from March to September 2019. Prior to the operation, all patients were admitted to hospital and
undergone preoperative acute weight loss program. Non-contrast CT scans were obtained prior to and after the
program.

The volume of left lobe liver was calculated by volumetric analysis based on CT scan. The abdominal wall thickness
was measured from the same modality. The liver volume and abdominal wall thickness were compared between pre
and post weight loss program.

Results:

6 male and 6 female patients were recruited, with a mean age of 35.8 years, a mean baseline weight of 154.8 kg and
the mean baseline BMI was 55.4 kg/m2. All patients had DM and OSA; 10 patients had HT; 8 patients had DLP; and 7
patients had NAFLD. All patients completed the 2-week period of acute weight loss without any complications.

The mean left liver lobe volume reduced significantly by 24.6%. The mean body weight, BMI, SBP, FBS, and AWT also
significantly reduced by 8.6%, 8.6%, 10.1%, 12.7% and 4.9%, respectively. All patients had an uneventful recovery
and tolerated the oral diet well. There were neither intraoperative nor perioperative complications. There was no
mortality in this study.

Conclusion:

The preoperative AWL is an effective method to reduce liver volume prior to LRYGB in super-obese patients. We
demonstrated the effectiveness of volume reduction by using CT as an objective assessment. Due to this benefit of
AWL, the LRYGB in super-obese patients can be done safely as a single operation. Preoperative AWL may potentially
play a role to decrease the severity of patients’ co-morbidities in the short period before surgery.

_Table 1. Baseline characteristics of all participants.

Patients | Gender | Age (years) | Weight (kg.) | BMI (kg/m®) | Co-morbidities

1 Male 21 158.50 50 DM, OSA, NAFLD
2 | Male | 40 ‘ 177 | 642 | DM, HT, DLP,
OSA, NAFLD
3 Female 47 135 527 DM, HT, DLP,
- - - - - USA
4 Female 46 175 62 DM, HT, DLP,
‘ . | OSA, NAFLD
5 Female 31 142 50.3 DM, HT, DLP,
| | | OSA, NAFLD
6 Female PE) 120.50 54.3 DM, HT, OSA
7 | Male | 2s 173.1 528 | DM, HT, DLP,
0SA, NAFLD
8 Male 43 170.2 537 DM, HT, DLP,
| | | | | OSA
9 Female 51 137 51.5 DM, HT, DLP,
OSA
10 Malc 21 181 57.1 DM, HT, DLP,
OSA, NAFLD
11 Female 37 1244 59.2 DM, HT, OSA,
| | _ | | NAFLD A
12 Malc 25 154 56.6 DM, OSA, NAFLD
Mean+SD | 35.8+10.7 1548+204 55445 | -

BMI = body mass index DM = diabetes mellitus | OSA = obstructive sleep apnea
NAFLD = non-alcoholic HT = hypertension DLP = dyslipidemia
fatty liver disease

Table 2. Comparison of data with mean and standard deviation at bascline and after ‘
2 weeks of preoperative acute weight loss.

Parameters Baseline Final Percentage of reduction
Mean £ SD Mean £ SD Mean = SD
Weight (kg.) 1548 %203 141.22 199 8.6x6.5**
BMI (kg/m®) |  $53%45 50.6%63 8.6%65%%
Liver volume | 679.05%215.03 51542 %+ 183.62 24.6+9.6'
(ml.)
FBS (mg/dl) 119.2+39.3 996+ 17.2 127+ 14.2*
SBP (mmHg) 136.6 £ 10 122253 10.1 £ 6.6'
AWT (mm.) | 487468 463+68 | 39£29
BMI = body mass indcx FBS = fasting blood sugar | SBP = systolic blood pressure
AWT = abdominal wall * = p-value < 0.05 ** < p-value < 0.01
thickness
+ = p-value < 0.001
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ASSOCIATION BETWEEN BARIATRIC SURGERY AND ALL-CAUSE MORTALITY IN PATIENTS WITH DIABETES: A
POPULATION-BASED MATCHED COHORT STUDY IN A UNIVERSAL HEALTHCARE SYSTEM

Type 2 diabetes and metabolic surgery
A. Doumouras’, Y. Lee', M. Paterson?, H. Gerstein’, B. Shah3, B. Sivapathasundaram?.

'"McMaster University, Hamilton, Canada; 2Institute of Clinical Evaluative Sciences (ICES), Toronto, Canada; 3University of
Toronto, Toronto, Canada.

Background:

There is excellent randomized data demonstrating the profound effect of bariatric surgery on diabetes, but these
studies are not powered to study mortality. Large, observational studies are needed to study mortality but often lack
important clinical variables.

Objective:

We aimed to multiple, linked administrative databases to characterize the association between bariatric surgery and
mortality in patients with diabetes.

Methods:

We matched (1:1) patients that underwent bariatric surgery in Ontario, Canada, to otherwise eligible patients from

a provincial family medicine database based on age, sex, BMI, and diabetes duration. Analyses adjusted for multiple
factors including patient socioeconomic status, comorbidities, smoking status, previous malignancy, cancer screening
rates, healthcare utilization and psychiatric disease. Mortality was linked from provincial death records with >98%
follow-up. Cox-proportional hazard models were used to assess the main outcome across strata. Cardiovascular
death and non-fatal cardiovascular outcomes were also examined.

Results:

Overall, 6,446 patients (3,223 cases and 3,223 controls) were included with a median follow-up time of 5.6 years.
Mortality rates were 2.6% in the surgery group and 7.4% in the controls (HR 0.43, 95%Cl 0.34-0.56, ARR 4.8%, NNT 21,
p<0.001) (Figure 1). This effect was consistent across all durations of diabetes with a 74% reduction in mortality for
patients who have had diabetes 10-15 years (HR 0.26, 95%Cl 0.15-0.47, p<0.001). Males had an absolute risk reduction
of 7.3% (10.9% vs 3.6%, HR 0.39, 95%Cl 0.27-0.58, p<0.001). There was a similar relative effect in women. Patients with
diabetes of 10-15 years duration and >15 years duration had ARRs of 9.2% and 7.0% favoring surgery respectively,
with NNTs of 11 and 14 respectively. Those >55 years of age had an 8.2% ARR (NNT 12) with a 60% reduction in
mortality hazard (HR 0.40, 95%Cl 0.30-0.54, p<0.001). Cardiovascular specific mortality decreased 75% (HR 0.25 95%ClI
0.10-0.60, p=0.002) (Figure 2). A composite cardiovascular outcome demonstrated a decrease of 34% (HR 0.66 95%Cl
0.50-0.86, p=0.002) in those undergoing surgery compared to controls.

Conclusion:
In this population-based matched cohort study, bariatric surgery demonstrated a consistent and profound effect

on mortality across the diabetic duration, BMI, age, and sex. It also substantially decreased fatal and non-fatal
cardiovascular events.
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ASSOCIATION BETWEEN MICROSTRUCTURE OF INGESTIVE BEHAVIOR AND BODY WEIGHT LOSS IN PATIENTS ONE
YEAR AFTER ROUX-EN-Y GASTRIC BYPASS

Nutrition, eating behaviors before and after bariatric surgery

D. Alceste’, M. Serra?, M. Bueter?, D. Gero? A. Thalheimer?, J. Widmer?, B. File3, R. Steinert?, A. Spector.

'Department of Visceral Surgery and Transplantation, University Hospital Zurich, Zurich, Switzerland; 2Department of
Surgery and Transplantation, University Hospital Zurich, Zurich, Switzerland; 3Faculty of Information Technology and Bionics,
Pdazmdany Péter Catholic University, Budapest, Hungary; “Department of Psychology and Program in Neuroscience, Florida
State University, Tallahassee, United States.

Background:

Roux-en-Y gastric bypass (RYGB) is an effective procedure in the treatment of obesity. However, mechanisms
underlying its effectiveness remain unclear. Changes in ingestive behavior might contribute to postoperative weight
loss. However, the predictive value of microstructure of ingestive behavior has not been widely investigated in this
context. A drinkometer device was recently developed, allowing the analysis of microstructure of ingestive behavior
of a liquid meal in humans. This study aimed to explore a potential correlation between ingestive behavior and total
body weight loss (%TWL) in patients one year after RYGB by analyzing the microstructural parameters during liquid
meals using an established drinkometer device.

Methods:

In a cross-sectional observational study, by means of the drinkometer, we measured the macro-and microstructural
parameters of ingestive behavior of female bariatric patients (n=50) one year after RYGB.

A Pearson correlation analysis was performed to compare the macro- and microstructural parameters of ingestive
behavior with the percentage of total weight loss (%TWL), percentage excess BMI loss (%EBMIL), and body mass
index (BMI) one year after RYGB, as well as age. A Bonferroni adjusted p < 0.003 was considered significant for the
correlation analysis. For all other statistical tests, a p < 0.05 was considered significant.

Results:

One year after surgery, a significant body weight loss was achieved in our study population (113.2 + 13.8 kg vs 76.6 +
13.4 kg; ***p < 0.001), with a mean %TWL of 32.2% (range: 13.5-47.4%). At the first test session, %EBMIL correlated
with both suck duration (r = 0.3, *p < 0.04) and inter-suck intervals (ISls, r = -0.4, *p < 0.001).

Conclusion:

This study contributes to the current knowledge about the ingestive behavior of bariatric patients one year

after RYGB in terms of its association with the achieved weight loss. The use of the drinkometer device for the
measurement of microstructure of ingestive behavior should be further expanded to different research questions
and patient subgroups other than good responders. Its possible applications in clinical and behavioral research need
to be included in the agenda of bariatric research.
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ASSOCIATION BETWEEN PREOPERATIVE CARDIOVASCULAR RISK FACTORS AND CORONARY ARTERY CALCIUM
SCORES IN PATIENTS UNDERGOING BARIATRIC SURGERY

Cardiovascular risk and bariatric surgery

|. Schoenberg?, C. O'Boyle?, H. Shabana?, C. O'Sullivan2.

'"McMaster Family Practice, Hamilton, Canada; 2Bon Secours Hospital, Cork, Ireland.
Introduction:

Obesity is associated with many factors that predispose to cardiovascular disease, including hypertension,
dyslipidaemia, and diabetes. Bariatric surgery has been shown to decrease cardiovascular disease risk. Coronary
artery calcium scoring (CACS) is a non-invasive imaging technique that quantifies intra-arterial calcium resulting
from atherosclerosis. Elevated CACS has been shown to be correlated with cardiovascular disease progression and
morbidity. Currently, it is not well established whether morbidly obese patients carry a coronary artery calcium
burden or which factors are associated with a higher CACS in a bariatric surgical population pre-operatively.

Methods:

Patients with no prior cardiovascular disease undergoing bariatric surgery were evaluated preoperatively for CACS.
Age, sex, smoking status, diabetes status, blood pressure, serum lipids, pre-and post-operative weight, and height
were recorded. Ten-year risk of fatal cardiovascular disease was calculated using the European Society of Cardiology's
SCORE tool. Patients were grouped into CACS=0 and CACS>0. Statistical analysis was performed using the Student's
T-test for continuous variables and Chi Square test for categorical variables. P-values less than 0.05 were considered
statistically significant.

Results:

Between June 2008 and June 2019, 154 patients were evaluated. The mean(sd) age was 44(11) years. Thirty-six (23%)
were male. Forty-eight (31%) patients had subclinical coronary artery calcium. Risk factors that were associated

with CACS>0 were age (mean 53(6) vs 40(10) years, p<0.001), male sex (37% vs 17%, p=0.005), diabetes (27% vs 12%,
p=0.02), systolic blood pressure (141(17) mmHg vs 132(17) mmHg, p=0.004), and hyperlipidaemia requiring treatment

(42% vs 7%, p<0.001). Higher cardiovascular risk scores were associated with CACS>0 (1.2(1.28) vs 0.29(0.73), p<0.001).

The absence of CAC pre-operatively was associated with greater excess weight loss (79.71(28) % vs 68.88(22)%,
p=0.04).

Discussion:

Our study demonstrates that CAC is associated with adverse cardiovascular risk factors in morbidly obese
patients. Nearly one-third of pre-operative bariatric patients have subclinical coronary artery disease despite being
asymptomatic. The absence of CAC may favor greater postoperative excess weight loss. Finally, coronary artery
calcium scoring could potentially help stratify cardiovascular risk and operative outcomes in bariatric populations
beyond traditional risk factors
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ASSOCIATION OF METABOLIC-BARIATRIC SURGERY WITH LONG-TERM SURVIVAL IN OBESE ADULTS WITH AND
WITHOUT DIABETES: A PATIENT-LEVEL META-ANALYSIS OF 174,772 PATIENTS WITH 1-2 MILLION YEARS OF
FOLLOW-UP

Type 2 diabetes and metabolic surgery

N. Syn', D. Cummings?, L. Wang3, D. Lin?, J. Zhao', Z. Koh#, A. Shabbir®,C. Chews, L. Yoo', B. Tai’, G. Kim, J. So®, L.
Kaplans, ). DIxon®.

"Yong Loo Lin School of Medicine, National University of Singapore, Singapore; 2Medicine Diabetes Institute, University

of Washington, Seattle, USA; 3SingHealth Internal Medicine Residency Program, Singapore General Hospital, Singapore,
“University Surgical Cluster, National University Hospital, Singapore, Singapore; *National University Hospital, Singapore,
Singapore; *Department of Surgery, University Surgical Cluster, National University Hospital, Singapore, Singapore;
’Biostatistics & Modelling Domain, Saw Swee Hock School of Public Health, Singapore,Singapore; 8Department of Medicine,
Harvard Medical School, Boston, United States; °lverson Health Innovation Research Institute, Swinburne University,
Melbourne, Australia.

Background:

Metabolic-bariatric surgery (MBS) delivers substantial weight loss and may induce remission or improvement of
obesity-related risks and complications. However, more robust estimates of its effect on long-term mortality and life
expectancy—especially stratified by pre-existing diabetes status—are needed to guide policy and facilitate patient
counseling.

Objectives:

We did a prespecified one-stage meta-analysis using patient-level survival data reconstructed from prospective
controlled trials and high-quality matched cohort studies.

Methods:

Shared-frailty (i.e., random-effects) and stratified Cox models were fitted to compare all-cause mortality of obese
adults who underwent MBS compared to matched controls who received usual care. We also computed numbers
needed to treat (NNT), and extrapolated life expectancy using Gompertz proportional-hazards modeling.

Results:

Among 1,428 articles identified, sixteen matched cohort studies and one prospective controlled trial were included
in the analysis. 7,712 deaths occurred during 1-2 million patient-years. In the overall population consisting of
174,772 participants, MBS was associated with a reduction in hazard rate of death of 49-:2% (95% Cl:46-3%-51-9%;
P<0-0001) and median life expectancy was 6-1 years longer compared to usual care. In subgroup analyses, both
diabetic (HR=0-409, 95% Cl:0-370-0-453, P<0-0001) and non-diabetic (HR=0-704, 95% Cl:0-588-0-843, P<0-0001) obese
individuals who underwent MBS had lower rates of all-cause mortality, but the treatment effect is considerably
greater for diabetic compared to non-diabetic subjects (between-subgroup 12=95-7%, P<0-001). Median life
expectancy was 9-3 years longer for severely obese patients with diabetes in the surgery group than the non-surgical
group, while the life expectancy gain was 5-1 years for non-diabetic patients. The NNTs to prevent one additional
death over a 10-year horizon were 8:4 (95% Cl:7-8-9:1) and 29-8 (95% Cl:21-2-56-8) for diabetic and non-diabetic
obese adults respectively. Treatment effects did not appear to differ between gastric bypass, banding, and sleeve
gastrectomy (12=3-4%, P=0-355).

Conclusions:

Among obese adults, MBS is associated with substantially lower all-cause mortality rates and longer life expectancy
than conventional obesity management. Survival benefits are much more pronounced for people with pre-existing
diabetes than those without.

Natve (margead) MR » 0.385. B5% Cf © 3650 400, 5 < 0 0001
Shareddenity (rasdomefiects) HR » 0.508. 05% C1 0 4810 537 p « 00001

= o Stratfied MIt » 0 500, 55% Cr 0 4790 535, p « 00004

—— PeNneR T T
.- MO p &R 0T Te
—— 0555 0 488 08 Lh )
0300 0 2. 0 00) 2
- - 070 0 M. o L
—_— Q440 0 A5 O 1) 82
— MO QSN0 081) e
—_— 0420 0 X5 05 L)
— 0308 0 7. 0.0 L)
R — capopa o ‘08
- 0970 pSa2, 10 i
— - 0630 0 %01, 0842 err
———— P2H N IW. 0N L
IO P XMW a0
—l— 0485 0 %8 008 I»
—_—— 0530 P &8 oM7) mwm
NE N N N
0529 0 482 0805 10000

Natve (margead) MR » 0.385. B5% Cf © 3650 400, 5 < 0 0001
Shareddenity (rasdomefiects) HR » 0.508. 05% C1 0 4810 537 p « 00001

@ Stratfied MIt » 0 500, 55% Cr 0 4790 535, p « 00004

My
nl

Nor-ausgeal controly
= Mool surgery

HR (U5 C et (%

—— PeNneR T T
.- MO p &R 0T Te
—— 0555 0 488 08 Lh )
0300 0 2. 0 00) 2
- - 070 0 M. o L
—_— QA0 0 A5 O 1) 82
— MO QSN0 081) e
—_— 0420 0 X5 05 L)
— 0308 0 7. 0.0 L)
_ e - capopa o ‘08
- 0970 pSa2, 10 i
— - 0630 0 %01, 0842 err
———— P2H N IW. 0N L
IO P XMW a0
—l— 0485 0 %8 008 I»
—_—— 0530 P &8 oM7) mwm
NE N N N
0529 0 482 0805 10000




ORAL ABSTRACTS

= 4
25! WORLDI CONGRESS

0-031

ATTRITION RATES AMONG OBESE AFRICAN AMERICAN PATIENTS SEEKING BARIATRIC SURGERY: A HIGH
VOLUME SINGLE CENTER ANALYSIS

Behavioral, psycho-social, and environmental predictors of bariatric surgery outcomes

E. Schlottmann, C. Baz, N. Dreifuss, M. Masrur.

Department of Surgery, University of lllinois at Chicago, Chicago, United States.
Background:

African American (AA) individuals represent the second largest minority in the United States. Although AA are
disproportionately affected by obesity, previous studies have shown that only a few proportion of them undergo
bariatric surgery.

Objectives:
Determine causes of attrition among AA patients seeking bariatric surgery.
Methods:

Data were collected retrospectively from all AA patients referred for bariatric surgery at our institution from January
1st to December 31st 2019. Demographics, socio-economic variables, and type of consultation (in person vs.
telehealth) were compared between those undergoing surgery and those who did not receive surgery. A multivariate
logistic regression model was performed to identify variables independently associated with attrition.

Results:

A total of 890 patients were evaluated in the bariatric surgery clinic; 522 (65.9%) were AA, and from these, 468
patients were referred for bariatric surgery. Only 191 (40.8%) underwent surgery (59.2% attrition rate). Patients
undergoing surgery were younger (mean age 43.6 vs. 46.6 years, p=0.005), less likely to be male (9.4% vs. 18.1%,
p=0.009) and had lower prevalence of obesity-related comorbidities (69.1% vs. 79.4%, p=0.01), as compared to those
who did not achieve surgery. Public insurance was more common in patients who did not receive surgery (62.8%

vs. 48.7%, p=0.002). The use of telehealth visits was more frequent in patients undergoing surgery (55.5% vs. 24.9%,
p<0.0001) (Table 1). The multivariable logistic regression analysis showed that male patients (OR 0.53 95% Cl 0.28-
0.98) and those with public insurance (OR 0.56, 95% Cl 0.37 - 0.83) were significantly less likely to undergo surgery.
The use of telehealth was strongly associated with receiving surgery (OR 3.53, 95% Cl 2.36 - 5.29) (Table 2).

Conclusion:

Targeted strategies in AA male patients and/or with public insurance seeking bariatric surgery are needed to
reduce attrition rates. Further embracement of telehealth might also help improving adherence to bariatric surgery
programs.

ORAL ABSTRACTS

Table 1. Characteristics of African American patients seeking bariatric surgery showing differences among those who
underwent bariatric surgery and those who did not receive surgery.

Surgery Attrition p
(n=191) (n=277)
BMI > 50 kg/m? 77 (40.3%) 119 (42.9%) 0.56
Age > 50 years 61 (31.9%) 116 (41.9%) 0.02
Male gender 18 (9.4%) 50 (18.1%) 0.009
Married 36 (18.8%) 48 (17.3%) 0.67
Obesity-related comorbidities 132 (69.1%) 220 (79.4%) 0.01
Public Insurance 93 (48.7%) 174 (62.8%) 0.002
High School Graduation > 70 (36.6%) 113 (40.8%) 0.36
80% ?
Travel distance to hospital > 107 (56.0%) 164 (59.2%) 0.49
10 miles °
Household Income > $50.000 44 (23.0%) 83 (29.9%) 0.09
/ year °©
Telehealth Visits 106 (55.5%) 69 (24.9%) <0.0001

aProportion of adults in patients’ zip code who have completed high school using the Zip Code Atlas.
® Travel distance from patients’ zip code to University of Illinois at Chicago.

¢ Based on median residential household income of each patients’ zip code using the Zip Code Atlas.
P values < 0.05 are denoted in bold.

Table 2. Logistic regression analysis of variables associated with receiving bariatric surgery among African American
patients.

OR 95% Cl p
Age > 50 years 0.74 0.48-1.14 0.18
Male gender 0.53 0.28 - 0.98 0.04
Obesity-related comorbidities 0.74 0.46-1.19 0.22
Public Insurance 0.56 0.37-0.83 0.004
Telehealth Visits 3.53 2.36 - 5.29 <0.0001

@ Based on median residential household income of each patients’ zip code using the Zip Code Atlas.
Abbreviations: OR: Odds ratio; Cl: Confidence interval
P values < 0.05 are denoted in bold.
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BANDED SLEEVE GASTRECTOMY VS NON-BANDED SLEEVE GASTRECTOMY FOR TREATMENT OF MORBID OBESITY:

A META-ANALYSIS

Banded procedures

M. Nagy, S. Abdelmawgoud.

Faculty of Medicine, Ain Shams University, Cairo, Egypt

Background/Introduction:

Laparoscopic sleeve gastrectomy or non-banded sleeve gastrectomy (NBSG) is nowadays the most performed
bariatric procedure worldwide. The procedure is known for its safety and effectiveness, shorter operative time,
feasibility, and easiness of revision and conversion to a malabsorptive surgery. However, inadequate weight loss or
weight regain is still a long-term disadvantage for some patients.

Objectives:

We aim to compare BSG (Banded sleeve gastrectomy) to NBSG regarding weight loss (BMI and EWL).

Methods:

We searched Cochrane, Medline, Pubmed, Embase, scopus, and Web of Science for RCTs and observational studies.
We included Full-text studies comparing BSG and non-banded SG. We excluded abstracts and studies comparing BSG
to other bariatric procedures. Authors screened titles and abstracts independently, assessed full text eligibility, and
extracted information from eligible trials. Any dispute was settled by discussion between authors.

Results:

Out of 3935 studies, 8 studies (6 cohort studies, 1RCT, and 1 Pilot randomized study) were eligible for our study. A
total of 805 patients were analyzed, with a follow-up period ranging from 1 to 5 years. BSG significantly lowers BMI
more than NBSG (mean difference, 3.60, 95%Cl: 0.29, 6.91, p=0.03). Excess Weight Loss (EWL %) favors BSG with
mean difference 6.33 % (95%Cl: 5.37%, 7.29%) but showed 98% heterogeneity. We conducted a subgroup analysis
of EWL by year of follow-up at 1, 3, 5 years. BSG significantly lowers EWL at 1, 3, 5 years of follow-up, 1.19% (95% ClI
0.08-2.29),16.9% (95% Cl 14.5-19.3), and 30.04% (95% Cl 26.8-33.18), respectively. There is no significant difference
between BSG and NBSG regarding reflux (OR: 0.69; 95%CI 0.37-1.29).

Conclusion:

Our study suggests that BSG significantly lowers BMI and EWL compared to NBSG, but no significant difference
between two procedures regarding reflux. No sufficient data about resolution of co morbidities difference between
two operations. Large RCTs trials are needed.
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Table 1: Trainees’ results obtained from the assessment of manual GJA.
BARIATRIC ADVANCED LAPAROSCOPIC SIMULATION PROGRAM FOR OBESITY SURGERY: A 5-YEAR EXPERIENCE

TRAINING SURGEONS PRE- POST- P-VALUE
ASSESSMENT ASSESSMENT

Bariatric training TIME IN MINUTES 50(44-58) 27(21-32) <0.001
V. Duran?, F. Belmar', M. Gaete', M. Inzunza?, E. Machuca?’, C. Martinez’, V. Alvarado’, N. Quezadaz?, F. Crovari?, F.
Pimentel?, P. Achurra?, J. Varas'. PERMEABILITY (%) 88 100 0.063
TExperimental Surgery and Simulation Center, Pontificia Universidad Catdlica de Chile, Santiago, Chile; 2Department o

xper! gery and Simulatic ., Pontificia . . J p f FILTRATION (%) 26 0 <0.001
Digestive Surgery, Pontificia Universidad Catélica de Chile, Santiago, Chile.
Background: GRS 15(15-18) 25(24-25) <0.001
Laparoscopic Roux-en-Y gastric bypass (LRYGB) is an effective obesity treatment due to its safety and weight loss

P p. & yp. ( ) . . y . . . y . g. SRS 13(12-14) 19(19-20) <0.001
results, but it has a prolonged learning curve estimating 50-150 cases to achieve proficiency. Since simulation has
shown optimization of learning curves in controlled scenarios and transference of skills to the operation room, a Results are expressed as median (Q1-Q3). GJA: Gastroenteroanastomosis.
simulation training program for LRYGB was developed. GRS: General Rating Scale. SRS: Specific rating scale. JJO: jejuno-jejunostomy.

Objectives:

Describe the 5-year experience of performing a bariatric advanced laparoscopic simulated training program. , ) ) ) L )
Figure 1: Learning curves expressed as time(min) to complete the exercise per training session.

Methods:
Session vs. time to perform manual GJA
A training program using an ex-vivo animal model was developed to practice manual gastrojejunal anastomosis
(GJA), stapled GJA, and jejuno-jejunostomy (JJO) in 10, 3, and 4 sessions, respectively. During the first and last session,
trainees’ manual GJA was assessed using a modified global Objective Structured Assessment of Technical Skill (OSATS)
scale (max 25 pts), specific rating scale (SRS; max 20 pts), performance time, permeability and leakage. Throughout
the course, the trainees recorded their time to complete each exercise. Data analysis was performed using a paired
two-tailed Wilcoxon signed-rank and McNemar tests, as appropriate. Results are presented as median (Q1-Q3).

Results:

Time (mine,

Through 5-years of the program, 60 trainees completed the training. Trainees significantly decreased their median
performance time for manual GJA and JJO; the permeability rate increased and the leakage rate decreased in pre- -
vs post-training assessment (Table 1). Promising results were also observed in assessment scales, showing an L
increase in both OSATS and SRS [15 (15-18) vs 25 (24-25), p-value <0.001 and 13 (12-14) vs 19 (19-20), p-value <0.001

respectively].

}—

Conclusion: o oy

This mastery learning course showed effectiveness in improving laparoscopic skills for GJA-JJO performance in a
simulated scenario. This new training program could reduce the clinical learning curve, although further studies are
needed to assess the transfer of skills to the operating room.
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BARIATRIC ENDOSCOPY THERAPY: ALL YOU NEED TO KNOW FOR BEST OUTCOMES
Endoscopic and Percutaneous Interventional Procedures

M. De Siena.

Digestive Endoscopy Unit, Fondazione Policlinico Universitario Agostino Gemelli IRCCS, Rome, Italy.
Introduction:

Obesity is a multifactorial, chronic and relapsing disease with increased morbidity and mortality. The obese
prevalence and health care costs related have dramatically risen in recent years. Bariatric endoscopy is a minimally
invasive, safe and effective technique with lower peri and post-operative complications rate compared to bariatric
surgery. Endoscopic Sleeve Gastroplasty (ESG) reduce the gastric volume and modify the gastric motility by placing
full-thickness sutures along the greater curvature of the stomach. However, as with all newly acquired techniques, to
achieve the best outcomes a quality endoscopic training and a well-defined pathway are needed to succeed.

Objectives:

The aim is to analyze and describes the current bariatric endoscopy therapy to ensure the best outcomes in patients
with obesity.

Methods:

Literature search was performed on PubMed and Cochrane Library. Retrieved papers were firstly selected based on
title and abstracts. Only studies in humans were selected. Then, selected papers were evaluated in full text.

Results:

There are key phases to ensure the best endoscopic therapy in obese patients. Fundamental is the selection of the
patient in the pre-operative phase by the multidisciplinary team (MDT) composed of gastroenterologists, surgeons,
endocrinologists, nutritionists, psychologists/psychiatrists and dedicated nurses. Intravenous administration

of fosaprepitant, an antiemetics drug, and pain relief medicine during the endoscopic procedure lead to early
mobilization and rapid recovery from surgery. Oral liquid re-feeding after 24 hours and the delivery of specific dietary
plan are just some of the other measures taken for a good bariatric endoscopy result. Finally the long-term follow up
allows the patient to feel motivated and supported in losing body weight and maintaining the set goal.

Conclusion:

Numerous studies in the literature already showed interesting results about the role of ESG in patient with obesity.
This review analyze how to achieve the best endoscopic outcomes in obese patients underwent endoscopic sleeve
gastroplasty.
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BARIATRIC METABOLIC SURGERY: AN EFFECTIVE TREATMENT OF TYPE 2 DIABETES
Type 2 diabetes and metabolic surgery

W. Mathur, M. Bhandari, S. Kosta.

Mohak Bariatrics and Robotics, Indore, India
Background:

Bariatric metabolic surgery is evolving as an option for treatment of type 2 diabetes (T2DM) in patients with obesity
and T2DM, warranting more studies on the efficacy of bariatric metabolic surgery on T2DM.

Objective:

To determine T2DM remission in patients with obesity and T2DM with up to two years follow up after bariatric
metabolic surgery.

Methods:

A retrospective review of prospectively maintained data was undertaken to identify patients who had T2DM and
underwent bariatric surgery at a single center in 2016. Data collected included age, gender, body mass index (BMI),
fasting plasma glucose (FPG), hemoglobin A1c (A1c), blood pressure, (HTN) sleep apnea (OSA) initial weight and the
weight at intervals of 6, 12, and 24 months. Data on the treatment of T2DM before the surgery was also collected. The
criteria of the American Diabetes Association (ADA) were used for the definition of T2DM remission. Only the data on
patients in this study who had more than 12 months follow-up information was analyzed.

Results:

280 patients with T2DM were identified. 191 patients had more than 12 months follow-up information. Mean age
and BMI were 49.58 + 10.64 years and 44.03 + 7.86 kg/m2 respectively. There were 29 patients on insulin, 21 (10.9%)
on insulin only and 8 (4.2%) on insulin and OHA. One hundred and forty-six patients (76.4%) were on OHA, 134 on a
single OHA and 12 on more than one OHA. Twenty-six patients (13.6%) were newly diagnosed with T2DM when they
came in for bariatric metabolic surgery. One hundred and fifty-six patients (81.7%) achieved complete remission. 14
(7.3%) of these patients used to be on insulin with or without OHA and 142 (74.3%) were patients either on OHA or
no OHA. There were 12 (6.4%) patients in partial remission. There was improvement in 23 (12.04%). Eight patients
were on insulin but at lower doses and 15 were on a single OHA. The average percentage of total weight loss (%TWL)
at 6, 12 and 24 months was 29.7%, 33.9% and 35.6% respectively. Patients with shorter duration of T2DM had
higher remission rates as compared to patients with longer duration. (r=-0.874, p=0.001). There was also significant
resolution of hypertension (HTN) (81.8%) and OSA (82.3%) after bariatric metabolic surgery.

Conclusion:

This study collaborates reports that there is significant remission of T2DM after bariatric metabolic surgery in patients
with obesity and T2DM. There is need for prospective, multi-centre, and long term studies on bariatric metabolic
surgery to treat patients with obesity and T2DM.

Key words: Bariatric metabolic surgery, Type 2 diabetes (T2DM), Diabetic remission, Hemoglobin A1c (A1c),
Percentage of total weight loss (%TWL), Insulin; Oral hypoglycaemic agent (OHA)




ORAL ABSTRACTS

=~ & 5
25! WORLDI CONGRESS

0-036

BARIATRIC OPERATIONS AND TYPE 2 DIABETES RESOLUTION: 10-YEAR COMPARATIVE OUTCOMES FROM A
SINGLE-CENTRE AUDIT

ORAL ABSTRACTS

Table 1: Diabetes at 10 years of followup

Type of Operation (final)

Presence LAP ~
of RYGB - LAP - LAP SG
T 2 di ndm li r . GBR LL with BPD -  Sleeve —Redo Tota
ype diabetes and metabolic su gery aDtlabetes Y gastric LL Gastrect - LAP |
fundus omy RYGB
. . Followup .
G. Verras, F. Mulita, S. Georgios. extraction
. . . Observe
Department of General Surgery, General University Hospital of Patras, Patras, Greece. True d 12 4 2 0 2 20
— % within 3.7 0 34 0 0 4.1
Introduction: column % 11.8% % 0.0% 6.9% %
One of the most important comorbidities of the bariatric surgery population is the presence of Type 2 Diabetes False Observe 4,4 39 56 47 27 470
Mellitus (T2DM). Current literature suggests that irrespective of the type of operation, the surgical management of
obesity is effective in resolving T2DM in individuals. Long-term comparative results of T2DM resolution between %IWithin ?/6-3 88.2% %/6-6 2/00-0 93.1% 850/-
. . . oy column
different types of bariatric surgery are however still in short supply. ° ’ ° °
o Total obsenve 322 34 58 47 29 490
Objectives:
o , . o _ %within  100.  100.0 100. 1000 1000 20
Our single-institution, retrospective study aims to compare the outcomes of T2DM resolution in patients having coumn 0% % 0% % % o
undergone Roux-en-Y Gastric Bypass (RYGB), RYGB with gastric fundus excision, Long-Limb Biliopancreatic Diversion °
(BPD-LL), and Sleeve Gastrectomy (SG), at 10 years after surgery.
Table 2: Model Coefficients - Presence of Diabetes at Followup
Methods:
Predictor Estimate SE V4 p
A total of 490 patients were included in our study. 322 patients underwent GBRY, 34 underwent GBRY with gastric 10.3063
fundus excision, 58 underwent BPD-LL, 47 underwent SG and 29 underwent SG as a revision of RYGB. Patient groups Intercept 5 2.95512 3.48761  <.001
did not differ preoperatively in the presence of T2DM.
Preoperative Diabetes:
Results: False — True 0.92471  0.72392 1.27736  0.201
. - . : . . Preop Weight -8.18e-5  0.00973 P 0.993
After 10 years of follow-up, we did not detect any statistically significant differences in T2DM resolution percentages reop Telg © 0.00841
between the different operations (p=0.096). Multivariate analysis did not show Type of Operation, Preoperative BMI
or Preoperative Diabetes Status to independently influence T2DM resolution outcomes. Table 2: Model Coefficients - Presence of Diabetes at Followup
Conclusions: Predictor Estimate SE z p
Preop BMI 0.00822  0.03829 0.21473  0.830
Long-term effects of different bariatric operations on obesity-associated T2DM are comparable between different o
C Type of Operation (final):
types of bariatric surgery.
LAP - RYGBP - LL e exTopr i
yaoTpikoU BdAou — BPD with -1.67779  0.82273 503929 0:041
GBRY
BPD - LL — BPD with GBRY 0.96464  1.09948 0.87737  0.380
LAP - Emunkng MaoTpekToun 16.4249 1498.5724
— BPD with GBRY 1 5 0.0109  0.991
Redo - LAP - RYGBP - LL
(mponynBév LAP - SG)—BPD  0.27264  1.10229 0.24734  0.805
with GBRY
Age at appointment -0.15384 0.03604 4.96909 <.001

Note. Estimates represent the log odds of "Presence of Diabetes at Follow Up =
False" vs. "Presence of Diabetes at Follow Up = True"
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BARIATRIC SURGERY A NEW RAY OF HOPE IN PULMONARY ARTERIAL HYPERTENSION

Cardiovascular risk and bariatric surgery

L. Kona, A. Kalyan Kondeti.

Gleneagles Global Hospital, Hyderabad, India

Bariatric Surgery A new ray of hope in Pulmonary arterial hypertension
Introduction:

Data regarding outcomes of bariatric surgery in patients with pulmonary hypertension is limited
Some case reports suggested bariatric surgery improves pulmonary hypertension

Objective:

A 70 years Lady of height 150cm weight 116kgs BMI 45 gives history of gradual weight gain for the past 20 years
initially tried exercise and diet control but was unsuccessful. She was having associated symptoms of easy
fatiguability, dyspnoea on exertion, pedal edema unable to do daily activities and in a bed bound state

Patient also gives history of OSA, Hypertension and severe pulmonary hypertension for which she was on medication

Methods:

Considering above factors of age and pulmonary hypertension evaluated with cardiology consultation and 2D echo
revealed Dilated RA/RV. Moderately severe TR/ Severe PAH (RVSP: 85 mm hg) Concentric LVH. No LV RWMA EF 60 %.
Grade | diastolic dysfunctionUGIE revealed Lax GE junction with non-erosive gastritis. Challenging decision of surgery
was taken and preoperatively optimized with Bosentan other cardiac support medication and diuretics

CPAP support was given. Very low-calorie diet was given before taking for surgery with all essential elements and
albumin support. Patient was taken up for surgery after 2 weeks of optimization with continuing pulmonology and
cardiology advices. Mini gastric bypass with Gastrojejunostomy performed at 120cm from D] flexure performed. With
good post op ICU care and Physiotherapy and dietary advises she was discharged after 6 days post procedure in a
vitally stable condition

Reviews at 2weeks later, 1 month later and 2 months later patient showed dramatic improvement in general
condition. Patient was able to move and do small activities and lost about 20 kgs in 40 days post procedure. Her RVSP
on 1-month follow-up improved to 40mm hg

Results:

It gives a new life to morbidly obese patients with associated co morbidities. Here improvement in outcomes such as
use of vasodilatory and diuretic medications, need for home oxygen therapy and mean pulmonary arterial pressures,
excess body weight loss were reassessed all were improved in present case

Conclusion:

Bariatric surgery can be performed without prohibitive complication rates in patients with PH. In our experience they
achieved significant weight loss and improvement in RVSP.
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BARIATRIC SURGERY AS A BRIDGE TO RENAL TRANSPLANTATION IN PATIENTS WITH END-STAGE RENAL DISEASE
Impact of bariatric surgery on other surgical outcomes- transplant ortho and hernia

H. Adi, M. Ghazi, C. Fourtounas.

King Salman Armed Forces Hospital, Tabuk, Saudi Arabia.

Background:

Obesity is a relative contraindication to organ transplantation. Preliminary reports suggest that bariatric surgery may
be used as a bridge to transplantation in patients who are not eligible for transplantation because of morbid obesity.

Methods:

We reviewed the outcomes of 7 consecutive patients on hemodialysis for end-stage renal disease (ESRD) who
underwent bariatric surgery from 2017 to 2019. Demographics, comorbidities, weight loss, as well as transplant
status were reported.

Results:

Two men and five women aged 34-60 years (47.8 £7 years) underwent laparoscopic Roux-en-Y gastric bypass
(LRYGB, n = 1), laparoscopic sleeve gastrectomy (LSG, n = 5) or laparoscopic sleeve gastrectomy converted to one
anastomosis gastric bypass (OAGB, n= 1) after failure to lose sufficient weight. Mean preoperative BM| was 48.8 + 5.3
kg/m2. Follow-up to date was 29- 50 months; mean postoperative BMI was 29.3 9 kg/m2; %EBWL was 63.4 +26 %.
Three patients underwent renal transplantation between 7- 23 months after bariatric surgery. One of these patients
died 4 months after bariatric surgery due to consequence of her comorbidities and repeated sepsis at hemodialysis.
Another patient who was on the waiting list of transplants deceased after 45 months because of COVID 19 infection.
Two patients are still waiting to be transplanted. Diabetes mellitus resolved in 3 (60%) patients (mean pre op HgAlc
7.7 £0.96%, mean post op HgA1c 5.55 +0.4%) while improvement occurred in two patients. Arterial hypertension has
resolved in 2 (33.3%) patients (mean pre op systolic pressure 147.2 + 4.8 mmHg, mean post op systolic pressure 129.2
+ 6.2 mmHg) and improved in the remaining 5 patients.

Conclusion

Bariatric surgery is effective in patients with ESRD and improves access to renal transplantation. Bariatric surgery
offers a safe approach to weight loss and improvement in comorbidities prior to renal transplant.




ORAL ABSTRACTS

25 WORIBICONGRESS

0-039

BARIATRIC SURGERY AS SECONDARY PREVENTION FOR CARDIOVASCULAR DISEASE: A POPULATION-BASED
MATCHED COHORT STUDY IN A UNIVERSAL HEALTHCARE SYSTEM

Cardiovascular risk and bariatric surgery

A. Doumouras’, O. Lovrics', ). Wong?, M. Paterson3, Y. Lee’, B. Sivapathasundaram3, J. Tarride', L. Thabane# D. Hong?,
S. Yusuf', M. S. Yusuf™.

'McMaster University, Hamilton, Canada; 2Hamilton Health Sciences, Hamilton, Canada; 3Institute of Clinical Evaluative
Sciences (ICES), Toronto, Canada; “St. Joseph’s Healthcare, Ontario, Canada;

Background:

There is a paucity of research on how bariatric surgery affects those with prior cardiac disease. Studies in other
populations suggest that bariatric surgery improves cardiac outcomes.

Objectives:

Accordingly, we used multiple, linked administrative databases to characterize the association between bariatric
surgery and major adverse cardiovascular events (MACE) in patients with prior cardiac disease.

Methods:

We matched (1:1) patients that underwent bariatric surgery in Ontario, Canada, to otherwise eligible patients from

a provincial family medicine database based on age, sex, CHF status, eligibility date, and a propensity score of

20 relevant clinical variables. The primary outcome was the incidence of extended MACE (first occurrence of all-

cause mortality, myocardial infarction (MI), coronary revascularization, cerebrovascular events, and heart failure
hospitalization). Cox-proportional hazard models were used to assess the main outcome across strata. Cardiovascular
death and non-fatal cardiovascular outcomes were also examined.

Results:

Overall, 2,638 patients (1,319 cases and 1,319 controls) were included with a median follow-up time of 4.9 years. The
primary outcome occurred in 11.5% (151/1,319) of the surgery group and 19.6% (259/1,319) of the controls (adjusted
hazard ratio [HR] 0.58; 95% confidence interval [Cl], 0.48-0.71, P<0.001). Mortality rates were 4.0% in the surgery
group and 8.0% in the controls (HR 0.49, 95%CI 0.35-0.69, p<0.001) (Figure 1). For those with heart failure, MACE

rates were 36.5% in the controls and 17.2% in the surgery group respectively (HR 0.44, 95%Cl 0.31-0.62, p<0.001). A
secondary MACE composite cardiovascular outcome including myocardial infarction, ischemic stroke, and all-cause
mortality demonstrated a decrease of 38% (HR 0.62 95%Cl 0.49-0.78, p<0.001) in those undergoing surgery compared
to controls.

Conclusion:
In this a population-based matched cohort study, bariatric surgery demonstrated a consistent and profound effect on

MACE for patients with previous heart disease. This study lends itself to further study as a treatment for secondary
prevention in heart disease.
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BARIATRIC SURGERY DURING COVID-19 PANDEMIC FROM PATIENTS’ POINT OF VIEW - THE RESULTS OF
NATIONAL SURVEY

Integrated health
M. Waledziak®, A. R6zanhska-Waledziak?, M. Pedziwiatr3, J. Szeliga4, M. Proczko-Stepaniaks, M. Wysocki3.

'Department of General, Oncological, Metabolic and Thoracic Surgery, Military Institute of Medicine, Warsaw, Poland; 22nd
Department of Obstetrics and Gynecology, Medical University of Warsaw, Warsaw, Poland; 3Jagiellonian University Medical
College, Krakow, Poland; “Department of General, Gastroenterological, and Oncological Surgery, Collegium Medicum
Nicolaus Cope, Torun, Poland; *Department of General, Endocrine and Transplant Surgery, Medical University of Gdansk,
Gdarisk, Poland.

Introduction:

The aim of the study was to investigate the impact of COVID-19 pandemic on bariatric care from patients’ point of
view. The COVID-19 pandemic has perturbed the functioning of healthcare systems around the world and led to
changes in the elective surgical care, with bariatric procedures being postponed until the end of pandemic. There is
no data in the literature about the effect of new epidemiological situation on the bariatric patients.

Objectives:

The aim of the study was to investigate the impact of COVID-19 pandemic on bariatric care from patients’ point of
view.

Methods:

The study was designed as an online survey containing multiple open questions about bariatric care during COVID-19
pandemic. The survey was conducted among pre- and post-operative bariatric patients.

Results:

Out of 800 respondents, 74.53% felt anxiety about their health in regard to present epidemiologic state. 72.25% were
aware of the fact that obesity was an important risk factor that could impair the course of COVID-19 disease. Almost
30% respondents admitted having put on weight, significantly more in the group of pre-operative patients (43.8% vs
22.69%; p<0.001). Only 20.92% of patients had possibility to continuing direct bariatric care, 67.3% of patients had an
opportunity of remote contact with a bariatric specialist, including online consultations, tele-consultations, and social
media meetings.

Conclusions:
Limited access to medical care and quarantine lockdown may result in a deterioration of long-time operation

outcomes and lower weight loss. Patients should be encouraged to profit from online consultations with specialists
and telemedicine to reduce the negative effects of pandemic on their health.
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BARIATRIC SURGERY FOR METABOLIC UNHEALTHY OBESITY (MUO) DURING THE COVID ERA: SHORT TERM
RESULTS OF A HIGH-VOLUME CENTER

Basic science and research in bariatric surgery
M. Campanelli’, E. Bianciardi?, C. Arcudi®, D. Benavoli“, P. Gentileschi®.

Department of Bariatric and Metabolic Surgery, San Carlo of Nancy Hospital, Universi, Viale Oxford, Roma, Italy; 2University
of Rome Tor Vergata, Rome, Italy; 3Department of Bariatric and Metabolic Surgery, San Carlo of Nancy Hospital, Rome, Italy;
“Minimally Invasive and Bariatric Surgery Unit, Policlinico Tor Vergata Rome - Tor Vergata University Rome, Rome, Italy;
SBariatric and Metabolic Surgery Unit, San Carlo di Nancy, Rome, Italy.

Background.

MHO (Metabolic Healthy Obesity) is defined by the presence of obesity and the absence of any metabolic disorder
and cardiovascular disease. Conversely, Metabolic Unhealthy Obesity (MUO) is characterized by the presence of high
liver fat content, lower cardiorespiratory fitness, insulin resistance, higher markers of inflammation, and adipose
tissue dysfunction. In addition, MUO is a significant risk factor for mortality in the current pandemic of COVID-19.
Bariatric surgery (BS) has been shown to be equally effective in MHO compared to MUO patients concerning
cardiometabolic outcomes. Little is known about the results of BS in MUO in the COVID era.

Objectives.

The aim of this study was to evaluate the effectiveness of laparoscopic bariatric surgery on MUO patients during the
pandemic of COVID-19.

Methods.

Between March 2020 to January 2021, all MUO patients submitted to laparoscopic bariatric surgery (Sleeve
Gastrectomy, OAGB and RYGB) were enrolled according to the ATP Il Guidelines, with a minimum follow-up of three
months. All patients were screened for Coronavirus infection before surgery. All pre- and post-operative data were
collected. The percentage of patients with pre-operative type 2 diabetes was 16.3% for RYGB, 15,3% for OAGB and
5.4% for SG (p = 0.025).

Results.

210 MUO patients underwent laparoscopic bariatric surgery in the study period. Of these, 77 RYGB and 85 SG, and

48 OAGB were performed in our obesity referral center. Pre-operative coronavirus positive swabs were detected in

8 patients (3.8%) who were delayed for surgery. Post-operative major complications occurred in 4 patients (1.9%)
with zero mortality. After six months mean follow-up, an excess weight loss (EWL) of 76.2 + 21.4%, 71.1+ 23.1% and

of 66.4 + 19.1% (p = 0.031) was observed in the RYGB, OAGB and SG groups, respectively. The rate of co-morbidities
resolution was very similar for all type of surgeries (p = 0.871). Fasting blood glucose levels followed the same trend
with mean values reaching 98.7 + 32.5 mg/dl in the RYGB group, 94.7 + 33.5 mg/dl in the OAGB and 96.6 + 18.9 mg/d|
in the group undergoing SG (p = 0.021). Only two cases of post-operative Coronavirus infection were registered (0.9%)
and both cases resolved with medical therapy and observation.

Conclusions.
Among the patients studied, all surgical techniques were safe and effective for MUO during the COVID era. This

group of patients is at high risk for general and coronavirus mortality and therefore should be prioritized for bariatric
surgery.
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BARIATRIC SURGERY IN ADOLESCENTS: RESULTS OF MONITORING TO 12 MONTHS
Bariatric surgery in children, adolescents, and young adults

]. Aguilar?, D. Caina?J. Acosta3, A. Mollo3.

'General Surgery, Centro De Obesidad Y Enfermedades Metabdlicas Malvinas Argentinas, Pilar, Argentina; 2Bariatric Surgery,
Centro De Obesidad Y Enfermedades Metabdlicas Malvinas Argentinas, Pilar, Argentina; 3General Surgery, Centro De
Obesidad Y Enfermedades Metabdlicas Malvinas Argentinas, Pilar, Argentina.

Introduction:

In Argentina 41.1% of adolescents between 12 and 21 years are overweight and obese, in a proportion of 20.7%

to 20.4% Overweight and obesity without differences by socioeconomic status. Obesity is a chronic disease of
multifactorial origin, manifested in earlier ages every time. Public health policies should focus aimed at prevention
and early treatment. The results offered by these therapeutic strategies are also scarce. Therapies based on changing
habits and lifestyles such as eating and exercise plans get in adolescents, BMI reductions 0,21. + 0.08 kg / m2

Objective:

Determine the results followed patients undergoing Adolescent Metabolic and Bariatric Surgery at the Center for
Obesity and Metabolic Diseases Malvinas Argentinas, in the period 2018.

Materials and Methods:

Observational, cross-sectional type retrospective in which patients were included Adolescent bariatric surgery in 2018
at the Center for Obesity and Metabolic Diseases Malvinas Argentinas.

Results:

Information obtained from monitoring 34 patients undergoing bariatric surgery teenagers, aged between 15 and

you 21 years with a mean age of 20.52 1.04 years. A 64.71% of the patients underwent a OAGB, to 29.41% of patients
underwent a Gastric Sleeve, and 5.88% of patients underwent a RYGB. The 73.52% made before surgery two years or
more of medical treatment, either assist to drop weight groups, visit a nutritionist or both, obtaining a failure in such

treatment. Preoperative average weight of 113,83 £ 18,98 was kg, with a medium BMI 43,37 + 7,08 kg/m2 and excess

pre surgical weight average 62.05% to the average weight ideal. EBMW% on average for the year was 83.19 + 21.13 kg
with a mean BMI of 29,28 + 4 kg / m2. The average was the LBMI% 31,98 + 5,07, the EWL was 64,7 + 13,65%. The most
frequent comorbidities were Hypothyroidism (23.52%), type 2 diabetes (14.7%) and hypertension (11.76%).

Conclusions:

This work shows that adolescent patients with severe obesity led to a Bariatric Surgery had an excellent result
at 12 months follow-up, since the EBMW% exceeds 65% was reduced Pathological weight and keep improving
comorbidities reduced quality of life, increasing life expectancy of adolescent patients, resulting in changes to
physical, psychological, cultural and social level. It is a safe surgery, with no change in the risks to adults. Sleeve
Gastrectomy is an excellent alternative after failure to medical treatments.
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BARIATRIC SURGERY IN PATIENTS PREVIOUS COVID-19 INFECTION
Basic science and research in bariatric surgery

S. Carandina?’, L. Marx?, R. Lutfi3, R. Vilallonga? P. Noel®, M. Nedelcu®.

TELSAN, Saint Michel Clinic, Toulon, France; 2Clinique de I'Orangerie - ELSAN, Strasbourg, France; 3Chicago Institute of
Advanced Surgery, University of Illinois, Chicago, United States; “Endocrine, Bariatric and Metabolic Unit, Department of
General and Digestive Surgery, Vall d’Hebron, Passeig de Vall d’'Hebron, Barcelona, Spain; SEmirates Specialty Hospital,
Dubai, United Arab Emirates; SBariatric Surgery, Clinique Bouchard, Chu Marseillais, Marseille, France.

Introduction:

Reintroducing bariatric surgery to our communities in a COVID-19 environment was particular to each country.
Furthermore, no clear recommendation was made for patients with previous COVID-19 infection and favorable
outcome seeking for bariatric surgery.

Objective:

The purpose of the current manuscript is to analyze the risk of specific complications for patients with previous
COVID-19 infection who were admitted for bariatric surgery. 8 high volume private centers from 5 countries

Methods:

All patients with morbid obesity disease and previous COVID-19 infection admitted for bariatric surgery were included
in the current study. Patients were enrolled from eight centers and five countries and their electronic health data
were reviewed retrospectively. The primary outcome was to identify early (<30 days) specific complications related

to COVID-19 infection, following bariatric surgery and the secondary outcome was to analyze additional work up to
prevent them.

Results:

Thirty-five patients with a mean age of 40 years (range 21 - 68) and mean BMI of 44.3 kg/m2 (+ 7.4 kg/m2) with
previous COVID-19 infection underwent different bariatric procedures: 23 cases of sleeve (65.7 %), 7 cases of bypass,
and 5 other cases. The symptomatology of the previous COVID-19 infection varied: no symptoms (15 patients), fever
and respiratory signs (12 patients), only fever (5 patients), digestive symptoms (2 patients), and isolated respiratory
signs (one patient). Only 5 patients (14.2 %) were hospitalized for COVID-19 infection for a mean period of 8.8 days
(range 6-15 days). One patient was admitted in intensive care unit and needed invasive mechanical ventilation. The
mean interval time from COVID infection to the bariatric surgery was of 11.3 weeks (3 - 34 weeks). Hospital stay was
1.7 days (x 1) and all patients were clinically evaluated one month following the bariatric procedure. There were 2
readmissions and one case of complication: one case of gastric leak treated with laparoscopic drainage and repeated
pigtail drain with favorable outcome. No case of other specific complications or mortality were recorded.

Conclusion:
Minor and moderate COVID-19 infections, especially the forms not complicated with invasive mechanical ventilation

should not preclude the indication for bariatric surgery. In our experience, the previous COVID-19 infection has not
induced additional specific complications following bariatric surgery.
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BARIATRIC SURGERY MAY IMPAIR FERTILITY IN MEN INDEPENDENTLY OF SEX HORMON PROFILE, VITAMIN
DEFICIENCIES OR BASELINE GONADAL AND SEXUAL FUNCTIONS

Fertility, pregnancy, nutrition and bariatric surgery

R. Caiazzo, C. Marciniak, C. Leroy, J. Prasivoravong, A. Barbotin, V. Raverdy.

Lille University Hospital, Lille, France.
Introduction:

Obesity is associated with decreased fertility in both men and women. Erectile dysfunction, secondary obesity
hypogonadism (MOSH) and impaired sperm quality (SQ) are observed in half of obese patients. Bariatric surgery (BS)
allows weight loss and improvement of many obesity-related comorbidities, including female fertility, but few data
exist regarding male sexual function.

Objectives:

To describe male sexual function in a grade 3 obese population and to assess the impact of BS on erectile function
(EF), plasma sex hormone profile (PSHP), and SQ.

Methods:

In this prospective cohort (NCT03528980) were included men eligible for BS (HAS 2009). The International Index of
Erectile Function (IIEF) was assessed preoperatively and at one year. Clinical parameters (weight, BMI, comorbidities),
sperm parameters (sperm count (SC), volume, vitality, morphology) and PSHP were assessed preoperatively and at
one and two years postoperatively.

Results:

Fifty-eight patients were included (401 years, 44.8 kg/m2 [41.2-50.9]). Preoperatively, the median IIEF was 50 [25-
62.5] and 10 (24%) patients had erectile dysfunction (IlEF<25). The median LOS was 125.3.106 [65.1-407.6]. Four (8.7%)
patients had oligozoospermia (NS<39.106) and 4 (8.7%) had severe oligozoospermia (NS<5.106). Testosteronemia was
decreased preoperatively posing the diagnosis of MOSH ( N<10.5 nmol/L) in 25 (55%) patients. Forty-three patients
underwent surgery (28 gastric bypass (GBP), 12 sleeve gastrectomy (SG), 3 gastric bands). At 1 year, BMI was 31.6 kg/
m2 [29.3-37.4] with no difference between SG and GBP (p=0.532). The IIEF was improved (p=0.001) and only 2 (6.9%)
patients still had an IIEF<25. Only 3 (9.7%) patients had OSH (p<0.001) and testosterone was normalized (17.8 [13.3-
26.4], p<0.001). NS was decreased (p=0.023), oligozoospermia (8 patients (25.8%)) and severe oligozoospermia (5
patients (15.6%)) tended to be more frequent (p=0.087). At 2 years, these results were confirmed (1 vs 2 years: MOSH
p=0.283, testosterone p=0.668 and NS p=0.185). At the same time, only Zinc (1 year p=0.001, 2 years = 0.029) and Iron
(1 year p=0.022) were found significantly decreased.

Conclusion:
BS allows an improvement of EF and PSHP at 1 and 2 years after surgery, compared to an alteration of SQ that

persists in the long term. These results should make us discuss fertility preservation in young patients without
children.
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BARIATRIC SURGERY PERFORMED AT A TERTIARY CARE HOSPITAL AND AT ITS AMBULATORY SITE: A
COMPARISON OF OUTCOMES, OR EFFICIENCIES AND COSTS

Perioperative management
E. Kouzmina', B. Zevin', S. Deghan?, D. Robertson?, C. Reimer3.

'Department of Surgery, Kingston Health Sciences Centre, Kingston, Canada; 2Department of Surgery, University of Toronto,
Toronto, Canada; 3Department of Anesthesia, Kingston Health Sciences Centre, Kingston, Canada.

Introduction:
Obesity is a chronic disease with limited access to surgical treatment in Canada.
Objective:

The objective of this study was to compare outcomes, operating room (OR) efficiencies, and costs of performing
primary bariatric surgery at a tertiary care hospital (TS) and its ambulatory site (AS) over 5 years.

Methods:

We performed a retrospective cohort study of consecutive patients over the age of 18 who underwent primary
laparoscopic Roux-en-Y gastric bypass (LRYGB) and sleeve gastrectomy (LSG) between September 2016 and August
2021 at TS and AS. We compared patient demographics, OR (combined surgery and anesthesia) times, duration of
OR turnovers, time in PACU, and 30-day post-op complications. We matched patients at TS and AS on demographic
characteristics and comorbidities to compare costs.

A total of 805 patients (762 LRYGB, 43 LSG) had surgery at AS, while 109 (92 LRYGB, 17 LSG) at TS. Demographics were
significantly different at AS versus TS: sex (91% vs 78% female; p<0.01), age (43.1+/-10.0 vs 50.5+/-11.4 years; p<0.01),
BMI (46.3+/-6.0 vs 51.0+/-10.8kg/m2; p<0.01), ASA (3(2-3) vs 3(3-3); p<0.01), and EOSS (2(1-2) vs 2(2-3); p<0.01). Mean
OR times were significantly shorter for LRYGB (150+/-24 vs 178+/-51 min; p<0.01) and LSG (123+/-24 vs 147+/-34 min;
p=0.01) at AS vs TS. OR turn overs were significantly faster at AS vs TS (19.2+/-6.0min vs 28.1+/-6.1min; p<0.01), as
were the PACU times (2.4+/-0.6hrs vs 3.1+/-1.5hrs; p<0.01).

Results:

Over the 5 years, the OR times decreased significantly for LRYGB at AS (from 161+/-24min to 141+/-20min, p<0.01);
however, no change was seen in OR times for LSG at both sites, PACU times at both sites, and LRYGB times at TS.
There was no change in OR turnovers over the 5 years at AS (ANOVA; p=0.69), while turnover time at TS increased
over time (ANOVA; p<0.01). Proportion of patients requiring transfer from AS to TS remained constant (range 1.5-
6.2%/year; p=0.14). 30-day complication rates were similar between AS and TS sites (5.5-11% vs 0-15%; p=0.12). The
costs for matched patients were similar between sites (8895+/-1360CAD vs 8858+/-2455CAD, p=0.92).

Conclusion:

LRYGB and LSG can be safely performed at AS of TS with the added advantage of improved OR efficiency; however,
without significant cost savings. Proportion of patients that required transfer from AS to TS for a post-op complication
did not decrease despite 5-year evolution of the program, suggesting that caution should be exercised in performing
such procedures at AS without TS affiliation.
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BARIATRIC SURGERY SHOULD BE OFFERED TO ACTIVE-DUTY MILITARY PERSONNEL: A RETROSPECTIVE STUDY OF
THE CANADIAN ARMED FORCES’ EXPERIENCE

Registries and quality in bariatric surgery
O. Mailloux®, N. Tassé?, L. Biertho3, A. Tchernof3, P. Dawe?, A. Beckett®.

'Department of Surgery, Université Laval, Québec City, Canada; 2General Surgery Residency Program, Université Laval,
Québec City, Canada; 3Chaire De Recherche En Chirurgie Bariatrique Et Métabolique, Université Laval, Québec City, Canada;
“VGH Trauma Services, Vancouver General Hospital, Vancouver, Canada; *Trauma Services, St. Michael’s Hospital, Toronto,
Canada.

Introduction:

Canadian Armed Forces (CAF) personnel are as affected by obesity as the Canadian civilian population. Most Western
armies are similarly afflicted. Bariatric surgery is an effective, durable, and accepted treatment for obesity in civilian
practice. However, it is not yet approved for soldiers still in active duty in most countries worldwide. The CAF has
authorized bariatric surgery in its Spectrum of Care since 2005. We hence report the CAF experience with members
undergoing bariatric surgery while in service.

Objectives:
To assess weight loss, resolution of obesity-related comorbidities, and the impact of surgery on military careers.
Methods:

We retrospectively reviewed perioperative data, long-term bariatric and military outcomes of 108 CAF active-duty
military personnel who underwent bariatric surgery in Canada during a 61-month period. Data was obtained through
medical records and insurance registry review. Data is reported as Mean * Standard Deviation.

Results:

The cohort was predominantly male (66,7%) with a mean age of 42 + 4.8 years and mean preoperative Body Mass
Index of 43.6 + 5.8 kg/m2. Roux-Y gastric bypass was performed on 59 patients, sleeve gastrectomy on 29 and gastric
banding on 20. All surgeries were performed laparoscopically. The mean last follow-up was performed at 31.3 =

18.5 months. There was no mortality. Early and late major complications occurred in 6.5% and 9.2% of patients
respectively. Revisional surgery was performed in 5 patients. Total body weight loss at last follow-up visit was 22.5 +
11.0%. There was resolution or improvement of diabetes in 76.7% of patients; hypertension in 73.4%; dyslipidemia

in 55.2%; gastroesophageal reflux disorder in 43.6% and sleep apnea in 41.2%. One patient (0.9%) was medically
released from the CAF because of postoperative complications of an anastomotic leak. Fifteen patients (13.9%) were
deployed postoperatively. Combined deployable and possibly deployable status went from 35,4% before surgery to
47,9% postoperatively.

Conclusion:

To our knowledge, this is the largest series of bariatric surgeries performed in active-duty military personnel. Bariatric
surgery is effective, safe and improves deployability without impairing military careers. These results are highly
relevant to the military administrations of most industrialized countries as bariatric surgery should be offered to all
active-military personnel who meet surgical criteria for the treatment of their obesity

Table 1 Operative Data
Perioperative data (n=108)
Type of surgery
* Roux-Y Gastric Bypass
+ Sleeve Gastrectomy
+ Adjustable Gastric Band
Laparoscopic approach
Conversion
Revision Procedure
Complications:
Mortality
Early Major Complications <30 days)
* Upper Gl bleeding
+ Anastomotic leak
+ Deep Vein Thrombosis /
Pulmonary Embolism
Early Minor Complications (<30 days)
+ Superficial site infection
* Nausea
Late Major Complications (> 30 days)
+ Gastric band complications
+ Perforated anastomotic ulcer
¢ Internal hernia
+ Gastro-gastric fistula
* Incisional hernia
* Undiagnosed Eating Disorder
* Intractable vomiting
requiring surgical conversion
Late minor complications
Postoperative Data (n=106)
« Last follow-up (month)
+  Weight at last follow up (kg)
*  Weight loss at last follow up (kg)
* Body mass index (kg/m2)
+ Total Weight Loss (TWL) (%)

59 (54.6%)
29 (26.9%)
20 (18.5%)
108 (100%)
0

5(4,6%)

0
7 (6.5%)
3
2
2

1(10.2%)

1
7
3
10 (9.7%)
4
1
1
1
1
1
1

22 (20.4%)

31.3+18.5
101.3+225
29.6 £15.8
33.7+6.3
225+11.0

+  Excess Weight Loss (EWL) (%)* 49.3 + 25.0
Comorbidities - Resolution or Reduction

+ Sleep apnea
* Hypertension
* GERD

+ Dyslipidemia
+ Diabetes

28 (41.2%)
34 (73.4%)
17 (43.6%)
16 (55.2%)
23 (76.7%)

Data presented as mean + standard deviation or
number of patients (percentage of sample)

* with BMI 23 kg/m2 as reference

Table 2 Military Data
Officers
Medical Categories (n=102)
Geographic (G) factor modification
* Improved
* Unchanged
+ Deteriorated
Occupational (O) factor modification
* Improved
* Unchanged
+ Deteriorated
Military Release
+ Retirement / Voluntary
* Medical
Before surgery
* Post-Traumatic Stress Disorder
* Musculoskeletal disorder
« Mental health issues
+ Cardiovascular disease
+ Complicated diabetes
After surgery
+ Post-Traumatic Stress Disorder
* Musculoskeletal disorder
* Mental health issues
+ Cardiovascular disease
* Bariatric postoperative
complications
+ Vertigo
* Unavailable
Deployability
+ Postoperative deployment (n=108)
Deployability by medical categories
* Preoperative (n=107)
+ Deployable
+ Possibly deployable
+ Not deployable
* Not assessable
* Postoperative (n=102)
+ Deployable
+ Possibly deployable
+ Not deployable
* Not assessable

9 (8,3%)

34 (33.3%)
49 (48.0%)
19 (18.6%)

25 (24.5%)
59 (57.8%)
18 (17.6%)
53 (49.1%)

15 (13.9%)

30 (28.0%)
8 (7.4%)

24 (22.4%)
45 (42.1%)

36 (35.2%)
13 (12.7%)
46 (45.1%)
7 (6.9%)

Data presented as mean + standard derivation or
number of patients (percentage of sample)
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BARIATRIC SURGERY VS MEDICAL TREATMENT IN MILDLY OBESE PATIENTS WITH TYPE 2 DIABETES MELLITUS IN
JAPAN: PROPENSITY SCORE-MATCHED ANALYSIS ON REAL-WORLD DATA

Type 2 diabetes and metabolic surgery
Y. Seki', K. Kasama', R. Yokoyama', A. Maki?, H. Shimizu?, H. Park3, C. Parmar*.

"Weight Loss and Metabolic Surgery Center, Yotsuya Medical Cube, Chiyoda-ku, Japan; 2Johnson & Johnson K.K. Medical
Company, Chiyoda-ku, Japan; 3Johnson & Johnson K.K. Medical Company, Seoul, Republic of Korea; *Department of Surgery,
The Whittington Hospital NHS Trust, London, United Kingdom.

Objectives:

To compare glycemic control one-year after treatment in patients with mildly obese type 2 diabetes mellitus (T2DM)
who underwent bariatric surgery (BS) to those who received medical treatment (MT) in Japan.

Methods:

A retrospective study using real world data was conducted with T2DM in electronic medical records from Yotsuya
Medical Cube and in Japan Medical Data Center (JMDC) claim database from 2008 to 2019. Each patient was
propensity score-matched between the BS group and the MT group by age, gender, BMI, HbA1c, and T2DM duration
and compared from the index date to the one-year post-index.

Results:

The study included 78 patients in the BS group and 238 patients in the MT group participants. Mean BMI in the BS
and the MT group was 32.1 kg/m2 and 32.0 kg/m2, respectively. In the BS group, the patients underwent either
laparoscopic sleeve gastrectomy with or without duodenojejunal bypass. The diabetes remission rate (HbA1c <6.5%
without diabetes medication) at 1 year was 59.0% in the BS group and 0.4% in the MT group (p <0.0001). Optimal
glycemic control of HbA1c <7.0% was achieved in 75.6% in the BS group and in 29.0% in the MT group (p <0.0001). The
median monthly drug costs for metabolic syndrome decreased from USD 126.5 (at baseline) to USD 0.0 (at 1 year) in
the BS group, while it increased from USD 52.4 to USD 58.3 in the MT group.

Conclusions:

Bariatric surgery for mildly obese patients with T2DM is more clinically- and cost-effective than medical treatment.
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BILE REFLUX AFTER ONE ANASTOMOSIS GASTRIC BYPASS - A WOLF IN SHEEP'S CLOTHING OR JUST A SHEEP?
Gastric bypass procedures including Roux-en-Y (RYGB) and one anastomosis gastric bypass (OAGB)/MGB

T. Eldredge’, M. Bills?, Y. Ting?, M. Dimitri2, M. Watson', M. Harris'.

"University of Adelaide, The Queen Elizabeth Hospital, Woodville South, Australia; 2Department of Nuclear Medicine, Royal
Adelaide Hospital, Adelaide, Australia.

Introduction:

The excellent metabolic outcomes of the laparoscopic one anastomosis gastric bypass (LOAGB) remain sullied by the
contentious risk of post-operative bile reflux and its theoretical carcinogenic potential. There is limited data on the
incidence and severity of post-operative bile reflux, with comparative studies lacking. Further, since conception of this
surgical technique and over the interim 20 years, the rate of cancers has failed to demonstrate an association.

Objectives:

This study utilised tailored biliary scintigraphy and upper gastrointestinal endoscopy to evaluate bile reflux after
LOAGSB, laparoscopic sleeve gastrectomy (LSG) and laparoscopic Roux-en-Y gastric bypass (LRYGB).

Methods:

Fifty-eight patients underwent LOAGB (20), LSG (15) or LRYGB (23) between November 2018 and July 2020. Baseline
pre-operative reflux symptom assessment and gastroscopy assessing for macro-/microscopic gastroesophagitis were
performed and repeated 6-months post-operatively along with biliary scintigraphy.

Results:

Bile reflux into the gastric pouch/sleeve was identified in 14 LOAGB patients (70%), four LSG patients (26.7%), and
one LRYGB patient (4.3%). The mean % of gastric pouch reflux activity in positive studies was 3.1% (SD 1.6). One
patient (LOAGB) had oesophageal bile reflux demonstrated by biliary scintigraphy. De novo macro- or microscopic
gastroesophagitis were seen in 11 LOAGB (55%), 8 LSG (53%), and 7 LRYGB (30.4%) patients. Thirteen patients had
worsened reflux symptoms post-operatively (LOAGB - 4; LSG - 7; LRYGB - 2). There was no statistical association
between bile reflux seen on biliary scintigraphy, de novo gastroesophagitis, or reported reflux symptoms.

Conclusion:

Despite the high incidence of small volume bile reflux into the gastric pouch post-LOAGB, the incidence of de novo
gastroesophagitis is indistinguishable from LSG. With very few reports of tumour development post-LOAGB on
emerging long-term results, frequent low volume bile reflux may be of little clinical consequence and emphasis
should be placed on appropriate post-operative endoscopic surveillance.
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BIOIMPEDANCE PHASE ANGLE ASSOCIATION WITH SERUM ALBUMIN AND HAND GRIP STRENGTH IN PATIENTS
UNDERGOING BARIATRIC SURGERY

Basic science and research in bariatric surgery

A. Pantelis’, Z. Bouloubasi', D. Karayiannis?', P. Katralis?, G. Stravodimos?, D. Lapatsanis®.

'Evaggelismos General Hospital of Athens, Athens, Greece; 2KAT General Hospital, Kifissia, Greece.
Introduction:

Bioelectrical impedance analysis (BIA) is an indirect method for the estimation of body composition through the
measurement of two bioelectrical parameters: body resistance and reactance. Many biochemical parameters such as
serum albumin levels have also been used to predict the prognosis of patients undergoing bariatric surgery. The aim
of the present study was to evaluate associations between anthropometric measurements such as phase angle (PhA)
measurement and HGS (hand grip strength) with serum albumin in patients undergoing bariatric surgery.

Method:

Between February 2019 and February 2020, 42 patients (28 female) underwent bariatric surgery (3 mini gastric bypass
and 39 sleeve gastrectomy). Bioelectrical impedance analysis (BIA) was performed before and two times within the
first year after the operation. The study was approved by the Ethics Committee of Evaggelismos Hospital. All subjects
signed a consent form.

Results:

Participants’ mean age was 37.4 years (+ 10,2 years) and the average length of hospital stay was 2.6 days (+2,4 days).
The mean phase angle values were 6.2°, HGS 25.22 kg and mean albumin levels 4.3 gr/dl. There was a significant and

strong positive correlation between serum albumin and Pha levels (r= 0.282, p= 0.011) and HGS (r= 0.313, p= 0.003).

Conclusion:

In a sample of patients undergoing bariatric surgery, PhA levels were positively correlated with both HGS and serum
albumin levels.
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BODY APPRECIATION AFTER BARIATRIC SURGERY: CROSS-SECTIONAL STUDY

Young IFSO session

M. Janik?, M. Waledziak2.

Polish School of Bariatrics, Warszawa, Poland, 2Military Institute of Medicine, Warsaw, Poland.
Introduction:

Surgical weight loss improves quality of life and self-esteem. However, the impact of weight loss after surgery on body
appreciation is not well known. This study aimed to assess body appreciation in patients after bariatric surgery.

Method:

The study was cross-sectional. The investigated group included patients after bariatric surgery. The first control group
consisted of patients with obesity and the second control group included healthy individuals. The groups were asked
to complete the Body Appreciation Scale -2 (BAS-2).

Results:

One hundred sixteen patients were enrolled in the studied group, and 44 patients with obesity in the first control
group. The second control group consisted of 378 healthy students. In the BAS-2, the total score was 3.26 £1.00 in the
bariatric group, which was significantly higher than 2.90 +0.86 in the first control group (p=0.032) but comparable to
the young, healthy individuals (3.43 £0.85, p=0.032). The change in BMI (ABMI) was positively correlated with the total
BAS score (r=0.290, p=0.002).

Conclusion:
The study shows that patients after bariatric surgery have a higher total score in BAS-2, reflecting higher body

appreciation when compared to individuals with obesity. Body appreciation was similar to a young and healthy
population.
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BRONCHO-BILIARY FISTULA FOLLOWING REVISION GASTRIC BYPASS SURGERY: A CASE REPORT
Revisional surgery

G. Davis’, R. Kayaleh?, L. Liu3, A. Mooney*.

"University of South Florida, Tampa, United States; 2Tampa General Hospital, Tampa, United States; 3USF Morsani School of
Medicine, Tampa, United States; “Tampa General Hospital, Tampa, United States.

Objective:

Obesity continues to be a major health problem in the United States. Bariatric surgery, including the Roux-en-Y
gastric bypass (RYGB), has been proven to demonstrate significant weight loss while dramatically improving the
burden of metabolic disease and adverse cardiovascular risk profile associated with obesity. However, it has various
complications associated with it including anastomotic stricture/leak, internal hernia, marginal ulcer, dumping
syndrome and rarely, broncho-biliary fistulas.

Method:

We present a patient with a history of RYGB requiring revision secondary to a chronic gastrojejunal (GJ) ulcer with
post-operative recovery complicated by broncho-biliary fistula, pancreatic fistula, chronic pneumobilia and deep
venous thrombosis (DVTSs).

Results:

41-year-old female with a history of RYGB in 2008 complicated by refractory gastrojejunal (G)) ulcers. In 2017, the
patient underwent a laparoscopic resection of her GJ segment including a portion of the gastric pouch, proximal roux
limb, excluded stomach, and GJ ulcers; with revision of the gastric bypass and creation of a new gastrojejunostomy.
Her recovery was complicated by severe thrombocytopenia secondary to Immune thrombocytopenic purpura (ITP)
managed with prednisone. Additionally, the patient was noted to have significant dilation of her excluded stomach,
biliary tree, and duodenum; requiring a percutaneously placed Gastrostomy tube (G-tube) into her excluded stomach
for decompression. She was subsequently admitted where she was diagnosed with a DVT, pulmonary embolism

(PE), and associated pulmonary abscess. Her PE was treated with anticoagulation and IVC filter placement while
Interventional Radiology (IR) drained her pulmonary fluid collection. A broncho-biliary fistula complicated this
drainage procedure as the patient was noted to demonstrate post-procedural biliptyisis. The broncho-biliary fistula
was treated with internal/external biliary drain placement, glue embolization of segment 8 bile duct branch and GJ
tube placement.

Conclusion:

Broncho-biliary fistula is a rare complication of bariatric surgery whose management is complex, technically difficult
and poorly described. We offer this case as an example of innovative management with regard to broncho-biliary
fistula in a patient with a complex bariatric surgical history.
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0-052 A 6 meses: no hubo diferencias en el tiempo quirdrgico, en las complicaciones intraoperatorias ni en las
postoperatorias tanto precoces como tardias a mas de 30 dias.
BYPASS GASTRICO LAPAROSCOPICO CON ASA BILIOPANCREATICA - ALIMENTARIA 70/150CM VS. 150/70CM.

- DATOS PERIOPERATORIOS
ESTUDIO MULTICENTRICO BPG-1 GRUPO 0 (n=40): AA 150/8P 70 | GRUPO 1(n=39): AA 70/8P 150 P
Duracién media (DE) 135 (31) 141 (29) 0,384
Gastric bypass procedures including Roux-en-Y gastric bypass (RYGB) and One Anastomosis gastric bypass (OAGB)/ IComplicaciones* 5 10 0,137
MGB Estancia media (DE) 2,6 (1) 2,6 (0,6) 0,805
D. Acin-Gandara, M. Medina-Garcia, J. Arroyo-Martin, E. Mans-Muntwyler, E. Ruiz-Ucar, F. Pereira-Pérez. Tampoco en el EWL%, que fue del 66% en el tipo 1y del 70% en el tipo 2, ni en la remisidon o mejoria de las

comorbilidades.
Department of Surgery, Hospital Universitario de Fuenlabrada, Fuenlabrada, Spain.
Conclusién:
Introduccién:
El estudio todavia se encuentra en fase de reclutamiento. Este andlisis intermedio a 6 meses no ha demostrado
Distintos estudios publicados muestran mejor pérdida ponderal y remision de las comorbilidades dejando un asa diferencias de EWL% ni mejoria de comorbilidades
biliopancreatica (ABP) de 150-200cm en el bypass gastrico, sin estar claro si podria haber mas complicaciones, en
cuanto a desarrollo de hernias internas, déficits nutricionales, alteracién de la microbiota intestinal o aumento del
transito. Por otra parte la longitud intestinal puede oscilar de 3 a 9my si se deja un asa comun (AC) excesivamente
corta puede ocasionar déficits nutricionales severos. Sin embargo, no solemos medirla en el bypass gastrico.

Objective:

Presentar el estudio prospectivo multicéntrico iniciado en 2018, en el que se aleatorizan los pacientes obesos
subsidiarios de bypass gastrico laparoscépico con diferentes longitudes de asa alimentaria (AA) y ABP para
comprobar su efecto ponderal y metabdlico. A su vez se analiza la posible influencia de la longitud intestinal total en
dichos.

Metodos:

Estudio multicéntrico, prospectivo, aleatorizado en bloques (1:1) y ciego para el paciente, bajo los principios éticos
gue aparecen en la declaracion de Helsinki-Fortaleza 2013 y el Convenio de Oviedo.

Poblacién a estudio: pacientes con obesidad (IMC 35-50), que habiendo completado el circuito multidisciplinar
habitual son considerados para realizar bypass gastrico.

Técnica: se randomiza a bypass gastrico laparoscopico tipo 1 (AA de 150cm y ABP de 70cm) o tipo 2 (AA de 70cm y
ABP de 150 cm). Medicion de la longitud intestinal total en todos los pacientes.

Tamafio muestral: se ha calculado con un poder estadistico del 80% y un nivel alpha de 0.05, siendo de 36 pacientes
en cada brazo. Corregido con un 15% de posibles pérdidas, corresponde a 84 pacientes.

Las variables a estudio son: EWL%, remisidon o mejoria de la DM, HTA, DL, SAOS y déficits nutricionales.

Resultados:

Ambos grupos son comparables y no han mostrado diferencias estadisticamente significativas en cuanto a género,
edad, comorbilidades asociadas e IMC inicial

DATOS DEMOGRAFICOS
BPG tipo 1 (n=40): AA 150/8P 70 | BPG tipo 2 (n=39): AA 70/BP 150 P

Mujeres 31 25 0,19
HTA 19 21 0,573
DL 23 22 0,922
SAOS 23 28 0,184
DM2 18 15 0,556
EDAD: media (DE) 47 (8) 46 (9) 0,613
IMC: media (DE) 44,18 (4,8) 44,9(3,9) 0,471

EP: media (DE) 52'5 (14.1) 55,2 (13.4) 0,393
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CAN CLOUD BASED AI-DRIVEN VIDEO ANALYTICS FOR BARIATRIC MINIMALLY INVASIVE SURGERY ENHANCE
SURGICAL TRAINING AND MENTORING

Artificial intelligence

A. Gendia, J. Clark, A. Cota.

The Royal Cornwall Hospital, Cornwall, United Kingdom.

Introduction:

Surgical video recording is an essential part of modern-day surgical practice. It serves multiple uses including media

for training, continued performance assessment and quality improvement. With the advances in surgical technology,
recording videos has evolved from traditional laparoscopic hard drives to automated clouding platforms. These

platforms make recording and viewing surgery much more applicable and useful through a secured limitless storage.

This also has the advantage of integrated artificial intelligence (Al) applications.

Objective:

To provide an overview of some of these applications and what they offer in relation to bariatric surgery.
Method:

An overview demo of three platforms (Theatre Inc., Touch Surgery™, C-SATS®) highlighting some of their features on
Bariatric surgery mainly in sleeve gastrectomy and Gastric Bypass procedures.

Results:

Theatre Inc., Touch Surgery™, C-SATS® are among platforms which provides cloud-based Al driven video storage
and analysis. They provide a wide range of automation and analysis for different types of bariatric surgeries. This
foundation is complemented with powerful Al and computer vision capabilities which help in annotating and
segmenting videos, analyzing surgical steps, and provide powerful insights as well as providing a communication tool
for video sharing and guidance and potentially additional features for different technology offering.

Conclusion:

Cloud based Al-driven video analytics platform is a new way of storing, analyzing, and reviewing surgery videos.
They provide bariatric surgeons with a powerful Al integrated which will help to improve training, performance, and
standardizing procedures with future integration and broader adaptation.
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CAN NONALCOHOLIC STEATOHEPATITIS BE SURGICALLY CURED? LIVER HISTOLOGICAL COMPARISON AFTER
METABOLIC SURGERY VERSUS USUAL CARE

NASH and bariatric sSurgery

R. Wilson', A. Al-Kurd?, ]. Bena3, H. Fayazzadeh?, N. Alkhouri4, S. Brethauers, P. Schauers, S. Nissen?, S. Dasarathyé, A.
Aminian2.

'Bariatric Surgery, Cleveland Clinic, Cleveland, United States; 2General Surgery, Cleveland Clinic, Cleveland, United States;
3Quantitative Health Sciences, Cleveland Clinic, Cleveland, United States; 4Fatty Liver Program, Arizona Liver Health,
Chandler, United States; General Surgery, Ohio State University, Wexner Medical Center, Columbus, United States; SBariatric
and Metabolic Institute, Pennington Biomedical Research Center, Baton Rouge, United States; ’Cardiovascular Medicine,
Cleveland Clinic, Cleveland, United States.

Introduction:

Non-alcoholic steatohepatitis (NASH) is a manifestation of the metabolic syndrome for patients with obesity and is
one of the leading causes of hepatocellular carcinoma and cirrhosis.

Objective:

To compare the effects of metabolic surgery versus nonsurgical care on histological progression of non-alcoholic
steatohepatitis (NASH).

Methods:

Repeat liver biopsies were performed in patients with BMI >30 kg/m2 at a US health system whose baseline liver
biopsy between 2004 and 2016 confirmed histological diagnosis of NASH including presence of liver fibrosis but
without cirrhosis. Histological disease activity, liver fibrosis stage, and time interval between liver biopsies for
patients who underwent simultaneous liver biopsy at the time of metabolic surgery were balanced with a nonsurgical
control group using overlap weighting methods. Primary composite outcome required both resolution of NASH and
improvement of at least 1 fibrosis stage in the repeat liver biopsy.

Results:

One hundred thirty-three patients (42 metabolic surgery and 91 nonsurgical controls) had repeat liver biopsies with a
median interval of 2 years. Overlap weighting provided exact balance for baseline histological disease activity, fibrosis
stage, and time interval between liver biopsies. In overlap-weighted patients, 50.1% in the surgical and 12.1% in the
nonsurgical group met the primary endpoint (odds ratio 7.3 [95% Cl, 2.8-19.2], P <0.001). NASH resolution and fibrosis
improvement occurred in 68.5% and 64.1% of surgical patients, respectively (Figure 1).

Conclusion:

Among patients with fibrotic non-cirrhotic NASH, metabolic surgery resulted in both NASH resolution and fibrosis
improvement in more than half of patients.
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CARDIOVASCULAR DISEASE RISK SCORES IN PATIENTS WITH OPTIMAL WEIGHT LOSS VS. SUBOPTIMAL WEIGHT SWL l, owL
LOSS AFTER PRIMARY BARIATRIC SURGERY

Cardiovascular risk and bariatric surgery

f/

R. Mohamed Salih, J. Barajas-Gamboa, Y. Qudah, G. Diaz Del Gobbo, M. Abdallah, H. Sun.

0

Cleveland Clinic Abu Dhabi, Abu Dhabi, United Arab Emirates.
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Background:

Several studies have evaluated the modification of cardiovascular risk factors after bariatric surgery. However,
evidence on modification of cardiovascular risk scores in patients with suboptimal weight loss (SWL) after primary
metabolic bariatric surgery (MBS) is limited.

-n
ral

Cardiovascular risk score the “Framingham score”

T T T
10 20 30 40 S0

% of Total Body Weight Loss (TBWL)

Objectives:

To evaluate cardiovascular disease (CVD) risk modification in patients with optimal weight loss (OWL) versus SWL
following MBS.

Methods:

Retrospective analysis from our bariatric surgery registry was conducted. Patients over 30 years of age who
underwent MBS from 2015 to 2020 were included. The 10-year risk of coronary heart disease and cardiovascular
events was estimated before and after one year of surgery using the “Framingham Score”. Linear mixed-effects
modeling was used to estimate the change in log odds of CVD risk as a function of weight loss 12 months post MBS.
SWL was defined as < 20% of total body weight loss (%TBWL).

Results:

191 patients were included in our study. 68% were female with a mean age of 43 + 9 years. Pre-operative mean

BMI was 43 * 6.7 kg/m2. Incidence of weight-related comorbid conditions included 60% with dyslipidemia, 40% with
hypertension, and 34% with type-2 diabetes mellitus. Seven patients were smokers. Mean baseline Framingham score
was 7.2 + 6.9%. According to the score, 54% of patients were classified as low risk (n=104), 23% as moderate (n=43),
20% moderately high (n=39) and 3% as high risk (n=5). One year after surgery, 91% of the patients showed reduction
of their Framingham score. Mean CVD risk score decreased significantly to 4.1 + 3.7% when compared to baseline
(p-value is <.001); 80% of patients classified as low risk (n=153), 13% as moderate (n=25), 7% moderately high (n=13)
and 0% as high risk (n=0). Percentage of TBWL at 12 months ranged from 8.4% to 51.5%, with a mean of 28%. Our
analysis found that %TBWL at 12 months is correlated with the magnitude of the decline in CVD risk across all values
of %TBWL represented in our sample. Even among patients with SWL, a reduction in CVD risk score was seen, and for
those with OWL the amount of CVD risk reduction was greater (Figure 1).

Conclusion:

Weight loss after bariatric surgery reduces CVD risk scores and the magnitude of effect correlates with the degree of
weight loss.
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CAN VISCERAL ADIPOSE TISSUE GENE EXPRESSION DETERMINE METABOLIC OUTCOMES POST-BARIATRIC
SURGERY?

Basic science and research in bariatric surgery
S. Keshavjee?, K. Schwenger?, J. Yadav?, S. Fischer?, T. Jackson?, J. Allard>.

"Columbia University, Vagelos College of Physicians and Surgeons, New York, United States; 2University of Toronto, Toronto,
Canada.

Introduction:

Bariatric surgery (BSX) is known to induce significant weight loss and improve comorbidities, such as type Il diabetes,
insulin resistance (IR), hypertension and metabolic syndrome. However, some individuals do not achieve successful
weight loss and/or improvement in comorbidities. Recent research has shown that visceral adipose tissue (VAT)
characteristics may contribute to post-BSX success.

Objective:

The aim of this study was to determine if peri-operative VAT gene expression can determine metabolic success
12-months post-BSX. We compared VAT between 1) those whose IR improved versus persisted; 2) those whose
metabolic syndrome improved versus persisted; 3) those who achieved adequate weight loss (>20% total body weight
(TBW)) versus those who did not.

Methods:

Patients were recruited from the Toronto Western Hospital Bariatric Clinic. VAT was collected at the time of BSX.

VAT gene expression was assessed by RT-PCR, including markers of thermogenic capacity, inflammation, fibrosis,
adipokines, and others Biochemical, anthropometric and demographic information were also collected pre-BSX.
Groups were compared using Kruskal-Wallis test followed by Wilcoxon ranked sum, or chi-squared and Fisher's
exact test. Data was considered to be statistically significant with a p-value less than 0.05. Data was collected for

126 patients, of which 85 patients (67%) had IR (HOMA >2.73) at baseline. Those with persistent IR (n=21) 12 months
post-BSX had higher baseline VAT fibrotic gene expression and inflammatory marker expression than those whose IR
resolved post-surgery (n=64). 36 patients (29%) had metabolic syndrome at the time of BSX of which 9 patients had
persistent metabolic syndrome 12-months post-BSX. We found that those with persistent metabolic syndrome had
higher baseline VAT expression of browning markers, adipokines, and fibrotic markers than those whose metabolic
syndrome resolved. Finally, we found that 16 patients (13%) achieved inadequate weight loss (<20% TBW) 12 months
post-BSX. These patients had higher expression of inflammatory and fibrotic markers compared to those who
achieved adequate weight loss (110, 87%).

Results:

Results show that there is a significant difference in the expression pattern of intra-operative VAT samples

from patients with varied post-surgical outcomes. VAT characteristics may relate to development of metabolic
comorbidities and possible reversal following BSX. This may help to predict which patients may have favorable post-
operative outcomes.
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CHALLENGING THE DEEP VEIN THROMBOSIS TO PE PARADIGM: RE-EVALUATION OF POSTOPERATIVE VENOUS
THROMBOEMBOLIC EVENTS AFTER BARIATRIC SURGERY

Enhanced recovery in bariatric surgery

L. Silva, J. Wu, K. Samakar, J. Nguyen, S. Abel, M. Martin.

Upper Gl and General Surgery, University of Southern California, Los Angeles, United States.
Background:

Venous thromboembolic events (VTE) remain a major concern after bariatric surgery. Although the sequence of
venous thrombosis (DVT) formation and subsequent embolization to the lung is widely taught, recent literature has
challenged this paradigm in non-bariatric populations.

Objectives:

We sought to characterize PE, DVT, and the newly appreciated diagnosis of de-novo pulmonary thrombosis (PT)
among bariatric surgery patients. We hypothesize that these events may have distinct pathophysiology, risk factors,
and associated outcomes.

Methods:

Analysis of the Metabolic and Bariatric Surgery Accreditation and Quality Improvement Program database from 2015-
2019. Patients with PE but no DVT were identified as PT, those with DVT and PE were labeled PE, and those with DVT
and no PE were labeled DVT. Univariate and multivariate regression models were created to examine the incidence,
independent risk factors, and degree of overlap between these three clinical entities.

Results:

823,389 patients who underwent sleeve gastrectomy (SG) or roux-Y gastric bypass (RYGB) were included. There were
2,301 (0.3%) with some form of postoperative VTE within 30 days. 782 patients (34%) had PT, 157 (6.8%) had PE,

and 1,362 (59%) had DVT (Figure 1). The majority (83%) of patients labeled as “PE” had no DVT and likely represent
primary pulmonary thrombosis. Multivariate analysis demonstrated distinct risk/causal factor profiles for DVT, PE,
and PT with little overlap (Figure 2). The PT risk profile included Black/Native American/Alaskan race, prior PE/PT,
lower hemoglobin A1c, RYGB procedure, and longer operative time. The PE risk profile included male sex, increased
BMI, history of DVT, lower albumin, and increased operative time. Lastly, the DVT risk profile included prior organ
transplant, non-diabetics, IVC filter presence, higher hematocrit, SG procedure, Black race, prior DVT, lower albumin,
and increased operative time. All VTE categories were associated with increased mortality, with the greatest increase
seen in the PT group.

Conclusion:

VTE are relatively uncommon but significantly morbid complications after bariatric surgery. DVT, PE, and PT have
distinct risk factor profiles with minimal overlap and may indicate differing pathophysiological processes for each,
and which challenges the common assumption that most PE are embolic phenomena. Prevention and treatment
measures and future research may need to classify these as distinct disease processes.

ORAL ABSTRACTS

Figure 1. Proportions of patients with no venous thromboembolism, PT, PE, and DVT.
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Figure 2. Venn diagram showing overlap of independent risk factors for PT, PE, and DVT.
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CHANGES IN QUALITY OF LIFE OF ADOLESCENTS AFTER BARIATRIC SURGERY: A NATIONWIDE PROSPECTIVE
COHORT STUDY

Bariatric surgery in children, adolescents and young adults
A. Goldenshluger?, T. Maor’, R. Via-Kagan?, O. Zelekha?, Y. Gepner.

'School of Public Health, Sackler Faculty of Medi, Tel Aviv University, Tel Aviv, Israel; ?Israel Center for Disease Control,
Ministry of Health, Jerusalem, Israel, Ramat Gan, Israel.

Background:

Bariatric surgery (BS) is an effective treatment for weight loss and health improvement in adolescents with severe
obesity. However, changes in the patient-perceived quality of life (QoL) and their association with percent of excess
weight loss (%EWL), have been less explored.

Method:

In this multi-center, nationwide prospective cohort study, we evaluated changes in the QoL of 97 adolescents (64%
females, aged 17.0+0.9 years, BMI 46.1+5.9 kg/m2). Changes in mental health, physical and social functioning were
assessed by self-reported questionnaires before and ~9 months following surgery. The associations between changes
in QoL and %EWL or baseline characteristics were examined as potential explanatory factors for QoL changes.

Results:

Following the surgery, BMI decreased by 30%, and all physical parameters of QoL (snoring, pain, and physical
activity) improved (p<0.001). Energy level increased by 24%, mood level by 14%, and mental health by 9.5% (p<0.002).
Social parameters also improved, with a decrease in social rejection, and an increase in participation in after-school
social activities. However, QoL changes were not related to the rate of %EWL. The mental health improvement was
associated with baseline social rejection.

Conclusions:

BS in adolescents leads to a meaningful decrease in BMI and a notable improvement in Qol, although %EWL was

not related to QoL changes. Patients experiencing social rejection may experience greatly improved mental health
following BS. We recommend that follow-up after BS in teens should focus on psychological aspects, in addition to the
physical care, in order to maximize the potential of post-operative mental QoL improvement.
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CHARACTERIZING THE PREVALENCE AND SAFETY OF REVISIONAL SLEEVE GASTRECTOMY TO ROUX-EN-Y GASTRIC
BYPASS COMPARED TO PRIMARY ROUX-EN-Y GASTRIC BYPASS

Revisional surgery
.Dang’, V. Mocanuz?, J. Barajas-Gamboa3, R. Corcelles’, J. Rodriguez?, S. Karmali2, M. Krohs.

"Advanced Laparoscopic Surgery Fellow, Cleveland Clinic, Cleveland, United States; 2Department of Surgery, University of
Alberta, Edmonton, Canada; 3Digestive Disease Institute, Cleveland Clinic Abu Dhabi, Abu Dhabi, United Arab Emirates;
“Department of Surgery, Cleveland Clinic Abu Dhabi, Abu Dhabi, United Arab Emirates,; SDigestive Disease and Surgery
Institute, Cleveland Clinic, Cleveland, United States.

Background:

Sleeve gastrectomy (SG) is the most performed bariatric procedure. However, conversion to Roux-en-Y gastric
bypass (RYGB) is often needed secondary to gastroesophageal reflux disease (GERD) and weight regain. Revisional
procedures are becoming increasingly common and current evidence evaluating their safety is limited to single
centers.

Objectives:

To determine the rate of serious complications and mortality of revisional SG to RYGB (r-RYGB) compared to primary
RYGB (p-RYGB).

Methods:

This was a retrospective study of the MBSAQIP database, which includes 30-day outcomes from 885 centers.
Individuals undergoing laparoscopic p-RYGB or r-RYGB were included. Data was limited to 2020 as this year included
details on primary bariatric procedures in revisional cases. Multivariable logistic regression analysis was performed
to determine if revisional surgery was an independent predictor of serious complications. Serious complications
included cardiac complications, pneumonia, renal failure, reoperation, reintervention, deep surgical site infection,
wound disruption, stroke, venous thromboembolism, leak, and bleed.

Results:

A total of 37,688 (88.2%) patients underwent p-RYGB and 5,026 (11.8%) underwent r-RYGB. Preoperative body mass
index (BMI) was lower in the r-RYGB cohort (39.6 vs 45.5 kg/m2, p<0.01). There were lower rates of diabetes (11.0 vs
31.1%, p<0.01) and hypertension (34.1 vs 49.4%, p<0.01) in the r-RYGB cohort. However, rates of GERD were higher
in the r-RYGB cohort (71.4 vs 41.8%, p<0.01). GERD was the most common indication for revision (53.6%) followed by
weight regain (23.9%) and inadequate weight loss (13.1%).

r-RYGB had longer operative times (147 vs 126 minutes, p<0.01), longer hospital stays (1.8 vs 1.6 days, p<0.01) and
had a higher rate of serious complications (7.5 vs 5.1%, p<0.01). This was due to a higher rate of anastomotic leak

(0.6 vs 0.4%, p=0.02), bleeding (2.2 vs 1.7%, p<0.01), and reoperation (2.8 vs 1.9%, p<0.01) but not death (0.1 vs 0.1%,
p=0.79). On multivariable analysis, r-RYGB was independently predictive of serious complications (OR 1.30, 95%Cl 1.15
to 1.48, p<0.01) when adjusting for age, BMI, comorbidities, and operative time.

Conclusions:
The prevalence of revisional RYGB from SG is high, representing 11.8% of RYGB procedures. Our study demonstrates

that while r-RYGB is safe with a low complication rate, r-RYGB was associated with a higher rate of serious
complications compared to p-RYGB.
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CHOICE OF BARIATRIC SURGERY IN PATIENTS WITH OBESITY AND T1DM: SYSTEMATIC REVIEW OF 706 PATIENTS

Type 2 diabetes and metabolic surgery

C. Parmar’, S. Appel? L. Lee3.

'Department of Surgery, The Whittington Hospital NHS Trust, London, United Kingdom; 2Medical School, University College
London, London, United Kingdom; 3Department of Obstetrics and Gynaecology, Peterborough City Hospital, Peterborough,
United Kingdom.

Background:

The prevalence of obesity in the Type 1 Diabetes Mellitus (T1DM) population has been increasing at a worrying
rate. Bariatric surgery (BS) has proven to be effective in treating patients with T2DM, as weight changes had a direct
effect on insulin resistance and requirements, and thus glycaemic control. However, evidence for the benefit of the
procedure for patients with T1DM is still limited, particularly in terms of glycaemic control, demonstrating the need
for a systematic review investigating this.

Objective:

This study aims to evaluate current evidence for the choice of bariatric surgery in patients with obesity and T1DM.
It reports on changes in weight, insulin requirements, and metabolic control in treated patients, as well as recorded
side effects and preferred choice of procedure.

Method:

A systematic review was performed in accordance with the Preferred Reporting Items for Systematic Reviews and
Meta-Analyses (PRISMA) guidelines, searching databases including PubMed, Ovid, and Embase. Articles not in relation
to T1DM or lacking specific quantitative data were deemed unsuitable and excluded. Outcome measures such as
weight loss, remission of comorbidities, pre- and post-intervention insulin requirements, and HbAc levels were
extracted.

Results:

Thirty studies were included with a total of 706 patients (F=524, M=74, N/A=60). The mean age was 40.01 years
(n=614). The mean weight and BMI were 112.76kg (n=171) and 40.88 kg/m2 (24 - 58.9, n=668) respectively.

The most common procedure performed was RYGB with 497 patients (70.4%), followed by SG with 131 patients
(18.6%). Mean decrease of insulin requirements was 92.3 IU/day (36.2-174) preoperatively to a mean of 35.8 IU/day
(5-75) post-operatively. No significant trend was found for changes in HbA1c levels. Main side effects were episodes
of hypoglycaemia and DKA; mortality was not reported in any article. The mean %EWL was 74.57% (60-90.5%) at =6
follow-up months. Reductions in co-morbidities such as hypertension and CVD were recorded in multiple studies.

Conclusion:

Patients with obesity and T1DM can expect significant weight loss, potential resolution of comorbidities, and
reduction of insulin requirements, but it does not usually result in improved glycaemic control.
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CIERRE DE BOCA ANASTOMC')'I:ICA CON ARGON PLASMA'Y ENDOSUTURA ENDOSCOPICO EN LA REGANANCIA DE
PESO DESPUES DEL BYPASS GASTRICO Y DISTALIZACION DE ASA EN SEGUNDA INSTANCIA

Cirugia revisional

. Cobos Roman, A. Michel, A. Figueroa Calderon, J. Gil Gamez.
Obesity Not 4 Me, Rio Medica, Tijuana, Mexico.

Introduccion:

El Bypass gastrico en y de Roux (BGYR), ha sido el estandar de oro de la cirugia bariatrica y metabdlica por mas de 3
décadas y a pesar de su alta eficiencia algunos pacientes recuperan peso siendo una de las cirugias de revision mas
frecuente globalmente.

Algunos de los aspectos mas controversiales en el manejo de este tipo de re-ganancia incluye el diametro de la
anastomosis, el agrandamiento de la bolsa del estdmago y de la longitud del asa intestinal disfuncionalizada.

En primer instancia y en forma endoscépica se usa argén plasma, que se aplica alrededor de la anastomosis con el fin
de incrementar su fibrosis (1,5-2 | 50-60 w), seguido de endo-sutura con sistema de Apollo OverStich® 2-3 puntos de
sutura con material no absorbible e interrumpidas para disminuir su calibre a menos de 12 mm. En segunda etapa
por via Laparoscépica distalizacidon de asa aproximadamente a 120 cm.

Objetivos:

Lograr perder el peso reganado después del (BGYR) con manejo endoscépico y minimamente invasivo.
Remision de las comorbilidades
Satisfaccion del paciente

Métodos:

Prospectivamente se revisa los resultados del tratamiento combinado y por etapas en la re-ganancia ponderal
después del (BGYR), con anastomosis dilatada y asa distal corta.

El APCYy cierre de boca anastomoética realizado mediante un dispositivo endoscopico de suturas transmurales
(OverStich-Apollo)® buscando reducir el diametro de la anastomosis gastroyeyunal y del reservorio gastrico. La
distalizacion de asa en cirugia laparoscépica se incrementd aproximadamente a 120 cm. Se describen aspectos de
seguridad viabilidad de las técnicas, y la eficacia de este tipo de técnica.

Resultados:

Pacientes de sexo femenino; la 1ra de 48 afios con peso inicial de 180 kg (IMC 68, previo al BGYR), bajo a 105kg, (IMC
40) posteriormente re-gano peso alcanzando 135 kg (IMC 50.3), después del manejo combinado se ha logrado una
pérdida de 15 kg (IMC 45.7).

La 2da paciente 48 afios, con peso inicial de 110 kg (IMC 42.96, previo al BGYR) bajé a 75 kg (IMC 29) posteriormente
re-gano peso alcanzando 100.7 (IMC 39.3) al mes del manejo combinado se ha logrado una pérdida de peso de 10kg
(IMC 35.4). En ambos pacientes se disminuyé el tamafio de la boca anastomética que paso de 5.5cma 12mmy
remodelacion de la bolsa gastrica.

A las 3 semanas después del procedimiento endoscdpico se procede a realizar la distalizaciéon de a