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Review > JAMA. 2020 Sep 1;324(9):879-887. doi: 10.1001/jama.2020.12567.

Benefits and Risks of Bariatric Surgery in Adults: A
ke

Review Observations: There are approximately 252 000 bariatric procedures (per 2018 numbers) performed
each year in the US, of which an estimated 15% are revisions. The 1991 National Institutes of Health
guidelines recommended consideration of bariatric surgery in patients with a body mass index

Affiliations + expand (calculated as weight in kilograms divided by height in meters squared) of 40 or higher or 35 or higher
PMID: 32870301 DOI: 10.1001/jama.2020.12567 with seriniis nhesitv-related comaorhidities These aiidelines are still widelv 11sed: however there is

David E Arterburn 1, Dana A Telem 2, Robert F Kushner 2, Anita P Courcoulas 4

Review > Surg Obes Relat Dis. 2024 May;20(5):425-431. doi: 10.1016/j.soard.2024.01.012.
Epub 2024 Feb 1.

Results: Compared with 2021, the total number of MBS performed in 2022 increased from
approximately 262,893 to 280,000. The sleeve gastrectomy (SG) continues to be the most commonly
performed procedure. The gastric bypass procedure trend remained relatively stable. The percentage
of revision procedures and biliopancreatic diversion with duodenal switch procedures increased
slightly. Intragastric balloon placement increased from the previous year. Endoscopic sleeve

American Society for Metabolic and Bariatric Surgery
2022 estimate of metabolic and bariatric procedures

performed in the United States | gastroplasty increased in numbers.
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A M R 5 michard M Pet 7 Teresa LaMasters ® Wavne J English ? | Conclusions: There was a 6.5% increase in MBS volume from 2021 to 2022 and a 41% increase from
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2020, which demonstrates a recovery from the COVID-19 pandemic. SG continues to be the most
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dominant MBS procedure.
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> Obes Surg. 2023 Mar;33(3):930-937. doi: 10.1007/s11695-022-06435-9. Epub 2023 Jan 24.

Evolution of Bariatric Surgery in Italy in the Last 11
Years: Data from the SICOB Yearly National Survey

Paolo Gentileschi 7 2, Bruno Sensi ¢, Leandro Siragusa ', Roberto Sorge 4, Eliana Rispoli 5,
Luigi Angrisani ®, Elisa Galfrascoli 7, Emanuela Bianciardi &, Maria Paola Giusti 7,
Maurizio De Luca 2, Marco Antonio Zappa ’ ; SICOB Survey Collaborative Group
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PMID: 36690866 PMCID: PMC9871429 DOI: 10.1007/s11695-022-06435-9
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Results: Median response rate was 92%. AGB declined from 36% of procedures in 2011 to 5% in 2021

(p < 0.0001). SG increased from 30% in 2011 to 55% in 2021 (p < 0.0001). RYGB declined from 25 to
12% of procedures (p < 0.0001). OAGB rose from 0% of procedures in 2011 to 15% in 2021 (p <
0.0007). BPD underwent decrease from 6.2 to 0.2% in 2011 and 2021, respectively (p < 0.0001). Main
non-malabsorptive procedures significantly decreased while overall bypass procedures remained

stable. There were significant differences among regions in performance of SG, RYGB, and OAGB.

Conclusions: BS in Italy evolved significantly during the past 10 years. AGB underwent a decline, as
did BPD and GP which are disappearing and RYGB which is giving way to OAGB. The latter is rising
and is the second most-performed procedure after SG which has been confirmed as the preferred
procedure by Italian bariatric surgeons.
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Centro di Centro

CRITERI . Centro Affiliato
Eccellenza Accreditato
Il centro segue i criteri di selezione dei pazienti (PDTA formalizzato) Sl Sl Sl
Il centro inserisce la sua casistica nel Registro Nazionale SICOB Sl il Sl
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Il centro ha un volume minimo di Re-Do surgery Annuo 15
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> World J Emerg Surg. 2020 Jan 6;15(1):2. doi: 10.1186/s13017-019-0281-y.

The Operaiive manapement in Basiatric Acife Table 6 Common intra-operative findings in bariatric patients

abdomen (OBA) Survey: long-term complications of MOTIVI'CHE'PORTAND 1L PAZIENTE IN'GAT & onswers %

bariatric surgery and the emergency surgeon's point

af view '”tﬁﬂfﬁf)&"fnnm IN URGENZA 58/117 495
49/117 418
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Table 1 Type of bariatric surgery previously undergone by
patient presenting with acute abdominal pain 4.2
Type of bariatric surgery Number of answers % “ pre 34
cl s AGI11T 0.5 hinale )
Conclusions: The aim of this WSES web survey was to highlight the current management of patlents Vescente (085
previously submitted to bariatric surgical procedures by ES.
ostoperative bariatric surgery complications. CT scan with oral intestinal opacification may be 0.85
useful in making a diagnosis if carefully interpreted by the radiologist and the surgeon. In case of | 7 pir
“inconclusive clinical and radiological findings, when symptoms fail to improve, surgical exploration
for bariatric patients presenting acute abdominal pain, by laparoscopy if expertise is available, is Leakm[zj . 17117 0.85
mar_ld?_tory |n_the first 12-24 h, to have good outcomes and de_crease morbldlity rate. _ ChO|EC},’5’[i’[iS 1/117 0.85
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> Surg Obes Relat Dis. 2020 Oct;16(10):1483-1489. doi: 10.1016/j.soard.2020.05.023.

Epub 2020 May 28.

Table 3

Multivariable forward logistic regression models demonstrating associations of variables with emergency department visits

after laparoscopic bariatric surgery, laparoscopic sleeve gastrectomy, and laparoscopic Roux-en-Y gastric bypass

Multivariable forward logistic regression model

Predictors of postoperative emergency department L 2ORGeE)
o o . . 5 Total LSG LRYGB
visits after lanarosconic bariatric surgerv = WFCTEPET
Shravan Leonard- 86 (.84—.88)*
.80 (.74-.806)*

Affiliations + ex
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Results: Of 276,07
18,088 (6.6%) wer:
Multivariable forw
95% Cl, 21.30-23.2
infection (AOR, 7.2
.001), and surgical

Conclusions: Post
laparoscopic barie
decrease postopel

Table 2
Perioperative facto
laparoscopic Roux

Operative factors
Procedure type
LSG
LRYGB
Revision/conversic
Drain placement d
Operation length, 1
Length of stay, d
Postoperative com
o Treatment for dehy
@ Surgical site infect
VTE
Pneumonia
UTI

@ Reintervention within 30 d

@Wound disruption

THE USUAL

ef ACTORS

1063 (.4%) 286 (1.6%) Reintervention within 30 d 1.80 (1.63-2.00)* 1.92 (1.65-2.24)*

1.39 (1.29-1.49)*
1.28 (1.18-1.40)*

1.36 (1.18-1.57)%
1.17 (1.10-1.23)*

1.25 (1.14-1.37)%

1.38 (1.20-1.58)*

1.40 (1.17-1.69)*

16.33 (15.19-17.56)*
3.31 (2.85-3.84)*
2.29 (1.77-2.96)*
2.06 (1.52-2.79)*

1.76 (1.55-2.01)*

439 (.2%) 129 (.7%) <.001 Wound disruption 4.63 (3.09-6.96)* 7.80 (4.64-13.13)* 2.68 (1.44-4.98)*
561 (.2%) 386 (2.1%) <.001
2645 (1.0%) §34 (4.6%) =.001 AOR = adjusted odds ratio; LSG = laparoscopic sleeve gastrectomy; LRYGB = laparoscopic Roux-en-Y gastric bypass;

109 (.0%) 44 (.2%) =.001

ED = emergency department; LSG = laparoscopic sleeve gastrectomy; LRYGB = laparoscopic Roux-en-Y gastric
bypass; VTE = venous thromboembolism; UTI = urinary tract infection.
Data are presented as counts or means with percentages or standard deviations, as appropriate.

Blank cells = variable was not selected by that particular model.
%P <05,

BMI = body mass index; ASA = American Society of Anesthesiologists class; GERD = gastroesophageal reflux disease;
T2D = type 2 diabetes; IDT2D = insulin-dependent type 2diabetes; NIDT2D = noninsulin-dependent type 2 diabetes;
COPD = chronic obstructive pulmonary disease; VTE = venous thromboembolism; UTI = urinary tract infection.



Practice Guideline > World J Emerg Surg. 2022 Sep 27;17(1):51.
doi: 10.1186/s13017-022-00452-w.

Operative management of acute abdomen after
bariatric surgery in the emergency setting: the OBA
guidelines
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Acute abdominal pain
fever, tachycardia, tachypnea follo-
wing SG/RYGB

* Fluid resuscitation

* Empiric broad spectrum antibiotic
therapy +/- antifungals in the pre-
sence of sign of septic shock, im-
munodepression, recent and pro-
longed antibiotic therapy

* Electrolytes abnormalitics correc-
tion

« CBC
+ CRP
» procalcitonin
» serum lactate

+ serum clectrolytes
= serum creatinine
+ liver function tests

ntrast enhanced-CT with oral con-

+ blood gas analysis
= serum albumine

~gastric ulcer (SG)
-marginal ulcer (RYGB)
-gastric remnant (RY GB)
-staple line (SG)

7

angiography and embolisa-
tion in selected cases

ENDOSCOPY
in stable patients
expertise is required for good
outcomes

: L trast
* Vit B12 administration
» LMWH as soon as possible /
BLEEDING OCCLUSION

-internal hernia (RYGB)
-(3) stenosis (RYGB)
-gastric stenosis (SG)
-intussusception
-adhesions (SG-RYGB)
-volvulus, kinking 11
(RYGB)

-bezoar (RYGB)

\_ NEGATIVE RESULTS
\ persisting acule abdominal pain

LAPAROSCOPY

\ in patients with hemodynamic stability

explore all the anastomosis and the gastric
remnant

explore all internal hernia spaces (Petersen
hernia defect. jejunojejunostomy mesenteric
defect, transverse mesocolon defect)

start the exploration distal from the dilated
loops,

in case of perforated gastric/GJ ulcer: suture
and omental patch

if refractory marginal ulcer, evaluate revision
of GI

if GI-1J stenosis, volvulus, kinking: evaluate
the resection and anastomosis in hemodynam-
ic stable patients

in case of ongoing GI bleeding, an intraopera-
tive endoscopic assessment is required

and alarming clinical signs

PERITONITIS
- perforated ulcer (gastric
sleeve, GJI, 1)
- duodenal perforation
- intestinal/gastric/bowel per-
foration
- small bowel ischemia

LAPAROTOMY
in all patients with hemody-
nramic instability, non re-
sponders to fluid resuscitation

\

Damage control surgery -
Open Abdomen

Planned re-laparotomy

1 in selected cases, severe genera-
i lised peritonitis, extensive bo- i
: wel ischemia, massive hemope-
: ritoneum

L T T T T T T E T TP T T PO PP TTT PP

Fig. 1 Decision making algorithm for the management of acute abdomen after bariatric surgery. SG: sleeve gastrectomy, RYGE: Roux en Y gastric
bypass; GJ: gastrojejunostomy; Lk jejunojenostomy; LMWH: low molecular weight heparin; CBC: complete blood count cells; Gl: gastrointestinal; CT:

computed tomography




Review > Ann R Coll Surg Engl. 200
Epub 2009 Apr 2.

Complications of bari
emergency managem

Specialist bariatric management
S J W Monkhouse 1, J D T Morgan, SA I

options
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PMID: 19344551 PMCID: PMC2749388 o : ‘ i Band revision or replacement;

conversion to alternative bariatric

| procedure

Endoscopic stent, re-operation

1  with resection and re-anastomosis

Removal of band. Conversion to

alternative procedure

Balloon dilatation; emergency
laparotomy; revisional bariatric

surgery

Cautious re-fills; band removal
and conversion to alternative

procedure

Specialist endoscopy;

consideration of laparotomy

Out-patient bariatric follow-up
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CONCLUSIONS

Obesity is the pathology within pathologies and needs a
multidisciplinary approach to bring the patient to the
surgical procedure only at the end of a proper diagnostic
course.

The patient undergoing bariatric surgery have both short-
term and long-term complications.

The lack of ubiquity of accredited bariatric centers with
emergency department availability often delivers these
patients to the emergency surgeon.

The clinical approach to Bariatric Acute Abdomen is not
easy.

Only a multidisciplinary approach, including the bariatric

surgeon, allows proper management of thwa ﬁtkg

with long-term complication.
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