
PATIENTS WITH BMI > 60. 
EXPECTED OUTCOMES AND STRATEGIES TO MITIGATE
COMPLICATIONS



NOTHING TO DISCLOSE



BMI > 60 

Selection
ERABS

Procedure

¿HOW FAR CAN SAFETY BE PUSHED, AND HOW CAN RISK BE 
OPTIMIZED  ? THE GOLD IS TO SELECT

Kermansaravi et al. (2026). Obesity Surgery, 36(3), 1220–1228. https://doi.org/10.1007/s11695-026-08498-4; Stenberg, E., Sundbom, M., Hedberg, S., Ottosson, J., & Näslund, E. (2026). SOARD, 22(7), 707–714.

The risk depends on BMI, comorbidities, funcional status, the 
procedure, and the experience of the center. 
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(INOSD) Iran National Obesity Surgery Database 2026: 
BMI 50–60 vs ≥60

1430
patients

13.1%
BMI ≥60

ICU ↑

30-day mortality ↑

Readmission

Ker mansar avi et al. (2026). Obesity Surgery, 36(3), 1220–1228. https://doi.o rg/ 10.1007/s11695-026-08498-4

In INOSD, ICU admission and 30-day mortality were higher in patients with BMI ≥60, whereas readmission and 
complication rates were similar. Weight loss at 2 years was comparable and subsequently favored the BMI <60 
group.

2-year %TWL

41 vs 37%

After the first year:
weight loss favored the BMI 

<60 group

BMI 50–60 BMI ≥60



The procedures included sleeve gastrectomy, RYGB and one anastomosis gastric bypass. 
OAGB showed the greatest total weight loss at two years, as well higher remission rates 
for type 2 diabetes. 



BMI >50 Vs BMI < 50 
Procedures included: Sleeve gastrectomy, RYGP, 
OAGB







WHY NOT RELY ON A SINGLE POPULATION?

Evidence in BMI ≥60 kg/m² comes from registries with different strengths

INOSD (Iran): extreme-obesity-specific cohort; useful for perioperative and metabolic outcomes.

SOReg: 83,057 patients with a median follow-up of 9.8 years; provides a longitudinal perspective.

MBSAQIP (USA/Canada): large multicenter volume; particularly useful for 30-day outcomes.

Comparing registries improves generalizability, but does not allow us to assume that the populations are 
equivalent.

For extreme BMI: triangulation of evidence > reliance on a single registry.

Fuentes: Kermansaravi, A., et al. (2026). Obesity Surgery, 36(3), 1220–1228. https://doi.org/10.1007/s11695-026-08498-4; Stenberg, E., et al. (2026). Surgery for Obesity and Related Diseases, 22, 707–716. https://doi.org/10.1016/j.soard.2026.03.012; MBSAQIP/ACS.







BMI ≥70: THE EXTREME END OF THE SPECTRUM

230
patients

7%
complications

1%
30-day mortality

Which procedure?

SG RYGB AGB

SG: proposed as the first option
for safety + potential for later conversion

Kamo cka, A., Parmar, C., Ku rzatkowski, K., et al. (2021). SOARD, 17(10), 1732–1738. https://do i.org/10.1016/j.soard.2021.06.002

In patients with BMI ≥70, surgery remains feasible, but procedure selection and anesthesia/ICU infrastructure 
become even more important. SG may serve as a platform for later conversion.

RYGB and SG achieved greater weight loss 
than adjustable gastric banding.



The choice must be individualized



MBSAQIP 2015–2023: DOES LOWERING BMI BEFORE SURGERY HELP?

1,316,050 cases included after exclusion criteria

Preoperative weight loss may 
be an optimization strategy, 
rather than an absolute barrier 
to accessing surgery.

Fuente: Kachmar, M., et al. (2026). Preoperative body mass index reduction and 30-day outcomes after metabolic and bariatric surgery: an MBSAQIP 2015–2023 analysis. Surgery for Obesity and Related Diseases. https://doi.org/10.1016/j.soard.2026.04.005.

Almost 83% achieved a preoperative reduction in BMI. 
6.5% achieved a reduction of >10%.

Preoperative reduction was associated with a lower risk of 
prolonged hospital stay

BMI >60, even a reduction of less than 10% was 
associated with a lower risk of serious complications.

With a reduction of >10%, favorable trends were also 
observed regarding serious complications and readmission





Anesthetic assessment must anticipate difficulties regarding the airway, 
ventilation, and extubation.

Factors associated with a poorer prognosis includes



The goal is to increase physiological reserve, 
not to reach an arbitrary BMI.









PATIENTS WITH BMI > 60. 
SURGICAL CASE

BAGUA IMC 74.mp4

MALE PATIENT, 120 BMI .

FEMALE, 82 BMI 



Risk also depends on the system surrounding the surgeon.



Asses physiological reserve.
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