What don’t we know about sleeve gastrectomy?

'8 MENT: Fp
P, )
. (XTFSO
2RI OB XXIX IFSO World Congress
%,

¥ ‘\\ 1-4 September 2026 | Toronto, Canada

TORONTO/ U6

The Future of Obesity Management:
From Weight Loss to Health Gain

ifs02026.0rg

\\\\VI

d¢l. UNIVERSITY
atss OF TURKU




Disclosures

Employment: University of Turku, Turku University Hospital,
private practice Terveystalo
« Lecture fees: Novo Nordisk, Consultation fees: BD, J&J, GT Metabolics
« Research group leader and PI: , APPAC

 Editor-in-Chief, Scandinavian Journal of Surgery
 Editor, BJS Primary procedures
 Editorial Board Member JAMA Surgery and Surgery
« Data safety monitoring committee: BEST trial, MAGNET-study
* Research grants:

* European Research Council

« Academy of Finland

 Sigrid Jusélius Foundation

« Mary and Georg C. Ehrnrooth foundation

« Government research grant foundation (EVO)

UNIVERSITY ,‘

‘2# uro (iean D~>05EU%'w n - §
%#E OFTURKU SUOMEN AKATEMIA %,S. w”j SLEEVEP 2SS TETVEVSta|0 T‘{KS e e



Major knowledge gaps in sleeve gastrectomy
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Major knowledge gaps in sleeve gastrectomy
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JAMA Surgery 2022; 2022; 157(8):656-666

10-y flowchart w

( 240 patients randomized \
| & LSG (n=121), LRYGB (n=119) /]
121 randomized to LSG group 119 randomized to LRYGB group
121 received intervention as randomized OPERATION 116 received intervention as randomized

1 converted to LSG for poor visibility
2 no surgery
1 liver chirrosis at laparoscopy
1 unsuitable for general anaesthesia

) 4 *
102 completed 10-year follow-up 10-Y FOLLOW- 95 completed 10-year follow-up
19 lost to follow-up Up 24 |ost to follw-up
5 deaths unrelated to intervention 5 deaths unrelated to intervention
14 could not be reached by Overall follow-up%: 14 could not be reached by
telephone or at clinic follow-up 85% telephone or at clinic follow-up
18 converted to LRYGB 1 converted to LSG for poor visibility
14 for GERD 1 converted to long limb RYGB for inadequate weight loss
2 for inadequate weight loss
1 for fistula
1 for sleeve stenosis
4 converted to SADI-S for inadequate weight Gastroscopy-%:
loss 78%
v 4
98 included in weight loss and comorbidity analysis 95 included in weight loss and comorbidity analysis
91 included in post hoc outcome assessment of endoscopic ANALYSIS 85 included in post hoc outcome assessment of endoscopic
examination examination
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1 0 -y fol I OW-U 6"&“‘ Surgery 2022; 2022; 157(8):656—666\‘
weight loss %EWL

Figure 2. Percentage Excess Weight Loss (%EWL) and Percentage Total Weight Loss (%TWL) for All Patients and Individual Patients After
Laparoscopic Sleeve Gastrectomy (LSG) and Laparoscopic Roux-en-Y Gastric Bypass (LRYGB) From Baseline to 10 years

'A| %EWL after LSG and LRYGB from baseline to 10y ' mss
125- . ' , = | LRYGB
100+ i ’
« %EWL mean difference . T—
8.4% sl 111
 NOT equivalent (RCT design) 4
» NO clinically significant | Thve sicebseie,
difference (predefined ol T— ,
equivalence margins) LSG patents 119 111 98

¢ Qs TYKS 2% =



SM-BOSS: 10-year Results

e Sleeve group had significantly higher rates of conversion (30% vs. 5.5%, p < 0.001)
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SM-BOSS: 10-year Results %EBMIL for PP Population
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SM-BOSS: 10-year Results
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SM-BOSS: 10-year Results  Probability of Conversion over time
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10- y per protocol analysis
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SLEEVEPASS 10-y follow-up:

Esophagitis and Barrett’'s esophagus

? of esophagitis was significantly higher after LSG

VS.

Most LA grade A or B, 92.9% LSG and 83.3% LRYGB (p = 0.655)

No difference in the prevalence of Barrett's esophagus (p=0.287)
VS.

All short-segment non-dysplastic Barrett’s esophagus (=intestinal
metaplasia)

Diagnosis: endoscopic finding of susEe_cted Barrett’s _bioBsies taken
form endoscopic findings above the Z-line, confirmation by
histopathology




Optimal patient selection

Optimal patient selection
is based on large data

Large RCT and real-world data Optimal patient selection
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Development and validation of an interpretable machine N @
learning-based calculator for predicting 5-year weight

trajectories after bariatric surgery: a multinational

retrospective cohort SOPHIA study
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Standardized composite endpoint
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Research JAMA Surgery, 2024; 159 (3): 306-14

JAMA Surgery | Original Investigation

Standardized Assessment of Metabolic Bariatric Surgery Outcomes
Secondary Analysis of 2 Randomized Clinical Trials i
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RCTs in MBS

International collaboration:
Individual Patient Data Meta-Analysis
(IPDMA) on T2DM remission
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7/00-800 patients with
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IPDMA: SG vs. RYGB

3100 randomized
patients

800 patients with T2D
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In conclusion:
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Merged SLEEVEPASS and SM-BOSS Study Group

e Switzerland
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