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Portfolio of Endoscopist
A defined role across the continuum of metabolic and bariatric care

01

Primary Endobariatric Therapy

ESG • intragastric balloons • gastric mucosal 
ablation

02

Recurrent Weight Gain After MBS

Revisional endoscopy • R-ESG • 
outlet/pouch revision

03

Complication Management

Leaks • stenosis • marginal ulceration • fistula • bleeding
04

Diagnosis & Surveillance

Pre-op assessment • GERD/Barrett’s surveillance • post-
op evaluation

◉ ↻

✓ ⌕



More Challenging Than Before: Five New 
Problems Key challenges facing the metabolic bariatric endoscopist

1 Alternatives

GLP-1 therapy reshaped the funnel, 
expectations and comparator.

2 OWNERSHIP

Surgeon or gastroenterologist? 
Credentialing and referral politics.

3 SELECTION

Class I obesity, adolescents and 
recurrent weight gain.

4 ALTERED ANATOMY

Revisional endoscopy after sleeve or 
bypass is a different discipline.

5 ECONOMICS

Throughput, suite utilization and device 
cost versus OR time.

◎ ▽
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The Future of Metabolic Bariatric Endoscopy: 5 things that changed

What is driving the field forward?

01
EVIDENCE

Randomized + long-term data established 
ESG.

02 TECHNOLOGY
Smarter suturing platforms → shorter procedures.

03
STANDARDIZATION

Consensus standards define technique and 
indications.

04
PATHWAYS

Training, proctorship and credentialing are 
now structured.

05 DEMAND
Patients increasingly seek non-surgical 
options.





Facts 

Obesity is chronic 
& relapsing 
disease —

monotherapy often 
plateaus by12 

months.

ESG induces 
durable 

restriction &  
motility changes.

AOMs add 
appetite 

suppression & 
metabolic effects.

In a cohort of 216 pt ESG resulted in 

15.9% TBWL at 5 YEARS 

Our experience in cohort 2,366

➢ ESG induced % TBWL 16.6 ±

9.9% At 5 years

Avg time to wt loss plateau 

occurred within 12 months with 

diet vs 24 months in studies with 

AOM



Cons of AOM: Discontinuation rate 

Relative decline in the no. of 

prescriptions of new AOM

Population / Setting Time Horizon Persistence →

Discontinuation

Notes

Obesity (no T2D), mixed GLP-

1s (claims, 2021 starters)

12 mo 32.3% persistent → 67.7% 

discontinued

Semaglutide 47.1% vs 

Liraglutide 19.2% 
persistent

Obesity (no T2D), 

Wegovy/Zepbound (claims, 
2024 starters)

12 mo ~62–63% persistent → ~37–38% 

discontinued

Improved persistence 

vs 2021–2023

Obesity (no T2D), mixed GLP-

1s (claims, 2021–Q1’22)

36 mo 8.1% persistent → 91.9% 

discontinued

Wegovy 14.3% 

persistent at 3y

Overweight/obesity ± T2D 

(EHR, 2018–2023 starters)

12 mo 53.6% discontinued overall 46.5% with T2D vs 

64.8% without

Summary of literature 



The Evolution of ESG 



Position Statement Internationally 

 Wide adoption of ESG

European Society 

IFSO endorsement

2024



Why Combine Therapy? : Pharmacotherapy & ESG
Optimizing Obesity Outcomes

 Durable anatomical impact from ESG

 Provides lasting gastric volume reduction

 Delays gastric emptying to enhance satiety

Metabolic and appetite effects of AOMs

 GLP-1 receptor agonists delivers appetite suppression

How does ESG modify stomach 

anatomy, physiology ?

Gastric scintigraphy 

after a solid meal 

ingestion

Retained solid meal in 

small gastric fundus cap 

after ESGCombined approach targets multiple pathophysiologic pathways

➢ Enhances satiety and boosts insulin secretion



The therapeutic gap GMA is built to fill

ESG

Restrictive only

▪ Reduces gastric volume
▪ Delays gastric emptying 
▪ ghrelin ± ?

▪ durable but moderate TBWL; 
▪ does not address hunger biology

GLP-1 RAs
Peripheral & indefinite

▪ slow gastric emptying, 

▪ stimulate insulin secretion, 
▪ promoting glycemic control 

Bariatric Surgery
Anatomic & hormonal

• Hormonal benefit derives precisely 
from anatomic exclusion of the 
fundus (LSG, RYGB).

Combination therapy is the way to go ESG + GMA 

GMA: Gastric Mucosal Ablation 

Hormonal  

• Destroys ghrelin-producing fundal 

mucosa resulting in reduction of 
ghrelin 

Hormonal & Anatomical approach 



GMA (Gastric Mucosal Ablation) Development of 

the New Treatment Method

 Concept :

Origin: Developed following the widespread use of (ESG) to enhance hunger control 

and long-term outcomes.

Technology: Uses Erbe’s Hybrid-APC and waterjet systems for fundal mucosal 

ablation.

Mechanism: Destroys ghrelin-producing fundal mucosa → ↓ ghrelin secretion → ↓ 

hunger → improved satiety → greater weight loss.

Clinical rationale: Addresses early hunger recurrence and sub-optimal ESG weight loss 

(≈ 17 % TWL vs > 25 % TWL with laparoscopic sleeve gastrectomy).

GMA as an Emerging Endoscopic Solution



How it works ? MOVIVA
Hybrid technology for Endoscopic Gastric Mucosal Ablation
Needle-free, high-pressure and tissue- selective hydrodissection defines tissue planes 
and creates a protective saline cushion

It combines two key functions in one product:

❖Injection of a submucosal fluid cushion that protects deeper tissue layers from 
thermal injury

❖Superficial thermal ablation of the mucosa using argon plasma coagulation (APC)



GMA: The Safety with Elevation 



T H E  Q U E S T I O N  N O B O D Y  P U T S  O N  A  S L I D E

WHO OWNS THE ENDOSCOPIC PATIENT ?

And does that person have a stake in the answer?

S U RG IC AL  L EN S Risk: minimally invasive endoscopic 

options may be under-discussed.

E N DOS COP IC  LE N S Risk: escalation to surgery may be 

delayed or framed as failure.

PATIENT

ONE
DECISION

HUB

One clinician.

Three modalities.

One longitudinal plan.

ESG Less invasive

SLEEVE Escalation option

BYPASS Escalation option

Credential by competence — not department

Consent covers the full treatment spectrum

Escalation is a clinical decision — not a referralThe goal is not “ownership.”  It is a treatment recommendation that survives the question:

“Would you recommend the same option if you could 

perform all three?”

Evidence anchor: ASGE position statement supports multidisciplinary obesity care and competence across 

endoscopic/surgical options; ASGE–ESGE 2024 guideline places EBMT within evidence-based obesity treatment.

ASGE 2015ASGE 2015 ASGE–ESGE 2024ASGE–ESGE 2024

https://www.asge.org/home/resources/publications/guidelines/2015_position_statement_endoscopic_bariatric_therapies
https://www.asge.org/home/resources/publications/guidelines/2015_position_statement_endoscopic_bariatric_therapies
https://pubmed.ncbi.nlm.nih.gov/38639680/
https://pubmed.ncbi.nlm.nih.gov/38639680/
https://pubmed.ncbi.nlm.nih.gov/38639680/
https://pubmed.ncbi.nlm.nih.gov/38639680/


Can be performed by both 

Gastroenterologist & Bariatric Surgeons 
2022



HOW A HIGH-VOLUME CENTER ABSORBS THE ROLE
One coordinated pathway—from intake to outcomes

1

SINGLE INTAKE

One assessment

One program

Not one procedure

2

ONE MDT

Shared nutrition,

psychology, 

endocrine
and anaesthetic 

care

3

STRATIFY

Match treatment 

to

phenotype, BMI,
anatomy and goals

4

ESCALATE

Medication → ESG 

→

surgery, using
predefined criteria

5

ONE REGISTRY

All modalities 

enter

one outcomes 
dataset

with common 
definitions

High-volume care succeeds through coordination, clear escalation and shared 

outcomes.



A single high-volume center running endoscopic, surgical and medical programs in parallel .

278
adolescents

One of the largest published paediatric & 

adolescent ESG series worldwide

126
patients

Single-center cohort of redo ESG for 

recurrent weight gain after primary ESG 

ESG combined with gastric 

mucosal ablation

Our experience — Riyadh

~5000 
Primary ESG 



Our Publications



ESG vs. LSG

Alqahtani, et al.



Long term Durability: Our institution

➢ %TWL

➢ At 2 years 16.0 ± 7.8% 

➢ At 3 years 14.1 ± 7.9%

➢ At 4 years 18.4 ± 15.3%

➢ At 5 years 16.6 ± 9.9%

➢ At 10 years 15.3 %

N = 5000

n=2264

N = 340



Long term durability extending upto 10 years 

 ESG has proven to show sustainable and effective weight loss at ≥ 5 years 

extending up to 10 years .

N=15,714

At 5 years,  %EWL approximately 

reached 45.3 and 15.9% of TBWL.

At 10 years, mean TBWL was 15.8%  & 83% & 70% of 

patients maintained 5 and 10 %TBWL, respectively

N=404

At 10 years, 44, 10.9% had endoscopic 

revision via retightening or resuturing.

N=340

At 10 years %TWL was 

15.3 in our cohort. 



O P E R A T O R   •   0 1

The ESG learning curve

ESG is a technically demanding endoscopic procedure — distinct from any skill set acquired during standard GI or bariatric training.

K E Y  I N S I G H T

The curve is real — but it 
is finite, predictable, and 
shorter than most 
prospective operators 
believe.

 3 learning curves 

 1st is learning the scope for those who are not endoscopists. 

 2nd is the learning curve of the suturing system. The trainee should attain 

competence in loading and unloading until it becomes cognitively intuitive, 

along with tissue feeling. 

 3rd  is for the trainee to apply the sutures in place in an appropriate pattern 

& symmetrical manner (which is the most difficult one and critical in 

determining the outcome). 



Didactic Education 
Knowledge is the foundation. Competence begins here



Dry Lab

How to master the procedure ?



Animal (wet lab) 
How to master the procedure ?



Conclusion 
•Easier than ever: better devices, standardized techniques, stronger evidence, clearer training pathways, and 

established ESG outcomes. 

•More challenging than ever: expanding AOMs, more treatment choices, combination therapy, revisional 

procedures, and increasingly complex patient selection. 

•High-volume centers break down the silos: medical therapy, endoscopy, and surgery function as a 

continuum—not competing programs. 

•Competence must extend beyond the procedure: understand obesity biology, pharmacotherapy, surgical 
options, complications, and when to escalate. 
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