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SCIENTIFIC SESSIONS

O.001 Sleeve Gastrectomy in Type 2 Diabetic Obese Patients

PRESENTER: M. Berry1

Co-authors: P. Lamoza1, L. Urrutia1, R. Lahsen1, A. Bustos1, M. Schulz1

1Clinica Las Condes, Unit of Bariatric and Metabolic Surgery, Santiago-Chile

Introduction: We report our results in terms of type 2 diabetes (T2DM) control in

obese patients after laparoscopic sleeve gastrectomy (LSG), analyzing the of

excess weight loss percentage (EWL%), metabolic performance after surgery,

and morbimortality.

Methods: Aprospective series of obese,well-controlled T2DMpatients underwent

LSG consecutively between April 2006 and December 2012.

Results: 70 patients, 42 male and 28 female, mean age 50 years (24–70),

were operated upon and underwent follow-up for a mean of 22,1 months (3–

46). Mean preoperative BMI versus follow-up BMI were 36.22(30.2-51) and

27.92 (21.3-35), respectively, and the mean EWL% was 77.53%. Mean pre-

operative fasting glucose levels and HbA1C decreased from 147,28mg% (84–

250) to 94,35mg% (70–120) and from 7.0 % (5.2-11.6) to 5.78% (5.3-6.9),

respectively. At follow-up, 89% of patients did not require further oral treat-

ment for diabetes, while 11% witnessed a significant decrease in dosage of

medication and/or were being progressively tapered off of medication. There

were no onversions. Two patients (4%) presented postoperative morbidity:

one presented a haemoperitoneum and another presented a peri-gastric

haematoma – both were managed non-operatively. There was no mortality

in this series.

Discussion: LSG is a safe and an effective treatment for mild and well controlled

T2DMpatients, achieving very good metabolic control. Further follow-up is nec-

essary to evaluate long term results and may provide valuable information in

optimizing patient selection for this procedure.

O.002 Gastric Bypass as a Treatment for Type 2 Diabetes Mellitus and

Associated Co-morbidities: The DiaSurg 2 Trial

PRESENTER: B. Müller1

1Heidelberg University, Department of Surgery, Heidelberg-Germany

Introduction: Early remission of type 2 diabetes mellitus (T2DM) was

found after bariatric surgery with laparoscopic Roux-Y gastric bypass

(RYGB) for morbidly obese patients independently from weight-loss.

Consequently, the indication of RYGB is shifting towards T2DM in mildly

obese patients. In the DiaSurg 1 trial, 20 patients with T2DM and BMI 25–35 Kg/m2

receivedRYGB in a cohort study and showed significantly improvedHbA1c, BMI as

well as neuropathy scores 6 months postoperatively. Randomized controlled trials

are now needed to provide clear evidence for the role of surgery for the treatment of

T2DM.

Methods: The DiaSurg 2 trial is amulticenter, randomized controlled trial with a

two-group parallel design and a composite time-to-event endpoint for morbid-

ity and mortality from diabetes-associated diseases. 400 patients with BMI 26–

35 Kg/m2 aged 18–65 will be randomized to receive either RYGB or optimal

medical care according to national treatment guidelines for T2DM with a

follow-up of 8 years.

Conclusion: The DiaSurg 2 trial will provide long-term data on the associated

morbidity and mortality in patients with insulin-dependent T2DM comparing

RYGB with standard medical care.

O.003 Laparoscopic Sleeve Gastrectomy Versus Gastric Bypass for the

Treatment of Type 2 Diabetes Mellitus: The Role of Interleukin-1b

Dependent Mechanisms

PRESENTER: W. Lee1

Co-authors: C. Chen2, J. Chen3, K. Ser3

1Min-Sheng General Hospital, National Taiwan University, Surgery, Taoyuan-

Taiwan
2Taipei Veterans General Hospital, Medicine, Taipei-Taiwan
3Min-Sheng General Hospital, Surgery, Taoyuan-Taiwan

Background: To compare endocrine, metabolic, and inflammatory changes

induced by laparoscopic sleeve gastrectomy (LSG) and laparoscopic gas-

tric bypass (LGB) in type 2 diabetes mellitus (T2DM) patients with BMI

< 35 kg/m2, and to investigate the mechanisms of success after metabolic

surgery.

Methods: Sixteen LSG and 16 LGB patients were followed up before and at 1

year after surgery. The 75-g oral glucose tolerance test (OGTT) was performed

before and after surgery. Glucose homeostasis, serum interleukin-1b, plasma gut

hormones and adipokines, and the United Kingdom Prospective Diabetes Study

(UKPDS) ten-year cardiovascular risks were evaluated.

Results: The diabetes remission rate (HbA1c < 6.5%) was significantly higher

in LGB than LSG (100% vs. 50%). Insulinogenic index was enhanced and

serum interleukin-1b was reduced in patients with their T2DM remission after

surgery. Logistic regression analysis confirmed that insulinogenic index and

interleukin-1b, not insulin resistance, were the factors determining the suc-

cess of diabetes remission after metabolic surgeries. LGB and LSG

significantly reduced the ten-year risk of coronary heart disease and fatal

coronary heart disease in T2DM patients after surgery, while LGB had

the additional benefit of reduced stroke risk.

Conclusion: Human diabetes remission after metabolic surgery is through

insulin secretion and interleukin-1b dependent mechanisms. LGB is superior

to LSG in cardiocerebral risk reduction in Asian non-morbidly obese T2DM

patients.
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O.004 Diabetes Remission Rates After Bariatric Surgery

PRESENTER: T. Meile1

Co-authors: M. Feilitzsch1, J. Lange1, J. Klimek1, A. Königsrainer1, M.

Zdichavsky1

1University Hospital Tübingen, Department of General, Visceral and

Transplant Surgery, 3-Germany

Introduction: Influences of bariatric surgery on diabetic remission rates are still

discussed controversial.

Method: We analyzed our institutional bariatric surgery database for

patients with diabetes (DM). Weight, BMI, medication, insulin requirement

and Hb1c level were evaluated in patients after sleeve gastrectomy

(LSG) and laparoscopy roux-y gastric bypass (LRY). Maximum follow-

up is 3 years. Remission of DM was defined as HbA1c level below 6.2%

and no antidiabetic medication.

Results: Preoperatively HbA1c levels in LSG patients (n=89) were signif-

icantly lower than the LRY group (n=49) (7.1% vs. 8.2%). After up to 3

year follow-up there is no significant difference in mean HbA1c level, 3

years postoperatively 69% of LSG patients reach HbA1c levels below

6.2% and 50% of LRY patients. Preoperatively 28% of LSG patients and

47% of LRY patients were insulin dependent using mean cumulated

insulin doses of 85 IU and 130 IU. After 3 years of follow-up none of

the patients was still insulin dependent. LSG patients reached complete

diabetes remission (DR) in 73% of the cases 3 years after surgery and

LRY patients reached DR in 50% of the cases.

Summery: DR rates after bariatric surgery are high. Our data are not able to

show any superiority of LRY over LSG.
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O.005 Early Results of Metabolic Surgeries in Patients with BMI<35 at a Rural

Indian Hospital

PRESENTER: I. Mohamed1

Co-authors: M. Rajagopal1, S. Mohammed1, H. Ansari1

1Moulana Hospital, Surgery, Perinthalmanna-India

Aim: To assess and compare the results of four surgeries- Laparoscopic

sleeve gastrectomy (LSG) , LSG+ Diverted ileal interposition and LSG +

Duodeno jejunal bypass,in the control of type II diabetes mellitus.

Method: In a prospectively controlled trial 50 patients suffering from Type

II diabetes mellitus were subjected to one of the four metabolic surger-

ies. The trial was registered at the national clinical trial registry of India

(CTRI/2010/091/002938). The patients were selected for the surgery

after preoperative special investigations like serum C-peptide, serum

Insulin, Anti-islet cell antibody, Anti GADA antibody, bA1c. Only patients

with BMI<35 were included in the study.

Results: Out of the 50 patients 35 patients (70%), were off diabetic medica-

tions, 8 patients (17%) were on decreased dose of insulin, 5 patients (10%)

were on oral hypoglycemic and in 2 patients there was no response after the

surgery. Out of 15 patients with more than one year follow-up 10patients

(66.5%) were on remission.

Conclusion: Our preliminary observations demonstrated the feasibility, safety,

and efficacy of these novel surgical procedures in type 2 diabetes. Further

long-term data from more patients are necessary to confirm these findings.

O.006 Impact of Laparoscopic Sleeve Gastrectomy on Type 2 Diabetes

Mellitus in Patients with BMI 30–35 Kg/m2

PRESENTER: A. Wahal1

Co-authors: S. Aggarwal1, R. Khadgawat2, R. Yadav3

1All India Institute of Medical Sciences (AIIMS), Surgical Disciplines, New

Delhi-India
2All India Institute of Medical Sciences (AIIMS), Endocrinology, New Delhi-India
3All India Institute of Medical Sciences (AIIMS), Physiology, New Delhi-India

Introduction: Excellent results of Laparoscopic Sleeve Gastrectomy (LSG)

in morbidly obese patients with Type 2 diabetes mellitus have prompted

studies on its use in patients with BMI 30–35 Kg/m2.

Methods: 10 patients with BMI 30–35 kg/m2 and T2DM underwent LSG.

The primary endpoints included impact on diabetic medication, fasting

plasma glucose and glycated hemoglobin at 3 months. Secondary out-

comes included weight loss, changes in plasma insulin secretion, insulin

resistance and beta cell function. Gastric emptying time, fasting and

post meal GLP1 and Leptin levels were measured before and at 3

months after surgery.

Results: The mean pre operative BMI was 33.6 ± 1.5 kg/m2. Six patients

were on oral hypoglycemic agents (OHA) and four were on insulin as

well as OHA. At 3-months follow-up, all 6 patients on OHA were off any

anti-diabetic medication. Insulin could be stopped in all four patients.

Remission of diabetes, defined as glycated hemoglobin (HbA1C) <

6.5% and Fasting Plasma Glucose (FPG) <126mg/dl with complete stop-

page of diabetic medication, was seen in 4 patients. The changes in the

meal stimulated plasma insulin at 30 minutes correlated well with an

associated increased meal stimulated plasma GLP1. Median fasting lep-

tin levels reduced from 34.17 ng/ml to 11.03 ng/ml. Mean gastric emp-

tying time decreased from 34 to 22.2 min.

Conclusion: LSG led to profound impact on diabetes in all patients with BMI

30–35 Kg/m2. Faster gastric emptying, increased meal stimulated GLP1 and

decreased leptin could be the possible mechanisms apart from weight loss

contributing to remission/improvement of T2DM.

O.007 Predicting Factors of Remission in Patients with Type 2 Diabetes

and Body Mass Index Between 25 and 35 Kg/mt2 After Gastric

Bypass

PRESENTER: E. Lanzarini1

Co-authors: J. Molina1, I. Lara1, P. Cuevas1, M. Musleh1, K. Papapietro2, V.

Araya3, L. Gutierrez1, A. Csendes1

1University of Chile Clinical Hospital, Surgery, Santiago-Chile
2University of Chile Clinical Hospital, Nutrition, Santiago-Chile
3University of Chile Clinical Hospital, Endocrinology, Santiago-Chile

Introduction: Different surgical groups have conducted research to assess the

effectiveness, risks and benefits of surgical treatment in type 2 diabetic pa-

tients. It is essential to identify preoperative clinical factors that are associated

with better outcomes. The objective of this study is to identify predictors of

remission of the disease in patients undergoing gastric bypass.

Methodology: This prospective study included 48 patients with type 2 dia-

betes with BMI between 25 and 35 Kg/mt2 undergoing laparoscopic gastric

bypass for diabetes management as a research protocol, with up to two

years of follow up. Remission was defined as fasting blood glucose less

than 100 mg / dl, glycosylated hemoglobin less than 6.0% and no use of

oral hypoglycemic agents or insulin. We divided the patients into two

groups: Group A that meets criteria for remission and Group B that did

not meet criteria for remission at 2 years of surgery. To identify predictors of

remission we analyzed age, duration of diabetes, BMI, C-peptide and

glycated hemoglobin preoperatively. Wilcoxon T Student statistical tests

were performed to compare both groups (significance p <0.05), and a

bivariate and multivariate logistic regression analysis (confidence interval

of 95%).

Results: At 2 year follow-up, 36 patients achieved remission (Group A) and12

patients did not achieve remission (Group B), 75% and 25% respectively. The

average age forGroupAwas 49.1± 8.1 and for Group B 55.4 ± 5.4 years (p =

0.008), BMI Kg/mt2 31.2 and 27.3 (p = 0.002), glycosylated hemoglobin

7.6 ± 1.9 and 8.6 ± 2.0% (p = 0.07), C-peptide 2.8 ± 1.0 and 3.5 ± 1.5

ng / ml (p = 0.06) and the duration of diabetes 4.6 ± 3.1 and 8.1 ± 3.5

years (0.001) respectively. Age less than or equal to 50 years OR 6.3

(0.89 to 44.78), higher preoperative BMI OR 1.3 (0.99 to 1.72) and

shorter evolution of diabetes OR 0.8 (0.62 to 1.06) were associated with

greater likelihood of remission.

Conclusion: Predictors of remission of type 2 diabetes Mellitus in patients

undergoing gastric bypass identified in our study are the shortest duration of

diabetes, younger age and a higher BMI preoperatively.

O.008 The Effect of Duodenojejunal Bypass for Korean T2DM Patients Below

BMI 25 Kg/m2: One Year Follow Up

PRESENTER: Y. Heo2

Co-authors: M. Cho1, J. Ahn2, S. Shin2, Y. Lee1

1Inha University, Family Medicine, Incheon-Korea, South
2Inha University, General Surgery, Incheon-Korea, South

Introduction: The goals of this study are to evaluate the effect of

duodenojejunal bypass (DJB) for T2DM patients below BMI 25 kg/m2 in a

one year follow up. DJB is a type of metabolic surgery especially proposed for

T2DM patients with lower BMI. In Asia, T2DM patients with low BMI are more

common compared with western countries.

OBES SURG (2013) 23:1017–1243 1019



Methods: In this prospective observational study, there were 31 type 2 diabetic

patients who underwent duodenojejunal bypass at Inha University Hospital

from July 2009 to January 2011. We did laboratories such as 75g oral glucose

tolerance test, Insulin level and HbA1C, etc. The criteria for evalustion of the

effect of DJB: remission is below HbA1C less than 6.0 without medication;

improvement is below HbA1C less than 7.0 without medicaiton or HbA1c less

than 6.5 with reduced medication.

Results: A total of 31 patients (19 men and 12 women) were included. Mean

BMI was 23.1 ± 1.3 kg/m2 and the mean duration of T2DM was 8.3 ± 4.7 years.

There was a significant decrease of 75g OGTT levels, increase insulin secre-

tion which is not significant comparing preoperative levels with levels of 12

months follow-up. 13.3% showed diabetic remission and 26.7% diabetic im-

provement. The rates of remission and improvement much declined compar-

ing with that of postoperative 1 week although those were determined by

fasting and posttprandial 2 hour level of glucose. The patient’s age is related

to post-surgery remission and improvements. All glucose levels of OGTTafter

DJB were lowered compared wtih those of preopertive. As for insulin levels,

they were much decreased a week after DJB and much increased at 3 months

and 12 months.

Conclusions: Early effects on T2DM after DJB could be estimated as one of

good modalities. The rate of improvement was decreaing with time passing.

Although the effectiveness seems to be unacceptable, change of OGTT and

insulin level after DJB suggest that DJB has some positive effect on beta cell

function in T2DM patients with T2DM.

O.009 Metabolic Surgery ABCD Score: Predisting the Success of Surgical

Treatment Diabetes

PRESENTER: W. Lee1

Co-authors: K. Hur2, S. Wong3, T. Sung4, M. Lakadawala5, K. Kasama6, M.

Lee7, K. Lee8, S. Chen1

1Min-Sheng General Hospital, Surgery, Taoyuan-Taiwan
2Soongchunhyang University Hospital, Surgery, -Korea, South
3Prince of Wales Hospital, Surgery, -Hong Kong
4Chiayi Christian Hospital, Surgery, -Taiwan
5Saifee Hospital, Surgery, -India
6Yotsuya Medical Cube, Surgery, -Japan
7China Medical University Hospital, Surgery, -Taiwan
8National Cheng-Kung University Hospital, Surgery, -Taiwan

Background: We had proposed a simple multidimensional grading system,

Age, BMI, C-peptide and Duration of DM (ABCD) Score, can predict the

success of DM by gastric bypass surgery. However, there has a space for

improvement.

Methods: We used a new ABCD score to evaluate the remission of DM in a

prospective collected cohort of 319 patients.

Age, Body-Mass Index, C-peptide and Duration of diabetes (ABGD)
score

Variable Points on ABCD score

0 1 2 3

Age < 40 ≥ 40

BMI (kg/m2) < 27 27 -34.9 35-41.9 ≥ 42

C-peptide (ng/ml) < 2 2 - 2.9 – 4.9 ≥ 5

Duration of DM (years) > 8 4 - 8 1 - 3.9 < 1

Results: There were 192 DM remissions among the 319 patients (60.2%) in

the first year and 41 out of 57 (71.9%) at the 3rd year. Patients with their T2DM

remission after surgery had a higher ABCD score than those without (8 ± 4 vs.

4 ± 4, p< 0.05). Patients with higher ABCD score were also at higher rate of

success in T2DM remission (from 0%, 15.6%, 28.9%, 40.8%, 64.5%, 66.7%,

69%, 76.5%, 95.6%, 100%, 100% in score 0 to 10). Metabolic surgery should

be recommended only for patients with ABCD score more than 3.

Conclusions: The ABCD Metabolic Surgery Score, a simple multidimensional

grading system can predict the success of T2DM treatment by bariatric sur-

gery.

O.010 A Comparison of Bariatric Surgery with Medical Therapy in Obese

Type II Diabetic Patients –A Meta Analysis

PRESENTER: S. Chakravartty1

Co-authors: B. Murgatroyd1, D. Sarma1, A. Patel1

1King’s College Hospital NHS Foundation Trust, Department of Surgery,

London-United Kingdom

Introduction: Bariatric surgery helps in improving and achieving remission of

type 2 diabetes but its exact role in the treatment of diabetes is still not clear. In

this study a systematic review and meta analysis was performed comparing

bariatric surgery to intensive medical therapy in patients with type 2 diabetes

mellitus to define the role of surgery in the treatment of diabetes.

Methods: A systematic search was performed to identify all randomized

controlled trials (RCT) comparing any form of bariatric surgery with best

available medical treatment for diabetes. Eligibility criteria included stud-

ies with well defined terms for remission of diabetes; best available

medical therapy and a minimum follow up of 1 year. The primary out-

come was assessment of remission and control of diabetes.

Results: Eligible studies included 3 RCTs comparing 170 patients in the surgi-

cal arm to 100 patients in the medical arm. The remission rate of 57% after

surgery was significantly better than 12.6% seen after medical treatment

(p<0.001, Odds ratio: 16). The decrease in HBa1c levels was found to signif-

icantly more in the surgical arms (2.7% vs 0.92%, p<0.01). Total triglyceride

(53% vs 20%, p=0.03) and HDL (24% vs 7.3%; p<0.01) levels were also

significantly improved in the surgical arms.

Conclusion: Bariatric surgery offers the opportunity of a better chance of

remission and control of diabetes and improvement in lipid profile compared

to the best available medical therapy and should be considered as an effective

treatment option early in the course of type 2 diabetes in morbidly obese

patients for best results.

O.011 Impact of Anastomosis Type on the Remission for Non-obese Type 2

Diabetes Patients After Subtotal Gastrectomy

PRESENTER: S. Park1

Co-author: R. Rosenthal2

1Korea University College of Medicine Surgery Seoul-Korea, South
2Minimally Invasive Surgery and The Bariatric and Metabolic Institute, Cleveland

Clinic Florida General Surgery Weston-United States

Introduction: To reveal the duodenal switch effect of the reconstruction method,

we investigated the remission rates of type 2 diabetes comparing Billroth I to

Billroth II anastomosis after subtotal gastrectomy for cancer.

Methods: Of 404 gastric cancer patients who had undergone radical subtotal

gastrectomy from January 2008 to December 2010, 49 were identified as the

study population. Diabetes remission rates, the percentage change in fasting

plasma glucose levels, glycated hemoglobin levels, weight, body mass index,

and fasting total cholesterol levels at 2 years were observed. Outcomes were

compared using propensity scores and inverse-probability-weighting adjustment

that reduced treatment-selection bias. Covariate-adjusted logistic regression

models were assessed.

Results: The 2-year diabetes remission rate for the 23 patients who underwent BI

reconstruction was 39.1% compared with 50.0% for the 26 patients who

underwent BII reconstruction. At 2 years, the BII group showed lower glycated

hemoglobin levels (BI, 6.4%; BII, 6.1%; P = .003) and had greater percent

reductions in their average glycated hemoglobin levels from baseline than pa-

tients who underwent BI reconstruction (BI, -11.6%; BII, -14.5%; P = .043). BII

1020 OBES SURG (2013) 23:1017–1243



reconstruction was significantly associated with an increased diabetes remission

rate (OR, 3.22; 95% CI, 1.05–9.83) in covariate-adjusted logistic regression

analysis.

Conclusions: These propensity score-adjusted analyses of patients who had

undergone subtotal gastrectomy indicated that BII reconstruction was associ-

ated with increased diabetes remission compared with BI reconstruction dur-

ing the 2-year follow-up period. This study suggests the possibility of using the

surgical duodenal switch for the treatment of nonobese type 2 diabetes

patients.

O.012 Improvement of C Peptide Zero BMI 24–34 Diabetic Patients After

Tailored One Anastomosis Gastric Bypass

PRESENTER: M. Garciacaballero1

Co-authors: J. Martinez-Moreno1, J. Toval1, A. Reyes-Ortiz1, F. Miralles2, A.

Minguez3, D. Osorio1, J. Mata1

1University Malaga, Surgery, Malaga-Spain
2ParqueSanAntonioHospital, Internal Medicine, Malaga-Spain
3University Malaga, Anesthesia, Malaga-Spain

Background: Although bariatric surgery proved to be a very effective method in

the treatment of patients inwhose pancreas still produce insulin (type 2 diabetes),

the accompanied metabolic syndrome and their diabetes complications, there is

no information on the effect of this type of surgery in BMI24-34 patients when

pancreas do not produce insulin at all (type 1, LADA and long term evolution type

2 diabetes among others).

Patients and methods:We report preliminary data of a serie of 11 patients all with

a C-peptide values below 0.0 ng / ml. They were followed for 6 to 60 months

(mean 19 months) after surgery. We studied the changes in glycemic control,

evolution of the metabolic syndrome and diabetes complications after one anas-

tomosis gastric bypass (BAGUA).

Results: All values relative to glycemic control were improved HbA1c (from 8.9±0.6

to 6.7±0.2%), FPG (Fasting Plasma Glucose) (from 222.36±16.87 to 94±5

(mg/dl)) as well as the daily insulin requirement of rapid (from 40.6±12.8

to 0 (U / d) and long-lasting insulin (from 41.27± 7.3 U/day to15.2 ± 3.3 U/day).

It resolved 100% of the metabolic syndrome diseases as well as severe

hypoglycaemia episodes present before surgery and improved some serious

complications fromdiabetes like retinopathy, nephropathy, neuropathy, peripheral

vasculopathy and cardiopathy.

Conclusions: Tailored one anastomosis gastric bypass in BMI24-34 C peptide

zero diabetic patients eliminated the use of rapid insulin, reduced to only one

injection per day long-lasting insulin and improved the glycemic control. After

surgery disappear metabolic syndrome and severe hypoglycaemia episodes,

and improves significantly retinopathy, neuropathy, nephropathy, peripheral

vasculopathy and cardiopathy.

O.013 Cine Magnetic Resonance Imaging Revealed Enhanced Intestinal

Motility During Oral Glucose Tolerance Test After Laparoscopic

Sleeve Gastrectomy

PRESENTER: H. Yamamoto1

Co-authors: V. Trung1, A. Furukawa2, T. Yamaguchi1, S. Murata1, S. Ugi3, K.

Morino3, H. Maegawa3, T. Tani1

1Shiga University of Medical Science, Surgery, Otsu-Japan
2Shiga University of Medical Science, Radiology, Otsu-Japan
3Shiga University of Medical Science, Medicine, Otsu-Japan

Introduction: Enhanced secretion of glucagon-like peptide-1 (GLP-1) has been

suggested as a possible mechanism underlying the improvement in type 2

diabetes mellitus (T2DM) after laparoscopic sleeve gastrectomy (LSG).

However, the reason for enhanced GLP-1 secretion during glucose challenge

after LSG remains unclear because LSG does not include bypass procedure

such as in Roux-en-Y gastric bypass. In the present study, we focused on the

effects of LSG on GLP-1 secretion and intestinal motility during the oral glucose

tolerance test (OGTT) using cine magnetic resonance imaging (MRI) before and

3 months after LSG.

Method: LSG was performed in 12 obese patients with a body mass index >35

kg/m2. Six patients had T2DM. OGTTwas performed before and 3 months after

LSG. Body weight and hemoglobinA1c (HbA1c), as well as glucose, insulin and

GLP-1 levels during OGTT were examined. Intestinal motility during OGTT was

also assessed using cine MRI.

Results: Body weight was significantly decreased after surgery in all the cases.

HbA1c was markedly decreased and great improvement of glucose tolerance

with enhancement of insulin and GLP-1 secretion was observed in all the

diabetic subjects. In all cases, GLP-1 secretion during OGTT was enhanced

and cine MRI showed markedly increased intestinal motility at 15 and 30 min

during OGTT after LSG.

Conclusion: LSG rapidly improved glucose tolerance and insulin secretion.

LSG leads to accelerated intestinal motility, which may be involved in the

mechanism underlying enhanced GLP-1 secretion during OGTT after LSG.

O.014 AttitudesandConcernsofDiabetic PatientsTowardsMetabolic Surgery

as Treatment of Diabetes

PRESENTER: H. Chua1

Co-authors: J. So1, A. Shabbir1, C. Khoo2, H. Zhou3

1National University Hospital, General Surgery, Singapore -Singapore
2National University Hospital, Endocrine Medicine, Singapore
3National University of Singapore, Public Health, Singapore

Introduction: In addition to weight loss, metabolic surgery has been shown to

improve glycaemic control over intensive medical therapy, even achieving

diabetes remission among patients with obesity. This is the first study to

examine perceptions and concerns of diabetic patients towards metabolic

surgery.

Methods: We recruited 100 patients in a specialized diabetic clinic in a tertiary

centre in Singapore. Participants independently completed a questionnaire

relating to diabetes, standard therapy, laparoscopic gastric bypass and sleeve

gastrectomy. Questionnaire items are rated on a Likert scale measuring from

slightly important (lowest score of 1) to extremely important (maximum score

of 5). Univariate logistic regression was performed to identify predictors for

interest in surgery.

Results: The sample consists of 55 males and 45 females with mean age

52.10 (range 20 – 78) and body mass index (BMI) 28.7. 62% of participants

would consider surgery, despite only 11% being familiar with it. Predictive

factors for interest in surgery are diploma holders or above (Odds ratio (OR)

= 3.42; 95% CI, 1.31 - 8.94), BMI (OR = 1.07; 95% CI, 1.00 - 1.16) and

microvascular complications (OR 2.78; 95% CI, 0.90 - 8.53). Important rea-

sons for surgery were desire for remission (Likert scale 4.76 ± 0.67), prevent

complications (Likert scale 4.48 ± 0.94) and reduce medications (Likert scale

4.34 ± 1.07). For those not keen on surgery, main reasons were satisfaction

with current therapy (Likert scale 4 ± 1.40) and fear of surgery (Likert scale

3.97 ± 1.52). Risk of complications was the most important factor when

considering surgery (Likert scale 4.52 ± 0.94).

Conclusions: A great proportion of diabetic patients would consider surgery as

an option to improve their metabolic disorder. Raising awareness and patient

education may mitigate fears towards surgery. To know that surgery could be

part of the armamentarium for diabetes therapy and be readily acceptable by

patients drives the advancement of metabolic surgery.

O.015 Is There a Relationship Between Helicobacter Pylori and Type 2

Diabetes Mellitus?

PRESENTER: N. Carter1

Co-authors: J. George1, M. El-Kalwaay1, M. Hashemi1, A. Jenkinson1, M.

Adamo1

1University College London Hospital, Centre for Weight-loss, Metabolic &

Endocrine Surgery, London-United Kingdom
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Background: There are no guidelines with regards to routine histological

examination of the remnant following Laparoscopic Sleeve Gastrectomy

(LSG) for morbid obesity. Previous reports have suggested a causal relation-

ship between Helicobacter Pylori (HP) and type 2 Diabetes Mellitus (T2DM).

The aims of this study were to identify incidence of abnormalities in the

specimens and to assess the relationship between HP and TD2M.

Method: All patients had LSG during the last five years were identified from our

prospectively collected database. 3–5 representative sections are taken, stained

with H&E and examinedmicroscopically. Warthin Starry staining is used routinely

to identify the presence of any HP.

Results: 403 specimens were examined. No dysplasia or cancer was

found. 224 (54%) showed no abnormalities. 1 patient had an incidental

GIST completely removed. 63 (15%) had a degree of HP gastritis and 96

(23%) had non HP gastritis. 2 had lymphocytic gastritis and 7 (1.7%) had

benign fundal polyps. 333 cases (83%) had no HP present and of these

32% had T2DM. 70 cases (17%) had HP present and of these, 19 (27%)

were in patients with TD2M. 14.6% T2DM were positive for HP com-

pared with 18.6% of those who were HP negative.

Conclusion: 46% of gastric specimens after LSG showed abnormalities. 17%

had HP requiring post operative eradication. There were comparable numbers

of diabetic patients in the HP group and the non HP group. No relationship was

found between HP and TD2M. Routine histological examination with HP

testing of gastric specimen is however recommended after LSG.

O.016 Restrictive Bariatric Surgery: Is Gastric Band Still a Reliable

Procedure?

PRESENTER: F. Bellini1

Co-authors: P. Pizzi2, M. Tarantini3

1Az Ospedaliera Desenzano del Garda, Bariatric and Metabolic Unit,

Viadanica-Italy
2Policlinico Monza, Surgery, Monza-Italy
3Az Ospedaliera Desenzano del Garda, Bariatric ana Metabolic Unit,

Desenzano-Italy

Introduction: Laparoscopic Gastric Band is once more the most common bariat-

ric restrictive procedure performed in the world. LAGB seems to be increasing in

popularity in USA, while in Europe there seems to be a slow trend away due to its

long term complications. The outcomes after LAGB are not casual, but the result

of a well planned bariatric activity: correct laparoscopic technique, experienced

surgical team, well-engineered device and rigorous long-term follow-up. The

purpose of the study is to access that performing this operation in high volume

centers and using some surgical artifices, we can achieve significant results in

weight loss and reduction of complications.

Method: From 2002 to 2012, 3211 patients underwent LAGB placements

(Heliogast System). Procedures were rigorously performed by two surgical

teams: “two-step” technique, band fixation and the meticulous follow up.

Results: Data on patient demographics, operative variables and postoperative

outcomes were collected prospectively and reviewed retrospectively. The

results were analyzed according to EWL%, BMI, mortality, conversion to

open surgery, complications, percentage of follow up. Preoperative BMI was

42,3 for male and 41.5 for female respectively. No deaths. Conversion

rate:2(0,07%),local impediment 2 (0,07%),slippage 144(4,48%),band ero-

sion 14(0,43%), trocar hernia 28(0,87%),port disconnection or leaking

42(1,30%),poor weight loss 199(6,19%),band removal for psychological

intolerance 17(0, 52%).Follow up 86 % at 7 years. Mean EWL at 7 years:

55,7% for female,53.9% for male.

Conclusion: Patients who are not committed to making long-term lifestyle

changes should not be recruited for restrictive procedure. We assume that

combining some simple technical artifices, we can achieve and maintain

EWL>54%, with a low rate of complications. The more procedures performed in

a hospital, the lower the risk of serious complications, likewisemore-experienced

surgeons and qualified multidisciplinary team fared better in terms of long term

results.

O.017 A Prospective Evaluation Utilizing an Endoscopic Approach to Plicate

Tissue for the Treatment of Primary Obesity: Our First 100 POSE

(Primary Obesity Surgery, Endoscopic) Patients

PRESENTER: R. Turró1

Co-authors: J. Espinós1, A. Mata1, J. Turró Homedes1

1Centro Medico Teknon GI, Endoscopy Unit Barcelona-Spain

Background: The Incisionless Operating Platform (USGI Medical, San

Clemente, CA, USA) utilizes the g-Cath EZ suture anchor, which has demon-

strated the ability to durably plicate gastric tissue endoscopically at 2+ years.

We report on use of these anchors for the treatment of primary obesity.

Methods: A prospective, consecutive 100 subject study was enrolled after

institutional approval. Diet was advanced post procedure to full solids over

4–6 weeks to allow time for suture plication healing in all subjects. Weights

were recorded at 1, 2, 3, 4, 6, 9 and 12 months. Subjects are being followed

through 2 years.

Results: Subject demographics: (76%F/24%M). Mean age =42.4 (21–64).

Mean baseline wt. =101.8±12.5 Kg; mean body mass index (BMI) = 37.5

±3.9 (Range 28–47). A mean of 9.3 plications were placed in the fundus, 3.5

at the distal gastric body. Mean operative time, 64 minutes (29.0–126). Last 50

cases were done in <50 minutes. There were no mortalities. There was 1 SAE:

fever 1 week post-procedure where a peri-splenic abcess was discovered and

resolved with antibiotics. 6 month mean weight loss = 16.9 ±7.5 Kg (N=67);

%Total Body Weight Loss was 16.6%. 9 month weight loss (N=41) revealed

%EWL at 58.2% with %TBWL at 17.8%. Early 1 year Data (N=18) revealed

%EWL/%TBWL at 64.1%/19.5% respectively. Most all with baseline and 2/6

month data reported reduced capacity and earlier satiety.

Conclusions: At early follow-up, this procedure appears to provide a safe and

effective weight loss solution. Longer-term follow-up and further study are

required.

O.018 Minimally Invasive Laparoscopic Adjustable Gastric Band Procedure:

A Noval Technique Called Kang’s Method

PRESENTER: S. Kang1

Co-authors: K. Kim1, K. Kim1

1Seoul SKY Hospital, Surgery, Seoul-Korea, South

Background: The main advantage of the laparoscopic adjustable gastric

banding (LAGB) is a simple, safe and effective procedure for the weight loss.

However, several complications after LAGB has been reported such as band

erosion, slippage, gastric perforation, abscess, tube disconnection, port flip

down and infection. These complications could be the main cause of failure

after weight loss surgery using the gastric band. We have developed a novel

technique (Kang’s method) for LAGB without imbrication sutures.

Methods: From December 2010 and March 2013, 582 consecutive patients

(male=95, female=487) underwent procedures using minimal invasive technique

called Kang’s method-umbilical approach, pars flaccida technique, no imprication

suture, port placement under the anterior sheath of the rectus muscle, single port

used, liver retraction using Nylon suture material or Gold-finger. The Swedish band

was used in 550 and theMID band in 32 patients. Those data such as demographic

and morphologic, operative, and annual follow-up data were collected in a comput-

erized data bank. The postoperative follow-up was done by the same surgeon.

Results: All patients were prospectively followed up for 2 year. All patients

were available for follow-up at 2 year. The mean preoperative BMI was 34.5

kg/m2 (31–53). The mean operative time was 26 ± 3 minutes (range 16–39).

The fill volume at the operation was 8~10 mL. The rate of complication was

1%. The complications were slippage (3 cases), umbilical hernia (1 case) and

device related infection (2 cases). There was no band erosion or mortality.

Conclusions: From our 2-year experience, we can state that LAGB procedure

using Kang’s methods is an effective bariatric procedure with few complications.
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O.019 Trans-umbilical Laparoscopic Adjustable Gastric Banding: A UK

Centre’s Initial Experience of 213 Patients

PRESENTER: S. Marla1

Co-authors: G. Kirby1, A. Sigurdsson1

1Shrewsbury and Telford Hospitals NHS Trust, Department of Surgery,

STAFFORD-United Kingdom

Introduction: Laparoscopic adjustable gastric banding (LAGB) is one of the

most common and least invasive bariatric operations. Some patients express

dissatisfaction with visible epigastric access-port and other upper abdominal

port scars. Various approaches have been tried to minimise the scars. We

present our series with a trans-umbilical approach.

Methods: All patients operated by a single surgeon who underwent primary

trans-umbilical LAGB between 2009 and 2012 were included in this study.

Data was collected prospectively. Any patient who had postoperative compli-

cations was referred back to operating surgeon. The first port is placed trans-

umbilical and the other ports are placed laterally along the right and left

posterior axillary lines. This reduces any anterior abdominal scars apart from

the liver retractor epigastric 5mm scar. The access-port is fixed over the rectus

sheath to the left of the umbilicus using a polypropylene mesh.

Results: Between January 2009 and December 2012, 213 patients underwent

primary trans-umbilical LAGB with a median follow-up of 33 months (range 1–

48). Ninety eight percent (n=208) were females. The median age was 40 years

(range 18–64). Three patients (1.4 percent) experienced infected bands lead-

ing to their removal. Six patients (2.8 percent) had access-port related com-

plications. Four had tilted access-ports and 2 had infection.

Conclusion: Trans-umbilical LAGB is a feasible and safe alternative with

minimal scars in upper abdomen. Further studies to compare patient satisfac-

tion with final outcome need to be undertaken.

O.020 Endoscopic Stent Induced Erosion and Retrieval of Gastric Bands: A

Developing Institutional Experience

PRESENTER: T. Wilson1

Co-authors: E. Wilson1, B. Snyder1, S. Mehta1, P. Walker1

1University of Texas Health Science Center at Houston, Minimally Invasive

Surgeons of Texas (MIST), Houston-United States

Introduction: The placement of fixed gastric bands to induce restrictive weight

loss can be associated with long term complications. The removal of these

bands is complex and cumbersome secondary to dense adhesions and scar-

ing from the previous abdominal operations. Endoscopic gastric stent place-

ment to force gastric wall ischemia and band erosion followed by endoscopic

retrieval offers a potentially less invasive technique for removal.

Methods: A single institution retrospective review of all stent induced fixed

band erosions was completed. The primary outcome measure was complete

removal of band. Secondary outcome measures were any stent related com-

plications as well as persistent stricture after band removal.

Results: Of the 28 cases identified (15 Molina bands, 12 vertical banded

gastroplastys, 1 laparoscopic band), 23 (82.14%) bands were completely

removed, 4 (14.3%) bands were not retrievable, and 2 bands (7.1%) were

partially removed. Among the 23 patients with complete band removal, 7

(30.4%) patients had persistent gastric stricture and symptoms requiring op-

erative revision. An average of 2.6 endoscopic procedures and stent place-

ment of 15.0 days was observed. Stent related complications were found in 7

(25%) patients and included pain (14.3%), stent migration (7.1%), and

nausea/emesis (3.6%).

Conclusions: Our data demonstrate that the majority of patients had complete

removal of retained fixed gastric bands and did not require any further operative

intervention. Gastric stent placement was well tolerated without significant com-

plications showing that endoscopic stent induced gastric wall ischemia leading to

band erosion followed by endoscopic retrieval is a safe and less invasive tech-

nique that avoids the potential perils of re-operative surgery.

O.021 Long Term Outcomes of Laparoscopic Adjustable Gastric Banding

(LAGB): A 12-year Experience

PRESENTER: J. Chevallier1

Co-authors: D. Nguyen2, W. Jamal2, M. Guenzi2, F. Zinzindohoue2, A. Berger2

1Hôpital Européen Georges Pompidou, Digestive Surgery, Paris-France
2Hôpital Europée, Paris-France

Few long-term studies have been published on LAGB. Most reported high late

complication and band removal rates. The aim was to determine the efficacy

and complication rate 12 years after LAGB in our comprehensive center.

A total of 229 consecutive patients who had benefited from LAGB between

January 1997 and December 1999 were contacted for evaluation. They all were

offered a Lap Band, put through the «perigastric pathway«.

Operative mortality was nil. One patient died from myeloma. Overall the

rate of follow-up was 44,55% (102/229), with a mean age of 41,23 ys

(20,4-61,79). 61 patients experienced 75 complications (59,8%) : 7 major

(4 erosions, 1 perforation, 2 intolerances), 68 moderate (16 slippages, 10

esophageal dilatations, 10 intolerances, 18 port problems, 14 GERD).50

bands have been removed (49%) : 23 alone, 9 with repositioning of a

second low-pressure band through the pars flaccida, 11 switched to gas-

tric bypass, 5 to sleeve gastrectomy, 2 to VBG. 61 still have a band in

place ( 59,8%).The mean weight decreased from 121,97 kg (94–170) to

99 ±23,14, the BMI from 44,52 kg/m2 (36,13-66,77) to 36,77± 8,41.

Success (=EWL above 50%) concerns 38 patients (32,25%),47 %

(21/45) among the young patients. Long-term efficacy and safety of the

LAGB are highly dependant on the selection of good candidates, with a

multidisciplinary team responsible for dietetical preparation and postoper-

ative long-lasting surveillance.

O.022 Are There Gender-specific Aspects of Gastric Banding? Data Analysis

from theQuality AssuranceStudyof theSurgical Treatment ofObesity

in Germany

PRESENTER: C. Stroh1

Co-authors: C. Groh2, R. Weiner3, K. Ludwig4, S. Wolff5, M. Kabelitz6,

T. Manger7

1SRH Hopsital Gera, General, Visceral und Children Surgery, Gera-Germany
2Helios Hospital Bad Saarow, Hospital Bad Saarow, Bad Saarow- Germany
3Hospital Sachsenhausen, Krankenhaus Sachsenhausen, Frankfurt Main-

Germany
4Rostock, Hopsital Rostock South, Rostock-Germany
5Magdeburg, University Magdeburg, Magdeburg-Germany
6Magdeburg, Statconsult Magdeburg, Magdeburg-Germany
7SRH Hospital Gera, General-, Visceral- and Children Surgery, Gera-Germany

Background: 1 January 2005, the situation of bariatric surgery has been

examined in Germany. All data are registered prospectively in cooperation

with the Institute of Quality Assurance in Surgery at the Otto-von-Guericke

University Magdeburg.

Methods: Data collection on the results of gastric banding procedures was

started in 2005, and the data are registered in an online database.. Follow-up

data were collected once a year. Participation in the quality assurance study is

voluntary.

Results: Since 2005, 3453 gastric banding procedures have been performed

at 88 hospitals. The mean age of patients was 40.7 years, and the mean body

mass index (BMI) was 45.2 kg/m2. BMI and comorbidities are significantly

higher in male patients. Regarding gender-specific aspects, there are no

significant differences in the perioperative complication rates. The ameliora-

tion rate of comorbidities in male patients is lower than in female patients.
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Conclusion: Gastric banding in Germany is generally performed in patients

with a BMI below 45 kg/m2. The perioperative complication rate is low. Data

from the Nationwide Survey of Bariatric Surgery (GBSR) in Germany show

significant differences in preoperative comorbidities and their amelioration

between male and female patients. There is a need for further evaluation of

gender-specific aspects of gastric banding procedures to optimize patient

selection, reduce specific postoperative complications and achieve long-term

effects on weight loss and remission of comorbidities.

O.023 Physiologic Changes After Laparoscopic Gastric Plication

PRESENTER: M. Talebpour1

Co-authors: A. Talebpour1, H. Vahidi1

1TUMS, Laparoscopy, Sina Hospital, Tehran-Iran

Introduction: Laparoscopic gastric plication (LGP) with 13 years’ experience has

been well known as a restrictive bariatric method. More than 1000 LGP cases

have shown 75% EWL during one year with rapid speed of weight loss at first 3

months (45% EWL). The aim of this study is to determine physiologic changes

secondary to LGP, inducing the most rapid weight loss in morbid obese patients.

Method: 35 morbid obese cases that underwent LGP were analyzed about two

important physiologic points: a) serum level of Ghrelin (by Gas

Chromatography) one hour before LGP, 1, 3 and 6 months after operation,

b) assessment of body composition at the same time to check the ratio of fatty

tissue during weight loss. The rate of EWL in compare to changes of body

composition and serum level of Ghrelin was analyzed and body composition

after weight loss in compare to before operation assessed.

Result: Rapid weight loss after LGP (45% EWL after 3 months) in compare to

other restrictive methods increase the idea of new physiologic condition after

LGP. Accelerated lipolysis based on body composition tests was the result of

the new physiologic state. Very low level of Ghrelin in spite of normal gastric

tissue after LGP has shown that intraluminal pressure of stomach is an

important inhibitory factor for release of Ghrelin. Lack of appetite, daily me-

tabolism and any calorie intake are reasons to release some unknown enzyme

and hormones. It increases lipolysis and production of sugar (calorie source)

somehow like sanction. The accelerated lipolysis that is not familiar to any

nutritionist is the key point of rapid weight loss after LGP with physiologic

changes of body composition.

Conclusion: LGP is a powerful restrictive bariatric operation with rapid weight

loss secondary to lack of appetite and accelerated lipolysis due to especial

physiologic changes.

O.024 Initial Experience in Laparoscopic Gastric Plication (LGP) Study

Protocol and Mid-term Follow-up

PRESENTER: J. Contreras1

Co-authors: D. Villao2, F. Perez1, C. Santander1, K. Cuellar1, I. Court3,

J. Bravo1

1University of Chile, Surgery, Santiago-Chile
2Hospital Salvador, Surgery, Santiago-Chile
3Clinica Santa Maria, Bariatric Surgery, Santiago-Chile

Introduction: Laparoscopic Gastric Plication (LGP) is a restrictive bariatric pro-

cedure that reduces gastric volume by plication of the gastric greater curvature. It

is a reversible and allegedly less risky procedure regarding gastric leaks. We

present our initial experience with this procedure following a study protocol.

Method: Case series. A 2-year prospective Study Protocol. Selection criteria: BMI

30 kg/m2 and associated comorbidities. Descriptive statistics, clinical outcomes,

percentage of excess BMI loss (%EBMIL) and improvement of comorbidities

according to standardized follow-up (FU).

Results: From January 2011 to December 2011, 23 female obese patients were

submitted to LGP, all procedures laparoscopically completed. Mean preoperative

age 42.8 (±7.6) years and BMI of 39.4 (26–44.9) kg/m2. Two patients required

reoperation due to an early complication: one leak with perigastric abscess and one

case of small bowel ischemia due to portomesenteric vein thrombosis. One patient

presented an antropiloric intussusception. There was no mortality in this series.

Mean %EBMIL were 45.5 %, 52.2 %, and 68.4% after 3, 6, and 12months FU,

respectively.

Conclusion: In our experience, when compared with Laparoscopic Sleeve

Gastrectomy, LGP has poorer outcomes regarding %EBMIL and no clear

advantages. To draw evidence-based recommendations, larger studies with

longer FU are needed.

O.025 Gastric Plication Versus Gastric Sleeve -A Single Center Short- Term

Comparison

PRESENTER: M. Ciemy1

Co-authors: M. Ciemy2, M. Kriz1, J. Vasicek1

1Breclav Hospital, Surgery, Brno-Czech Republic
2Masaryk Univ., Medicine Faculty, Brno-Czech Republic

Introduction: Laparoscopic Greater Curvature Plication, a new restrictive bar-

iatric operation has been introduced into armamentarium of bariatric/metabolic

surgery .To assess its current position we present a comparison of the two

most popular volume reducing gastric surgeries Gastric Sleeve (GS) and

Gastric Plication (LGCP].

Method: From the total number of 900 laparoscopic bariatric/metabolic surgeries

performed by the presenter 350 were GS and 200 were LGCP. Two comparable

groups of patients according to the procedure performed were evaluated at time

of the operation and 6, 12, 18 and 24months after the surgery. As the follow up in

LGCP patiens has been short, only short-term results up to 2 years could be

obtained.

Results: The average operation time was slightly shorter in LSG group (approx.

15 minutes). Both the serious early complications and reoperations were

slightly higher in LSG group (2% and 2.6% compared to 1.5% and 2% in

LCGP) but later reoperations were needed more frequently in patients after

LGCP (2.5% compared to 1.4% in LSG). Hospital expencies are higher in LSG.

Postoperative EWL was significantly lower in LGCP group compared to LSG

group only in 6months after the surgery, later in smaller numbers of participants

the difference was not signifiant.

Conclusion: Short term results of LGCP are comparable to LSG. Further con-

cerns about long term effects on weight loss and the possible side effects on

esophageal reflux should be kept in mind as LGCP might lead to much more

troublesome conversion to gastric bypass if needed, comparing to LSG.

O.026 Laparoscopic Gastric Plication Versus Sleeve Gastrectomy, a

Randomized Study

PRESENTER: G. Cesana1

Co-authors: M. Uccelli1, F. Ciccarese1, G. Castello1, S. Olmi1

1Policlinico San Marco, Surgery, Zingonia - Osio Sotto-Italy

Introduction: Laparoscopic Gastric Plication (LGP) has gained importance in

the treatment of mordib obesity. It seems to replicate Laparoscopic Sleeve

Gastrectomy (LSG) results with fewer complications. We proposed a random-

ized study in which we compared LGP to LSG.

Method: Patients affected by morbid obesity referred at our Institution from

October 2011 to August 2012, were randomized into two groups. Patients

enrolled in the first arm underwent LSG, while patients in the second arm

underwent LGP. Intraoperative and postoperative complications were

recorded and compared using Chi-square test. Follow-up visits were sched-

uled at 1, 3, 6 and 12 months after surgery. Measures of change from baseline

at different time were analyzed with the student t test and the paired samples t

test.

Results: The two groups resulted preoperatively homogeneous in age, weight,

BMI, EW%. Time of intervention was similar: 58.3±17.9 minutes for LSG and

63.3±6,5 minutes for LGP (p=0.32). Nor intraoperative nor postoperative
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complications were noted in both groups. After one year follow-up we ob-

served, in both group, a progressive and significant (p<0,05) weight loss; no

significant difference in mean BMI reduction or mean EWL% increase were

noted between the two populations.

Conclusion: After one year follow-up, LGP and LSG seem to achieve

similar results in terms of BMI reduction and EWL% increase. No signif-

icant differences were noted between the two populations in terms of

time of intervention and intraoperative or postoperative complications.

O.027 Gastric Plication Treatment Outcomes in Obese and Type 2 Diabetic

Patients – Two Year Follow Up

PRESENTER: M. Fried1-2

Co-author: K. Dolezalova1-2

1OB Klinika Center for Treatment of Obesity and Metabolic Disorders, Surgery,

Prague-Czech Republic
21st Faculty of Medicine, Charles University, Prague- Czech Republic

Introduction: Gastric plication (LGCP) is a novel operation in bariatric/

metabolic field, anatomically close to sleeve gastrectomy. After the LGCP,

weight reduction and T2DM improvement is expected to be in between those

after adjustable gastric band and sleeve gastrectomy.

Methods: Weight changes and change in T2DM parametres in diabetic pa-

tients were recorded 24 months after the LGCP operation. 160 patients were

followed-up, 46 (37 female, 9 male) type 2 diabetics. Weight, BMI change,

%EWL, glycaemia, HbA1c, IRI, HOMA-IR, fat mass, waist circumeference,

triglycerides and cholesterol changes were analyzed.

Results: LGCP resulted in mean weight loss (13.3± 8.6kg p<0.1), BMI de-

crease (41.6±6.2 to 35.7±4.1 /p<0.1/), mean % EWL (51.9±10.2%), glycaema

decrease (9.3±2.8mmol/l to 5.2±1.3mmol/l /p<0.1/), HbA1c decrease (6.1

±1.2% to 4.7±0.8% /p<0.1/), IRI change from (27.2 ± 2.8mol/l to 11.2 ±

4.4mol/l /p<0.1/), HOMA-IR decrease (11,1 ± 1,3 to 3,5 ± 2,0 /p<0.1/), fat

mass (49.2 to 40.6%), waist circumference from mean 114±1cm to 98±2cm,

triglycerides (1.9 to 1.3 mmol/l, p<0.1), no change in cholesterol levels. One

month after LGCP T2DM remission (discontinuation of anti-diabetic medica-

tion) occured in 45.8% and in 46.6% it was possible to cut the anti-diabetic

medication to half. 75% of insulin dependent diabetics were off insulin in one

month after LGCP. One year after LGCP remission and improvement in T2DM

was observed in 94% of patients.

Conclusion: LGCP is a new, so far promising bariatric procedure in regards of

both, statistically significant weight loss and metabolic effects. However

larger/long-term studies are needed to be able to draw firm conclusions.

O.028 Restrictive Bariatric Surgery in BMI 30-35kg/m2 Asian Patients

PRESENTER: A. Ooi Se1

Co-authors: K. Malapan1, A. Vij1, P. Chang1, C. Huang1

1E Da Hospital, BMI Centre, Kaohsiung-Taiwan

Introduction: Bariatric surgery for those with (1) BMI 35kg/m2 is proven to

produce sustainable weight lost and substantial resolution of co morbidities.

Sufficient evidences also showed that increased risk of multiple co-morbidities,

impaired quality of life and higher mortality were observed when BMI 30kg/m2.

This study is aimed to determine the safety and efficacy of laparoscopic

restrictive bariatric procedure on weight loss and resolution of associated co

morbidities in BMI 30-35kg/m2 Asian patients.

Method: Patients who underwent laparoscopic adjustable gastric banded

plication (LAGBP) or laparascopic sleeve gastrectomy (LSG) in our center

from Jan 2007 till Dec 2011were enrolled. Demographic data and surgical

results were analyzed retrospectively.

Results: Totally 153 patients (M/F: 31/122) were enrolled. 117 patients

underwent LSG and 36 patients underwent LAGBP. At one year after surgery,

mean BMI was reduced from 32.65±1.49kg/m2 to 24.51±2.27kg/m2; and

excess weight loss (%) was 70.00(±21.0%). Type 2 diabetes mellitus remis-

sion occurred in all patients (10/10) and 70% achieved resolution of hyperten-

sion. Major complications that occurred were leakage in 4(2.61%) patients; all

need laparoscopic re-operation, but no difference in these two types of sur-

geries. Late complications (gastric ulcer, gastric tube stricture, gallstone cho-

lecystitis and severe GERD) were observed individually in four patients. There

was no mortality.

Conclusion: Laparoscopic restrictive bariatric surgery is safe and effective

in BMI 30-35kg/m2 patients, with good weight loss and resolution of

co-morbidities.

O.029 Laparoscopic Adjustable Gastric Banded Plication: A

Comparative Study of Two Different Surgical Techniques

PRESENTER: A. Vij1

Co-authors: K. Malapan1, A. Ooi1, A. Ghinagow1, M. Hsin1, P. Chang1, M.

Saifulla1, C. Huang1

1E Da Hospital, BMI surgery center, Kaohsuing City-Taiwan

Introduction: Laparoscopic adjustable gastric banded plication (LAGBP) is a

novel bariatric procedure, but non-standardized technique provoked unexpect-

ed complications and results. We adopted standardized technique which in-

cludes preserving gastroepiploic vessels and standard gastric plication vol-

ume. The aim of this study was to analyse the results of standardized tech-

nique and compare it with the previous technique.

Methods: Patients who underwent LAGBP from January 2012 to January 2013

were included in the study. The data of patients undergoing LAGBP (Group 1) in

the first 6 months was compared with those undergoing standardized LAGBP

(Group 2) in the next 6 months.

Results: Each group had 40 patients with 13 males and 27 females. The mean

age is similar in both groups, which in groups 1 and 2 were 33.4 years (range

19–55) and 34.7 years (range 18–60) respectively. The mean BMI was 39.2

kg/m2 (range 30.90-52.44) and 40.4kg/m2 (range 32.62-52.86). The mean

operative time was 108.1 minutes (range 41–189) in Group 2 which was

significantly less compared to Group 1[125.3 minutes (range 63–192)] (p =

0.048). The duration of hospital stay was comparable in both groups. There

were 5 complications (2 major; 3 minor) in Group 1 and 2 complications (both

minor) in Group 2. No mortality was observed in this study.

Conclusion: Standardized technique of LAGBP revealed shorter operation

time and minimal complication rate, and ensures the feasibility, safety and

reproducibility of this new bariatric procedure.

O.030 Laparoscopic Gastric Plication Versus Mini-gastric Bypass

Surgery in the Treatment of Morbid Obesity: A Randomized

Clinical Trial

PRESENTER: S. Darabi1

Co-author: M. Talebpour1

1TUMS, Laparoscopy, Sina Hospital, Tehran-Iran

Background: laparoscopic gastric plication (LGP) is emerging as a safe and

effective bariatric procedure. However, there are no reports on the comparison

between the efficacy and complications of LGP and laparoscopic mini-gastric

bypass (LMGB), a standard bariatric procedure. The aim of this study is to

compare safety and efficacy of LGP and LMGB in the treatment of morbid obesity

in a one-year follow-up study.

Methods: The study was conducted at a university hospital in Iran. Forty

patients met the National Institutes of Health (NIH) criteria, and were randomly

assigned to receive either LGP (N=20) or LMGB (N=20). Preoperative data

were collected. Early and late complications, body mass index (BMI), excess

weight loss (EWL) and obesity related co-morbidities were determined at the 1

year follow-up.
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Results:Operative time aswell as themean length of hospital staywere shorter in

LGP group (71.0 versus 125.0 minutes; p< 0.001) and (1.6 versus 5.2 day; p<

0.001), respectively. The mean percent of excess weight loss (%EWL) at 12

months follow-up was 66.9% in LMGB group and 60.8% in LGP group (p=

0.34). Improvement or remission was observed in all comorbidities in both

groups, with the exception of hyperlipidemia which remained unresolved in 4

patients. Lower incidence of iron deficiency occurred in the LGP group (p=0.035).

Re-hospitalization and reoperation were not required in any cases.

Conclusion: Both LGP and LMGB are effective weight loss procedures. LGP

proved to be a safer, simpler and cheaper procedure compared to LMGB with

a lower risk of iron deficiency during a 1-year follow-up study.

O.031 Sleeve vs Plication 256 Cases Non Randomized Study

PRESENTER: A. Fardoun
1

1Emirates International Hospital, Bariatrics, Al-Ain-United Arab Emirates

Method: We have done 256 Bariatric cases of gastric sleeve and gastric

placation in one year (February 2011 till September 2012) mostly in UAE (18

cases in Lebanon and one case in Barcelona). All done by one surgeon.105

cases of Gastric Placation, LGCP (71 females and 34 males) BMI 37–55 Kg /

m2 mean BMI 44.2, age between 14–55 years. We had 151 cases of Gastric

Sleeve, LGS (91 females and 64 males) BMI 39–67, mean; 48.3 and age 17–

53 years. All were non-randomized selection considering Gastric Plication

LGCP for low BMI less than 45kg/m2 and Sleeve, LGS, for high BMI more

than 45kg/m2

Results: In LGP vs LGCP; Leak occurred in 3 /151 (2 %) vs 1/105(1%) .

Bleeding 2/151(1.32%) vs 0% Intra-abdominal abscesses: 1/151(0.66) Vs

0%. Wound infection 2/151 (1.3%) in LGS vs. 0% in LGCP. Port site

hernia 1/151 (0.66%) vs. o% in LGCP. Obstruction or Stenosis O%

VS.2/105 (2%) in LGCP,one resolved by surgical redo and the other by

observation.

O.032 Initial Experience with Total Robotic Roux-en-Y Gastric Bypass

PRESENTER: T. Rogula
1

Co-authors: E. Ahnfeldt1, M. Jamal1, M. Dua1

1Cleveland Clinic, Bariatric and Metabolic Institute, Cleveland-United States

Introduction: Robotic bariatric surgery has been introduced as an alternative to

traditional laparoscopy with a potential advantage of less complications and

improved ergonomics. The role of robotic technique in morbidly obese patients

has not been yet established. We investigated a rationale of setting up a

bariatric robotic program.

Patients: 26 patients (18 female, 8 male) underwent robotic gastric bypass. 13

patients had a combined laparoscopic-robotic surgery, while remaining 10 had total

robotic gastric bypass with hand sawn gastrojejunoanastomosis (GJ). 9 patients

were super morbid obese with BMI more then 50 and massive central obesity.

Average preoperative BMI was 47.

Results: All surgeries were completed robotically without conversion to laparos-

copy or open. No leaks were found postoperatively. One patient had GJ

narrowing needed revision; 3 patients had prolonged nausea and 4 bruising

around trocar sites. Postoperative pain as measured by narcotic use was less

comparing to traditional laparoscopy. Creating hand sawn GJ anastomosis was

relatively easy in patients with massive central obesity and high BMI. Operating

time was initially up to 4 hours, then gradually decreased to less then 2 hours per

case.

Conclusion: We have found that robotic technique may be a favorable

option in high risk, super-morbid obese patients, in whom traditional

laparoscopy is very challenging and may result with complications.

Robotic technique may be reproducible for a broad range of BMI and

abdominal walls.

O.033 Robotic Gastric Bypass Surgery: Applying the IDEAL Model in

Assessment and Stages of Surgical Innovation

PRESENTER: M. Jamal1

Co-authors: E. Ahnfeldt1, T. Rogula1

1Cleveland Clinic, Bariatric and Metabolic Institute, Cleveland-United States

Introduction: The IDEAL model was created by the Balliol Colloquium

group to delineate stages of innovation, development, exploration, as-

sessment, and long-term study specifically for surgical innovations. In

this study we aim to determine the stage of robotic bypass surgery

(RBS) in the innovation scale.

Methods: The article describing the IDEAL model was emailed to a group of

bariatric surgeons and they were asked to determine the stage of RBS within

the IDEAL innovation scale.

Results: A response rate of 55% was achieved. 85% of participants thought

that RBS is at the exploration phase while 15% thought that its at the assess-

ment phase.

Conclusion: Using a novel scale to evaluate surgical innovation, RBS was

thought to be at the exploration phase of the scale, which requires either at

least a non randomized controlled trial or multiple interrupted time series

studies for evaluation of outcome.

Table: Stages of surgical innovation

1 Idea 2a Development 2b Exploration 3 Assessment 4 Long-term study

Purpose Proof of concept Development Learning Assessment Surveillance

Number and
types of
patients

Single digit; highly
selected

Few; selected Many; may expand to
mixed; broadening
indication

Many; expanded indications
(well defined)

All eligible

Number and
types of
surgeons

Very few; innovators Few; innovators and
some early adopters

Many; innovators, early
adopters, early majority

Many; early majority All eligible

Output Description Description Measurement; comparison Comparison; complete
information for non-RCT
participants

Description; audit,
regional variation;
quality assurance;
risk adjustment

Intervention Evolving; procedure
inception

Evolving; procedure
development

Evolving; procedure
refinement; community
learning

Stable Stable
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O.034 Endobarrier Duodeno-Jejunal Bypass Liner

PRESENTER: H. Frydenberg1

1Epworth Centre for Bariatric Surgery, Director, Richmond-Australia

The EndoBarrier is a 60 cm endoscopically placed endoluminal sleeve,

which is made of Teflon and placed into the first part of the duodenum and

proceeds 60 cm through to the small bowel bypassing effectively the duo-

denum and first part of the jejunum (often referred to as a duodenojejunal

bypass liner).

Studies have been done with implantations up to one year with follow-up

results over two years following explantation and these indicate that there is

substantial weight loss initially 12 to 24 weeks, which is often maintained for

the duration of the implant and this weight loss often extends for further 9 to

12 months following explantation. Good improvement in glycaemic control in

type II diabetes is a major feature of the EndoBarrier. Many patients have

come off both insulin and other medications for type II diabetes and these

effects have shown very early in the implantation and once again the

beneficial effects in type II diabetes carry on 9 to 12 months after explanta-

tion of the device.

The device, as mentioned, is employed endoscopically under general anaes-

thetic usually and done as a day procedure.

Discussion will include the history of the device and technique and as we

have now implanted more than 40 devices in Australia this will include the

results, both weight loss and improvement in comorbidities will be

discussed, as well as the complications, reason for early explantation,

adverse events and techniques of employing and removing the device and

follow-up details.

O.035 Gut Hormone Responses After Implantation of a Duodenal-Jejunal

Bypass Liner and the Role in Remission of Type 2 Diabetes in

Obese Patients

PRESENTER: B. Betzel1

Co-authors: P. Koehestanie1, F. Berends1, I. Janssen1, P. Wahab2, M.

Groenen2, E. Aarts1, M. Müller3, N. de Wit3

1Rijnstate Hospital, Surgery, Arnhem-The Netherlands
2Rijnstate Hospital, Gastroenterology, Arnhem-The Netherlands
3Wageningen University, Human Nutrition, Wageningen-The Netherlands

Introduction: Endoscopic implantation of a Duodenal-Jejunal Bypass Liner

(DJBL), or EndoBarrier, is a novel bariatric technique to induce weight loss and

remission of type 2 diabetes (T2D). Placement of the DJBLmimics the duodenal-

jejunal bypass component of the Roux-en-Y gastric bypass (RYGB) procedure.

As gut hormones are known to change substantially after RYGB surgery, in our

study we now evaluated gut hormones responses after implantation of the DJBL.

Method: Fourteen (8 male, 6 female) obese T2D subjects (BMI 33.7 ± 0.9

kg/m2, duration of type 2 diabetes 8.0 ± 1.4 years) were selected for

implantation of a DJBL. Fasting plasma levels of glucose, C peptide, HbA1c

and gut hormones ghrelin, GIP and GLP-1 were analysed before and at 7 and

28 days after DJBL implantation.

Results: Plasma HbA1c levels were significantly decreased after DJBL implan-

tation and a 40% reduction was found in diabetes medication usage (p<0.05).

Ghrelin was found significantly elevated, with the highest induction in the first 7

days post-implant. Although the GIP response showed high variation between

subjects, GIP tended to decrease 28 days after implantation (p=0.09).

Remarkably, GLP-1 levels showed a significant ‘dip’ at day 7 post-implant,

which correlates with the intake of solely pureed/liquid food in the first week

post-implant.

Conclusions: Implantation of a DJBL results in an early substantial remission

of T2D, comparable to results seen after RYGB surgery. Interestingly, in

contrast to RYGB surgery, implantation of the DJBL seems to preserve normal

physiological responses of gut hormones that are related to nutritional status.

O.036 Dynamics of Lipid Profile Changes After Duodenojejunal Bypass Liner

(DJBL) Placement

PRESENTER: R. Munoz1

Co-authors: F. Pimentel1, D. Turiel1, A. Sharp1, F. Munoz1, V. Irribarra2, A. Escalona1

1Pontificia Universidad Catolica de Chile, Digestive Surgery, Santiago-Chile
2Pontificia Universidad Catolica de Chile, Nutrition, Diabetes and Metabolism,

Santiago

Introduction: Obesity is associated with alterations in lipid profile (LP).

Weight loss induced by DJBL in obese patients is accompanied by

improvement or normalization of LP in most individual. We sought to

determine the dynamic of LP changes in morbid obese subjects treated

for one year with the DJBL.

Methods and Procedures: Charts from 61 consecutive DJBL-treated obese pa-

tients for 12 months were reviewed. Demographics, anthropometrics, weight loss,

and LPwere evaluated at baseline, 1, 2,3,6,9 and 12months after DJBLplacement.

Results: Forty-two (42) patients were women (68%). Baseline age and body

mass index (BMI) were 35.4±9.7 years and 43±5.6 kg/m2, respectively. At

baseline, 33 patients (54%) had dyslipidemia based on ATPIII criteria.

Baseline TC, HDL, LDL and TG levels were 193±34, 43±9, 118±28, and 159

±76 mg/dl respectively. After one month TC, LDL and TG levels were signif-

icantly reduced compared to baseline 156±28,95±24, and 118±43 mg/dl re-

spectively (p<0.005). At 12 months, patients lost 46±18% excess body weight,

and there were 21(34%) patients with dyslipidemia. TC, LDL and TG remained

stable through the end of the study compared to one-month levels. TC, LDL

and TG levels were 155±37, 89±28, and 113±55 mg/dl respectively (p=NS for

all variables). In contrast, at 12 months HDL levels (43±10, p<NS) were similar

to baseline levels after an initial decrease at 1 month to 37±7.6 mg/dl (p<0.05).

Conclusions: A rapid improvement of LP occurs within one month after

DJBL placement, suggesting a weight-loss independent effect on lipid

metabolism. DJBL successfully improves several parameters of the lipid

profile for the duration of the placement up through one year.

Method Structured case
reports

Prospective development
studies

Research database;
explanatory or feasibility
RCT (efficacy trial);
diseased based (diagnostic)

RCT with or without
additions/modifications;
alternative design

Registry; routine
database (eg, SCOAP,
STS, NSQIP); rare-
case reports

Outcomes Proof of concept;
technical achievement;
disasters; dramatic
successes

Mainly safety; technical
and procedural success

Safety; clinical outcomes
(specific and graded);
short-term outcomes;
patient-centred (reported)
outcomes; feasibility
outcomes

Clinical outcomes (specific
and graded); middle-term
and long-term outcomes;
patient-centred
(reported) outcomes;
cost-effectiveness

Rare events; long-term
outcomes; quality
assurance

Ethical approval Sometimes Yes Yes Yes No

Examples NOTES video Tissue engineered
vessels

Italian D2 gastrectomy
study

Swedish obese patients
study

UK national adult cardiac
surgical database
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O.037 Endoscopic Duodenal-Jejunal Bypass Liner Rapidly Improves

Nonalcoholic Fatty Liver Disease Plasma Parameters

PRESENTER: C. De Jonge1

Co-authors: S.Rensen1,G. Koek2,M. Joosten1,W.Buurman1, N. Bouvy1, J.Greve3

1Maastricht University Medical Center, Surgery, Maastricht-The Netherlands
2Maastricht University Medical Center, Internal Medicine, Maastricht-The

Netherlands
3Atrium Medical Center Parkstad, Surgery, Heerlen-The Netherlands

Introduction: Bariatric surgery reduces obesity, type 2 diabetes, and

nonalcoholic fatty liver disease (NAFLD). Recently, a non-surgical endoscopic

device, the duodenal-jejunal bypass liner (DJBL), has been developed to

mimic the bypass component of the Roux-en-Y gastric bypass in a minimally

invasive way. Previous studies with this device have revealed improvement of

obesity and type 2 diabetes. We investigated the effect of DJBL treatment on

plasma parameters reflecting NAFLD.

Method: Seventeen subjects with obesity and type 2 diabetes were pro-

spectively included in two medical centers. Subjects received the DJBL for

24 weeks. At baseline and at three and six months after implantation,

plasma aspartate aminotransferase (AST), alanine aminotransferase

(ALT), gamma-glutamyltransferase (-GT), albumin, caspase-cleaved

cytokeratin-18 (CK-18), and liver fatty acid-binding protein (L-FABP) were

determined.

Results: At baseline, patients had a BMI of 37.0±1.3kg/m2. AST, ALT, and -GT

were elevated (AST: 35±4IU/L, ALT: 54±5IU/L, and -GT: 66±14IU/L). Caspase-

cleaved CK-18 and L-FABP concentrations were 214.4±35.6U/L and 29.3

±2.6ng/mL, respectively. Three months after DJBL treatment, BMI had de-

creased to 33.6±1.2kg/m2 (p<0.05). Plasma levels of all NAFLD-related pa-

rameters had also decreased (AST: 28±3IU/L, ALT: 32±2IU/L, -GT: 44±7IU/L,

caspase-cleaved CK-18:140.6±16.3U/L, and L-FABP:18.2±1.5ng/mL, all

p<0.05). A further decrease of ALT and -GT was observed six months after

implantation (ALT: 28±2IU/L and -GT: 35±5IU/L, both p<0.05). At that time,

mean BMI had decreased to 32.9±1.2kg/m2 (p<0.05). AST, caspase-cleaved

CK-18, and L-FABP levels stabilized (AST: 23±2IU/L, caspase-cleaved CK-

18:149.2±23.1U/L, L-FABP:20.2±1.6ng/mL, all p=ns).

Conclusion: These data suggest that weight loss induced by proximal small

intestinal exclusion through DJBL positively affects NAFLD.

O.038 Primary Obesity Surgery Endolumenal (POSE) Effects on

Satiation, Gastric Emptying and Hunger/Satiation Peptides.

Predictive Factors of Weight Loss After POSE in a Prospective

Cohort of Obese Patients

PRESENTER: S. Delgado-Aros
2

Co-authors: J. Espinos1, R. Turró1, F. Mearin1, A. Mata1, M. Isart3, G.

Moragas4, J. Turró1

1Centro Médico Teknon, Endoscopia Digestiva, Barcelona-Spain
2IMIM (Hospital Del Mar Medical Research Institute), Neuroenteric

Translational Science (NETS) Group, Barcelona-Spain
3Laboratorios Echevarne, Barcelona-Spain
4CETIR, Barcelona-Spain

Introduction: Weight loss post-POSE (gastric fundus/body plication) may be

due to reduced intake capacity from a reduction in gastric volume. However,

decreased fundal accommodation might also accelerate emptying of nutrients

to small bowel and thus, accelerate satiation. Neuro-endocrine-metabolic

changes post-POSE might also impact satiation/weight loss.

Method: Patients were evaluated before, 2, and 6M post-POSE with solid

gastric emptying scintigraphy (GE), validated intake capacity test (Kcals)

and plasma glucose-homeostasis hormones/ GI peptides. Regression

modeling assessed variables that influenced % excess weight loss

(EWL). Models were selected based on higher R2 with lowest degrees

of freedom. Data reported in means (95% CI).

Results: HelveticaPOSE was performed on 18 patients (14F/4M). Age 39yrs

(34; 44), BMI 36Kg/m2 (35, 37). %EWL post-POSE was 43% (36; 50%) and

55% (42; 68%) at 2&6M, respectively. Intake capacity decreased significantly

from baseline at 2&6M post-POSE from (901Kcals [685; 1117]) to (473Kcals

[345; 600]) and (574 [418; 730]), respectively. GE was delayed 2M post-POSE

but returned to baseline at 6M. Glucose/Insulin ratio improved 2&6M post-

POSE (all p<0.05). Postprandial in Ghrelin was enhanced post-POSE com-

pared to pre-POSE (21 [2; -40] vs. -59 [22; -95]; p=0.03) as well as postpran-

dial in PYY (6 [0; 13] vs. 14 [7; 20]; p=0.001). Regression-modeling showed

that gender (p<0,01), weight (p=0,03) and pre-POSE GE (p<0,01) were inde-

pendent predictors of %EWL at 6M (R2:54%).

Conclusion: POSE is followed by significant weight loss, improved

glucose-homeostasis and satiation-peptide responses. Weight loss post-

POSE might be enhanced selecting subjects with slower pre-POSE gas-

tric emptying.

O.039 Endoluminal Greater Curvature Plication a Case Series

PRESENTER: M. Galvão Neto
1

Co-authors: N. Zundel2, J. Campos3, A. Alvarado4, L. Silva5, J. Orillac4, S.

Shaikh6, E. Gomez7, E. Wilson8, C. Thompson9

1Gastro Obeso Center, Bariatric Endoscopy Department, São Paulo-Brazil
2Florida International University, Surgery Department, Miami-United States
3Federal University of Pernambuco - UFPE, Surgery Department, Recife-Brazil
4Clinica Hospital San Fernando, Surgery Department, Panama City-Panama
5Hospital Agamenon Magalhães, Surgery Department, Recife-Brazil
6St Joseph Medical Center, Endoscopy Department, New Jersey-United States
7Jackson Health System, Surgery Department, Miami-United States
8Memorial Hermann Hospital, Surgery Department, Houston-United States
9Brigham and Women’s, Division of Gastroenterology, Boston-United States

Introduction: Endoscopic endoluminal greater curvature plication (EGCP)

uses the Overstitch device (Apollo Endosurgery, Inc., Austin, Texas) to reduce

stomach size through approximation of tissues, mimicking a laparoscopic

GCP. We report the first case series of EGCP in primary treatment of grade I

obesity.

Methods: Four subjects with a BMI of 30–35 Kg/m2 underwent EGCP in June

2012. Procedures were carried out under general anesthesia. The

OverstitchTM is a suturing system mounted on a double-channel endoscope,

designed to perform full thickness plications. Interrupted sutures are placed

"infolding the greater curvature creating a tube-like path, reducing gastric

volume.

Results: Patient characteristics are summarized in table 1. All were female;

mean age was 25.5 years (22–52). Mean operative time was 96 min (50–190

min). No intraoperative complications were recorded. Patients stayed in the

hospital overnight and diet followed bariatric protocol. All had

pneumoperitoneum and light abdominal pain. Patient 2 presented nausea

and vomiting, staying a full day in the hospital. After 6-month follow-up, weight

loss is detailed in table 1. In a contrasted radiography, gastric lumen remains

reduced, appearing similar to a sleeve gastrectomy (Fig. 1). All patients refer

early satiety, one refers mild nausea after ingestion of large amounts of food;

no complications were reported.

Fig. 1 Contrasted x-ray showing stomach with sleeve-like shape
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Table 1. Patient characteristics and weight loss results

Conclusion: EGCP is technically safe and feasible, with a low rate of mild

adverse events. Pneumoperitoneum happened in all cases, showing that

stitches reach full thickness of gastric wall. Mean weight loss was 15.35 Kg,

mean final BMI was 27.5 Kg/m2 and all subjects are satisfied with the results.

O.040 Laparoscopic Loop Duodenojejunostomy with Sleeve

Gastrectomy (LDJB-SG): A Novel Bariatric Procedure for

Morbid Obesity

PRESENTER: A. Vij
1

Co-authors: K. Malapan1, A. Ooi1, A. Ghinagow1, M. Saifulla1, M. Hsin1, P.

Chang1, C. Huang1

1E-Da Hospital, BMI Surgery Center, Kaohsuing City-Taiwan

Introduction: Loop duodenojejunostomy with sleeve gastrectomy (LDJB-

SG)/Proximal Duodenal Switch (PDS) is a novel bariatric procedure which

has both restrictive and malabsorptive components. Here we reported the

preliminary result of this surgery in morbid obesity.

Methods: A total of 16 morbidly obese patients (13 females and 3 males)

underwent laparoscopic loop DJB-SG from October 2011 to February 2013.

The data was collected prospectively and analysed retrospectively.

Results: ThemeanpreoperativeBMIwas 34.9 (33.1-43.6). All patients had type II

diabetes (T2DM) with a mean duration of 5.2 years (0.5-12 years). There was

hypertension in 62.5%, hyperlipidemia andNASH in 68.8% of patients. Themean

preoperative fasting sugar was 153.7 mg/dL, HbA1c was 8.16% and c-peptide

was 3.08ng/dL. The mean operative time was 151 minutes (80–265 minutes).

There were no intraoperative or postoperative complications. The percentage of

excess weight loss at 1, 3, 6 and 12 months were 29.4%, 54.7%, 69.2% and

74.1% respectively. The mean BMI at 1, 3, 6 and 12months was 31.4, 28.1, 25.9

and 25.4. The mean fasting sugar and HbA1c were 88 mg/dL and 5.93% at 1

year. There was partial and complete remission of diabetes in 100%and 66.7% of

patients at 1 year. One patient developed incisional hernia at one year who was

surgically repaired. There was no mortality.

Conclusions: In this preliminary report, LDJB-SG is proved to be an effective

and safe procedure in morbidly obese patients with good remission of T2DM.

Long term results are expected.

O.041 Current Status of Bariatric Surgery in Adolescents and

Epidemiology of Obesity in Adolescents

PRESENTER: M. Fried
1-2

1OB Klinika – Center for treatment of Obesity and Metabolic Disorders,

Prague, Czech Republic
21st Faculty of Medicine, Charles University, Prague, Czech Republic

Introduction: Childhood obesity shows increasing prevalence becoming seri-

ous health, social and economic problem. There´s variation of obesity preva-

lence among different age groups, sex and geographical regions. It is widely

accepted that bariatric surgery is the most effective treatment for morbidly

obese patients, reducing mortality, improving/resolving co-morbidities, de-

creasing health-care utilization and costs.

Materials and methods: In half of European countries prevalence of EBW &

obesity > 15% in 13 year boys and girls. Worldwide > 20% children have BMI >

85th percentile, and 10% of children have BMI > 97th age/ender adjusted

percentile. In USA, 30% children born since 2000 will develop T2DM, about

50% out of all Hispanic and African American children will develop T2DM. Up

to 77% of obese adolescents carry their obesity into adulthood.

Results: The most commonly accepted criteria for childhood bariatric treat-

ment are, BMI > 40 ( 99.5th percentile for the respective age) and at least one

co-morbidity; BMI > 50 with less serious comorbidities; Failure of nonsurgical

treatments with at least 6–12 months of weight-reducing attempts in a spe-

cialized center; Patient shows skeletal and developmental maturity / attains

95% of adult height based on estimates from bone age. Is able to commit to

comprehensivemedical and psychological evaluation before and after surgery. Is

willing to participate in a postoperative multidisciplinary treatment program;

Conclusion: More evidence and algorithm for bariatric surgery in adolescents

is needed to evaluate outcomes, including influence on physical growth and

QoL, international registry and definition of specialized childhood MDTcenters

is neccessary.

O.042 Laparoscopic Sleeve Gastrectomy as a Treatment for Adolescent

Obesity

PRESENTER: R. Sadek
1

Co-author: J. Wassef1

1Robert Wood Johnson Hospital and Medical School, Surgery, Somerset-

United States

Introduction: Obesity has been identified as one of the most important public

health concerns in both children and adolescents. Unfortunately, even the

most comprehensive and aggressive multidisciplinary weight management

programs have shown only modest weight loss results. There has been

increasing enthusiasm for bariatric surgery for adolescent patients with morbid

obesity.

Methods: Adolescent bariatric surgery data from 2009–2012 was collected

included age, gender, race/ethnicity, height, weight, body mass index, and

comorbid conditions. Postoperative data collected included the type of opera-

tion, length of stay, operative morbidity, the need for reoperation, and percent

excess weight loss and body mass index at 3-month intervals.

Results: Twenty patients have undergone laparoscopic sleeve gastrectomy at our

institution. Of these, 14 were female and 6 were male. The mean age was 17.3 ±

1.5 years of age. Themean preoperative weight was 149 ± 30 kg with a bodymass

index of 52 ± 9 kg/m (2). There were no intraoperative complications. The mean

length of stay was 1day. The mean follow-up was 10.9 ± 7.4 months. The percent

excess weight loss at 3 months, 6 months, and 1 year postoperatively was 25%,

40%, and 55%, respectively, in those who had reached these time points.

Conclusion: Laparoscopic sleeve gastrectomy is a safe operation for adoles-

cent patients with morbid obesity and represents an effective early treatment

strategy. Because of the minimal morbidity associated with laparoscopic

sleeve gastrectomy, it may be the optimal non-device surgical option for this

select group of adolescent patients.

O.043 The Efficacy of Laparoscopic Sleeve Gastrectomy in Adolescents

PRESENTER: S. Al-Sabah
1

Co-authors: S. Dashti1, A. Al-Mulla1, K. Al-Enezi1, T. Jumaa1

1Al-Amiri Hospital, Surgery, Messila-Kuwait

Introduction: Laparoscopic Sleeve Gastrectomy (LSG) is becoming a more

popular and preferred primary bariatric intervention. However, adolescent

bariatric surgery is controversial, and the type(s) of bariatric surgery that are

suitable for adolescents is under debate.

Patient Initial
weight
(Kg)

Initial
BMI
(Kg/
m2)

Final
weig-
ht
(Kg)

Weight
loss
(Kg)

%
wei-
ght
loss

Final
BMI
(Kg/
m2)

K.Z 89.1 32.0 69.5 19.6 22.47 24.7

V.T 89.0 32.0 75.0 14.0 15.73 26.9

J.S 86.9 32.4 69.1 17.8 20.48 26.0

L.C 95.0 35.0 85.0 10.0 10.53 32.4

Mean 90.0 Kg 32.85
Kg/m2

74.65
Kg

15.35
Kg

17.3% 27.5 Kg/
m2
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Our aim in this study is to measure the rate of weight loss in adolescents

during certain intervals following LSG, and to assess its efficacy and outcome.

Method: A retrospective of prospective maintained data was revised from 164

patients with ages between 12 and 21 who underwent LSG from 2008 to 2012

at Al-Amiri Hospital, Kuwait. The data included patients’: age, gender, BMI,

Date of operation, length of stay, percentage excess weight loss (EWL) and

follow-up more than 2 years. (Data analysis-SPSS program)

Results: The total number of patients who underwent LSG and followed up

from 2008–2012 is 135, 97 are female and 36 were males. The mean age is

18.9 ± 1.9 years. The mean preoperative weight is 130.6 kg with a BMI of 48.6

kg/m2. The mean follow up period is 20 ± 11.39 months. The median operative

time was 85 minutes and hospital stay 3 days. There were no intra operative

complications. One patient developed post-op complication.

The EWL at one year for male and female is 73% and 78% and for more than

two years, 84% for male and 77% for female.

Conclusion: LSG is an effective and safe bariatric surgery in adolescents

where it can significantly decrease excess body weight in a short period of

time. Larger study with longer follow up is required to validate the results.

O.044 Is LSG an Option for Young Morbid Obese Patients?

PRESENTER: A. Nedelcu
1

Co-authors: M. Skalli1, P. Noel2, P. Leger3, A. Lietaer4, P. Lefebvre5, J. Fabre1,

D. Nocca1

1Montpellier University Hospital, Digestive Surgery, Montpellier-France
2Casamance Clinic, Digestive Surgery, Aubagne-France
3Gaston Bourret Hospital, Digestive Surgery, Noumea-France
4Saint Therese Clinic, Endocrinology, Sete-France
5Montpellier University Hospital, Endocrinology, Montpellier-France

Background: Obesity prevalence is rapidly increasing among adolescents

worldwide. Evidence is mounting that bariatric surgery is the only reliable

method for substantial and sustainable weight loss; however, the debate

continues with regard to the optimal surgical procedure for adolescents.

Methods: A retrospective review included all adolescents’ patients (<20 years

old) who underwent sleeve gastrectomy from 2005 to 2011 in CHRU Montpellier.

Data collected included: age, sex, body mass index (BMI), intraoperative compli-

cations, and length of stay, operative morbidity and percentage of excess weight

loss (% EWL) at 6 months, 1 year, and 2 years postoperatively.

Results: A total of 61 adolescent patients have undergone sleeve gastrectomy.

Of these, 42 were female and 19 were male. The mean preoperative weight

was 133 kg (range 90–204) with BMI of 47 (range 35–61). 15 patients

(24.59%) were superobese (BMI > 50). All the procedures were performed

by laparoscopy with no intraoperative complications. The mean hospital stay

was 4.08 days. One patient (BMI-59) experienced a gastric leak, which ne-

cessitated reoperation by laparoscopy for drainage and endoscopic treatment.

One other patient developed an hematoma treated by laparoscopic drainage.

The % of EWL at 6 months, 1 year, and 2 years postoperatively was 43 % ±

13%, 77% ± 31%, and 83% ± 33%, respectively for a follow up of 88.4 %,

65.3%, and respectively 57.69 %.

Conclusions: Laparoscopic sleeve gastrectomy may be advantageous for this

age group though, since it requires neither foreign body placement nor life-

long malabsorption. Laparoscopic sleeve gastrectomy represents an attractive

bariatric procedure for adolescents’ patients, more efficient than gastric

banding and with less morbidity compared with gastric bypass.

O.045 Weight Outcomes and Quality of Life After Laparoscopic Sleeve

Gastrectomy Among Indian Children and Adolescents – Results in 41

Obese Patients

PRESENTER: M. Narwaria
1

1Ahmedabad Bariatrics & Cosmetics Pvt. Ltd. Bariatric Surgery Ahmedabad-

India

Introduction: RYGB remains theGold Standard bariatric procedure in both adults

and adolescents but most clinicians are reluctant to advice RYGB for obese

adolescents because of permanent alteration in the stomach and its

malabsorptive component may affect the growth and development. This is truer

for Indian populations who have relatively low protein, vitamin and mineral levels

than their western counterparts. LSG is more promising procedure for

children/adolescents because it avoids intestinal bypass or implantation of foreign

body (Banding).

Methods: A retrospective analysis of LSG performed at our centre from

January 2009 through October 2012 was done. The percentage of Excess

weight loss and Quality of life were analyzed.

Results: A total of 41 patients aged 10–21 years underwent LSG. The mean

preoperative weight and bodymass index was 118kg and 43.3kg/m2respectively.

The percentage of excess weight loss at 6 months, 1, 2 and 3 years were 50.1%,

82%, 85.2% and 91.1% respectively. At 6, 12, 24 & 36 months follow-up, 58.5%

(n = 41), 95.1% (n = 41), 100% (n = 27) and 100% (n = 13) of patients achieved at

least 50% EWL respectively. In the quality of life survey, 92.3% of patients

reported very good or good quality of life after surgery.

Conclusion: In our experience, LSG is a safe and more physiological proce-

dure, which can be used for achieving good weight loss among

childhood/adolescent obese Indian patients.

O.046 Prevalence of Helicobacter Pylori and Chronic Gastritis in Morbidly

Obese Pediatric and Adult Patients Undergoing Laparoscopic Sleeve

Gastrectomy: A Comparative Study

PRESENTER: A. Alqahtani
1

Co-authors: M. Arafah2, M. Elahmedi3

1King Saud University, College of Medicine, King Saud University, Riyadh,

Saudi Arabia, Ryadh-Saudi Arabia
2King Saud University, Department of Clinical Pathology, Riyadh-Saudi Arabia
3King Saud University, Obesity Chair, Riyadh-Saudi Arabia

Introduction: The relatively high prevalence of chronic gastritis and

Helicobacter pylori among morbidly obese adults undergoing bariatric sur-

gery has been documented. However, no reports exist on the prevalence of

H. Pylori infection or its association with outcomes of LSG and other

bariatric procedures performed in children. We compared the prevalence

of H. Pylori and chronic gastritis in morbidly obese pediatric patients who

underwent LSG with a similar adult group.

Method: We performed a retrospective review of histopathology reports of

stomach samples obtained from morbidly obese patients undergoing LSG

between March 2008 and December 2013. Patients were divided between a

pediatric group comprised of all patients aged 21 years (n=179), and an adult

group that included all patients >21 years of age (n=163).

Results: H. pylori infection prevalence was similar in pediatric and adult pa-

tients, observed in 60 (33.5 %) pediatric and 55 (33.7%) adult specimens

(P=.48). Chronic gastritis was significantly more prevalent in pediatric com-

pared with adult patients, diagnosed in 168 (93.8%) pediatric and 109 (66.9%)

adult specimens (P<.01).

Conclusion: Chronic gastritis prevalence was significantly higher in pediatric

patients undergoing LSG compared with adults, while prevalence of H. Pylori

infection was similar in both age groups. Further studies are warranted to

evaluate the effect of chronic gastritis and H. Pylori on LSG outcomes, and

to determine if LSG can eradicate H. Pylori infection in morbidly obese

children.

O.047 Laparoscopic Sleeve Gastrectomy is in Superobese Adolescents

with Diabetes Insipidus Following Hypophisectomy

PRESENTER: M. Adamo
1

Co-authors: N. Carter1, M. El-Kalwaay1, R. Viner1, R. Batterham1, B. White1

1University College London Hospital Centre for Weight-loss, Metabolic &

Endocrine Surgery London-United Kingdom

1030 OBES SURG (2013) 23:1017–1243



Introduction: Laparoscopic Sleeve Gastrectomy (LSG) is a popular operation in

adolescents due to reduced need of long-term postoperative vitamin and mineral

supplementation. This study reports two 17 year old patients who underwent LSGwith

preoperativeweightsof 298and180kgandBMIof88and64 respectively.Bothpatients

had Diabetes Insipidus (DI) following hypophysectomy for Craniopharingioma.

Methods: Standard LSG over 32F bougie was performed. Operation time was

75 and 72 min respectively. There was no perioperative surgical morbidity.

Results: Both patients reported temporary loss of thirst after surgerywith prolonged

admission/readmission for hyponatremia due to dehydration. At 6 months, weight

loss was 110 and 35 kg with BMI of 55 and 51. %EWL was 52 and 35. Weight was

quickly regained after 6 months reaching the preoperative figure within 2 years.

Conclusion: Based upon our experience we do not recommend LSG in adoles-

cents with DI following hypophysectomy for Craniopharingioma due to temporary

loss of thirst and dehydration and prompt weight regain due to hyperphagia.

O.048 Weight Loss After Laparoscopic Roux-en-Y Gastric Bypass in the

Young Population is Maintained on the Long-term: Results of a

Follow-up Study on 51 Operated Adolescents

PRESENTER: C. Vercauteren
1

Co-authors: B. Dillemans1, S. Van Cauwenberge1, H.Vanommeslaeghe1

1AZ Sint-Jan AV, General, Vascular and Paediatric Surgery, Bruges-Belgium

Introduction: Morbid obesity in adolescents is a growing major health

concern. Reports on the long-term effects of bariatric surgery in this

study group are scarce. Our objective was to evaluate the short- and

long-term results of laparoscopic Roux-en-Y gastric bypass (LRYGB)

regarding complications and weight loss in an adolescent subset of

patients.

Method: We retrospectively analyzed all adolescents between the ages of 14

and 18 years that underwent LRYGB using a standardized technique by a

single surgeon from 2005 to 2012. Complications and postsurgical weight loss

at 6 weeks, 6 months, 1 year and annually afterwards were collected and

expressed as percentage weight loss (%WL).

Results: Fifty-one adolescents underwent LRYGB with a mean age of 16.2

years and a mean BMI of 39.9 kg/m2. There were no major immediate

postoperative complications. Mean %WL was 11.56% (24/51), 24.11%

(25/50) and 31.71% (21/43) at 6 weeks, 6 months and 1 year respectively.

This trend was maintained at 5 years (33.41%; 11/23) and 7 years (42.55%;

2/4) postoperatively (graph1). In 7/35 patients (20%) a LRYGB related

reintervention was necessary on the long-term, whereas 28/35 (80%) needed

additional vitamin or iron substitution.

Conclusion: This retrospective study on adolescents illustrates similar long-

term %WL after LRYGB compared to published series on the adult population.

However, cautious follow-up of vitamin and mineral status remains imperative

since the significant prevalence of deficiencies.

O.049 Quality of Life in Adolescents Undergoing Laparoscopic Gastric

Bypass

PRESENTER: M. Serradilla
1

Co-authors: C. Ballesta1, C. Gonzalez1, A. Fernandez2, A. Huguet2

1Clinica Inmaculada Concepcion, General Surgery, Granada-Spain
2Centro Medico Teknon, General Surgery, Barcelona-Spain

Introduction: Morbid obesity has become a major cause of death and

disability in adults in the United States and is having an important impact

in the adolescent population. Data suggest asignificant increase in the

average weight of teens, accompanied by an increase in the number of

obese patients. Although the long-term impact of morbid obesity in ado-

lescents is unclear, they are developing diseases that are similar to

those of adults. That’s why doctors have begun using aggressive treat-

ments, such as use of drugs and bariatric surgery. This study aims to

provide the results and assess the quality of life of adolescent patients

undergoing laparoscopic gastric bypass.

Method: The study includes all adolescents patients undergoing laparoscopic

gastric bypass in our center from January 2003 to May 2008. All had surgery

criteria according to the National Institute of Health and also had Inge criteria.

All patients underwent a laparoscopic gastric bypass and passed the

Gastrointestinal Quality of Life Index test (GIQLI), created in 1994 and mod-

ified into Spanish by Eypasch. All patients were recorded in a database. Data

collection was retrospective, including hospital stay, early and late morbidity

and weight changes during the first year.

Results: We operated a total of 32 adolescent patients, 26 women (81.25%)

and 6 men (18.75%), with a mean age of 17 years (15–18). The average rating

of GIQLI was 117.4. The value for digestive symptoms was 61.8 (8.1%),

specific disease 36.0 (4.0%), social environment elements 15.7 (4.6%), phys-

ical elements 22.1 (5.7%) and social elements 13.7 (2.9%), with a mean

follow-up of one year. Mean BMI at the time of surgery was 49.5 (SD 3.6)

and 30.3 one year after surgery (SD 2.3).

Conclusion: Laparoscopic gastric bypass is a complex technique for the

treatment of morbid obesity. The weight loss associated with bariatric surgery

has been shown to decrease the comorbidities in adolescent patients. The

GIQLI provides information on the quality of life in general and aspects of
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upper and lower gastrointestinal tract. The bypass does not cause deteriora-

tion of gastrointestinal symptoms on the contrary, they improve. After surgery,

patients undergoing laparoscopic gastric bypass acquire a quality of life closer

to that of individuals without a history of obesity. Bariatric surgery seems a

reasonable option for some adolescents with morbid obesity. There has been

a 36% reduction in BMI a year of surgery. The quality of life of adolescents

improves after laparoscopic gastric bypass.

O.050 Safety and Efficacy of Bariatric Surgery in Adolescents and Young

Adults

PRESENTER: C. Stroh
1

Co-authors: B. Lennerz2, M. Wabitsch2, S. Wolff3, C. Knoll4, R. Weiner5, T.

Manger6

1SRH Hospital Gera, General-, Visceral- and Children Surgery, Gera-

Germany
2University Ulm, Division of Pediatric Endocrinology und Diabetes, University

Hospital for Pediatric and Adolescent Medicine, Ulm-Germany
3University Magdeburg, University Hospital for General, Visceral and Vascular

Surgery, Otto von Guericke University, Magdeburg-Germany
4Magdeburg, Statconsult, Magdeburg-Germany
5Frankfurt, Hospital Frankfurt Sachsenhausen, Frankfurt-Germany
6SRH Hospital Gera, Hospital for General, Visceral, and Pediatric Surgery,

Wald-Klinikum Gera, Gera-Germany

Background: To date, the only effective treatment to achieve sustained weight

loss and reverse co morbidities in adults with morbid obesity is bariatric

surgery. Of note, the effects of bariatric surgery are beyond the mechanical /

absorptive aspects, and endocrine effects precede weight loss. While adoles-

cents have specific implications that may shift the risk benefit ratio, the use of

surgical weight loss therapy in this age group is increasing worldwide. The aim

of this study was to determine the safety and efficacy of adolescent bariatric

surgery.

Methods: Since January 2005, patients undergoing bariatric surgery in

Germany are captured in a registry in the context of the ongoing “study for

quality assurance in obesity surgeries”. Here, we conducted a descriptive

analysis including all patients who were under the age of 22 years and had a

primary surgical procedure from Jan 2005 to Dec 2010.

Results: A total of 345 procedures were recorded by 58 different hospitals.

N=51 patients were under the age of 18 yrs. The most commonly applied

surgical techniques were gastric banding (n=118, 34%), gastric bypass

(n=116, 34%), and sleeve gastrectomy (n=78, 23%). Short-term complications

are classified as intra-operative, general postoperative and specific postoper-

ative. Rates of these complications were slightly lower in gastric banding

(0.8%; 2.5%; 0.8%) compared to gastric bypass (2.6%; 5.2%; 1.7%) or sleeve

gastrectomy (0%; 9.0%; 7.7%). Follow-up information is recorded for 48%

(n=167) of patients, and the average duration of follow up was 544 days. In

analogy to published findings, weight- and BMI reduction were lower in pa-

tients undergoing gastric banding (28kg; -9.5kg/m2) compared to patients

undergoing gastric bypass (50kg; -16.4kg/m2) or sleeve gastrectomy (46kg; -

15.4kg/m2). Among the patients with follow up (n=167), IDDM rates decreased

from 3% to 1.8% (40% reduction), NIDDM rates decreased from 6.6% to 2.4%

(64% reduction), hypertension rates decreased from 32.9 to 16.8% (49%

reduction), and sleep apnea rates decreased from 7.2 % to 4.2% (42%

reduction).

Conclusion: Like in adults, bariatric surgery in adolescents results in

significant and sustained weight loss and resolution of co morbidities.

However, the low follow up rates and missing long-term observations

prohibit a final conclusion about endocrine squeal and long-term efficacy

and safety of adolescent bariatric surgery. Clinical trials with structured

surgical programs and mechanisms to ascertain patient adherence are

needed to derive at a final conclusion.

This research was funded by the Federal Ministry for Education and Research

(BMBF, 01GI1120A) and is integrated in the Competence Network Obesity

(CNO).

O.051 Short-term Outcomes After Laparoscopic Roux-en-Y Gastric

Bypass for Morbid Obesity

PRESENTER: R. Aguilo
1

Co-authors: A. Traianou1, S. Tayeh1, S. Agrawal1

1Homerton University Hospital, Bariatric Surgery, London-United Kingdom

Introduction: Laparoscopic Roux-en-Y gastric bypass (LRYGB) is considered

the gold-standard procedure for the treatment ofmorbid obesity. It reducesweight

and improves obesity-associated comorbidities (OAC). Our aim was to evaluate

the short-term outcomes including complications, re-operations, weight loss and

resolution of comorbidities after LRYGB in a bariatric unit in the UK.

Method: A retrospective analysis of a prospectively collected database was

performed. The cases were consecutive primary LRYGBs performed between

March 2010 and November 2011 by a single consultant. Patient demo-

graphics, operative time, conversion to open, complications, re-operations,

death, weight loss, and resolution of OAC (diabetes, hypertension, obstructive

sleep apnoea, hypercholesterolaemia, and joint pain) were analysed.

Results: Over the twenty month period, 113patients underwent primary LRYGB

with amean follow-up of 17(12–32)months. There were 90females and 23males,

with a mean age of 45(21–66) years. The mean BMI was 48(37.0-57.7)kg/m2.

Themean operating timewas 173(114–257)minutes. Therewere no conversions

to open surgery and no mortality. One(0.88%)patient underwent negative diag-

nostic laparoscopy. Two (1.7%) patients developed chest infections. Four

(3.54%) patients required re-operation (laparoscopy) after discharge, three for

internal hernia repair, and one for adhesional small bowel obstruction. The mean

percentage excess weight loss was 70(28.1-112). At 12-month follow-up,

76.32%, 57.9%, 90.90%, 35.85%, & 75% of diabetes, hypertension, obstructive

sleep apnoea, hypercholesterolaemia, and joint pain respectively, achieved im-

provement or resolution.

Conclusion: LRYGB is effective in achieving weight loss and improving

comorbidities at a mean follow-up of 17months, with minimal peri-operative

complications and re-admissions. Our results are satisfactory and comparable

to those reported elsewhere.

O.052 Characteristics of BMI24-34 Diabetic Patients Who Get Hundred

Percent Cure After Tailored One Gastric Bypass Anastomosis

PRESENTER: M. Garciacaballero
1

Co-authors: J. Martinez-Moreno1, J. Toval1, A. Reyes-Ortiz1, F. Miralles2, J.

Mata1, D. Osorio1, A. Minguez3

1University Malaga, Surgery, Malaga-Spain
2Parque San Antonio Hospital, Internal Medicine, Malaga-Spain
3University Malaga, Anesthesia, Malaga-Spain

Introduction: Considering the high costs of conservative lifetime type 2

Diabetes (DM2) its complications, and the severe impact on quality of life,

metabolic surgery may become the most reasonable solution in many cases.

The objective is to evaluate the clinical characteristics of patients who

achieved 100% resolution of the metabolic diseases with tailored one anasto-

mosis gastric bypass (BAGUA).

Methods: We analyzed 40 patients (14 BMI24-29 and 26 BMI30-34), 50%

insulindependent, 68% male, 40 to 80 years old (mean 55). We assessed

years of evolution of DM2 (1 to 30, mean 14). Preoperative fasting glucose

ranged 84 and 302 (mean 180). Preoperative HbA1c 5.9 and 12% (mean 8.1).

Fasting C-peptide 0.9 to 4.7 ng/ml (mean 2.5). 88% of patients had also a

metabolic syndrome (MS) and 40% one or more complications of DM2. One

patient had previous open abdominal surgery, and in two patients hiatal and

umbilical hernia surgery was associated.

Results: All operated patients remain without treatment for DM2 and MS

surgery. The operating time for primary surgery varied between 50 and 70

min (mean 60), 90 for patients with prior open surgery and 100 when associ-

ated surgery. Hospital stay was 48h in all cases. There was a reoperation for
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bleeding 12h after surgery. All patients achieved HbA1c levels <7% at 6

months after surgery.

Conclusions: Tailored BAGUA surgery is safe and effective to fully solve both

DM2 and MS even in patients with advanced disease and insulin-dependents

if the pancreas still maintains a function within the normal ranges (C Peptide

0.8 to 4.0 ng/ml). No differences were found related to BMI.

O.053 Effects of Meal Delivery Route on Hormonal and Metabolic Profiles

After Gastric Bypass

PRESENTER: J. Hedenbro
1

Co-authors: A. Lindqvist2, P. Spegel2, M. Ekelund3, H. Mulder2, L. Groop2

1Clin Sciences, Lund University, Aleris Obesity, LUND-Sweden
2Lund University, Diabetes Centre, Malmö-Sweden
3Clin Sciences, Lund University, Surgery, Lund-Sweden

Objective: The exact mechanisms behind GBP-induced diabetes resolution

are unknown. We tested the differences in hormonal and metabolite profiles

after different routes of meal delivery in GBP patients, with identical nutrient

intake.

Methods: GBP-patients with a temporary gastrostomy were tested twice after

a minimum of two hour fasting. In the first test they ingested a free volume of a

liquid mixed meal (LMM). For the second test the same amount of LMM was

given at the same rate through the gastrostomy. Sampling continued from 10

to + 120 minutes. This model allowed a simulation of the preoperative condi-

tion (gastrostomy) and comparison with the postoperative situation. Hormone

samples were batch-analysed; metabolites were measured with gas

chromatography/mass spectrometry.

Results: Subjects ingested a mean of 183 ml in 20 min. There was a major

impact of the nutrient route on the hormonal response to a LMM, with the oro-

jejunal meal yielding an increase in plasma insulin, GLP-1 and GIP plasma

levels. These changes in hormone levels were accompanied by elevated

levels of branched-chain amino acids (BCAA) and suppressed levels of fatty

acids, both occurring within 20 minutes of LMM administration.

Conclusions: These data, comparing delivery routes of identical nutrients,

demonstrate markedly elevated incretin and insulin responses when the

meal is delivered oro-jejunally, providing a potential explanation for the

rapid remission of T2D observed after GBP. The increase in BCAA

suggests that this is a consequence of the hormonal response and

questions the role of BCAA as a marker for insulin resistance.

O.054 Primary Hyperparathyroidism After Roux-en-Y Gastric Bypass: A

Case Series

PRESENTER: T. McKenzie
1

Co-authors: Y. Chen1, S. Shikora2, R. Hodin1, F. Moore, Jr.2, C. Lubitz1

1Massachusetts General Hospital, Surgery, Boston-United States
2Brigham and Womens Hospital, Surgery, Boston-United States

Introduction: Primary hyperparathyroidism (PHPT) in the setting of previous

roux-en-Y gastric bypass (RYGBP) is not well described. The diagnosis can be

difficult, as secondary hyperparathyroidism (SHPT) commonly occurs in pa-

tients after RYGBP due to calcium malabsorption and vitamin-D deficiency.

The rate of single adenomatous parathyroid disease in this population is

unknown.

Methods: All patients from 2000–2012 who underwent cervical exploration for

diagnosis of primary hyperparathyroidism with history of preceding RYGB

were analyzed retrospectively for presenting characteristics, intraoperative

findings, and postoperative outcomes.

Results: Ten patients were identified: average age was 58.4 years and all were

female. Time interval between RYGBP and cervical exploration was 68

months with average follow up of 29 months. Average pre-operative calcium

was 10.8mg/dL, PTH 155pg/mL, 25-vitamin-D 32ng/mL. 80% of patients

presented with symptoms. 20% with nephrolithiasis. 60% had evidence of

bone loss (osteopenia=3, osteoporosis=3). 90% underwent pre-operative im-

aging. 50% underwent focused parathyroidectomy, and 50% 4-gland explora-

tion. 80% of patients had a single adenoma with two patients having 4-gland

hyperplasia. Five patients had true-positive pre-operative localization of an

adenoma. Intraoperative PTH was used in seven patients and confirmed cure

in all. Of the nine patients with greater then six-month follow-up none had

evidence of persistent or recurrent PHPT. Six-month calcium was 9.4mg/dL,

PTH 74pg/mL, 25-vitamin-D 40ng/ML. Two patients had evidence of persis-

tently elevated PTH despite normalization of calcium.

Conclusions: Following RYGBP, patients may be diagnosed with PHPT. Single

adenomatous parathyroid disease may be the underlying cause when SHPT

has been excluded and the biochemical diagnosis is secure.

O.055 The Clinical Effect of Laparoscopic Sleeve Gastrectomy on Type 2

Diabetes in Japanese

PRESENTER: S. Yosuke
1

Co-authors: H. Imoto1, K. Kasama1

1Yotsuya Medical Cube, Weight Loss and Metabolic Surgery Center, Tokyo-

Japan

Background and Aims: Clinical effect of gastrointestinal bypass proce-

dures (e.g. LRYGB, BPD±DS, LSG-DJB) on type 2 diabetes has been

known to be very high. Meanwhile, laparoscopic sleeve gastrectomy

(LSG), mainly due to its simplicity, has gained popularity as a standalone

bariatric procedure. The clinical effect of LSG on diabetes has been

suggested to be better than that of purely restrictive procedure (e.g.

LAGB). Thus, to understand what LSG can and cannot do for diabetes

is of highly importance in order to avoid possible overtreatment.

Patients: From July 2006 to November 2012, 162 morbidly obese Japanese

patients underwent LSG (M: F=78:84, mean age 40 years old, mean pre-OP

BW 123.2 kg, mean pre-OP BMI 44.6 kg/m2) in our hospital. Among them, 51

patients were associated with diabetes preoperatively. 40 out of the 51 pa-

tients (diet controlled diabetes: 18, treated with oral agent: 20, insulin user: 2)

were followed up at least 1 year after surgery and were evaluated their change

in glycemic status during the period.

Results: At 1 year after surgery, their mean BW was 95.6 kg and their mean BMI

was 34.3 kg/m2which accounted for theirmean%EWLwas 56.0%.Whendiabetes

remission is defined as fasting glucose < 126 mg/dL and HbA1c < 6.5%, 37 out of

the 40 patients (92.5%) achieved diabetes remission at 1 year after surgery. Both

two insulin users did not achieve diabetes remission. Remission group (n=37) and

non-remission group (n=3) were statistically different in terms of diabetes duration

(3.2 vs 19.7 yrs) and pre-OP c-peptide level (4.2 vs 2.4 ng/mL).

Conclusion: Although interpretation of the data should be careful due to

the possible patient selection bias, our results of LSG on glycemic

control was generally excellent. The effect seems to be limited for insulin

users, those with low pre-OP c-peptide level and with longstanding

diabetes. Larger number of patients with longer follow-up is required to

draw a definitive conclusion.

O.056 Influence of Laparoscopic Sleeve Gastrectomy on Weight Loss

and Parameters of Metabolic Syndrome – A Retrospective

Analysis

PRESENTER: K. George
1

Co-authors: H. Azeez1, V. Nair1

1Obesity Solutions, Bariatric Surgery, Trivandrum-India

Introduction: 214 serial patients who underwent Laparoscopic Sleeve

Gastrectomy (LSG), between January 2010 and January 2012 were analysed

for adequacy of weightloss and resolution of parameters of metabolic

syndrome.
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Methods: All patients included had a BMI between 35 and 55. Inclusion

criteria as regards age was between 20 and 65.Evalutions as regards

comorbidities were done at 1year and half yearly thereafter HbA1C levels

of 6 or less was considered as criteria for resolution of Diabetes. All

patients who required less medication /came off insulin were considered

to be into remission. Patients who came off medication were considered

cured of Hypertension .Those requiring less dosage of medication were

considered in remission A total cholesterol level over 200mg /dl was

considered as criteria for Dyslipidemia. Those on review with values less

than 150mg/dl were considered in remission. A weight loss of over 70%

of excess weight was considered ‘excellent‘, between 50 -70% consid-

ered’ adequate’ and rest ‘inadequate’

Results: 77 patients had excellent and 118 patients adequate weight loss 19

had inadequate weight loss.48 of the 98 diabetics went into remission,33

required less medication and the rest remained stable.98 of the 104 patients

who were hypertensive came off medication / required less drugs

.Dyslipidemia failed to regress in 68 of the total 101.

Conclusion: LSG is excellent tool in achieving weighloss and bringing

Diabetes and Hypertension under remission. Role in management of

Dyslipidemia seems inadequate.

O.057 5-Year Results of Gastric Bypass and Sleeve Gastrectomy in

Morbidly Obese Patients with Type 2 2 Diabetes

PRESENTER: A. Garcia Ruiz de Gordejuela
1

Co-authors: N. Vilarrasa Garcia2, A. Casajoana Badı́a1, R. Valera Yepes2, M.

Darriba Fernández1, M. Guerrero Gual2, J. Pujol Gebelli1

1Hospital Universitari de Bellvitge, Bariatric Surgery, L’Hospitalet de Llobregat-

Spain
2Hospital Universitari de Bellvitge, Endocrinology, L’Hospitalet de Llobregat-Spain

Introduction: The benefits of bariatric surgery on type 2 diabetes (T2DM) and

metabolic syndrome in morbidly obese have been widely described. While

many mechanisms have been described, the effects of each of the different

techniques have not been clearly evaluated. We describe the effect of gastric

bypass (RYGB) and sleeve gastrectomy (SG) in our series.

Materials and Methods: Retrospective study of the prospective database of

bariatric surgery. Included morbidly obese patients with T2DM diagnosed at

the time of surgery that involved RYGB and SG. The study included patients

with at least 2 years of follow up. We evaluated the following variables: weight,

basal glucose, glycosylated hemoglobin (HbA1c) and diabetes treatment

need.

Results: It includes a total of 86 patients, 58 in the RYGB group and 28 SG. The

initial BMI was 46.71kg/m2 and 57.63kg/m2 respectively. Fasting glycemia was

10.71mmol/L and 8.05mmol/L, and HbA1c .16% and 7.32% respectively. Before

surgery the RYGB group 10.3% and 14.3%SG group needed insulin. BMI loss at

1, 3 and 5 years was 0.74% vs 61.19%, 60.05% vs. 54.11% and 52.37% vs

61.45% without significant differences except at year 1 (p = 0.009).

Both fasting glycemia and HbA1c did not show any statistical difference at the

points of analysis, but were lower in the RYGB group. According to the ADA

criteria, 42% of RYGB and of 39% SG group can be considered as resolved at

5 years follow-up (p = ns).

Conclusions: These results described scarce observed differences in weight

loss and metabolic control of diabetes between both groups, although they are

slightly better in the RYGB group.

O.058 Baseline Patient Profiling and Three Year Outcome Data After

Metabolic Surgery in a SA Centre of Excellence

PRESENTER: T. Van der Merwe
1

Co-authors: G. Fetter2, R. Wilson3, N. Drabble3, J. Pieters3, D. Goncalves3, Z.

Mahomedy3

1University of Pretoria, Medicine, Midrand-South Africa

2Waterfall City Hospital Metabolic Surgery Research Centre, Surgery, Midrand
3Waterfall City Hospital Metabolic Surgery Research Centre, Medicine,

Midrand

Introduction: Metabolic team performed 910 consecutive surgeries with me-

ticulous database keeping. Patient profiling provided authors with unique

insight into patients entering into surgery, as well as to their three year out-

come data.

Methods: Data entered, stored in a blinded manner; in accordance with

Helsinki Declaration 1961. Data collected by single preparatory team.

Analysed with XLSTAT programme 2011, using Student’s t-test and %

prevalenc of variables calculated on total n-number of particular variables.

Results: Contributing history includes childhood obesity (75%); family history

(93%); gestational weight gain (42%); pharmacotherapy (78%). Mean duration

of attempts at weight loss 17.3y. Associated depression present in 25% and

anxiety present in more F (14.2%) than M (6.7%). Major comorbidities:

hyperuricaemia (47%); diabetes (46%); dyslipidaemia (63%); hypertension

(62%); NASH/NAFLD (85%); sleep apnoea (45%); IHD (13%). M patients

are more frequently deemed anaesthetic risk (14% vs 7.9%). M patients have

worse overall baseline profile. Infertility presents in 14% F and PCOS in 19%.

At three years complete remission of DM obtained in 88.5% and part remission

in 12.5% of patients. Complete remission for HT 83%; hyperlipidaemia 80%;

sleep apnoea 85%; OA 58%. Food tolerance good at 3y with 21.1% of patients

dumping. One medical mortality occurred at 30 days. Minor medical morbidity

2.6%, major medical morbidity 5.6%. Surgical mortality 0%

Conclusions: Extensive database keeping by large and holistic team can provide

information over and above that provided by the surgeon alone.

O.059 Morbide Obesity and Cancer- An Update

PRESENTER: K. Dittrich
1

Co-authors: D. Al-Khaffaf1, B. Jelen1

1Korneuburg, Chirurgie, Landesklinikum Korneuburg, Wien-Austria

Introduction: Obesity is a risk factor in developing oesophagus-, colonic-,

pancreatic-, renal-, breast- and uterine malignancies and non-hodgkin lym-

phoma with an increasing risk of BMI higher than 30 according to the WHO-

IARC ( Int. Agency for Research on Cancer). In Austria a large cohort study

over 145.000 adults (1) during a period of 16 years classified 13% of colonic

cancer in male in 26% of uterine cancer in female patients caused by obesity.

Method: A retrospective study over a period of 14 years (1999–2012) ana-

lyzed 611 patients undergone various procedures in obesity surgery on their

cancer risk and the questions if bariatric surgery is a contraindication in

malignancies or not.

Results: Only 4 patients of the 611 (0,65 %; 3 women and one man) developed

cancer after bariatric surgery: one lung-, one breast-, one pancreatic- and one

testicular cancer.

Conclusion: The risk of developing cancer disease after bariatric surgery is in

our study less than 1 %. Cancer of the excluded-stomach or at the

oesophagal-gastric junction did not occure and is also very rare in the

literature. (2, 3)

O.060 Evaluation of the Use of Single Incision Laparoscopic Surgery

(SILS) in Bariatric Surgery

PRESENTER: F. C. Torab
1

Co-authors: H. Salhat2, F. J. Branicky1, Y. Kayyal2

1Faculty of Medicine & Health Sciences, Surgery, Al Ain-United Arab Emirates
2Tawam Hospital, Surgery, Al Ain-United Arab Emirates

Introduction: Single-incision laparoscopic surgery (SILS) has the potential

advantages of reduced postoperative pain and reduced port-site complica-

tions. In this article, we present our first experiences with SILS gastric banding
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(LGB) and laparoscopic sleeve gastrectomy (LSG) in the UAE in comparison

to the international results.

Methods: Since May 2009, 73 carefully selected patients (Average body

mass index 41.2, between 38.5 and 47.5kg/m (2) with peripheral obesity)

underwent LGB in 18 patients and LSG in 55 patients using this single

incision technique. The same surgeon performed all surgical interven-

tions. For all patients, the same perioperative protocol and operative

techniques were implemented.

Results: Three LGB and one LSG were converted to standard laparoscopy. Three

LSG needed additional 5 mm port. Mean operative time was 110 (95–165) minutes

for LGB and 180 (70–350) minutes for LSG. The mean postoperative pain score

was 06/10. 2 patients were totaly pain free, 6 hours after LGB. There were no

postoperative complications after LGB. After LSG, there were two wound healing

problems, two intraabominal bleedings and three leaks from the stapler line at the

level of oesophageo-gastric junction. All patients were very pleased with the cos-

metic outcome.

Conclusion: Single incision laparoscopic surgery is feasible, allowing for scarless
abdominal operations. This early experience suggests that outcomes are com-

parable to standard laparoscopic surgery but with improved cosmesis, however,

long term results are awaited to confirm these findings. A new learning curve to

reduce the timing of operation and the rate of postoperative complications is

needed even for those surgeons who are performing advanced minimal access

surgical procedures.

O.061 Single-incision Laparoscopic Bariatric Surgery. Is There Enough

Evidence to Decide?

PRESENTER: C. Moreno-Sanz
1

Co-authors: A. Morandeira-Rivas1, C. Sedano-Vizcaino1, J. Tenı́as-Burillo2, C.

Román-Ortı́z2, J. Muñoz de la Espada1, J. Picazo-Yeste1

1La Mancha-Centro General Hospital, General Surgery, Alcazar de San Juan-

Spain
2La Mancha-Centro General Hospital, Research Support Unit, Alcazar De San

Juan-Spain

Introduction: Single-incision laparoscopic surgery has sparked a great deal of

interest in the surgical community in recent years including bariatric surgery.

However, we still do not definitively know if this type of surgical approach

provides benefits to the patient over conventional techniques without worsen-

ing certain important aspects such as the incidence and type of complications.

The aim of this study was to evaluate the safety and efficacy of single-incision

laparoscopic bariatric surgery (SILBS) when compared to conventional lapa-

roscopic bariatric surgery (CLBS).

Methods: We reviewed six databases: Embase, PubMed, Medline, ISI web of

Knowledge, Scopus, and Cochrane Central Register of Controlled Trials.

Cohorts and randomized clinical trials that compare SILBS to CLBS were

included. This systematic review was performed in accordance with the

PRISMA recommendations.

Results: A total of 14 studies complied with the inclusion criteria for our

analysis, which included a total of 2357 patients, 1179 in the SILBS

group and 1178 in the CLBS group. The duration of the surgical proce-

dure was longer in the SILBS group and no major intraoperative compli-

cations were observer in these series. Postoperative pain showed a

small improvement in the SILBS group. The overall morbidity rate was

5% in the SILBS group and 4.8% in the CLBS. Only in one study in the

AGB group perioperative mortality was observed (1/739; 0.14%).

Percentage excess weight loss and resolution of comorbidities were

comparable between groups. When cosmesis was evaluated with

SILBS were more satisfied with the scar outcome.

Conclusions: Single-incision laparoscopic bariatric surgery is a feasible

technique to use in selected patients. However, there is insufficient

evidence to recommend its widespread use compared to conventional

approach. More studies are needed following the initial period of imple-

mentation and learning curve to analyze the safety of this technique and

its possible benefits.

O.062 Case-matched Comparative Study of Single Incision Trans-

umbilical with 5-ports Laparoscopic Sleeve Gastrectomy

PRESENTER: J. Kulkarni
1

Co-authors: A. Ghiganow1, A. Ooi SE1, A. Vij1, M. Thuregal1, K. Malapan1, P.

Chang1, C. Huang1

1E-Da Hospital, BMI Centre, Kaohsiung-Taiwan

Background: Laparoscopic sleeve gastrectomy (LSG) is gaining large popularity

as a stand-alone bariatric procedure. Using single port or single-incision

transumbilical (SITU) laparoscopic approach are still not widely reported till now.

In this study, we reported results of our case-matched comparative study between

SITU and 5-ports sleeve gastrectomy.

Methods: Between November 2008 and November 2012, 51 morbidly obese

patients underwent SITU-LSG. After matching age, sex, BMI, we compared

the weight loss, remission of disease, surgical complications and satisfaction

with 5-ports LSG. Data was prospectively collected and retrospectively

analyzed.

Results: 13 male and 38 female with mean age was 31 years old (range, 18–50)

are enrolled in both groups. Mean preoperative body mass index (BMI) was 36

kg/m2 (range, 32–45). The procedure was successfully performed in all SITU

patients without inserting additional trocars or conversion to conventional 5 ports

or open surgery. The mean operative time and hospitalization are similar in both

groups. And during 2 years of follow up, no mortality, leak, stricture, wound

infection and incisional hernia were observed in these patients. The excess

weight loss (EWL %) at 1 year was 73.8% and 79.5% in SITU and 5-ports group

individually without difference. And EWL at 2 year is also similar (76%). Most co-

morbidities resolute 2 years after surgery in both group without difference.

Patients were more satisfied with the SITU cosmetic results.

Conclusions: The study showed similar and excellent surgical results in both

methods, but SITU carry better cosmetic and satisfaction outcome.

O.063 Simplified Method of Single Incision Sleeve Gastrectomy and

Gastric Bypass

PRESENTER: T. Rogula
1

Co-authors: E. Ahnfeldt1, M. Jamal1, M. Dua1, H. Shimizu1

1Cleveland Clinic, Bariatric and Metabolic Institute, Cleveland-United States

Introduction: Laparoscopic sleeve has been traditionally performed

through multiple 4–6 trockars with a lateral access of staplers. We

modified the technique by placing only three trockars in regular central

triangle pattern with a stapler introduced centrally, through a trockar

placed at the umbilicus.

Material: 15 laparoscopic sleeve gastrectomies were successfully

performed with mean time of 76 mins (45–80 mins); mean BMI 47 (37–

55). Majority were females (12:3); age 33–62. Patients were followed in

regular visits postoperatively for 3–5 months. Control group of 15 pa-

tients who underwent 6 trockars traditional laparoscopic sleeve gastrec-

tomy were matched with similar BMI, age and body habitus (central

obesity). Postoperative outcomes were measured and compared: pain,

early ambulation, weight loss, and cosmesis.

Results: No intraoperative and postoperative complications we noted. 5-8% of

patients had postoperative nausea in both groups, managed medically.

Patients from a study group experienced significantly less postoperative pain

as measured by usage of narcotic medications. Cosmetic satisfaction was

higher in this group.

Conclusion: We have found that sleeve gastrectomy can be effectively

performed through a reduced number of trockars in carefully selected

group of patients with lower BMI, resulting with the same weight loss and

no complication, with benefits of less pain and better cosmesis. Access

to resected stomach through centrally placed trockars seems to be

easier then lateral.
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O.064 Single-incision Sleeve Gastrectomy Versus Conventional

Laparoscopic Sleeve Gastrectomy. A 3 Year Study

PRESENTER: A. Govil Bhasker
1

Co-author: M. Lakdawala1

1CODS and Saifee Hospital, Minimal Access and Bariatric Surgery, Mumbai-India

Background: In the chronology of surgery, single incision surgery is one of the

most spectacular innovations in the recent years This is a retrospective study

done to evaluate the outcomes and complication rates of the single incision

sleeve gastrectomy versus the conventional 5 port laparoscopic sleeve gas-

trectomy at the end of 3 years.

Methods: A retrospective comparative analysis was done of 220 patients in

each arm who underwent laparoscopic sleeve gastrectomy and single incision

sleeve gastrectomy from September 2009 until September 2011. Both groups

were matched for age, gender and BMI and they were then randomly assigned

to either group. Postoperative pain scoring was done using the visual ana-

logue scale. Bariatric cosmesis score was filled by all patients postoperatively.

Postoperative outcomes in terms of, excess weight loss, resolution of

comorbidities and complication rates were compared in both groups, at the

end of 1, 2 and 3 years.

Results: Operating time and intraoperative blood loss was comparable in both

groups. VAS scoring revealed less postoperative pain at 24 hours in the single

incision group as compared to the laparoscopy patients- P < 0.0001. Cosmetic

outcome was better in the single incision group.

Excess weight loss and resolution of co morbidities were comparable in both

groups at the end of 3 years. Complication rate was less than 1% in both

groups.

Conclusions: In selected cases and after due experience, single-incision

sleeve gastrectomy is as safe, feasible and as effective a procedure as the

conventional laparoscopic sleeve gastrectomy and should be practiced with

regularity.

O.065 Transmubilical Sleeve Gastrectomy with Simultaneous

Cholecistectomy

PRESENTER: J. Fernandez
1

Co-authors: C. Farias1, C. Ovalle1, C. Cabrera1, J. de la Maza1

1Centro Integral de Nutricion y Obesidad, Bariatric Surgery, Santiago-Chile

Introduction: The single and reduced port transumbilical approach has been

applied in cholecystectomy and bariatric surgery. However, there are no re-

ports of both procedures performed simultaneously. The aim of this study is to

establish the technical feasibility and show the surgical results of sleeve

gastrectomy with simultaneous cholecystectomy using transumbilical

approach.

Method: 20 women diagnosed with obesity and cholelithiasis underwent

sleeve gastrectomy and simultaneous cholecystectomy with transumbilical

approach. The average age and BMI was 39.8 ± 9.9 years and 34.8 ± 4

kg/m2, respectively. The procedure starts with transumbilical incision and

GelPoint device insertion. A 5mm lateral left assistance trocar is inserted.

Greater curvature is dissected with Enseal through assistance trocar. Sleeve

gastrectomy is performed with staplers, calibrated with a 36fr orogastric tube.

Vesicular hilum is exposed with two clamps through GelPoint device and the

Calot’s triangle dissected with hook trough the assistance trocar. Clips are

placed in the cystic duct and artery, trough Gelpoint; and then transected with

scissors through the assitance trocar. Vesicular dissection is performed with

hook trough the assistance trocar. Both pieces are removed along with

GelPoint device.

Results: Mean operative time was 70.3 ± 12.3 min. Mean hospital stay was

2.05 ± 0.22 days. One patient was readmitted with an intraabdominal abscess,

treated with exploratory laparoscopy; not being able to demonstrate a leak.

There was no mortality. The cosmetic result was satisfactory in all patients.

Conclusion: Sleeve gastrectomy and cholecystectomy are procedures feasi-

ble and safe to perform simultaneously by transumbilical approach with the

exposed technique.

O.066 Minimally Invasive Sleeve Gastrectomy with Spider System: A

Review of 50 Cases

PRESENTER: H. Billy
1

Co-authors: M. Al Kuwari2, M. Bashah2

1St. Johns Regional Medical Center, Bariatric Surgery, Ojai-United States
2Hamad Medical Center, Bariatric Surgery, Doha-Qatar

Introduction: This single surgeon series is an evaluation of the novel SPIDER

Surgical System for transumbilical sleeve gastrectomy for morbid obesity. This

method offers patients a reduced incision approach to the standard laparo-

scopic procedure.

Method: The SPIDER Surgical Device is a four channel; 18mm system

that employs flexible, catheter based instruments with articulation and

also allows for rigid instruments such as a laparoscope. The system is

inserted under visualization and insufflation into the umbilicus, and 12

mm trocar is inserted periumbilical. Flexible graspers are used to then

manipulate tissue, and a vesse54l sealer and bariatric length articulated

stapler are inserted next to the SPIDER device for gastrolysis and to

perform the sleeve gastrectomy in the usual fashion.

Results: 50 sleeve gastrectomies have been completed with the SPIDER

device. The mean total operative time was 108 minutes (standard deviation

35 minutes). The mean BMI was 43 with a max BMI of 54. In 14 cases (28%), a

hiatal hernia was deemed present and repaired. In 5 cases, a cholecystectomy

was performed concurrently with the sleeve gastrectomy. No perioperative

complications or leaks were experienced.

Conclusion: The use of this technology did not increase OR times to an

unacceptable level, and did not appear to raise perioperative risks in our

experience. The system is a feasible technology for reduced incision sleeve

gastrectomy, though further study is needed.

O.067 275 Single Incision Laparoscopic Gastric Bands: What Have We

Learnt?

PRESENTER: S. Chakravartty
1

Co-authors: B. Murgatroyd2, A. Patel1

1King’s College Hospital NHS Foundation Trust, Department of Surgery,

London-United Kingdom
2The Princess Grace Hospital, HCA International, London, UK, London-United

Kingdom

Introduction: Single incision surgery in the morbidly obese patient has not

been widely adopted, but remains a popular choice amongst patients. It does

present its own surgical challenges with hepatomegaly and increased abdom-

inal adiposity. Here we present our experience of 275 single incision laparo-

scopic gastric bands.

Methods: Between June 2009 and August 2013, 275 obese patients

underwent single incision laparoscopic adjustable gastric banding through a

single transverse incision using a multichannel single port and via a pars

flaccida technique. Prospective data collection was undertaken including op-

erating time, additional ports and additional procedures undertaken.

Results: In this series, median operative time was 60 (range 34–170) minutes.

An additional port was placed in 14 patients (5%), with one conversion to 5-

port technique (0.4%). Of these patients (n=15) the majority were male

(p<0.05). Reasons for additional port placement included repair of hiatus

hernia and difficult anatomy. Additional port placement occurred more often

within the first 100 cases (8/15, 53%). BMI was not a predictive factor of

additional port placement. There were no mortality and minimal morbidity with

2 wound infections resulting in band removal.
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Conclusion: Single incision laparoscopic adjustable gastric banding can be

performed safely with minimal morbidity and mortality in the morbidly obese

patient and our technique has a high rate of success. Following 275 single

incision band insertions, additional port placements were more commonly

required in male patients, and earlier in the learning curve.

O.068 Initial Experience of Robotic Bariatric Surgery with Low Co2

Pneumoperitoneum Pressure

PRESENTER: J. Palep
1

Co-authors: H. Wagh2, R. Goel1, A. Deshpande1

1Kolilaben Dhirubhai Ambani Hospital, Department of Bariatric Surgery,

Mumbai-India
2Kokilaben Dhirubhai Ambani Hospital, Department of Bariatric Surgery,

Mumbai-India

Traditionally bariatric surgery has been performed across the globe with conven-

tional laparoscopy and it is an accepted fact that large amounts Carbon

dioxide(CO2) gas is insufflated at high pressures to have an abdominal tent ade-

quate for the space required to perform these procedures. The sheer weight of the

anterior abdominal wall is overwhelming and can sometimes deem the need for two

pneumo- insufflator machines for a procedure. We have started the use of the da

Vinci Si robotic system for bariatric surgery at our institution since Jan 2013 and

found that the lap lift provided by the robotic arms on the anterior abdominal wall can

be used to our advantage, with regards the pressure, flow rates and absorption of

CO2 in the body of the patient. The robotic cases done were at a lower flow rate as

well as intra-abdominal pressure from the insufflator through the entire case and

hence the amount of gas flow also was lesser, a retrospective comparison of 5

cases done with each method, i.e. conventional laparoscopic and robotic surgery

were studied and the data with regards the EtCO2, rise in intra gastric pH in the two

arms are significant. These results need to be analyzed in a randomized controlled

trial for more conclusive evidence to prove that robotic bariatric surgery especially in

super obese category of patients( BMI >50) is less morbid for the patient and can

help in early recovery than conventional laparoscopy.

O.069 A New Antireflux Technique Associated to Sleeve Gastrectomy.

Strachan Technique

PRESENTER: I. Strachan
1

Co-authors: M. Alejo1, D. Felix1, J. Lopez Pelaez2

1CIPLA, Surgery, Santo Domingo-Dominican Republic
2CIPLA, Anestesiology, Santo Domingo

Background: The sleeve gastrectomy has become one of the most frequent

techniques in the treatment of obesity. The risk of fistula and its management

is one of the most feared complication The high rate of gastroesophageal

reflux and hiatal hernia lead many surgeons to prefer the gastric-bypass.

Material and Methods: Our descriptive study included 250 patients The tech-

nique was performed in all of them The patients were selected base on the

standards’ criteria for bariatric surgery

Objectives:
■ Understand the criteria used for selection.

■ Evaluate the distribution by age, sex and body mass index.

■ Identify the complications and their management

■ Evaluate the effectiveness of the procedure

Procedure: Our technique starts with a thorough and systematic dissection of

the esophageal hiatus and gastric fundus. The sleeve is created by resecting

the greater curvature of the stomach using endoscopic gastrointestinal me-

chanical stapler ECHELON – FLEX 60 starting 4 cm from the pylorus over a 36

Fr bougie, This is follow by reinforcement of the staple line with a running

suture The proximal 3 to 4 cm are sutured to the right side of the esophageal

hiatus. In patients with esophagitis and hiatal hernia the technique is

complemented with hiatoplasty.

Results: In our cohort 2500 patients underwent the procedure from November

2010 to December 2012. One hundred and sixty patients were female and 90

male. The mean age was 37 years old and BMI of 41. Gastroduodenal barium

series were performed preoperatively, one month and three months after

surgery. The episodes of reflux were resolved or improved in all patients. No

hiatal hernia was reported. One patient developed suture line leak.

Conclusion: We believe our modification to the sleeve gastrectomy is an

acceptable option to improve its outcome by reducing its postoperative com-

plications and incidence of gastroesophageal reflux.

O.070 Vagus Nerve Stimulation Increases Energy Expenditure in

Relation to Brown Adipose Tissue Activity; Possible Options

for Obesity Therapy

PRESENTER: G. Vijgen
1

Co-authors: N. Bouvy1, L. Leenen2, K. Rijkers3, E. Cornips3, M. Majoie2, B.

Brans4, W. van Marken Lichtenbelt4

1Maastricht University Medical Centre, Department of Surgery, Rotterdam-Other
2Kempenhaeghe, Epilepsy Center, Heeze-Other
3Maastricht University Medical Centre, Department of Neurosurgery,

Maastricht-Other
4Maastricht University Medical Centre, Department of Nuclear Medicine,

Maastricht-Other

Introduction: Human brown adipose tissue (BAT) activity is inversely related to

obesity and positively related to energy expenditure. BAT is highly innervated

and it is suggested the vagus nerve mediates peripheral signals to the central

nervous system, there connecting to sympathetic nerves that innervate BAT.

Vagus nerve stimulation (VNS) is used for refractory epilepsy, but is also

reported to generate weight loss. We hypothesize VNS increases energy

expenditure by stimulating BAT activity.

Methods: Fifteen patients with stable VNS therapy (age: 45±10yrs; body-mass-

index; 25.2±3.5 kg/m2) were included. Ten subjects were measured twice, once

with active and once with inactivated VNS. Five other subjects were measured

twice, once with active VNS at room temperature and once with active VNS under

cold exposure in order to determine maximal cold-induced BATactivity. BATactivity

was assessed by 18-Fluoro-Deoxy-Glucose-Positron-Emission-Tomography-and-

Computed-Tomography.

Results: Basal metabolic rate (BMR) was significantly higher when VNSwas turned

on (mean change; +2.2%). Mean BATactivity was not significantly different between

active VNS and inactive VNS (BAT SUVMean; 0.55±0.25 versus 0.67±0.46,

P=0.619). However, the change in energy expenditure upon VNS intervention (On-

Off) was significantly correlated to the change in BATactivity (r=0.935, P<0.001).

Conclusions: Activated VNS significantly increased energy expenditure. The ob-

served change in energy expenditure was significantly related to the change in BAT

activity. This suggests that the VNS-induced increase energy expenditure in

humans is at least partly due toBATactivation. Chronic VNSmight have a beneficial

effect on the energy balance and play an important role in weight management.

O.071 Is Re-implantation of the Duodenal-Jejunal Bypass Liner

Feasible?

PRESENTER: B. Betzel
1

Co-authors: P. Koehestanie1, K. Dogan1, E. Aarts1, I. Janssen1, M. Groenen2,

P. Wahab2, H. de Boer3, C. van Laarhoven4, F. Berends1

1Rijnstate Hospital, Surgery, Arnhem-The Netherlands
2Rijnstate Hospital, Gastroenterology, Arnhem-The Netherlands
3Rijnstate Hospital, Internal Medicine, Arnhem-The Netherlands
4Radboud University Nijmegen Medical Centre, Surgery, Nijmegen-The

Netherlands

Introduction: The duodenal-jejunal bypass liner (DJBL) is a 60 cm impermeable

fluoropolymer device designed to induce weight loss and treat Type 2 Diabetes
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Mellitus (T2DM). Theendoscopically implantedDJBLprevents food to contactwith the

proximal intestinewhich results inweight loss andbetter glucose control. Theobjective

of this study is to evaluate the feasibility, safety and effectiveness of the DJBL after re-

implantation.

Method: Five patients with T2DM and BMIs ranging from 30–35 kg/m2 who

completed 18 months follow-up after their first DJBL implantation of six months,

were selected for re-implantation. Weight loss, excess weight loss, HbA1c and

T2DM medication were analysed before the first implantation, during follow-up

after the first explantation, and six months after re-implantation.

Results: All five patients underwent re-implantation of the DJBL without com-

plications. Median body weight decreased from 109 (92–116) kg at baseline to

103.8 (80–115) kg at explantation and 98 (78–113) kg at 6 months after re-

implantation. Excess weight los increased from 23 (3–76) % at explantation to

40 (9–85) % at 6 months after re-implantation. Serum level HbA1c remained

stable (65 vs 67 mmol/ mol) despite lowering of T2DM medication.

Conclusions: Re-implantation of DJBL is feasible and safe. Moreover, additional

weight loss and better glucose control with less use of anti-diabetic medication

was shown after re-implantation compared with the first implantation.

O.072 Bariatric Surgery Outcomes in a European Center of Excellence.

How to Do?

PRESENTER: R. Vilallonga
1

Co-authors: J. Fort1, A. Lecube2, O. Gonzalez1, E. Caubet1, J. Mesa2, M.

Armengol1

1Universitary Hospital Vall d’Hebron. Autonomous University of Barcelona, Genera

Surgery Department, Endocrine and Bariatric Department, Barelona-Spain
2Universitary Hospital Vall d’Hebron. Autonomous University of Barcelona,

Endocrine Department, Barcelona-Spain

Background: Bariatric Surgery Centres of Excellence (CoE) in Europe have

been promoted by the IFSO-EC (European Chapter) since 2009 to give better

outcomes and security to patients in bariatric surgery. We retrospectively

analyse our results and historical unit evolution to deserve to be included in

the IFSO-EC CoE program.

Methods: A retrospective analyse of our prospective database has been

performed. Demographic data, comorbidities, type of surgical procedure, length

of stay, complications and reoperation rate, mortality and follow up with excess

weight loss percentage (EWL%), BodyMass Index loss percentage (BMIL%) and

comorbidities resolution were analysed according to four consecutive periods.

Results: Between May 2001 and September 2012 we operated 690 patients,

first with open gastric by-pass (OGBP period 2001–2005), beginning with

laparoscopy (Early Laparoscopic period ELp 2006–2009), introducing robotics

(Late Laparoscopic and Robotic period LL-Rp 2010.2011) and finally Center of

Excellence period (CoEp 2012). The complications rate was 18.9% in the first

period and drop to 3% in the last. We reoperated 9% patients in two early

periods and none in the last. Mortality rate was 2%, 0,85%, 0,47% and 0% in

the four periods. The hospital stay drop from 6 to 3 days. With a follow-up of

80% at 2 years EWL% and BMIL% was about 80% in the by-pass techniques

and 70% in the sleeve techniques, with differences between periods. The

resolution of comorbidities was about 90% in DM type2, 80% in HTA and

85% in OSAS with CPAP.

Conclusions: The strengths of this study include the importance for teams that

are just at the beginning of their experience in bariatric surgery in order to

avoid complications and deal with better long term results. A clinical pathway,

technical skills, learning curve, patient’s volume are mandatory to become a

Center of Excellence.

O.073 Early Outcomes of Bariatric Surgery in Singapore of a Multi-ethnic

Asian Cohort

PRESENTER: J. So
1

Co-authors: A. Shabbir1, D. Lomanto1, A. Han2, Z. Lifeng2, G. Sidhu2, W.

Jiayen2, M. Johandi2

1National University Hospital, Department of Surgery, -Singapore
2National University of Singapore, Yong Loo Lin School of Medicine,

Singapore

Introduction: Singapore is a multi-ethnic country in Asia and the differences in

outcomes of bariatic surgery among the various ethnic groups have not been

well reported.

Methods: Prospectively collected data of 102 operated between January 2009

and December 2012 at National University Hospital, Singapore were

reviewed. Laparoscopic sleeve gastrectomy was performed in 80 patients

(78.4%) & Roux-en Y gastric bypass in 22 patients (21.6%). The cohort

consists of Chinese 36.2 %( n=37), Malays 34.3 %( n=35) and Indians

29.4% (n=30) respectively.

Results: The mean pre-operative BMI were, Chinese (41.7±6), Malays (44.1±8)

and Indians (40.8±5) kg/m2. Hypertension and obstructive sleep apnea was

noted to bemore prevalent in Chinese, dyslipidaemia and type II diabetesmellitus

(T2DM) in Malays and osteoarthritis in Indians.

Themean%of excessweight loss (%EWL) at 1 year among the 3 different ethnic

groups was 73.6% (Chinese), 71.9% (Malays) and 64.7% (Indians). At one year,

irrespective of ethnicity lipid profile showed improvement in triglycerides

(0.53mmol/l, p<0.05), HDL (0.24mmol/l, p=0.004) and Total cholesterol: HDL

ratio (0.97mmol/l, p=0.016). The mean pre-operative HbA1c among T2DM pa-

tients were, Malays (8.6±2.3), Chinese (7.4±0.7) and Indians (8.3±0.6). At 1 year

post surgery, Malays (HbA1c-5.8±1.2, p<0.05) and Indians (HbA1c-5.2±0.1,

p=0.015), achieved a statistically significant improvement of HBA1c in compari-

son to the Chinese (HbA1c-5.9±1.0, p=0.113). The mean change in HbA1c at 1

year and T2DM remission rates between the 3 different ethnic groups didn’t

different.

Conclusion: Bariatric surgery was equally effective in terms of weight loss,

diabetes remission and improvement in lipid profile in all three ethnic groups in

Singapore.

O.074 Frequently Asked Questions of Potential Bariatric Surgery

Candidates

PRESENTER: S. Krzyzanowski
1

Co-authors: K. Kim1, C. Buffington1

1Florida Hospital Celebration Health, Metabolic Medicine and Surgery

Institute, Celebration-United States

Background: ‘Information Session’ is held on a weekly basis at our hospital to

inform the public about bariatric/metabolic surgery. The course format includes

education pertaining to: a) the disease of obesity, b) the different types of

bariatric procedures and their advantages, disadvantages, c) changes in

mortality risk post-surgery, and improvement of co-morbidities and life quality,

and d) surgery costs. Ample time is provided at the end of the session for

questions from the attendees. In this report, we address the most frequently

asked questions potential bariatric surgery candidates ask regarding

bariatric/metabolic surgery.

Methods: The population of severely obese individuals who attend information

session at our hospital on a yearly basis is approximately 2500. Questions

frequently asked by the potential surgery candidates, along with answers our

practice provides, will be presented and discussed.

Results: We found that the most frequently asked questions at bariatric/metabolic

surgery public information session involve the following issues: 1) safety in

returning to work, 2) postoperative lapse before exercising, bathing, having inti-

mate relations, 3) pregnancy risks, 4) hair loss, 5) skin elasticity andplastic surgery,

6) consumption of alcohol, 7) weight regain, 8) need for vitamins after surgery, 9)

diseases or conditions that are contraindications to surgery, and 10) more.

Conclusions: Severely obese individuals seeking information about

bariatric/metabolic surgery ask a number of questions which primarily concern

lifestyle changes following the procedure. The most frequently questions will be

presented and open discussion regarding answers to these questions will be

encouraged from representatives of other practices.
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O.075 Is Routine Postoperative Admission at the Intensive Care Unit

Required After Bariatric Surgery in Morbidly Obese Patients with

Severe OSAs?

PRESENTER: B. Van Wagensveld1

Co-authors: A. Goucham1, U. Coblijn1, N. Vries, de2, L. Vos3, W. Tets, van1, L.

Wit, de1, S. Lagarde1

1Sint Luca Andreas Ziekenhuis, Surgery, Amsterdam-The Netherlands
2Sint Luca Andreas Ziekenhuis, Otolaryngology, Amsterdam-The Netherlands
3Sint Luca Andreas Ziekenhuis, Anaesthesiology, Amstedam-The

Netherlands

Background: Obstructive sleep apnoea (OSA) occurs in 70% of the

bariatric population. The fear of pulmonary complications (and respiratory

arrest as the most serious one) after bariatric surgery (BS) causes many

routine admissions of patients with severe OSA at the Intensive Care

Unit (ICU) for continuous visual and electronic monitoring. Aim of this

study was to assess outcome and necessity of routine post BS monitor-

ing of severe OSA patients at the ICU.

Methods: from October 2010 till September 2012, 584 morbidly obese patients

underwent BS and were entered into a consecutive database. We routinely

perform polysomnography pre-operatively. Patients with severe OSA (apnoea-

hypopnoea-index (AHI) > 30/hrs) were admitted to the ICU for 24 hrs hr

postoperative observation and received continuous positive airway pressure

(CPAP) or bi-level positive airway pressure (BPAP). Supplemental oxygen was

administered and pulse-oximetry was continuously measured. The database

was retrospectively reviewed regarding patient demographics, co-morbidities,

CPAP/BiPAP use and compliance, need for mechanical ventilation,

desaturations (<92%O2) and complications.

Results: 91 patients (15.6 %) had severe OSA and were admitted at the ICU.

Of those patients, 53 % was male, mean age was 49 years (23–66) and mean

BMI 48.6 (27.4-77.6).

No in-hospital death or pulmonary complications occurred. Mean length of stay

(LOS) at the ICU was one night (range 1); in hospital stay was 2.53 days (1–

11). 34 (41.5%) patients experienced one or more desaturation episodes (O2

below 92 %). Mean number of desaturations below 92 % O2 during ICU

admission was 1.8 (1–11). No interventions because of desaturation were

required. Maximum oxygen supplementation was 8 L in a single patient who

experienced 4 desaturations

Conclusion: The exponential growth of bariatric surgery creates an increasing

logistical strain on costly critical care resources. After reviewing the results of

91 patients with severe OSA who were routinely submitted to the ICU after BS,

it can be concluded that routine admission is not mandatory when PAP is

compliantly used. Administrating opioids in the direct post-operative period

should be avoided while CPAP compliance should be guaranteed at the

general surgical ward (GSW). Oxygen supplementation up to 10 liters can

be provided at a GSW.

The results of this study call for a study that focuses at CPAP compli-
ance and the severity of OSA to realize guidelines for IC admission
after BS.

O.076 Quality of a National Bariatric Registry - Does Voluntary

Compromise Validity?

PRESENTER: O. Khan
1

Co-authors: A. Roman1, N. Sanmugalingam1, G. Vasilikostas1, A. Wan1, M.

Reddy1

1St George’s Healthcare NHS Trust, Department of Upper GI Surgery,

London-United Kingdom

Introduction: In the United Kingdom a voluntary register (The National Bariatric

Surgical Registry- NBSR) has been designed to provide a comprehensive analysis

of complications of patients undergoing bariatric surgery in the UK between 2008 and

2010. However the voluntary nature of submissions has led some to questionwhether

this register truly represents the complication rates associated with bariatric surgery.

Methods: Between November 2011 and November 2012 a total of 33 cases

were referred to a single bariatric consultant for a medico-legal opinion. Of

these, 18 cases involved patients who underwent primary bariatric surgery in

the UK between March 2008 and March 2010. These cases were identified

and the operating surgeon and complications of these cases recorded.

Results: 12 of the 18 cases involved surgeons registered on theNBSR.Of these 12

cases, there were 7 early complications (namely leak in 5 cases and abdominal

sepsis in 2 cases) and 5 late complications (obstruction (2), ulceration, stricturing

and sepsis). None of the late complications were recorded in the NBSR. In addition

6 cases involved complications from surgeons not registeredwith theNBSR. These

complications included 2 early complications (bleeding requiring plenectomy and

post-operative nerve damage) and 4 late complications (slipped gastric band (2);

small bowel obstruction and band fracturing) none of which were listed.

Conclusion: This study suggests that there is a significant volume of early and late

complications following bariatric surgery which do not feature on the register. This

raises questions as to the reliability of the NBSR.

O.077 Bariatric Fellowships a Validated Training Experience

PRESENTER: S. Woodcock
1

Co-authors: S. Monkhouse1, K. Seymour1

1North Tyneside Hospital, Surgery, North Shields-United Kingdom

Introduction: It is agreed that there is a learning curve for laparoscopic Roux-en-

Y gastric bypass. Most series in the literature put an arbitrary figure against this of

between 50–100 cases. Is this sufficient to establish competence? We propose

that the learning curve can be reduced by high quality, intensive training as

provided by a fellowship programme and also that it is quality of training rather

than quantity of cases that is key.

Methods: The prospectively compiled bariatric database from the unit was interrogat-

ed. The lead trainer started up a bariatric service in 2006 and the first 10 bypasses

performed from this period was scrutinised. Patient demographics, length of operating

time and 30-day outcomes were assessed. This was then compared to first ten

bypasses performed by the bariatric fellow.

Results:

Lead Surgeon
cohort

Fellow
cohort

p-value (t-
test)

Age (years) 43.9 39.1 0.26

Comorbidity score 1.2 1.9 0.31

Mean Pre-operative weight (kg) 125.1 114.5 0.19

Pre-operative Body Mass
Index (kg/m2)

43.4 41.2 0.32

Mean Operating time (mins) 231.5 140.70 0.0057

Length of stay (days) 4.8 1.2 <0.001

Study period (months) 9.1 3.2 -

Percentage readmissions /
reoperations

10% (1) 20% (2) -

Conclusions: There was no significant difference between the patient

populations. The intensity of the training is higher in a fellowship. 10 bypasses

were performed in a shorter time period on a fellowship thanwithout (by a factor of

3). The operating time per case was significantly shorter during the fellowship

suggesting the advantage of quality mentorship in an intense environment.

O.078 Elimination of the Learning Curve in a High Volume Bariatric

Centre

PRESENTER: N. Geubbels
1

Co-authors: L. de Brauw1, Y. Acherman1, A. Van de Laar1, S. Bruin1
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1Slotervaart Hospital, Metabolic and Bariatric Surgery, Amsterdam-The

Netherlands

Background: The learning curve can be defined by duration of surgery (DOS)

and by complications. This study aims to clarify the learning curve defined by

DOS and complications, stratified by four different surgeons with different

backgrounds in a high volume bariatric centre and to identify possible pre-

dictors for a prolonged DOS.

Method: We retrospectively analyzed the records of all 713 consecutive LRYGB

patients operated in our centre from December 2007 until July 2012.We stratified the

data by surgeon and chronology of 50 cases. A linear regression model was

constructed to identify predictors for prolonged DOS.

Results: All surgeonshad their steepest decrease inDOSwithin their first 150patients

and showed no significant decrease thereafter. SURGEON 1 had the steepest curve,

followed by SURGEON 3,2 and 4. Male gender (r=10,577, 95%CI: -16,843- -4,311,

p=0,001), BMI (r=0,582, 95%CI: 0,110-1,054, p<0,05), SURGEON 2 (r=8,234, 95%

CI: 0,929-15,540, p<0,05), SURGEON 3 (r=10,204, 95%CI: 2,710-17,307, p<0,01),

calendar year 2007 (r=128,505, 95%CI: 89,161- 67,849, p<0,001), 2008 (r=126,872,

95%CI: 103,067-150,677, p<0,001), 2009 (r=76,448, 95%CI: 57,262-89,161,

p<0,001), 2010 (r=22,908, 5%CI: 7,994-37,823 p<0,01) and experience (r=0,155,

95%CI: -0,248- -0,061, p=0,001) were predictors for a prolonged DOS. There where

67 (9,3%) short term major complications. There were no significant differences in

complication rates between surgeons nor groups of 50 consecutive patients.

Conclusions: The learning curve of LRYGB defined by DOS is about 150

cases. Patient selection, proctorship of an experienced laparoscopic bariatric

surgeon and maturation of the bariatric program within the entre are factors

flattening the learning curve.

O.079 Can Virtual Reality Laparoscopic Simulators be a Certification

Tool for Bariatric Surgeons?

PRESENTER: D. Giannotti
1

Co-authors: G. Casella1, G. Patrizi1, G. Di Rocco1, A. Redler1

1Sapienza University of Rome, Department of Surgical Sciences, Rome-Italy

Introduction: Aim of the present study is to assess the ability of the simulator Lap

Mentor (Simbionix) to discriminate surgical experience in bariatric laparoscopic

procedures and propose its role in the certification of bariatric surgeons.

Methods: 20 surgeons were divided in two groups according to their experience in

laparoscopic and bariatric surgery: the General Group included 10 general sur-

geons performing between 50 and 100 non bariatric laparoscopic procedures. The

Bariatric Group included 10 experienced bariatric surgeons (from 50 to 100 bariatric

laparoscopic procedures). All were tested on the laparoscopic simulator in one

basic skills task (eye-hand coordination) and in two tasks of the gastric bypass

module (Task 1: creation of the gastric pouch, Task 2: gastro-jejunal anastomosis).

Results: Comparing Bariatric and General Group, no significant differences

were found in the basic skills task. Gastric bypass module- task 1: significant

differences (p<0.05) were found in in the volume of the gastric pouch (21 vs 48

cc), in the percentage of fundus included in the pouch (8.4 vs 29.4%), in the

complete dissection at the angle of His (10 vs 3 participants) and in the safety

parameters. Task 2: in the Bariatric Group enterotomies were smaller com-

pared to the General Group and they were created at a minor distance from

the end of the cut limb (65.8 vs 53.3 mm).

Conclusions: The simulator could be proposed as a certification tool for bar-

iatric surgeons discriminating their specific competencies especially in the

technical details that affect the long- term outcomes of the procedure.

O.080 The Utility and Validation of a Novel Operative Competency Assessment

Tool (PROSPER) forLaparoscopicRoux-en-YGastricBypass:Outcomes

from a National Bariatric Training Fellowship in the United Kingdom

PRESENTER: S. Awad
1

Co-authors: A. Rotundo2, N.Carter2, P. Vasas3, A.Osborne4, K.Moorthy1, A. Ahmed1

1St. Mary’s Hospital, Imperial Weight Centre, London-United Kingdom
2University College London Hospital, The UCLH Centre for Weight Loss,

Metabolic and Endocrine Surgery, London-United Kingdom
3Luton and Dunstable Hospital, Department of Bariatric Surgery, Luton-United

Kingdom
4Musgrove Park Hospital, Department of Bariatric Surgery, Taunton-United

Kingdom

Introduction: There is a paucity of assessment tools that could be utilised to

determine operative competencies attained during training and early learning

curve of laparoscopic roux-en-Y gastric bypass (LRYGB). The PROSPER

(Prospective Record of Obesity Surgery Participation and ExpeRience) tool

was developed for this purpose and validated by fellows undertaking a

National training fellowship in the United Kingdom.

Methods: PROSPER utilised an objective scoring system (1 to 6 [1=step

performed by trainer, 3=step performed with substantial verbal support, 6=pro-

ficient performance]) to score the fellow’s performance during five components

of undertaking LRYGB (formation of the gastric pouch, mobilisation of roux

limb, formation of gastrojejunal/jejuno-jenunal anastomosis and closure of

mesenteric spaces). Each fellow and trainer prospectively completed the

assessment tool for 2–3 randomly selected LRYGB each week. Pearson

correlation was used to determine differences between fellow and trainer

scores.

Results: Five fellows participated in this study of whom four undertook 6-month

and one a 12-month fellowship. In total fellows performed 237 LRYGB as main

operating surgeon; of which 123 (52%) PROPSER assessments were com-

pleted (providing a total of 665 component assessments). Both assessment

scores and number of components successfully completed by the fellows

increased during fellowship training. There was good correlation between

fellow self-scores and trainer scores for the components of LRYGB assessed

(r2=0.72, p<0.0001).

Conclusions: In this National Bariatric Fellowship program PROSPER was

successfully utilised as an operative competency assessment tool that en-

abled objective assessment of operative performance and experience gained

during LRYGB.

O.081 Effect of Prior Bariatric Fellowship on Peri-operative Outcomes in

the First Three Years as Independent Consultant Bariatric

Surgeon

PRESENTER: R. Aguilo
1

Co-author: S. Agrawal1

1Bariatric Surgery Unit, Homerton University Hospital, London, United Kingdom
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Introduction: Bariatric surgery (laparoscopic Roux-en-Y gastric bypass

(LRYGB), sleeve gastrectomy (LSG), and gastric banding (LAGB) has been

proven to be the only effective, long-term treatment for morbid obesity. These

are technically challenging operations associated with low, but significant risk

of complications and mortality. The aim of this study was to evaluate the peri-

operative outcomes for bariatric surgeries in the first three years as indepen-

dent Consultant Surgeon following completion of bariatric fellowship training.

Methods: Prospectively collected database of all patients undergoing primary

bariatric procedures between March 2010 and February 2013 was analysed.

Data on patient demographics, conversion to open, length of stay (LOS), and

peri-operative (14-day) complications including mortality were analysed.

Results: Over the 36-month period, 237patients (188female, 49male)

underwent primary bariatric procedures (190LRYGB, 35LSG, 12LAGB). The

mean age was 45(20–67) years and BMI was 48.7(36.3-64.8) kg/m2. The ASA

classes were I-6(2.5%), II-132(55.7%), and III-99(41.8%). The majority

(61.6%) were in OS-MRS Group B(Group A:43.6%, C:6.7%) classification

system. The average LOS was 2.5days (range 1–14). There were no conver-

sions to open surgery and no mortality. There were 6(2.5%) immediate post-

operative complications as shown below:

Complications(No. of patients) Re-operations

Post-operative bleed(3) 3(Re-laparoscopy)

Chest infection(3) 2(Negative re-laparoscopy)

One patient (0.4%) was re-admitted with small bowel obstruction following

internal hernia requiring laparoscopy and repair.

Conclusion: Bariatric fellowship ensured high-quality surgical outcomes for

laparoscopic bariatric surgery from the very beginning as independent

Consultant Surgeon. Fellowships should be an essential part of bariatric

training throughout the world.

O.082 Medical Student’s Knowledge at Polish Medical Universities

About the Possibilities of the Surgical Treatment of Obesity

PRESENTER: M. Matlok
1

Co-authors: P. Major1, M. Pedziwiatr1, A. Budzynski1

1Jagiellonian University, 2nd Department of Surgery, Krakow-Poland

Background: Number of patients requiring surgical intervention due to morbid

obesity in Poland is rising. Providing of appropriate results of treatment in this

group of patients will only be possible due to the cooperation of specialized

obesity treating centers with a wide range of medical doctors of all specialities

who understand the essence of the treatment. The aim of the study is to

determine the level of Polish medical universities students‘ knowledge about

indications, needs, methods and results of obesity treatment.

Methods: By the means of standartized questionnaire containing 10 multiple

choice questions, prepared in cooperation with Bariatric and Metabolic

Surgery branch of Polish Surgery Society, a cohort study was performed on

468 medical V year students’, 143 students from Jagiellonian University

Medical Faculty, 117 students from Warsaw Medical University, 136 students

from Lublin and 72 students from Poznan Medical University.

Results: After analysis of the student‘s answers to the questions that

were concerning such important subjects as the epidemiology of morbid

obesity, the indications for surgical treatment of obesity and the out-

comes of surgically treated obesity, the results obtained were indicating

poor knowledge among polish medical university students regarding the

seriousness of the problem and the consequences for human health that

can be caused by morbid obesity.

Conclusions: The results also indicated the need for introduction of the related

issues of morbid obesity into the educational program of the Surgery course

and in the academic year 2010/2011 the Faculty of Medicine of Jagiellonian

University introduced the subject of metabolic surgery into their educational

program.

O.083 The Meta-PROSE: A Novel Guideline, Checklist, and Score for

Articles Reporting Observational Study Designs in Metabolic

Surgical Research

PRESENTER: J. N. Buchwald
1

1Medwrite Medical Communications, Division of Scientific Writing, Maiden

Rock-United States

Introduction: Existing study reporting guidelines provide structure only for devel-

opment of articles evaluating experimental trials and observational studies in

medicine: There is no widely adopted guideline for constructing and assessing

reports of observational study designs in metabolic / bariatric surgery. A novel

guideline and score, the Metabolic Surgery Plan for Reporting Observational

Surgical Evaluations (Meta-PROSE®), was created to meet this need.

Methods: Endorsed medical reporting guidelines, including CONSORT,

STROBE, and TREND, were compared to observational metabolic surgery

(OMS) research protocols. Guidelines correlated with a content-fulfillment

score were assembled by integrating items identified as essential to medical

and surgical observational study designs with items unique to OMS reporting.

Results: Meta-PROSE contains a 60-item checklist that specifies essential struc-

tural elements and OMS content recommended to fully and transparently report

case–control, cohort, and cross-sectional study designs. Article completeness is

analyzed by a 0–2 point-per-item score: If a required item is absent, 0 points;

mentioned, 1; thoroughly treated, 2. Given 120 possible points, 0–<60=incom-

pletemanuscript; 60–<80=partially complete; 80–<100=relatively complete; 100–

120=very complete.

Conclusions: Although adherence to a reporting guideline has been shown to

streamline manuscript development, increase rigor of analyses, decrease bias

and reporting error, and facilitate data combining for systematic reviews, it is

not required to achieve peer publication. Meta-PROSE offers a common

standard by which authors can readily construct OMS articles, and against

which journal editors and reviewers may uniformly evaluate article fitness for

publication into the evidence base. Adoption of the Meta-PROSE may aug-

ment the quality and utility of the metabolic surgical literature.

O.084-Retrospective Analysis of Bariatric Surgery in High-risk Patients

PRESENTER: Z. Salihoglu
1

Co-authors: C. Uygun1, H. E. Taskin2, K. Zengin2, M. Taskin2

1Istanbul University, Cerrahpasa Medical School, Anesthesiology and

Reanimation Dept., Istanbul-Turkey
2Istanbul University, Cerrahpasa Medical School, General Surgery, Istanbul-

Turkey

Aim: In this retrospective study, we evaluated high risk patients who underwent

bariatric surgery. One hundred and twenty patients who underwent bariatric

surgery by the same surgical team were investigated. All patients’ medical

records were obtained by examining follow up form of anesthesia, patients

files and nurse observation files.

Material and methods: In this study, high risk criterias were divided in two

groups as; major and minor criterias. Major criterias were accepted as;

Cardiovascular system, respiratory system, renal, hepatic diseases and dia-

betes. Minor criterias were accepted as; Age > 40 year, tobacco usage,

alcohol usage, body mass index > 43 kg/m2, sleep apnea syndrome, gastro-

esophageal reflux disease. Patients who had one minor plus one major crite-

rias or two major criterias were classified as high risk patient group. Patients

who did not have high risk criteria were remained out of the study. In aspect of

120 patients within this study we evaluated morbidity, mortality and postoper-

ative intensive care unit requirement furthermore we aimed to find out factors

affecting mortality, morbidity and intensive care unit requirement.
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Results: We enrolled%3.3mortality rates,%42.5morbidity rates and%25 intensive

care unit requirement. Most frequent complications were respiratory failure, band

related complications and cardiovascular complications.

Conclusion: In our study; Age over 40 years, body mass index > 43 kg/m2,

sleep apnea syndrome, cardiovascular system diseases, diabetes, prolonged

pneumoperitoneum time at laparoscopic surgery, open surgical procedures,

hypoalbuminemia and blood glucose level over 126 mg/dL were accepted as

factors increasing morbidity and postoperative intensive care unit requirement.

O.085 Short Term Evaluation of Laparoscopic Gastric Bypass in Elderly,

Assesment of Comorbidities and Postoperative Complications

PRESENTER: H. Vanommeslaeghe
1

Co-authors: B. Deylgat1, C. Vercauteren1, I. Van De Caveye1, B. Dillemans1

1AZ Sint-Jan, Departement of General, Vascular and Paediatric Surgery,

Bruges-Belgium

Introduction: Laparoscopic gastric bypass in an elderly population is considered

to be a high risk operation. An evaluation of the long existing comorbidities and

short term safety of this procedure in this population was performed.

Method: A single center, single surgeon, retrospective analysis of all patients

older than 60 years of age who underwent a laparoscopic Roux-en-Y gastric

bypass between October 2004 and September 2012 has been performed.

Patient files were reviewed and patients were telephoned to obtain lacking

data. Demographics, postoperative course and comorbidities were registered.

Results: A total of 394 patients were included. There were 253women and 141men.

Mean agewas 63,8 years (range 60–78 years). MeanBMI at surgery was 42,3 kg/m2

(range 25,6-75,5 kg/m2). 59 patients (15%) have had bariatric surgery before.

Preoperatively 260 patients (66%) had hypertension, 118 (30%) diabetes, 219

(55,6%) dyspnea, 229 (58%) joint pain, 182 (46%) back pain, 222 (56%) hypercho-

lesterolemia, 150 (38%)GERD.Mean hospital stay was 4 days (range 2–19 days). In

theearly postoperative course therewasno inhospitalmortality and34 (8.6%)patients

suffered from postoperative complications. 19 (4.8%) patients had some sort of

bleeding (4 needing gastroscopy, 3 needing laparoscopy, 9 only needing transfusion

to control the hemorrhage), 4 (1%) patients had cardiac, 8 (2%) respiratory complica-

tions (1 reintubation) and 4 (1%) patients had a postoperative infection (1 intra-

abdominal abscess). There was no 30-day mortality.

Conclusion: Laparoscopic Roux-en-Y gastric bypass is safe and feasible in an

elderly population.

O.086 Risk Factors for OSA in Morbidly Obese Patients Undergoing

Bariatric Surgery

PRESENTER: Z. Toumi
1

Co-authors: P. Ireland1, J. McAllister1, S. Senapati1, K. Akhtar1, P. Turkington2,

B. Ammori1

1Salford Royal NHS Foundation Trust Bariatric Surgery Crumpsall-United

Kingdom
2Salford Royal NHS Foundation Trust Respiratory Medicine Manchester-

United Kingdom

Introduction: Obesity increases the risk of obstructive sleep apnoea (OSA) and

influences perioperative management. This study aims to clarify the predictive factors

for OSA in patients undergoing bariatric surgery.

Methods: A retrospective review of prospective database of obese patients

who underwent bariatric surgery in a single institution. Patients with an

apnoea/hypopnoea index (AHI) of >=15 were considered to have OSA. A

univariate and multivariate analysis of potential risk factors for OSA was

performed.

Results: 504patients (104male)with amedian (range) preoperative bodymass index

of 49.6 (33.2- 87.1) kg/m2 underwent bariatric surgery, of whom 485 patients

underwent polysomnography. Patients with OSA (n=216, 46%) were older (median

age; 46 vs. 45, p=004) andmore frequentlymale (28% vs. 15%, p=0001), had greater

neck (median, 44 vs. 42cm, p=0001) and waist circumferences (median, 134 vs.

129cm, p=0.015), higher Epworth score (7 vs. 5, p=003), and had higher prevalence

of type-2 diabetes (38%vs. 28%, p=0.016) andhypertension (49%vs. 40%, p=0.047).

Hip circumference, level of triglycerides, cholesterol, LDL, HDL, smoking, and alcohol

were not significantly different between the two groups. Multivariate analysis identified

neck circumference and Epworth score to be independent predictors of OSA. The

incidence ofOSAwas 54% in patients with neck circumference of >=44, 51% in those

with an Epworth score of >=7 and 56% when both factors were present.

Conclusions: Patients with neck circumference of >=44 and/or Epworth score

of >=7 should be considered at high risk of OSA and this should influence their

perioperative management.

O.087 The Influence of Bariatric Procedures on Non-alcoholic Fatty Liver

Disease in Patients Operated in the 2nd Department of Surgery at

Jagiellonian University

PRESENTER: A. Budzynski
1

Co-authors: M. Matlok1, P. Major1, M. Pedziwiatr1, P. Budzynski1

1Jagiellonian University, 2nd Department of Surgery, Krakow-Poland

Introduction: Obesity is affecting progressively larger number of people.

Obesity is not just an aesthetic issue, but it is also associated with numerous

comorbidities such as non-alcoholic fatty liver disease (NAFLD). The aim of

this study is to determine the impact of bariatric procedures on non-alcoholic

fatty liver disease in patients operated for morbid obesity in the 2nd

Department of Surgery UJ CM.

Methods: Prospective study involved a group of 20 patients operated for morbid

obesity in the 2nd Department of Surgery UJ CM in the period from 2010 to 2011.

Prior to surgery, all patients underwent abdominal ultrasonography and the

assessment of the degree of liver steatosis was conducted by the means of the

four-level Sherif-Saadeh scale. The levels of alanine aminotransferase and as-

partate aminotransferase were also measured. During the follow-up performed

12 months after surgery, re-evaluation of the parameters was performed.

Results: Mean loss of BMI was 29.04 ± 8.87%. Analysis of the liver ultrasound

images revealed regression of steatosis in all patients. The average degree of

hepatic steatosis, on the basis of the scale used, was reduced from 1.85

before the treatment to 0.15 after surgery. Liver function tests have also

improved with ALT levels decreasing on average by 56% and AST levels

decreasing by 50%.

Conclusion: On the basis of our study, we believe that bariatric procedures in

patients with morbid obesity not only decrease excessive body weight but also

reduce the degree of non-alcoholic steatosis and improve liver function.

O.088 Safety of Bariatric Surgery in Cirrhotic Patients

PRESENTER: T. Zeni
1

Co-authors: S. Thompson1, J. Roberts1

1St. Mary Mercy Hospital, Minimally Invasive and Bariatric Surgery, Livonia-

United States

Introduction: Few studies have shown the safety of performing bariatric sur-

gery in patients with cirrhosis. This review aims to reveal our experience of

performing bariatric surgery in this group of patients.

Methods: A retrospective review of 1709 consecutive patients who underwent bar-

iatric surgery from September 2005 to March 2013 was conducted. Liver wedge

biopsies were done in all patients who grossly appeared to have cirrhosis.

Results: Twenty six patients (1.5%) who underwent bariatric surgery either had

cirrhosis (n=16) or stage 3 fibrosis (n=10) documented by liver wedge biopsy. The

mean age was 55.2 (range 36–66), the mean BMI was 53.7 (35.9-86.1), and seven-

teen patients (65%) had diabetesmellitus, whichwere all significantly greater than that

of non cirrhotic patients.All casesof cirrhosiswereChildAwithout varicesor collaterals

andwere due to nonalcoholic steatohepatitis (NASH). Eight patients had either known

cirrhosis (n=6) or stage 3 fibrosis (n=2) preoperatively. Six of these patients underwent
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sleeve gastrectomy and the other two underwent gastric bypass. Of the eighteen

unknown cirrhotic or fibrosis patients ten underwent gastric bypass, five underwent

sleeve gastrectomy, and three underwent laparoscopic adjustable gastric banding.

Length of stay was a mean of 2.6 days (range 2–5 days). There were no episodes of

liver decompensation or 90 day mortality.

Conclusion: Bariatric surgery can be safely done on patients with compensat-

ed cirrhosis or stage 3fibrosis due to NASH.

O.089 Portal Thrombosis –A Challenging Complication After Sleeve

Gastrectomy

PRESENTER: D. Godoroja
1

Co-author: C. Copaescu2

1Delta Hospital-Centre of Excellence in Bariatric and Metabolic Surgery

Anesthesiology-Intensive Care Bucharest-Romania
2Delta Hospital-Centre of Excellence in Bariatric and Metabolic Surgery

Bariatric Surgery Bucharest-Romania

Background: Portal thrombosis (PT) has been described as a relatively rare

complication after several laparoscopic procedures. Early diagnosis of PT may

improve its severe outcome. We present our experience in managing PT after

laparoscopic sleeve gastrectomy (LSG).

Method: All the cases presenting PT after LSG and treated in our Centre

between January 2006 and December 2012 have been analysed. Clinical

signs, diagnostic work-up, therapeutic protocol and evolution are commented.

Results: LSG was performed on 2590 patients out of whom six developed PT

(6/2590). Added to them, one more patient was referred to us from another

hospital. Our six patients were diagnosed within the first 24 hours after

readmission, based on clinical findings, CT scan or surgery. They manifested

nonspecific signs and symptoms: abdominal or back chest pain, nausea,

vomiting, fever, diarrhea and stool blood.

The treatment was only conservative in four cases (consisting in full dose of

unfractioned heparin and inhibitor of tissue plasminogen activator in one case) and

laparoscopic surgery was associated in two patients. The outcomewas favorable and

long term oral anticoagulant therapy followed. In four patients genetic coagulation

disorders were discovered. The case referred from another hospital was admitted in

emergencywith septic shockandgeneral peritonitis. Sheunderwent opensurgerywith

bowel resection in association with supportive treatment of septic shock and multiple

organ failure. Details about the evolution of this dramatic case will be presented in the

paper.

Conclusions: PT after LSG is a rare, difficult to diagnose postoperative com-

plication with a potentially lethal outcome if diagnosis and treatment are

delayed or not properly sustained. The bariatric team should be aware of the

true importance of early diagnosis and adequate treatment of PT to improve its

outcome.

O.090 Resolution of Gynaecological Issues After Bariatric Surgery— A

Retrospective Analysis

PRESENTER: K. George
1

Co-author: H. Azeez1

1Obesity Solutions, Bariatric Surgery, Trivandrum-India

Introduction: 156 female patients in the fertile age group who underwent

Laparoscopic Sleeve Gastrectomy were analysed for preoperative

gynaecological issues and their resolution after 6 months. The main issues

were, Hirsutism, Polycystic Ovarian disease, Stress Urinary Incontinence,

Menstural Dysfunction and Infertility.

Methods: Serial female patients in the age group 20 to 50 who underwent LSG

under the same surgeon were retrospectively analysed. 96 patients had

Hirsutism, 33 patients had Stress Urinary incontinence, 132 patients had some

sort of menstrual irregularities, mostly oligomenorrhoea and 11 patients had

already taken some form of treatment for Infertility. PCOD was documented on

Ultrasound scan in 67 patients. All patients were operated by the same surgeon

between June 2010 and June 2012.Review was recorded at 6 months, one year

and thenevery half yearly.

Results: 77of the patients with Hirsuitism showed resolution (approx .80%).14 of the

33 patients with stress Urinary Incontinence showed either total resolution or gross

alleviation of symptoms. All patients presenting with Menstural irregularities showed

return to normal menstrual patterns. Of the 67 patients with PCOD,54 showed

resolution .Of the 11 patients with infertility,4 patients became pregnant without any

formal infertility treatment.

Conclusion: Laparoscopic Sleeve Gastrectomy is associated with high levels

of resolution of GYnaecological problems related to Obesity. Infact patients

with Obesity related PCOD and Infertility show high level of return to normal

fertility status after weight loss.

O.091 Bariatric Surgery as Fertility Treatment

PRESENTER: A. Jairam
1

Co-authors: G. Mannaerts1, R. van der Weiden2

1St. Franciscus Gasthuis, Surgery, Rotterdam-The Netherlands
2St. Franciscus Gasthuis, Gynaecology, Rotterdam-The Netherlands

Introduction: Obesity is an epidemic causing metabolic comorbidity and mor-

tality. Besides that, obesity also leads to subfertility in women, and therefore

lowers pregnancy rate. Furthermore, it increases miscarriage, which as a

result leads to an increase in maternal and neonatal morbidity and mortality.

The aim of this study was to investigate the pregnancy rate, as well as the

miscarriage rate and the menstrual cycle before and after bariatric surgery.

Method: Between 2007 and 2011, a total number of 382 female patients, 18 to 45

years, underwent laparoscopic bariatric surgery (gastric sleeve or gastric by-

pass). Those patients were sent a questionnaire in November 2012, about their

fertility and related topics. Outcome data have been collected in a database, and

analysis was performed using SPSS.

Results: Mean weight after bariatric surgery was 75 kilograms, compared to 125

kilograms before surgery. Before surgery, 115 patients (30%) did not have a regular

menstrual cycle. This changed in more than half of the patients after they lost

weight: 60% did get a regular cycle. 28% of the women had never been pregnant

before surgery, and 6% of these women became pregnant after surgery. The

percentage of miscarriage was 23%. There were no miscarriages in the group that

became pregnant after surgery.

Conclusion: Losing weight by bariatric surgery leads to improved regulation of

menstrual cycle, increase in pregnancy rate and lower percentages of miscar-

riage. Further research will be needed to investigate the role of bariatric

surgery in patients with subfertility.

O.092 Gonadal Status and Outcome of Bariatric Surgery in Obese Men

PRESENTER: E. Aarts
1

Co-authors: K. Dogan1, B. van Wageningen1, S. Loves2, I. Janssen1, F.

Berends1, F. Sweep3, H. de Boer2

1Rijnstate Hospital, Surgery, Arnhem-The Netherlands
2Rijnstate Hospital, Internal medicine, Arnhem-The Netherlands
3Radboud University, Laboratory Medicine, Nijmegen

Introduction:Obesity-related hypogonadotropic hypogonadism (OrHH) occurs in

over 40% of morbidly obese men. OrHH may reduce the beneficial effects of

bariatric surgery due to chronic lack of testosterone could reduce post-surgery fat

loss, potentiate the catabolic effects of surgery on muscle and bone, and atten-

uate the positive effects of surgery on insulin sensitivity, dyslipidaemia, decreased

libido and sexual dysfunction. The objective of this study is to evaluate the outcome

of OrHH after bariatric surgery and whether OrHH results in less weight loss.

Method: Observational study with measurement of serum gonadal hormones,

and assessment of body composition, glucose, lipid and bone metabolism

during the first year after bariatric surgery in 13 men with OrHH (free
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testosterone (free T) < 225 pmol/L) and 11 age-matched eugonadal morbidly

obese men (free T > 225 pmol/L).

Results: Serum free Twas inversely related to bodyweight (R = 0.65, P < 0.0001)

and rose gradually after bariatric surgery, in eugonadal as well as in OrHH men,

by 30 pmol/L for every 10 kg loss of weight. In 3 patients serum free T remained

within the hypogonadal range despite substantial weight loss. Gonadal hormone

status prior to surgery did not affect the 1-year outcome of surgery.

Conclusions: OrHH is a reversible condition in the majority of obese men. It

does not reduce the efficacy of bariatric surgery. Preoperative weight-adjusted

normal values are recommended to avoid an incorrect diagnosis of

hypogonadism in obese men.

O.093 Carotid Intima Modifications After Gastric Bypass for Morbid

Obesity

PRESENTER: G. De Sario
1

Co-authors: F. Marchesi1, D. Zuccarotto1, V. Reggiani1, F. Tartamella1, A.

Ziccarelli1, L. Blasi2, B. Nabulsi2, M. Ricco’3

1Università Degli Studi Clinica Chirurgica E Terapia Chirurgica Parma-Italy
2Università Degli Studi Clinica Toracica Parma-Italy
3Università Degli Studi Servizio di Igiene Parma-Italy

Introduction: Carotid intima-media thickness (C-IMT) can be considered as an

early marker for atherosclerosis, thus representing a reliable cardiovascular risk

predictor. Bariatric surgery represents an effective prevention tool for cardiovas-

cular diseases in obese patients, acting through a complicated network of patho-

physiologic paths, of which weight loss merely constitutes the most evident

epiphenomenon. The aim of this study is to evaluate C-IMT variations in patients

submitted to Roux-en-Y gastric bypass (RYGB) and possible correlations with

biometrical parameters and cardiovascular risk factors.

Methods: 24 patients who underwent RYGB for morbid obesity were

submitted to supra-aortic trunk B-mode ultrasound evaluation prior to

the procedure and at 6- and 12-month follow-up. C-IMT and sisto-

diastolic pick-flows were registered at 3 levels (bulb, common and inter-

nal carotid). At the same times biometric and sero-hematic parameters

were collected. For statistical analysis SPSS20 pack was used.

Results: A considerable C-IMT reduction was found, which resulted as being

significant at common carotid level at 12-month follow-up (p: 0.0267 right; p.

0.0221 left), getting close to significance at 6-month controls (p. 0.06 right, p:

0.0523 left). Among biometrical and sero-hematic risk factors, we registered a

significant reduction in BMI, diastolic blood pressure, HDL cholesterol and C-

peptide. Owing to the relatively short duration of follow-up it was not possible

to assess any specific correlation with cardiovascular risk reduction.

Conclusions: RYGB is associated with a significant decrease in C-IMT. Patho-

physiologic processes underlying such a variation and possible association with a

cardiovascular risk reduction should be evaluated by long term prospective trials.

O.094 Does Bariatric Surgery Improve Urinary Stress Incontinence in

Morbidly Obese Women?

PRESENTER: H. Shabana
1

Co-author: CJ O’Boyle1

1Bon Secours Hospital Bariatric Surgery Cork-Ireland

Introduction: Morbid Obesity is known to be a contributing factor to the devel-

opment of stress urinary incontinence in women. We evaluated the urinary

symptoms of morbidly obese patient’s pre and post bariatric surgery.

Method: Between January 2011 and January 2013, 47 morbidly obese women

with stress incontinence underwent bariatric surgery. All 47 completed detailed

urinary function questionnaires

Results: The median BMI were 48(39–61) kg/m2. Thirty-two (68%) patients

underwent gastric bypass, fourteen (30%) underwent sleeve gastrectomy and

one underwent a banding procedure. Thirty-three patients (70%) reported urinary

leaking on more than one occasion per day. Thirty-five (74%) required daily

incontinence pads. Eighteen (38%) reported changing pads more than once per

day. Nineteen (40%) reported moderate to severe leakage. Thirty-four (72%)

reported leaking on sneezing or coughing. Eighteen (38%) reported significant

interference with their daily life (>6/10, visual analogue). At a median 6(1–12)

months following bariatric surgery the median weight loss was 62(20 to 162) lbs.

Eighteen patients (38%) reported complete resolution of their symptoms

(p<0.001, c2). Thirty-five (74%) did not require pads (p<0.001, c2). Only 5(11%)

changed their pads more than once per day (p<0.01, c2). Forty-three (91%)

reported mild or no leakage (p<0.001, c2). The interference with life score

dropped from a median preoperative level of 5 to 1. Thirty-four (72%) women

reported a marked improvement in their symptoms (>6/10, visual analogue)

Conclusion: Bariatric surgical intervention results in a clinically significant

improvement in urinary stress incontinence in the early months following

surgery in the majority of symptomatic morbidly obese females.

O.095 Bariatric Surgery and Moderate Obesity (BMI 30–35 kg/m2): Our

Experience

PRESENTER: M. Bellini
1

Co-authors: M. Cerci1, D. Benavoli1, F. Russo1, E. Picone1, N. Di Lorenzo1, A.

Gaspari1, P. Gentileschi1

1Tor Vergata University, Bariatric Surgery, Rome-Italy

Introduction: Moderate obesity (BMI 30–35 kg/m2) affects 25% of the Western

population. The role of bariatric surgery in this context is currently debated,

reserved for patients with co-morbidity, as an alternative to conservative

medical treatment. We describe our experience in moderately obese patients

treated with bariatric surgery.

Materials and Methods: Between September 2011 and September 2012, 25

patients with grade I obesity and comorbidities, underwent bariatric surgery:

preoperative mean BMI 33.2 kg/m2, 10 males, mean age 42 years. In presence

of type 2 diabetes mellitus (T2DM) (56%), gastric bypass was performed; in

cases with hypertension (64%) and obstructive sleep apnea (OSA) (12%), sleeve

gastrectomy was performed. All operations were performed laparoscopically.

Results: Mean follow-up was 12.4 months. A post-operative complication

occurred: bleeding from the trocar site, resolved with surgery in local anesthe-

sia. Reduction in average BMI was 6 points, with a value of 27.2 kg/m2. Of the

14 patients with T2DM, 12 discontinued medical therapy, because of

euglycemia (86%); 14/16 (87%) of hypertensive patients achieved normal

blood pressure. Complete remission was observed in patients with OSAS.

Conclusions: The results of our study support the validity of bariatric sur-

gery in patients with BMI 30–35 kg/m2. Our opinion is that in the future

bariatric surgery could be successful in selected cases of moderately

obese patients.

O.096 Operation as a Strategy for Treating Leaks: A Prospective

Analysis in 6030 Consecutive Laparoscopic Roux-en-Y Gastric

Bypass Operations

PRESENTER: H. Jacobsen
1

Co-authors: B. Nergard1, B. Leifsson1, S. Frederiksen1, E. Agajahni1, M.

Ekelund1, J. Hedenbro1, H. Gislason1

1Aleris, Surgical, Oslo-Norway

Background: Leaks are one of the most serious complications following lapa-

roscopic Roux-en-Y gastric bypass (LRYGB) and associated with high mor-

bidity and prolonged hospital stay. Optimizing treatment is of utmost impor-

tance for the clinical outcome.

Methods: 6030 consecutive cases of LRYGB performed by the same team of

surgeons were prospectively registered. Patients with symptoms scoring severity

grade 2 to 5 on a 5-grade validated classification systemwere defined as clinically

relevant leaks and included in the study.
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Results: Leakage rate was 1.06 % (64/6030). Diabetes (p=0.015) and hyperlip-

idaemia (p<0.001) increased the risk. 70% of leakages were treated surgically

and 30% conservatively. Of patients with leaks, 12.5% (8/64) needed ICU treat-

ment andmortality was 3% (2/64). Early leaks (5d) were treatedwith suture of the

defect (91%) and/or surgical drainage (59%). Late leaks (>5d) were managed

with surgical drainage (82.6%) and insertion of gastrostomy tube (65.5%).

Operative treatment was associated with shorter hospital stay. Patient

delay and delay in treatment are associated with an adverse outcome.

Conclusion: Our data suggest that at clinical suspicion of a leak an aggressive

surgical approach without undue delay is desirable. In early leaks ( 5 days) we

recommend direct laparoscopic exploration with suture of the defect, and

drainage. Patients with late leaks (>5days) or obstruction should be treated

with surgical drainage and insertion of a gastrostomy tube.

O.097 Structural Modification of Classical Bilio-pancreatic Diversion

After Unsatisfactory Result: Codification of a New Procedure

PRESENTER: V. Ceriani
1

Co-authors: T. Lodi1, D. Baldoli1, F. Pinna1

1IRCCS Multimedica, General Surgery, Milano-Italy

Introduction: Scopinaro’s Classical Bilio-Pancreatic Diversion (BPD) has

shown excellent results on weight loss and resolution of comorbidities in

morbidly obese patients. Nevertheless, collateral effects of malabsorption,

such as severe proteic malnutrition, secondary hiperparatiroidism and

sideropenic anemia can become evident at follow-up. In a small number of

patients, these conditions may present in such a severe form, to prompt the

need of a surgical revision. When an elongation of the common limb at the

expense of the bilio-pancreatic one is performed, the unfavourable effect of

weight regain can be expected.

To prevent the tendency to weight regain, we elaborated a structural modification

of the classical BPD, reducing the volume of the gastric pouch to 40 ml, and

changing the lengths of the alimentary and common limbs (the first reduced to 50

cm; the latter elongated from 50 to 200 cm).

Methods: We prospectively collected in-hospital and post-operative data, on

the patients submitted to the revisional procedure at our institution for chronic

sequelae of malabsorption.

Results: From May 1st 2003 to December 31th 2012, 31 patients were

treated with the structural modification of BPD, either with an open or

laparoscopic approach. Major post-operative morbidity was 15%. With a

post-operative follow-up of 2 years in 83% of patients, a clear improve-

ment of the adverse effects of malabsorption was recorded, with a

concurrent increase of percent excess weight loss.

Conclusions: The procedure is clinically safe and effective in controlling the

adverse effects of chronic malabsorption after classical BPD, not only

preventing weight regain, but definitely increasing the excess weight loss.

O.098 Conversion of Gastric Band to Scopinaro’s Biliopancreatic

Diversion

PRESENTER: A. Al Salman
1

1King Abdulaziz National Guard Hospital, Surgery, Al Ahsa-Saudi Arabia

Introduction: Gastric banding still been done on a large scale, although it is

declining and sleeve gastrectomy is rising. However, the results in terms of

loss of weight were very minimal and patients’ starts to gain more weight after

a very short period of time.

Materials & Methods: 45 patients with failed gastric band in terms of loss of

weight will be presented. All of them had gone removal of the band and

conversion to Scopinaro’s Biliopancreatic Diversion in one setting. The results

of this will be presented.

Results: Restrictive procedure in the form of gastric band does not lead to loss

of weight and another procedure has got to be done for that.

Conclusion: Scopinaro’s Biliopancreatic Diversion is a feasible and safe pro-

cedure after failure of gastric band. A short video will be presented.

O.099 BPD as Revisional Procedure After Failed Adjustable Gastric

Bands (AGB)

PRESENTER: K. Dolezalova
1

Co-authors: M. Fried1, P. Sramkova2, D. Pichlerova2

1OB Klinika, Center for Treatment of Obesity and Metabolic Disorders,

Surgery, Prague -Czech Republic
2OB Klinika, Center for Treatment of Obesity and Metabolic Disorders, Internal

Medicine, Prague-Czech Republic

Introduction: Obesity is multifactorial disease with several, multi-level meta-

bolic, cognitive and other back-up mechanisms defending obesity. Multi-level

weight defence contributes to treatment failure in some of bariatric

patients/procedures.

AGB were among the most common operations in Europe. Over time 10-20%

of AGB fail because of weight regain, or due to band related complications. In

case of re-do surgery, replacement of failed restrictive procedure with com-

bined or malabsorptive may be among the best options.

Material and method: Between January 2003 and December 2012, 2781

different bariatric procedures were performed in our Hospital, 1952 (70.2%)

of those being AGB. 202 (10.3%) of AGB patients required re-operation. In 52

(25.7%) BPD was chosen as re-do procedure. In BPD group, 27 (51.9%)

patients were T2DM. In prospective way, pre re-operation, 1, 3, 6, 12 and 24

mths post-op weight, %EWL, BMI changes and change in T2DM parameters

(glycaemia, IRI, Hb1A, HOMA IR) were monitored.

Results: BPD after failed band resulted in mean WL (42,8kg± 5,6kg), BMI

decrease (55, 6±5.8 to 31.1±4.9) mean % EWL (78.9±9.2%) - all significantly

(p<0.001). In diabetic patients glycemia decreased (9,8±2.4mmol/l to 5,0

±1.1mmol/l p<0.001), Hb1A decreased (6.2±1.1% to 4.1±0.7% ), HOMA-IR

decreased (12,2 ± 1,3 to 4,5 ± 1,9 p<0.001). In the first weeks antidiabetic

medication dropped dramatically, 6 months after BPD 15 patients (57, 7%)

were without any DM medication, in one year remission and/or improvement

was observed in 99% T2DM patients.

Conclusions: BPD is an effective procedure after failed AGB both in terms of

weight loss and T2DM improvement/resolution.

O.100 Roux-en-Y Gastric Bypass Versus Scopinaro Biliopancreatic

Diversion

PRESENTER: A. Lavryk
1

Co-authors: A. Tyvonchuk1, O. Lavryk1, M. Manoilo1

1National Institute of Surgery and Transplantology, Department of Esophagus

Surgery and Reconstructive Gastroenterology, Kiev-Ukraine

The aim: of the present study was to compare the results after gastric bypass

(GBP) and biliopancreatic diversion Scopinaro (BPD).

Materials and methods: 30 patients undergone GBP and BPD. Patients were

divided into two groups: 15 pts undergone GBP Fobi-Capella, 15 pts–undergone

BPD (common limb 70–80 cm).In GBP group mean BMI was 55,4±9,2

kg/m2.Triglycerides (TGL) levels 1,5±0,7 mmol/l; low density lipoproteins

(LDLP)-4,02±0,3 mmol/l; very low density lipoproteins (VLVL)-0,6±0,1 mmol/l;

high density lipoproteins (HDL)– 1,1 mmol/l; cholesterol–6,5±0,8 mmol/l. In BPD

group before the operation mean BMI – 57, 9±8, 5 kg/m2. TGL were 1,7±0,6

mmol/l; LDLP reached 4,2 mmol/l; VLVL- 0,5±0,1 mmol/l; HDL–1,04 mmol/l;

cholesterol–6,8±0,5 mmol/l. Before surgery mean glycemia 9,02 mmol/l,

HOMA-IR was 17,7, insulin – 56,8 mIU/ml, C-peptide – 9,4, HbA1C – 7, 3 %.

Results: After 24 months in group GBP mean BMI-32,4±8,3 kg/m2 , EWL–

60,3%, in BPD group 34,8±3,8 kg/m2 , EWL–77,4%. In GBP group cholesterol

levels decreased to 4,7±0,4 mmol/l; levels of TGL decreased till 1,4±0,7

mmol/l; LDL–3,4±0,6 mmol/l, VLDL-0,3±0,1 mmol/l, HDL-1,5±0,1 mmol/l. In
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BPD group cholesterol levels decreased to 4,5±0,8 mmol/l; levels of TGL

decreased till 1,1±0,5 mmol/l; LDL–3,3±0,4 mmol/l, VLDL- 0,2±0,1 mmol/l,

HDL-1,0±0,1 mmol/l. After GBP mean glycemia – 5, 06 mmol/l, HOMA-IR was

3,02, insulin 32,4 mIU/ml, C-peptide – 5,02 ng/dl, HbA1C – 6,7 %. After BPD

mean glycemia – 4, 27 mmol/l, HOMA-IR was 2, 98, insulin – 24, 7 mIU/ml, C-

peptide – 3, 78 ng/dl, HbA1C – 6, 5 %.

Conclusions: Both GBP and BPD are effective bariatric procedures, which

provide constant weight loss, improvement of metabolic profile. After BPD

patients mention better quality of life, what might be related to lesser gastric

restrictive component of BPD, comparing to GBP, where the stomach is

probably preserved.

O.101 Nutritional and Metabolic Disturbances in Long Term

Biliopancreatic Diversion Patients

PRESENTER: J. Ritchie
1

1Keyhole Surgery Centre, Surgery, Sydney-Australia

Introduction: Biliopancreatic diversion is a powerful bariatric procedure but

carries significant risk of causing metabolic disturbances

Methods: Patients who have undergone biliopancreatic diversion between

1993 and 2008 were surveyed and results analysed. Retrospective data was

accessed and an update questionnaire, and request forms for haematology, a

biochemistry and bone density study was forwarded to each patient.

Results: 267 patients underwent a variety of biliopancreatic diversion between

1993 and 2008. Long term weight results, mortality and incidence of revision and

reversal data are presented.

To date the following percentages of patients have been identified with nutritional

deficits. 66% iron deficiency, 80% Vit D deficiency, 35% Vit A deficiency, 9% Vit E

deficiency, 20%Vitamin B12 deficiency, subnormal serum albumen levels 15% and

subnormal calcium levels 17%. Vitamin K is no longer easily tested in Australia but

in the past 25% of patients were identified with a deficiency. Of the patients

undergoing bone density studies to date 95% have been shown to be osteopaenic

or osteoporotic.

Conclusion: Despite being an effective procedure for long term weight control,

being well tolerated and having demonstrated highly effective improvement of

co-morbidities BPD does have a high incidence of nutritional disturbance.

Patients require close long term supervision, advice about supplements and

encouragement to adhere to their instructions. Unfortunately contact with long

term patients is frequently lost and patients often suspend supplements be-

cause of cost. This is a cause for concern.

O.102 Duodenal Switch as a Revisional Bariatric Surgery

PRESENTER: M. Lutrzykowski
1

1DMC, Surgery, Shelby Township-United States

Introduction: Failure of the weight loss or regaining weight after bariatric

surgery depends on many factors. Patient weight, bmi, type of operation,

patient compliance after surgery and more. Some of those patients will de-

mand and required revision of failed bariatric surgery.

Method: Retrospective analysis of 52 revisions performed from January 2000 to

December of 2010 has been done.28 Roux and Y Gastric Bypasses

(RYGB),20Vertically Banded Gastroplasty (VBG), 10 Laparoscopic Gastric

Bands(LB) and 2Vertical Sleeves(VS) had been revised to Duodenal

Switch(DS).Data collected were: weight ,bmi before primary bariatric surgery,

weight, bmi in the time of revision,% of Excess Weight Loss (EWL) mean time to

revision, weight, bmi, %EWL after revision, mean time from revision to evaluation

and complications.

Results: RYGB 28 female, mean weight, bmi before primary surgery 147 kg,

59.28, %EWL 26.35%,mean time to revision 10.6 years .Mean weight, bmi

after revision 79 kg, 26,28, % EWL 90%, mean follow up post revision 4.5

years. Complication one patient excessive weight loss. VBG16 female 4 men.

Mean weight, bmi before surgery 145 kg, 54,88,mean time to revision 11

years.% EWL 8.9%.Follow up post revision 4.3 years, weight, bmi 72 kg,

26.8, % EWL 87.19%.

Complication one gastric leak. LB 10 female. Mean weight, bmi before primary

surgery 120 kg, 46.9. % EWL till revision 24% mean time 10 years. Post

revisions mean weight, bmi 63 kg, 24.7, % EWL 93.75%. Time 2.5 years. VS

2 female. Weight bmi before 87–106 kg, 35–40. % EWL before revision 16%-

12.5%.Time 3–2 years. Weight bmi post revision 63–60 kg, 24–23. % EWL 87-

92%.

Conclusion: DS is a very efficient revisional bariatric surgery

O.103 Isolated Duodenal Switch (IDS) - Does the Restriction Matter - 5

Years Observation

PRESENTER: D. Krawczykowski
1

Co-authors: M. Zimmermann2, I. Karcz-Socha3, W. Karcz2

1Privat Hospital, General Surgery, Lübeck-Germany
2UKSH, General Surgery, Lübeck-Germany
3SMU, Physiology, Kattowitz-Poland

Background: A lot of surgical approaches have been described to reduce

excess body weight. Goal of this this study was to investigate the role restric-

tion by malabsoptive procedures. The Duodenal Switch is the well-known

operation, took out restriction completely and performed isolated duodenal

switch.

Methods: From January 2000 to July 2004, 37 patients underwent laparoscop-

ic gastric banding in a first step. In a second step all patients underwent a

laparoscopic duodenal switch between February 2003 and July 2009. By all

patients restriction was removed by completely opening the band or removal

the band by second operation. We followed the patients and collected the

following data: demographic, morbidity and mortality, BMI, EWL, HbA1C, TG´

s, Albumin, Ferritin, PTH and Vitamin A. After isolated restrictive procedure

patients showed an average excess weight loss (EWL) of 24% in a median

time of 43 month. Thus all patients showed a tendency to gain weight after

initially sufficient weight loss. Therefore an isolated duodenal switch was

performed. After 60 month an average EWL of 65,5 % was observed. Early

postoperative complications were seen in 10,8% whereas late complications

were observed in 8,1% of the patients. No conversion to open surgery was

required, and no mortality occurred. 13,5% of the patients suffered from a

hypalbuminemia.

Conclusion: A restriction is an important part of BPD-DS. LAGB is not the best

operative option in bariatric surgery. Themalabsoption alone by IDS influence the

metabolic changes and influences eating habits. Better results could be achieved

with additionally Sleeve restriction.

O.104 Excess Weight Loss and Weight Loss Failure After Duodenal

Switch

PRESENTER: M. Lutrzykowski
1

1DMC, Surgery, Shelby Township-United States

Introduction: Duodenal switch(DS) is a very successful bariatric surgery with a

% Excess weight loss(%EWL) in the range of 85 to 95% and minimal weight

gained recidivism. Some of those patients still will required revisions

secondary to excess weight loss, vitamins deficiency, decreased calcium

absorption or weight loss failure(WLF).1150 open DS had been

performed from January 1998 to December 2012.15 patients required

revisions secondary to excessive weight loss(EWL),Vitamin D , A

deficiency, Iron deficiency anemia(IDA),decreased Calcium absorp-

tion, protein malabsorption or social situation. 8 patients required

revision secondary to WLF.

Method: Charts review identified 15patientswhom required revision secondary to

EWL or deficiency and 8 patients secondary toWLF. Data collectedwere: weight,
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bmi before primary DS and after revision, %EWL before and after revision,

improvement of protein and vitamins deficiency, complications and type of revi-

sion. Time from primary to revisional surgery, time after revision.

Results: In deficiency group mean weight, bmi before index surgery were 126

kg,46.56.Before revision mean weight, bmi, Protein, Albumin, Vit D25,Vit D1-25,Vit

,PTH, Ferritin, Hemoglobin, Hematocryt levels were: 63,63 kg,23.14,5.1 g/dl,2.8

g/dl,35 ng/ml,70 pg/ml,29 mcg/dl,77 pg/ml,15ng/ml,11.6 g.dl,34% respectively.

%EWL was 106%, mean time to revision 5.6 years. Those patients underwent

lengthening of the common channel. Post revision weight, bmiand other parameters

in this same order 68.18 kg, 25,6.5 g/dl,3.g/dl,49ng/dl,51pg/ml,43ug/dl,61pg/ml,57

ng/ml12g/dl,36%. Time to evaluate post revision 3.1 years. %EWL 98.InWLF group

mean weight, bmi before surgery 163 kg,59.%EWL 55.Time to revision 5.2 years.

Weight, bmi post revision 79 kg, 29. Total%EWL84.35(mean additional 29%).Those

patient had re-sleeve or shortening of common channel or both. One resleeve patient

developed leak.

Conclusion: Revisions of DS are rear, results are good and predictable.

O.105 Single-anastomosis Duodeno-Ileal Bypass with Sleeve

Gastrectomy. Long-term Results

PRESENTER: A. Sánchez-Pernaute
1

Co-authors: E. Pérez-Aguirre1, E. Árrue1, E. Sánchez1, R. Santos1, P. Sáez1,

M. Rubio2, L. Cabrerizo2, P. Matı́a2, A. Barabash1, A. Torres1

1Hospital Clı́nico San Carlos, Surgery, Madrid-Spain
2Hospital Clı́nico San Carlos, Endocrinology, Madrid-Spain

Introduction: Single-anastomosis duodeno-ileal bypass with sleeve gastrectomy

(SADI-S) is a one-loop duodenal switch with a 200 to 250 common channel.

Aim: To analyze the long-term results on weight loss and metabolic disease of

SADI-S.

Patients and method:Over the last 6 years 144 patients were submitted to

SADI-S. Mean age was 46 years, mean weight 121 kg and mean BMI 45

(33–77). 60% of the patients were diabetics, 53% had hypertension and

46% had sleep apnoea. Mean preoperative glycemia was 170 and mean

glycated hemoglobin 7.72 for diabetic patients. 66% of the patients had

dyslipidemia.

Results: 50 patients were submitted to SADI-S with a 200 cm common channel

and 94 with a 250 cm common limb. There was one gastric leakage and one

anastomotic leakage. Mean excess weight loss was 75% at 6 months, 93% at

12, 90% at 3 years and 100% at 5. 3 patients failed to reach a 50% EWL. 91%

of diabetics had HbA1c <6% in the first year, 74% at 3 years and 83% at 5.

Dyslipidemia decreased to 43% in the first year, 31% at 3 years and 18% at 5

years. Hypoalbuminemia presented in 9% of the patients in the first year,

11.8% at 3 and 7.7% at 5 years. 6 patients have been submitted to revisional

surgery for undernutrition.

Conclusions: SADI-S is a simplified duodenal switch with satisfactory results

on weight loss and metabolic disease in the long-term.

O.106 How to Select Patients for Bariatric Surgery. Role of Staged

Treatment

PRESENTER: M. De Luca
1

Co-authors: G. Segato1, R. Cola1, L. Busetto2, F. Favretti1

1Vicenza Regional Hospital, General Surgery, Vicenza-Italy
2University of Padova, Obesity Center, Padova-Italy

Background: Staged operation might be the solution to the problem of appro-

priate bariatric operation. In our experience Lap Band is considered first choice

operation (excluding Prader Willy Syndrome, Diencephalic Obesity, and pa-

tient refusing Lap Band program). In cases of long-term unsatisfactory results

we perform a mini gastric bypass as second stage.

Methods: Our Lap Band series consists of 2650 Patients (Sept 1993-Dec 2011).

Mortality 0%. Mean %EWL 49.7. Major complication requiring reoperation 5.7%.

19% candidate to a second procedure. Second stage consists in removing the

Band and perform a laparoscopic omega loop (220 cm) with an antecolic gastro-

jejunal anastomosis and anireflux stitches. Before April 2011 we considered as

second stage bilio-pancreatic diversion, with excellen results in terms of weight

loss, but high rate of side effects. From April 2011 to January 2013 total series of

patients underwent to mini gastric bypass as second stage was 45.

Results: Weight at LAPBAND time was 138.3±21.8; at the time of mini gastric

bypass was 119.1±24.3 Kg and %EWL 17.2±11.3; at 1 year was 71 Kg and

%EWL 71.3±13.4; at 15 months was 60.3 Kg and %EWL 80.1. 1 case of

reoperation for the omega loop fistula.

Conclusion: In our Lap Band series of patients, 81% reached good results in

terms of weight loss, good compliance, low risk of complication and 0%

mortality (avoiding a second procedure); 19% were selected for mini gastric

bypass with better results in terms of weight loss but higher surgical risks.

O.107 Patient with BMI <35: When Bariatric Surgery Indicated?

PRESENTER: Y. Yashkov
1

Co-authors: N. Bordan1

1CELT-Clinic, Obesity Surgery, Moscow-Russia

Introduction: According to the existing IFSO rules bariatric surgery is

acceptable for the patients with BMI > 40 or within 35–40 when associ-

ated with obesity- related diseases. Bariatric surgeons often face with the

patients who refer for bariatric surgery having BMI < 35. The aim of this

study is to estimate results of bariatric surgery in the patients who had

primary bariatric operations with BMI<35.

Materials and methods: 46 patients with preoperative BMI < 35 have

underwent primary bariatric operations: 10 LAGB, 5 BPD/DS, 31 – Sleeve

Gastrectomies (SG). Many of them weighted more in the past and referred for

the surgery with weight regain after conservative treatment. 9 patients includ-

ing 5 who underwent BPD/DS had special indications for surgery: 5 – bulimia

nervosa (BN) and 4- Diabetes mellitus type2 (DM2).

Results: Mortality-0, early complication- 1/46 (2,1%) perigastric abscess after

SG. The less predictable results in the long-run were observed after LAGB, good

2–3 year results after SG. All patients undergoing BPD/DShave goodweight loss

with resolution of DM2 and bulimic attacks, four of them at price of late compli-

cations and side effects.

Conclusions: Bariatric surgery is acceptable treatment for well-motivated,

properly informed patients with BMI<35 failed with conservative attempts.

Special indications may be DM2 and BN. Sleeve Gastrectomy is considered

as an optimal first-stage option.

O.108 Immediate Obstructive Sleep Apnea (OSA) Improvement After

Bariatric Surgery, Without Significant Upper Airway Imaging

Changes

PRESENTER: G. Skroubis
1

Co-authors: N. Kouri1, E. Konstantatou1, C. Kalogeropoulou2, M. Tsiamita3, T.

Alexandrides4, F. Kalfarentzos1

1University of Patras, Surgery, Patras-Greece
2University of Patras, Radiology, Patras-Greece
3University Hospital of Patras, Peumonology, Patras-Greece
4University of Patras, Endocrinology, Patras-Greece

Introduction: Bariatric surgery is a well-documented treatment of OSA. We

investigated whether improvement of OSA, one month after surgery, was asso-

ciated with changes in neck CT images or insulin resistance.

Methods: Thirty super-obese patients with OSA (mean BMI: 58.64±6.89),

underwent a variant of biliopancreatic diversion (BPD-RYGB-LL). Patients

were subjected to polysomnography and MDCT neck scan preoperatively

and one month postoperatively. Specific measurements MDCT scan included

the retrolingual cross sectional airway area, upper airway length, percentage
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of neck fat, and tongue fat as measured by radiodensity. The perpendicular

distance from the mandibular plane to the hyoid bone (MPH) was also mea-

sured. Fasting glucose and insulin, HOMA-IR and HbA1c were also measured.

Results: Mean excess weight loss (EWL%) was 22.19±7.46 (p<0.0001). The

other results are presented in the following table.

Preoperatively 1 month
postopera-
tively

p

Pts
(n)

Values Pts
(n)

Values

OSA
evolution

RDI 30 65
±35.20

18 37.88
±27.78

0.0077

SaO2 26 89.62
±6.33

18 93.89
±2.19

0.0089

CPAP
usage

30 90% 30 40% <0.0001

Neck CT MPH 15 24.92
±5.86

15 21.67
±6.65

0.2232

UAA 15 162.7
±86.16

15 185.8
±58.51

0.2986

UAL 15 94.92
±7.55

15 90.50
±6.67

0.112

NECK
FAT %

15 43.75
±4.58

15 41±5.39 0.2021

RLD 15 32.67
±14.69

15 31.33
±15.65

0.9309

Glycaemic
control

Glucose 30 117.1
±42.75

30 96.9
±17.1

0.0193

Pts patients, OSA: Obstructive Sleep Apnea, BMI: Body Mass Index (kg/m
2
),

EWL: Excess Weight Loss (%), RDI: Respiratory Disturbance Index

(events/hour), CPAP: Continuous Positive Airway Pressure, MPH:

Mandipular Plane-Hyoid perpendicular distance (mm), UAA: Upper Airway

Area (mm
2
), UAL: Upper Airway Length (mm), RLD: Retro-Lingual Density

(HU)

Conclusion: The marked improvement of OSA was associated with the

comparable improvement of insulin resistance and not to the decrease of

the volume or the fat infiltration of the upper airways soft tissues.

O.109 Randomized Study Comparing Gastric Bypass with Long

Pancreato-biliary Limb (2m) and Gastric Bypass with Long

Alimentary Limb (1,5m)

PRESENTER: B. Nergard
1

Co-authors: B. Leifsson2, H. Gislason2

1Aleris, Surgical, Oslo-Norway
2Landspitali, Surgical, Reykjavik-Iceland

Background: Several studies indicate that increasing the alimentary limb

length in gastric bypass operation only produces a minor increase in excess

BMI loss. Few studies have addressed the efficacy of increasing the length of

the pancreato-biliary limb.

Methods: Prospective study of 187 consecutive laparoscopic Roux-Y gastric

bypass operations performed over 2 years (2004–2005) in Iceland. The pa-

tients were randomized into two groups; gastric bypass with a 2m BP-limb and

a 60 cm A-limb (N=93) or gastric bypass with a 150 cm A-limb and a 60cm BP-

limb (N=94).

Results: Mean BMI was 47.9 (38.3-70.4), mean age 40.6 (17–74) years and 85

% of the patients were females. Follow-up after 5 years was 85%. 18 months

following surgery the weight loss was significantly higher in the BP-limb group

(p<0.001) and this difference remained 7–9 years after surgery. Weight gain

occurred in both groups and seven to nine years after surgery EBMIL was

78.4% in the BP-limb group compared to 67.1% in the A-limb group (p<0.001).

Most patients (70-80%) needed adjustment of their supplementation (iron, D-

vitamin and calcium) during the study period, significantly more often in the

BP-limb group compared to the A-limb group (p<0.001). Patients in the BP-

limb group had more frequent stools than patients in the A-limb group; other-

wise gastrointestinal symptoms scoring were comparable. Complication rate

was similar.

Conclusions: Gastric bypass with 2m BP-limb gives better weight loss

than gastric bypass with 150cm A-limb. Metabolic follow-up is of utmost

importance, as most patients needed repeated adjustments of their

supplementation.

O.110 Circulating Amino Acids Profile Before and After Sleeve

Gastrectomy: A Metabolomic Study

PRESENTER: G. Casella
1

Co-authors: E. Cavarretta2, L. Tenori3, G. Frati2, C. Luchinat3, L. Banci3, A.

Redler1, D. Giannotti1, G. Condorelli4, N. Basso1

1Sapienza University of Rome, Department of Surgical Sciences, Rome-Italy
2Sapienza University of Rome, Department of Medical-Surgical Sciences and

Biotechnology, Rome-Italy
3University of Florence, Magnetic Resonance Center, Florence-Italy
4Humanitas, Clinical and Research Center, Milan-Italy

Introduction: After laparoscopic sleeve gastrectomy (LSG) metabolic syn-

drome improves dramatically, in particular with a high rate of type 2 diabetes

remission. Circulating branched-chain amino acids (BCAAs) and aromatic

amino acids (AAAs) were recently related to insulin resistance and diabetes.

We applied metabolomic profiling to understand the mechanisms of this met-

abolic response after SLG.

Method: Circulating amino acids (AAs) were measured in plasma from 20

subjects by nuclear magnetic resonance (NRM) metabolomics analysis before

and at 1- and 6-month postoperatively after LSG.

Results: Circulating AAs and BCAAs significantly decreased after LSG at 1- and

in particular at 6-month post-op (Table, data are presented as median±median

absolute deviation). Metabolites derived from BCAAs oxidation also decreased

after LSG.

Conclusion: LSG demonstrated a significant modification of circulating AAs

metabolic profile in particular those AAs related to obesity, insulin sensitivity

and metabolic syndrome, as BCAAs. These data suggest that the specific

action determined by LSG on glucose homeostasis occurs by mechanisms

other than weight loss.

Metabolite Pre
opera-
tion

1 Month
after

6 Months
after

P - value

Acetatoacetate 83.3±82.1 175.9
±119.9

35.6±31.4 1vs3
p=0.303

Creatine 38.0±16.7 13.9±10.3 16.0±9.7 1v 3
p<0.005

Lactate 575.4
±215.8

950.0
±374.4

454.2
±178.3

1vs3
p=0.038

1vs2
p<0.005

Phenylalanine 37.8±6.3 30.5±5.0 29.7±6.4 1vs3
p<0.005

Pyruvate 256.2±66.9 282.9±79.7 339.4
±100.6

1vs3
p=0.007

Tyrosine 101.9±22.8 77.7±23.6 85.6±17.5 1vs3
p<0.005

Leucine /
Isoleucine

327.3±66.4 234.2±40.7 225.5±37.9 1vs3
p<0.005
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Valine 302.2±59.8 223.8±43.2 233.3±29.0 1vs3
p<0.005

Glycine 289.9±36.1 351.7±62.6 353.3±48.7 1vs3
p<0.005

Formate 18.5±4.3 17.6±4.0 14.1±2.7 1vs3
p=0.020

O.111 Weight Outcomes and Dietary Compositions in a Multiethnic After

Metabolic Bariatric Surgery

PRESENTER: S. Pasupathy
2

Co-authors: S. Teo1, K. Tham3, S. Ganguly3

1Singapore General Hospital, Dietetics, Singapore-Singapore
2Singapore General Hospital, General Surgery, Singapore-Singapore
3Singapore General Hospital, Endocrinology, Singapore-Singapore

Introduction: This study aims to investigate excess weight loss (%EWL) and

diet composition trends in metabolic bariatric surgery (MBS) patients, including

multi-ethnic differences from pre- to 1 year post-surgery.

Methods: This retrospective study included patients who underwent MBS

between the periods of September 2008 to December 2011. Nutritional data

and weights were obtained pre-MBS and at 12 months post-MBS.

Results: Eighty-four patients were included in this study (46% Chinese, 29%

Malay, 25% Indian). Mean±SD for age was 40.2±10.5years and pre-

operative BMI was 43.5±8.9kg/m2. At baseline, the mean caloric intake

for Chinese were 1727kcal/day contributed by 18% protein, 51% carbohy-

drates and 31%fat; Malays consumed 1943kcal/day comprising 16% pro-

tein, 53% carbohydrates and 31%fat whereas Indians consumed

1928kcal/day with a composition of 16%protein, 54% carbohydrates and

30%fat. No significant difference was detected among ethnicities. At 12

months, overall mean %EWL was 68.9% (Chinese=70.2%, Malay= 65.3%,

Indian=71.2%). The Chinese, Malays and Indians had an average caloric

consumption of 1197kcal, 836kcal and 1329kcal respectively. The compo-

sitions were 20% protein, 47% carbohydrates and 33% fat for the Chinese;

21% protein, 44% carbohydrates and 35% fat for the Malays and 19%

protein, 48% carbohydrates and 33% fat for the Indians. Compared to

baseline, protein intake was increased while carbohydrates were de-

creased for all patients (p<0.05). Despite having the highest %EWL,

Indians significantly consumed more calories and carbohydrates. No corre-

lations were found between %EWL and diet compositions.

Conclusions: With no correlations between diet and weight loss, this infers the

presence of other factors implicating the outcome variances among ethnic

groups.

O.112 The Effect of Bariatric Surgery on Blood Levels of Chemerin and

Omentin-1

PRESENTER: A. Catoi Galea
1

Co-authors: C. Copaescu2, R. Galea3, S. Suciu1, I. Pop4, C. Catoi5

1University of Medicine and Pharmacy, Functional Sciences Department, Cluj

Napoca-Romania
2Delta Hospital, Center of Excellence in Bariatric Surgery, Bucharest-Romania
3University of Medicine and Pharmacy, Second Surgical Clinic, Cluj Napoca-

Romania
4University of Agricultural Sciences and Veterinary Medicine, Exact Sciences

Department, Cluj Napoca-Romania
5University of Agricultural Sciences and Veterinary Medicine, Pathology

Department, Cluj Napoca-Romania

Introduction: Omentin-1 is a new adipokine produced in the visceral adipose

tissue that seems to be inversely correlated with obesity and insulin resis-

tance. Chemerin, another new adipokine is chemoattractant for macrophages

and might be a link between obesity, inflammation and atherosclerosis. The

aims of our study was to analyze chemerin, omentin-1, tumor necrosis factor

alpha (TNF-) and insulin levels in a group of morbidly obese patients (MO) in

comparison with a group of normal weight healthy (NWH) subjects and to

evaluate the impact of six months surgical weight loss on these parameters.

Method: We tested chemerin, omentin-1, TNF- and insulin in 20 MO patients

before and 6 months after sleeve gastrectomy (SG). Baseline levels of the

same parameters were compared with those from 20 NWH subjects.

Results: Body mass index (BMI) reduction was significant after surgery (47.78±8.27

kg/m2 to 33.52±6.64 kg/m2, p<0.001).Omentin-1 levelswere lower in theMOgroup in

comparison with the NWH subjects (p<0.05). Chemerin and TNF- levels were signif-

icantly higher in the MO patients in comparison with NWH subjects (81.59±41.91

ng/ml, 31.25±16.16 pg/ml respectively, p<0.001). At baseline chemerinwas correlated

with insulin level (r=0.7, p<0.05) and HOMA index (r=0.73, p<0.05). There were no

statistically significant changes in chemerin and TNF- six months after SG.

Conclusion: Obesity is associatedwith high levels of chronic inflammationmarkers

and low levels of omentin-1. In our clinical study it seems that six months surgical

weight loss was not associatedwith an important reduction in chronic inflammation.

O.113 Relative Contributions of Energy Restriction and Duodenal Bypass

in Early Improvements in Glycaemic Control After Bariatric Surgery.

A Study in ZDF Rats

PRESENTER: J. Foo
1

Co-authors: M. Hayes1, R. Stubbs1

1Otago University, Wakefield Biomedical Research Unit, Wellington-New

Zealand

Introduction: Bariatric surgery performed in severely obese individuals with type

2 diabetes leads to substantial improvements in glycaemic control and even

resolution of diabetes oftenwithin a fewdays of surgery. The relative contributions

to this phenomenon of energy restriction, weight loss or bypass of the duodenum

remains unclear. We sought to explore the mechanisms responsible for this early

improvement in glycaemic control in a surgical model utilising ZDF rats.

Methods: 12–14 week old ZDF rats were allocated to one of five experimental

groups. (1) ad-libitum controls (AL), (2) pair-fed non-operated controls (PFNO),

(3) pair-fed sham-operated controls (PFSO), (4) sleeve gastrectomy (SG) and

(5) gastric bypass (RYGB). All rats underwent oral glucose tolerance test

(OGTT) prior to manipulation and again one week after manipulation.

Glucose and insulin responses during the OGTT were measured.

Results: Prior to manipulation the mean ± SEM fasting glucose for all rats was

13.1mmol/L ± 0.4 and the 2-hour glucose level was 20.6mmol/L ± 0.9, indi-

cating the presence of diabetes. One week following surgery RYGB rats had a

mean fasting glucose of 7.9mmol/L ± 0 and a 2-hour OGTT glucose of

9.8mmol/L ± 0.6 indicating substantial improvement. This improvement was

substantially greater than that seen in PFSO, PFNO and SG groups (p<0.05).

Conclusions: Small improvements in glycaemic control were observed after 7

days as a result of energy restriction in PFNO, PFSO, SG groups, whereas

substantial improvement was seen in the RYGB group, indicating an important

role for the duodenum in this phenomenon.

O.114 Changes in Gastrointestinal Hormones and Inflammatory

Markers After Bariatric Surgery in Morbidly Obese Type 2

Diabetic Patients

PRESENTER: K. Ngiam
1

Co-authors: A. Cheng2, W. Toy3, T. Subramanium4, S. Lim4

1Khoo Teck Puat Hospital, Department of Surgery, Singapore-Singapore
2Khoo Teck Puat Hosptial, Department of Surgery, Singapore-Singapore
3Khoo Teck Puat Hospital, Clinical Research Unit, Singapore-Singapore
4Khoo Teck Puat Hospital, Department of Medicine, Singapore-Singapore

Background: Obesity had beenpostulated as a cause of a pro-inflammatory state

mediated by adipokines which appear to be reversed due to changes in
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gastrointestinal hormones after bariatric surgery. We examined the relationship

between the changes in inflammatory markers, gastrointestinal hormones and

weight loss after bariatric surgery in morbidly obese, diabetic Asian patients.

Materials and Methods: 18 morbidly obese type 2 diabetes patients were

recruited and underwent Roux-en-Y gastric bypass (RYGB,n=11), sleeve gas-

trectomy (LSG,n=5), adjustable gastric banding (AGB,n=1) and bilio-pancreatic

bypass (BPD,n=1) at a single center. Fasting levels of obesity-related inflamma-

tory cytokines (IL-1b, Il-6, IL-8, IL-10, IFN- , TNF-, MCP-1, Fractalkine and

RANTES), gastrointestinal hormones (GIP and insulin) as well as OGTT were

collected pre-operatively and 1month post-operatively. HOMA-IR was calculated

and all results were compared between the various types of surgeries.

Results: The mean age was 38.7±3.0 years, mean duration of diabetes was

3.6±0.3 years and subjects were followed up an average of 12 months. The

change in BMI was significant before and after surgery for all groups (p<0.05).

RYGB had significantly more weight loss compared to other procedures. Mean

post-operative fasting insulin levels and HOMA-IR were significantly reduced

(p<0.01, p=0.02). There was a significant increase in IL-8 (p<0.01) and TNF-

(p=0.03) after surgery in all groups at 1 month.

Conclusions: Metabolic surgery significantly reduces BMI, insulin secretion and

HOMA-IR at 1 year. RYGB is associated with early improvement of insulin

sensitivity at 1 month and greater weight loss at 1 year.

O.115 GLP-1, GIP, PYY and Intestinal Gluconeogenesis Do Not Account

for the Early Improvements in Fasting Glycaemia Following

Gastric Bypass

PRESENTER R. Stubbs
1

Co-authors: J. Foo1, V. Besic1, M. Hayes1, D. Rowlands2, R. Page2, J. Krebs3

1Otago University, Wakefield Biomedical Research Unit, Wellington-New Zealand
2Massey University, Health and Life Sciences Division, Wellington-New

Zealand
3Wellington Hospital, Diabetes Research Centre, Wellington-New Zealand

Introduction: Remission of type 2 diabetes mellitus in the severely obese

commonly occurs within six days after gastric bypass surgery. The explanation

for this remains unknown. We evaluated the role of the gut and gut peptides in

the early changes in fasting glycaemia seen following gastric bypass.

Methods: Simultaneous sampling of fasting portal and central venous blood was

undertaken on day 0 through 6 following surgery in 6 severely obese subjects

undergoing gastric bypass surgery. 3 individuals had type 2 diabetes and 3 did

not. Samples obtained were assayed for glucose, GLP-1, GIP and PYY. Insulin

was also measured in central venous blood at the same time points.

Results: Fasting glucose levels fell in all instances (8.4mmol/L ± 3.3 to

4.2mmol/L ± 1.1) and normalised in all 3 diabetic individuals. The difference

between central venous and portal venous glucose at each time point was

inconsequential. There was no increase seen in fasting GLP-1 or fasting PYY

following surgery, in either group of patients. However, an approximate 2-fold

increase in GIP was seen following surgery, in the non-diabetic subjects.

Conclusions: We find no evidence to support either, (a) the intestinal gluconeogen-

esis hypothesis or (b) a role forGLP-1,GIPorPYYin theearly improvements in fasting

glycaemia noted following gastric bypass surgery.

O.116 Effects of Gastric Bypass on Glucose Homeostasis, Pancreatic

Islet and Gut Morphology, and Metabolite Profile in a Porcine

Model

PRESENTER: J. Hedenbro
1

Co-authors: A. Lindqvist2, P. Spegel2, M. Ekelund3, S. Pierzynowski4,

H. Mulder2, N. Wierup2, L. Groop2

1Aleris Obesity, Aleris Obesity & IKVL Lund University, Lund-Sweden
2Lund University, Diabetes Centre, Malmö-Sweden
3Clin Sciences Lund University, Surgery, Lund-Sweden
4Lund University, Cell Biology, Lund-Sweden

Objective: The majority of Type 2 diabetes (T2D) patients display remission

after Gastric bypass (GBP). The exact underlying mechanisms are unknown.

In a porcine model we studied GBP effects on hormonal and metabolite pro-

files, as well as on endocrine cell populations in the gut and pancreatic islets.

Methods: Piglets weighing approx. 25 kg were operated with a standard GBP

during laparotomy. Pouch size was 20 ml, GE-EA distance was 150 cm, Treitz

to EA 60 cm. Pigs were subjected to oral (OGTT) and intravenous (IvGTT)

glucose tolerance tests and blood and biopsy sampling immediately pre- and 4

weeks postop. Sham-operated, pair-fed pigs served as controls.

Results: In comparison with controls, GBP pigs demonstrated lower glucose and

higher insulin levels during IvGTTand a higher glucose and amore rapid and robust

insulin response during OGTT. During OGTT, GBP-pigs also displayed robustly

elevated GIP levels, whereas GLP-1 levels were unchanged. Morphologically they

displayedhigher beta cellmassandmoreextra-islet beta-cells aswell as an elevated

density of GIP-producing K-cells, but a reduced density of GLP-1-producing L-cells

in the gut. Metabolomic analyses revealed that GBP provoked lower levels of free

fatty acids (FFA) and higher levels of branch-chain amino acids (BCAA).

Conclusions: GBP in pigs provokes 1) enhanced insulin secretion and in-

creased beta cell mass. 2) enhanced GIP, but not GLP-1 secretion. 3) changes

in gut endocrine cells. 4) reduced FFA and elevated amino acids. These

responses are all concomitant with improved glycemia.

O.117 Developing a Diet Induced Obesity Animal Models for Surgical Used

PRESENTER: K. Arapis
1

Co-authors: M. Le Gaule2, J. Cavin2, L. Gillard2, P. Létteron2, J. Le Beyec2,

R. Ducroc2, B. Hansel3, J. Marmuse1, A. Bado2

1Bichat Hospital, Surgery, Paris-France
2CRB3, INSERM, Paris-France
3Bichat Hospital, Endocrinology, Paris-France

Introduction: The global epidemic of obesity is rapidly evolving as one of the major

global health issues. Animalmodels reflecting the human obesity are very important

in the development of surgical model that mimics the human procedure. We

descripted our experience for the development of this type of obesity in animals.

Methods: Two groups of Wistar male rats (200 - 250gr) were enrolled in this

study. They were offered for four months ad libitum water and in ninety-eight (98)

either normal chow diet (12,5MJ /kg, 60% carbohydrates, 13% fat) or in seventy-

one(71) high – fat diet (18,4MJ/kg, 35% carbohydrate, 45% fat).Weight evolution

was examined every week. Metabolic characterization with blood biochemistry

oral glucose tolerance test, insulin tolerance test was examined frequently.

Results: The animals with access to high fat diet were fed more energy relative to

the animals with access to normal chow diet. Statistically significant difference in

weight appears after 12 weeks. The high fat animal developed visceral obesity, liver

steatosis, and dyslipidemia and showedaworsening of glucose tolerance over time.

Conclusion: In this study we performed a characterization of a diet induced

obesity animal model. It shares many features with human obesity. We cannot

easily used for the study of type II diabetes. May be more time is needed. In

our hands is a very useful model for investigating the mechanism by which the

bariatric surgery affects the weight regulation.

O.118 Visceral and Subcutaneous Tissue STAMP2 and HIF1Alfa Gene

Expressions in Morbid Obesity

PRESENTER: S. Gelecek
2

Co-authors: F. Ozmen1, I. Bilgic2, M. Moran2, M. Ozmen3

1Hacettepe University Cancer Institute, Basic Oncology, Ankara-Turkey
2Ankara Numune Hospital, General Surgery, Ankara-Turkey
3Ankara Numune Hospital- Hacettepe University, General Surgery, Ankara-

Turkey

Introduction: STAMP2 has an important role on adipose tissue function, insulin

resistance and inflammatory process. Expression of HIF1-alfa, is increased with
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hypoxia which may end up with increased metabolic events. Herein, correlation

between obesity and gene expressions is evaluated.

Methods: 30(6M) patients with a mean (range) age of 37(18–64) years

who underwent surgery for morbid obesity were included. Samples

obtained from omentum and subcutaneous tissue during operation and

stored for RNA isolation. 5 patients were excluded from the study due to

improper RNA isolation. Remaining samples were evaluated semi-

quantitatively for HIF1-alfa and STAMP2 gene expressions using the

real-time PCR method. Gene expression levels were assessed according

to BMI, HbA1c, and blood glucose and lipid levels.

Results: The mean BMI was 46 (36–60) kg/m2. STAMP2 expression

was decreased in both omentum and subcutaneous adipose tissue as

compared to normal (GAPDH) levels. Omental STAMP2 expression

was 1.034(0.15-3.11) times higher than expression in subcutaneous

tissue. STAMP2 expression has inverse correlation with increased

BMI and patients having HbA1C >6. There was a significant correlation

between BMI and HIF1-alfa expressions on visceral and subcutaneous

tissues. Significant correlation was also found between STAMP2 ex-

pression on omentum and STAMP2 and HIF1 expressions on subcuta-

neous tissue.

Conclusions: STAMP2 expression is decreased in omentum and subcu-

taneous tissue in parallel to the severity of obesity, which results in

decreased insulin sensitivity in adipose tissue. On the other hand, higher

STAMP2 expression on visceral tissue might be due to inflammatory

process triggered by hypoxia in adipose tissue which appears as increased

HIF1-alfa expression.

O.119 Angiotensin-Converting Enzyme Gene Insertion / Deletion

Polymorphism in Dyslipidemia

PRESENTER: E. Durna
1

Co-authors: M. Koldemir-Gunduz1, P. Cagatay2, M. Taskin3, B. Susleyici-

Duman1

1Marmara University, Faculty of Science and Arts, Biology Division, Molecular

Biology Department, Istanbul-Turkey
2Istanbul University Istanbul Medical Faculty, Department of Biostatistic and

Medical Informatics, Istanbul-Turkey
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Introduction: The renin–angiotensin system (RAS) plays a role in the

pathogenesis of metabolic diseases. Polymorphisms in the angiotensin-

converting enzyme (ACE) gene may modulate lipoprotein metabolism.

We aimed to study the relationship of ACE ID genotypes with serum T-

C, LDL-C, HDL-C, TG, and VLDL-C together with glucose in dyslipidemic and

normo-lipidemic subjects.

Methods: In this study, the ACE ID genotypes and allele frequencies

were analyzed in 167 individuals (97 dyslipidemic and 70 normo-

lipidemic subjects), and the relative contribution of ACE ID polymorphism

on plasma lipid and lipoprotein levels, as well as risk factors were

evaluated. ACE I/D gene polymorphism analysis was performed by poly-

merase chain reaction. The genotype distributions obeyed Hardy-Weinberg

equilibrium.

Results: In normo-lipidemic volunteers, the frequencies of II, ID and DD

alleles were 15.7%, 61.4% and 22.9%, while in dyslipidemic subjects

14.4%, 52.6% and 33.0%, respectively. In dyslipidemics, glucose levels

were significantly higher in II subjects when compared to ID and DD

individuals and bodymasswithout fat was lower in ID subjects when compared to

II and DD individuals.

Conclusions: The allelic frequencies of ACE II, ID and DD were similar in

dyslipidemic and normo-lipidemic subjects, suggesting that ACE ID polymor-

phism has no effect on plasma lipid-lipoprotein levels in dyslipidemic subjects.

Further studies are required to determine the dyslipidemia-specific ACE ge-

netic effects and its undefined biological mechanism.

O.120 Improved Glucose Control and Glucose-Dependent Insulin

Secretion in Isolated Pancreatic Islets in an Obese Type 2

Diabetic Rat Following Gastric Bypass Surgery

PRESENTER: J. Foo
1

Co-authors: M. Hayes1, R. Stubbs1

1Otago University, Wakefield Biomedical Research Unit, Wellington-New

Zealand

Background: Type 2 diabetes mellitus (T2DM) undergoes remission in most

obese patients following gastric bypass (RYGB). We examined differences in

glucose control and glucose-dependent insulin secretion in pancreatic islets of

obese diabetic rats one week after bariatric surgery in an obese diabetic rat,

the same period in which most humans have normalization of their glucose

and insulin parameters.

Methods: Forty-one 12–14 week-old ZDF rats were separated into ad-libitum

controls (AL, n=8), pair-fed non-operated controls (PFNO, n=8), pair-fed

sham-operated controls (PFSO, n=8), sleeve gastrectomy (SG, n=8) and

RYGB (n=9) groups. Rats received an oral glucose tolerance test (OGTT)

before and one week after manipulation. At one week, their pancreatic islets

were isolated for glucose-dependent insulin secretion studies 24 hours later.

Results: Pre-experimental fasting glucose was 13.1mmol/L±0.4 (mean±SEM)

with a 2-hour post OGTT glucose of 20.6mmol/L±0.9. After one week, RYGB

rats had a fasting glucose of 7.9mmol/L±0.4 and a 2-hour OGTT glucose of

9.8mmol/L ± 0.6. These were significantly lower than AL, PFSO, PFNO and

SG (p<0.05) groups. RYGB rat islets showed significantly increased glucose-

dependent insulin secretion when exposed to 2mM of glucose compared to

PFSO, PFNO and SG rats (p<0.05).

Conclusions: In a ZDF rat model RYGB resulted in a marked improvement in

glucose control one week after surgery which was not seen in AL, PFSO,

PFNO and SG groups. This was associated with increased glucose-

dependent insulin secretion from the isolated pancreatic islets, suggesting

there is an early improvement in cell function following RYGB, which is not

seen after SG.

O.121 Interrelationship of Bradykinin B2 Receptor Gene 58 T/C

Polymorphism on Blood Pressure and Central Obesity

PRESENTER: N. Bakir
1

Co-authors: H. Bozkus1, M. Koldemir-Gunduz1, P. Cagatay2, M. Taskin3,

B. Susleyici-Duman1
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Department of Molecular Biology, Istanbul-Turkey
2Istanbul University, Istanbul Medical Faculty, Department of Biostatistic and
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Introduction: The bradykinin B2 receptor (B2R) gene functions in insulin resis-

tance. The effects of -58T/C genotypes over obesity phenotypes (fat mass,

waist circumference, body mass index, blood lipids) and hypertension indi-

cates in metabolic syndrome (MS) and non-metabolic syndrome (non-MS)

study groups were evaluated.

Method: The study population consisted of 45 MS patients and 62 healthy

controls. Bradykinin gene -58T/C genotypes were determined by PCR and

subsequent restriction with Mae III.

Results: B2R gene -58T/C frequencies for homozygous wild type (T/T), het-

erozygous (T/C) and homozygous polymorphic (C/C) genotypes for MS and

non-MS patients were respectively as: 22.2%, 29%; 55.6%, 53.2% and 22.2%,

17.7%. In the non-MS group, the diastolic blood pressure and waist circum-

ference were effected from variant allele with an increasing effect, whereas in

the MS group no such relationship exists. Comparison of T/C and C/C
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genotypes, the T allele was found to decrease waist circumference and dia-

stolic blood pressure levels, whereas central obesity parameters were not

found to be affected significantly. B2R gene polymorphism was found to effect

diuretics (p=0.004), sulphonylurea (p=0.01), metformin (p=0.05), fibrates

(p=0.004) frequencies in MS group. In the MS group, the lack of significant

association of diastolic blood pressure and genotypes may be due to the low

frequency of diuretic drug use.

Conclusion: The B2R gene 58 T/C polymorphism C allele may be con-

sidered to affect waist circumference levels in non-MS, whereas seems

to increase glucose levels in MS subjects in nonsignificant level.

O.122 Effects of Sleeve Gastrectomy in High Fat Diet-induced Obese

Mice: Respective Role of Caloric Restriction, White Adipose

Tissue Inflammation and Changes in Adipose Tissue Depots

PRESENTER: A. Schneck
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Co-authors: D. Rousseau2, R. Anty3, P. Gual2, A. Tran3, J. Gugenheim1,

A. Iannelli1
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Background: Sleeve gastrectomy (SG) has become a popular bariatric proce-

dure. The mechanisms responsible for weight loss and improvement of met-

abolic disturbances are still not completely elucidated.

Aim: We investigated the effect of SG on body weight, adipose tissue depots,

glucose tolerance, and liver steatosis independently of caloric restriction in

high fat diet (HFD)-induced obese mice.

Methods: C57BI/6J mice fed a HFD (45%) for 33 weeks were divided into

three groups: sleeve gastrectomy (SG 10 mice), sham-operated, ad libitum fed

(SALF 11 mice) and sham-operated pair fed (SPF 13 mice). The animals were

sacrificed 23 days after surgery.

Results: In SG mice, food intake was reduced transiently but weight loss was

significant and persistent compared to controls (SG vs. SPFP<0.05; SPF vs. SALF

P<0.05). SG mice showed improved glucose tolerance and lower levels of liver

steatosis compared with controls (area under the curve: SG vs. PFS P< 0.01; PFS

vs. SALFP<0.05) (liver steatosis: SGvs. PFSP<0.05; PFS vs. SALFP<0.01). This

was associated with a decrease in the ratios of the weight of pancreas, epididymal

and inguinal adipose tissues to body weight and an increase in the ratio of brown

adipose tissueweight to bodyweight. Epididymal adipose tissuewas also infiltrated

by fewer activated Tcells and by more anti-inflammatory regulatory Tcells.

Conclusion: Reduced white adipose tissue inflammation, modification of adi-

pose tissue development (brown vs. white adipose tissue) and ectopic fat are

potential mechanisms that may account for the caloric restriction independent

effects of SG.

O.123 Association of Visfatin Rs2110385 Gene Polymorphism with

Obesity
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Introduction: Our aim was to evaluate the effects of the visfatin gene

rs2110385 polymorphism on obesity in a Turkish study group. The genotype

frequencies of rs2110385 polymorphism in obese patients and non-obese

controls were analysed for their association with demographic data, obesity

related parameters, drug use, and serum visfatin levels.

Methods: Visfatin gene rs2110385 genotypes were determined with PCR-

RFLP and serum visfatin levels were determined micro ELISA method.

Results: The visfatin rs2110385 polymorphism frequencies for wild type (G/G),

heterozygous (G/T) and homozygous polymorphic (T/T) genotypes were re-

spectively as 54.1%, 66.7%, 61.8% in obese subjects and 45.9%, 33.3%,

38.2% in non-obese subjects. The genotype frequencies (2=1.192, p=0.551)

and serum visfatin levels (p=0.365) did not differ significantly between study

groups. The rs2110385 polymorphism was not found to be effective over the

antropometric, obesity related (BMI, fat mas, T-chol, TG, HDL-chol, LDL-chol),

fasting glucose, systolic/diastolic blood pressure) neither in the obese nor in

the non-obese group. In the obese group with T2DM using sulphonylurea and

glinide respectively, the rs2110385 polymorphism GG genotype frequencies

were found to be higher in comparison to G/T and TT genotypes (p=0.008,

p=0.001). In obese patients with T2DM, the rs2110385 mutation seems to

have reduced response to drugs such as sulphonyurea and glinide, whereas

has no effect with metformin, acetylsalicylic acid, beta blocker, angiotensine

converting enzyme inhibitor and diuretics.

Conclusions: We demonstrate that obese type 2 diabetic patients with homo-

zygous polymorphic rs2110385 genotype may use altenative oral antidiabetic

drugs other than sulphonylurea or glinide.

O.124 Low Serum Chromium Levels Correlate with Post-Operative

Sugar Craving in Patients Undergoing Bariatric Surgery
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Introduction: Sub-clinical deficiency of S. Chromium in general population due

to lower dietary intake is established. However, there is scarce data about S.

Chromium after bariatric surgery. There is no data mentioning co-relation of

Chromium deficiency and sweet craving.

Materials and Methods: 11 patients undergoing bariatric surgery with com-

plaints of onset of sugar craving few months after surgery and 11 normal

persons without sugar craving were included. S. Chromium assay was

performed in all. The samples drawn after surgery were between 6 months

to 1 year. The prospectively collected results were compared and analysed.

Results: The mean S. Chromium in the post bariatric patients was 0.89g/dl as

against 4.89g/dl in normal persons. The difference was statistically significant.

Conclusion: Bariatric surgery may induce Chromium deficiency. Further re-

search and studies may be required to evaluate role of serum chromium and

need for supplementation after bariatric surgery.

O.125 Using LigasureTM vs Harmonic Ace in Laparoscopic Sleeve

Gastrectomies

PRESENTER: K. Albanopoulos
1

Co-authors: D. Tsamis1, N. Memos1, M. Natoudi1, I. Papailiou1, C. Loizou2,

S. Koliopanou1, G. Zografos1, E. Leandros1

1University of Athens, Endoscopic Department of 1st Propaideutic Surgical

Clinic, Athens-Greece
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Introduction: Laparoscopic instruments for vessel sealing are fundamental for

the successful conduction of a laparoscopic sleeve gastrectomy. The two more

common are the Ligasure (Covidien) and Harmonic Ace (Ethicon Endo-surgery).

Patients and Methods: Patients with intention to undergo laparoscopic

sleeve gastrectomy for morbid obesity were randomized for using the
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Ligasure or the Harmonic Ace during the operation. An experienced

single surgeon conducted all the operations. Demographic data and data

which concerned the operation and postoperative period for approximately 3

months were gathered and statistically analyzed. The differences of the two

laparoscopic instruments were assessed.

Results: The analyses revealed that overall 55 patients were prospective-

ly randomized in a 10 months period. In 21 patients the LigasureTM and

in the rest 34 patients the Harmonic Ace was used. The two groups had

no significant differences concerning the age, gender, BMI, previous

operations and the operation time. The group of patients where the

LigasureTM was used had statistically significant increased intraoperative

minor complications (40,9% vs 14,3%, p= 0,031) and less postoperative

minor complications in comparison with the Harmonic Ace ( 0% vs 22,9%,

p=0,018).

Discussion: The two laparoscopic sealing instruments had a non statistical

difference with the operation time but Ligasure had more minor intraoperative

complications, such as hematoma, hemorrhage than the Harmonic Ace.

O.126 Laparoscopy Sleeve Gastrectomy: 220 Cases in a Comparative

Study with Three Buttressing Methods Applied On Stapler Line

PRESENTER: A. Valenti
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Introduction: The staple line (SL) suturing after sleeve gastrectomy has not

been standardized and we have found in the literature controversial opinions.

The goals of this prospective non randomized study is to compare three

techniques of reinforcing of SL and to analyse the results in terms of post-

operative leaks.

Method: Between January 2010 and January 2012, 220 consecutives non

randomized patients, have undergone a sleeve gastrectomy.

They were enrolled in three groups: group A (n=60) SL suturing with a X of

type 1 steak (monocr’yl 2/0), group B (n=80) SL suturing with an over sewing of

type 2 steak (V-loc 90), group C (n =80) SL glue vaporisation with evicel 2 5 ml

spray.

Results: The operating time has not decreased with the glue utilization with a

hospital stay time of 10 days, the same in both groups. A SL haemorrhage

needed a surgical re-operation for haemostasis in the group B. In the group C

(glue) we have found a significant difference about a shorter time in the

operating time (no suturing time).The leaks rate have been found in 6.4 vs 5

vs 6.2% in group A,B, and C and the haemorrhages rate has been 0% vs 1.5%

vs 0 % (view the table with mean and standard deviation).

Conclusions: The questionnaire’s results has showed a better manageability

of the type 2 steak, although it has not showed real advantages in the post-

operative complications. The glue applications has permitted a significant

reduction of the operating time. The mean of hospital stay time is the same

in the three groups. In conclusion there’s no significatives differences between

the three SL reinforcing techniques in terms of leaks complications.

Group A Group B Group C

Type 1 Type 2 type 3

Monocryl V-locTM 90 Evicel glue

n=60 n=80 n=60

BMI 44,6+/−7,7 44,2+/−6 44,1+/−6,6

Age 34,4+/−11,3 38,4+/−13 35,7+/−9,5

ASA 2+/−0,2 2+/−0,2 2+/−0,2

After LAGB (number) 4 6 3

Stapler Cartridges (number) 6,1+/−0,7 6,2+/−1 6,4+/−0,7

Total operative time (min.) 143,3+/−27,6 142+/−34,9 112,1+/−31,1

Stomach section time (min.) 23,6+/−8,6 26,1+/−10,5 23,3+/−11,1

Stomach buttressing time (min.) 30,8+/−9,8 23,8+/−8,5 ND(3+/−1.3)

Hospital stay time (days) 10+/−6 10+/−3 10+/−8

Fistula (%) 6.4 5 6.25

Haemorrages 0 1.25 0

Stenosis 1.6 2.5 0

Table: Main outcome measures. Results with mean, range, min, max, stan-

dard deviation (SD) of the three groups. Age, BMI (Kg/m2), ASA, sleeve

gastrectomy after LAGB, stapler cartridges,total operative time,stomach sec-

tion time (min.), stomach buttressing time min),hospital stay time (days), leaks

of SL(%), haemorrhage of SL(%), stenosis (%).

O.127 Sleeve Gastrectomy in the Awake Patient; Is it Feasible?

PRESENTER: M. Elfawal
1

1American University of Beirut, Surgery, Beirut-Lebanon

Introduction: Sleeve gastrectomy is being performed with increasing frequen-

cy in the world for the treatment of morbid obesity. General anesthesia carries

a significant risk especially in the obese individual. We presented in this study

our initial experience in 20 patients who underwent sleeve gastrectomy under

block anesthesia.

Patients and methods: We reviewed retrospectively 20 patients who

underwent sleeve under block anesthesia from May2010 till May2012. We

studied the conversion rate, mortality, morbidity, EWL and the resolution of

comorbidities at 20months of Follow up.

Results: the conversion of block anesthesia to general anesthesia was 0% in our

serie; however in one case we aborted the procedure because of severe buttock

pain.We reoperate the patient after 2 days and it was completed successfully under

block anesthesia. The overall mortalilty, morbidity, EWL and resolution of

comorbidities matched the sleeve gastrectomy results done under general anes-

thesia published in the literature.

Conclusion: Early results of sleeve gastrectomy done under block anesthesia

are encouraging, however more cases and more long term follow up is needed

to judge the safety and outcome of this technique.

O.128 Laparoscopic Sleeve Gastrectomy on a Bilateral Lower Limb

Amputee – Why is it Definitely Worth Doing?

PRESENTER: S. Shaikh
1

Co-authors: A. Zafar1, J. Jameel1

1Dewsbury District Hospital, Surgery, Dewsbury-United Kingdom

Introduction: Lower limb amputation is a significant risk factor for increased

cardiovascular disease and diabetes mellitus. Bilateral lower limb amputees

have a 2.4 times higher mortality. A key factor is the high rate of obesity;

however, quantifying this risk is complex. Weight reduction poses a difficult

challenge for these patients.

Method: We present a case of a 38 year-old woman with a BMI-44 who

underwent bilateral lower limb amputation following a road traffic accident

approximately 13 years ago. She had failed to lose weight by dietary modifi-

cations or weight-loss medications. She was however very motivated, knowl-

edgeable on the risks of her obesity and was willing to work closely long-term

with our bariatric services. She had an uneventful laparoscopic sleeve

gastrectomy.

Results: She was followed up closely by the team including surgeon, Physician

and the dietitian. At one year post-op, she had lost 65 % excess body weight.

More importantly, the weight loss has enabled her to become clinically eligible

for bilateral lower limb prosthesis.
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Conclusion: The precise pathophysiology of increased health risk in bilateral

lower-limb amputees is not fully understood, however obesity seems to play a

major role. There has also been much discrepancy on the validity of BMI in

patients with lower limb amputations. We propose therefore that these are a

unique group of patients and bariartic surgery should be strongly considered

for them in order to provide a safe and effective method of weight loss and

reduce their life-time risk of morbidity and mortality.

O.129 The Effect of Sleeve Gastrectomy on Gastroesophageal Reflux

PRESENTER: J. Burgerhart
1

Co-authors: C. Schotborgh2, E. Schoon2, F. Smulders3, P. van de Meeberg4,

P. Siersema1, A. Smout5

1University Medical Center, Gastroenterology and Hepatology, Utrecht-The

Netherlands
2Catharina Hospital, Gastroenterology and Hepatology, Eindhoven-The

Netherlands
3Catharina Hospital, Surgery, Eindhoven-The Netherlands
4Slingeland Hospital, Gastroenterology and Hepatology, Doetinchem-The

Netherlands
5Academic Medical Center, Gastroenterology and Hepatology, Amsterdam-

The Netherlands

Introduction: An increasing number of patients undergoes laparoscopic sleeve

gastrectomy (LSG) as surgical treatment for morbid obesity. Despite its pos-

itive effect in terms of weight reduction, some patients develop gastroesoph-

ageal reflux symptoms postoperatively. The pathogenesis of these symptoms

is not completely understood. This is the first study combining assessment of

the lower esophageal sphincter (LES) function and esophageal motility with

measurement of esophageal acid exposure before and after LSG.

Method: In a prospective study patients underwent esophageal function tests

(high-resolution manometry and 24-hour pH-metry) before and three months

after LSG. Pre- and postoperative symptoms were assessed using the Reflux

Disease Questionnaire (RDQ)

Results: In total 20 patients (4 M / 16 F), mean age 43 ± 12 years, weight 137.3

± 25 kg and BMI of 47.3 ± 6.1 kg/m2, participated in this study. The RDQ

symptom score before and after LSG increased from 8.4 to 12 (frequency) and

from 9.2 to 13.1 (severity). The mean LES pressure decreased from 18.3 ± 9.2

to 11 ± 7 mmHg (p=0.02). Esophageal acid exposure increased significantly

after sleeve gastrectomy: upright reflux increased from 5.2 ± 4,5 % to 12.6 ±

9.8 % (p=0.003), supine reflux from 1.3 ± 2.4 % to 11 ± 15 % (p=0.003) and

total reflux from 4.2 ± 3.5 % to 12 ± 10.4 % (p=0.005).

Conclusions: Patients after LSG experience more frequent and more severe

reflux symptoms and have significantly greater esophageal acid exposure.

This might be due to a decrease in LES resting pressure.

O.130 Long-term Results of Sleeve Gastrectomy

PRESENTER: J. Catheline
1

Co-authors: I. Bachner1, R. Cohen2, A. Kassem1, M. Fysekidis3, R. Dbouk1,

N. Bdeoui1, H. Bihan4, A. Boschetto1

1Centre Hospitalier Saint-Denis, Digestive Surgery, Saint-Denis-France
2Centre Hospitalier Saint-Denis, Endocrinology, Saint-Denis-France
3Hopital Jean Verdier "AP-HP", Endocrinology, Bondy-France
4Hopital Avicenne "AP-HP", Endocrinology, Bobigny-France

Introduction: Our objective was to evaluate the efficacy and safety of Sleeve

Gastrectomy (SG) at 5 years follow-up.

Methods: From 2005 to 2007, 65 patients underwent a SG. Percentage of

EWL and EBL, as well as comorbidities and complications were evaluated at 2

and at 5 years post SG.

Results: A complete record was obtained for 53 patients (82%) including 45

patients who only have had a SG and 8 who have had a second bariatric

procedure (5 gastric bypasses, 3 re-SG). The mean %EWL of 53 patients was

54.4% at 2 years and 53.7% at 5 years; the mean %EBL was 61% at 2 years

and 60% at 5 years. Three patients (5.7%) have had postoperative complica-

tions (2 fistulas, 1 hemorrhage). The analysis of the subgroup of 45 patients

who only have had a SG found a mean %EWL of 57.1% at 2 years and 50.7%

at 5 years; the mean %EBL was 64% at 2 years and 56% at 5 years. For these

45 patients we found a favorable evolution of comorbidities: diabetes de-

creased of 61.5%; hypertension decreased of 55.5%; dyslipidemia decreased

of 58.3%; SAS decreased of 75%. But GERD was observed in 5 patients

(11.1%) preoperatively and in 15 patients (33.3%) at 5 years post SG (increase

of 200%)

Conclusions: At 5 years post SG, weight loss and reduction of comorbidities

were satisfying. The rate of complications was low but the frequency of GERD

was increased.

O.131 Long-term Results of Sleeve Gastrectomy in Lower Body Mass

Index (30–35) Korean Patients

PRESENTER: S. Han
1

1Gangnam CHA Hospital, CHA University, Surgery, Seoul-Korea, South

Introduction: In Asia, laparoscopic sleeve gastrectomy (LSG) is the leading

weight loss procedure for treating morbid obesity. However, long term results

of the isolated LSG which was performed in lower body mass index (BMI) (30–

35) are sparse.

Methods: We retrospectively reviewed 75 patients who underwent LSG in

lower BMI (30–35) from January 2003 to January 2013. Seventy one of these

patients had more than 6 months of follow-up, and they are subjects of this

report. LSG was performed laparoscopically using Endo-GIA stapler to create

a lesser curve gastric tube over a 48-Fr bougie. Since 2007, 36-Fr bougie has

been used for resection, and continuous sero-serosal suture at resection

margin has been added. The longest follow up time is 90 months.

Results: The age before surgery was 33.7±10.3. The mean weight and BMI

before LSG were 85.7±9.0 kg and 32.4±1.6 kg/m2. The percentage of excess

BMI loss (%EBMIL) in the postoperative first, third, fifth, and seventh year was

84.1±25.5, 78.3±31.0, 76.0±28.5, and 61.8±34.5. However, the follow up rate

is decreased by postoperative time. The follow up rate in third year is 71.8%

and fifth year is 42.9%. There was no 30-day peri-operative mortality and

major complications including bleeding and leakage.

Conclusion: These finding show that LSG is an effective and safe weight loss

option for lower BMI Korean patients. The randomized prospective control

study between gastric banding and LSG, or gastric bypass and LSG are

needed to confirm long-term weight loss effect and safety of LSG.

O.132 Is Sleeve Gastrectomy a Good Second Procedure After Gastric

Banding?

PRESENTER: A. Moustafa
1

Co-authors: M. Abd El Gelil2, M. El Shenawi1, M. Helmy3

1Faculty of Medicine, Ain Shams University, GeneralL Surgery, Cairo-Egypt
2Ahmed Maher Teaching Hospital, GeneralL Surgery, Cairo-Egypt
3Faculty of Medicine, Ain, Cairo-Egypt

Introduction: S.G. is being established as the most recent successful restric-

tive procedure. G.B.has been reported to be associated with an incidence of

inadequate weight loss results among different bariatric procedures. Some

G.B. patients are looking for a more successful second procedure.

Methods: 30 consecutive G.B. faliures were operated laparoscopically for

band removal & immediate S.G. by one surgical team. Intra. & post.operative

complications were recorded. Weight loss results are repopted. Pre. & post.-

operative nutritional behavior assessment were recorded.

Results: S.G. was performed in the same session laparoscopically with band

removal in 28 cases. Two cases had to be performed 3 months later. Operating
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time & hospital stay were longer than primary S.G. patients. As regards weight

loss &the drop in BMI & the % loss of excess of body weight at 12 months

was only satisfactory in 30% of patients this is obviously correlated with

eating behavior study.

Conclusion: The unsatisfactory weight loss results in about 60%of the patients

were clearly in patients who had had inadequate results with the primary band

procedure with sweet eating behavior. It is very important to achieve good

weight loss results with S.G. as a second procedure to select patients who

were sussecful with the primary band and need a second procedure for

mechanical band failure or band infection & band slippage.

O.133 Feasability and Safety of Staged Laparoscopic Sleeve

Gastrectomy as a Revision Procedure for Complicated and/or

Failed Laparoscopic Gastric Banding

PRESENTER: E. Durmush
1

Co-authors: D. Durmush2, G. Ermerak3

1University of Western Sydney, General Surgery, Liverpool-Australia
2Bankstown Hospital, Sydney-Australia
3Liverpool District Hospital, Sydney-Australia

Introduction: The aim of this study is to evaluate the safety and feasibility of

staged laparoscopic sleeve gastrectomy (LSG) as a revision procedure for

laparoscopic gastric banding (LGB).

Method: Data was collected prospectively and revised retrospectively from 2009

to 2012. Thirty two patients were included, (28 women and 4 men), with a mean

age of 43.4 (range 27–59) and mean preoperative BMI 41.96 (range 27.2-59.1).

Indications for LSG included twenty patients with insufficient weight loss (62.5%),

seven with slippage (21.9%), four pouch formations (12.5%) and one band

erosion with pouch formation (3.13%). LSG was performed as a two stage

procedure. During the first stage, the gastric band was removed, repair

was undone and capsulectomy performed. After three months (range 3–

20 months), patients underwent LSG successfully without any conver-

sion. Stapleline was reinforced with buttressing material, omental patches

and tissue glue. Due to the considerable persisting inflammatory re-

sponse in three patients, the LSG was postponed for a further 3 months.

Results: Mean operative duration was 112.2 minutes (range 60–190 minutes).

Bougie size utilised ranged from 32–40 (average 34.69) and antrum size 2-

3cm. Additional surgery performed included 25 hiatus hernia repairs, 23

adhesiolysis and one port site hernia repair. There were no intra or postoper-

ative complications encountered. Mean percentage excess weight loss was

measured at 3, 6, 12 and 24 months and was 28.86%, 53.32%, 72.42% and

43.76% respectively.

Conclusions: Staged LSG as a revision procedure for failed/complicated LGB

is safe and feasible.

Further studies are needed to assess long-term weight loss.

O.134 Rate of Reoperation After Sleeve Gastrectomy at 5 Years

PRESENTER: D. Krawczykowski
1

Co-author: S. Koumare2

1CH Sambre Avesnois, Chirurgie Viscerale, Maubeuge-France
2Hôpital du Point G, Chirurgie generale, Bamako-Mali

Introduction: Even if irreversible and with severe early complications, laparo-

scopic sleeve gastrectomy (LSG) has gained wide acceptance in bariatric

surgery but late results and revision’s rate are still unknown.

Method: We started LSG in December 2001 in a frame of a two stages

BPDDS. So far 213 patients had their LSG performed for more than 5 years

(151 primary SG, 62 revisional after gastric banding). All patients were asked

to attend quarterly surgical consult at least for the 3 first years and then after at

least once a year.

Results: Rapidly it appears to us that most patients will not need the

additional DS. Currently, additional DS is planned in heavier patients with

curable persisting comorbid conditions, conversion to R-en-Y bypass for

intractable GERD or complication and resleeve for weight regain with

stomach enlargement. So far only 2 patients had a resleeve at 7 years in

this series.

Conclusion: At 5 years, Isolated Sleeve gastrectomy provides excellent WL.

The rate of additional DS 12.7 % is overestimated because of our initial policy,

rate of conversion to R-en-Y bypass remains to be defined as well as the rate

of resleeve which is low and late in our experience.

O.135 Prevention of Complications After Laparoscopic Sleeve

Gastrectomy: What Have We Learned After 1300 Cases

PRESENTER: D. Nocca
1

1CHU, Department of Digestive Surgery, Montpellier-France

Laparoscopic sleeve gastrectomy (LSG) is recognized as a consensual

bariatric procedure that may be proposed to treat morbid obesity. The

bariatric team of Montpellier University Hospital, that has performed more

than 1300 cases since 8 years, describes in this article the evolution of

the technical key points for LSG procedure in order to propose the most

effective procedure and decrease the rate of complications. Operative

technique: The dissection along the greater curvature starts around 6

cm from the pylorus and progresses towards the His angle. The

gastrosplenic and gastrophrenic ligament are dissected until to reach the

lower part of the left crus. All the posterior attachments of the Fundus and

the body of the stomach are released in order to remove the most

important volume of stomach. Then a specific gastric calibration tube of

36 French (MIDSLEEVE MID) that has been previously be inserted trans-

orally in the oesophagus is placed along the lesser curvature to perform a

controlled vertical gastrectomy. When the balloon of the MID SLEEVE is

in the correct position, the stapler is inserted by the 12 mm trocart and

closed parallel to the gastric tube. Then the balloon of the MIDSLEEVE is

disufflated by the anaesthesiologist and the tube is mobilized (2 cm up

and down) to check for the lack of complication (stenosis, tube stapled)

This step will be systematically performed before each staple. The

stapling line is checked for leakage by injecting methylene blue through

the MIDSLEEVE (100cc), and for bleeding with the use of bipolar cautery

or simple suture (vicryl 3/0). Since 2011, we reinforced the staple line by

1,5ml of cyanoacrylate glue (IFABOND, VITALITEC) in order to avoid the

risk of leakage. A suction drain (Redon type) of 16 mm is left in the left

upper quadrant to check for bleeding in Intensive Care Unit. All the patients

213 patients Reop within 5 Y At 5 Y Remaining With isolated SG

Pre op BMI Added DS Conversion to bypass Missing for
FU

Excluded* Remaining
SG

Drop in
BMI ± SD*

%EBMIL

44.6 27 4 2 19 7 155 14±5 75.8±26.5
34.6-67.6 For GERD For chronic leak
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receive peri-operative deep vein thrombosis prophylaxis using low molec-

ular weight heparin (LOVENOX 40mg 2/day). Furthermore, a sequential

compression device (Covidien Kendall SCD) is set at the beginning of the

procedure and removed at day 1 for earlymobilization (compression stock-

ing are given for ten days)

O.136 Laparoscopic Gastric Bypass versus Sleeve Gastrectomy: Early

Comparative Results

PRESENTER: H. Alshurafa
1

1PSMMC, Surgery, Riyadh-Saudi Arabia

Introduction: Laparoscopic gastric bypass and sleeve gastrectomy are the

most common bariatric procedures. This study is to compare the early results

of the laparoscopic gastric bypass and sleeve gastrectomy in tertiary hospital.

Method: This is a retrospective review of the records of all the patients who

have underwent laparoscopic gastric bypass and sleeve gastrectomy in a

period of one year, i.e. first of October 2011 to the end of September 2012.

The same surgeon operated all the patients.

Results: 406 bariatric operations were done in this period, 219 operations

were laparoscopic sleeve gastrectomy (LSG) and 140 operations were

laparoscopic gastric bypass (LGB). The average age of LSG group was

31.2 years while the average age of LGB group was 33 years. The BMI

of LSG and LGB were 42.5kg/m2 and 49.4kg/m2 respectively. All the

operations were laparoscopic and there were no conversion to open.

There was no mortality in both groups. There were 3 leaks in LSG while

only one leaks in LGB. There were 2 patients reoperated in LSG group

for infected collection both were after two weeks from primary operation

while only one patient in LGB group was reoperated after two weeks for

infected hematoma in the pelvis. The excess body weight loss after 3

months for LSG and LGB were 41% and 34.7% respectively. The com-

pliance of the both groups in the first 3 months post operation was only

92%.

Conclusions: Both LSG and LGB are safe operations with low rate of compli-

cations. The LSG have showed a tendency for higher rate of leak with longer

time to cure. The excess body weight loss in the early post operative period is

slightly higher in the LSG group in this study.

O.137 Insulin Resistance and Beta-Cell Function in Obese Patients with

Type 2 Diabetes Before and After Sleeve Gastrectomy: Ameliorating

Glucose Tolerance by Reduction of Insulin Resistance Up To 24

Months of Follow-Up

PRESENTER: H. Eickhoff
1

Co-authors: A. Guimaraes2, T. Louro3, R. Seica3

1Hospital Santiago, Department of Surgery, Lisboa-Portugal
2Hospital Santiago, Department of Nutrition, Setubal-Portugal
3University of Coimbra, Institute of Physiology, Coimbra-Portugal

Introduction: Sleeve gastrectomy is a novel technique for the treatment of

morbid obesity. Its effects on the metabolic syndrome and type 2 diabetes

(T2D) are not yet fully understood. We determined insulin resistance (IR) and

beta-cell function (BCF) to assess how sleeve gastrectomy favors the im-

provement of the metabolic state in type 2 diabetes.

Method: From June 2007 to July 2010, sleeve gastrectomy as stand-alone

treatment for severe or morbid obesity was performed in 23 patients with T2D

or impaired fasting glucose (IFG). Fasting glycemia, serum insulin levels and

glycated hemoglobin were determined before and up to 24 months after

surgery.

Results: Ten patients suffered from T2D (fasting glucose 126 mg/dl) and

13 patients presented with IFG (100 mg/dl – 125 mg/dl), mostly associ-

ated with high fasting insulin levels. Three diabetic patients had an

impaired BCF (<40% of expected value). In 16 patients (69.6%), IR

was more than twofold increased (modified HOMA-IR). At 24 months, a

normal fasting glucose level was maintained in 13 of 16 patients (5

patients lost to follow-up, 2 patients without values) and IR returned to

normal 86.7%; two diabetic patients with impaired pre-operative BCF

presented with glycated hemoglobin > 6.5%. Average excess weight loss

at 24 month was 81.7% (± 20.9%).

Conclusion: In obese patients with T2D or IFG submitted to sleeve gastrecto-

my, improvement of metabolic state is mainly due to reduced insulin resistance

up to 24 months of follow-up. Recovery of beta-cell function probably does not

contribute significantly to ameliorate type 2 diabetes.

O.138 The Effects of Laparoscopic Sleeve Gastrectomy on Postoperative

Erythrocyte and Haematinic Indices at 1 Year

PRESENTER: A. Menon
1

Co-authors: P. Senapati1, K. Akhtar1, J. New2, A. Syed2, B. Ammori1

1Salford Royal Hospital, Department Of Obesity and Metabolic Surgery,

Salford-United Kingdom
2Salford Royal Hospital, Department Of Obesity Medicine, Salford-United

Kingdom

Introduction: Laparoscopic sleeve gastrectomy (LSG) is thought to alter

iron and B12 absorption, which may affect erythrocyte synthesis resulting

in anaemia. This study investigates changes in erythrocyte and

haematinic indices following LSG, and the effect of iron and vitamin B12

supplementation.

Methods: A single-centre, retrospective analysis was conducted on patients

who underwent LSG (n=42) between July 2009 and October 2011. Outcomes

were anaemia (Hb<12 in females and <13 in males), haemoglobin (Hb, g/dl),

mean corpuscular volume (MCV, femtolitres/cell), mean corpuscular

haemoglobin (MCH, picograms/cell), ferritin (ng/ml), B12 (picograms/ml),

and folate (ng/ml) levels at 12 months.

Results: 25 patients (60%) received both iron and B12 supplementation post-

operatively, whilst 6 (14%) received iron only, with none (0%) receiving B12

only. Hb (13.9 vs. 13.7), ferritin (102 vs. 136), MCV (90 vs. 93), and folate (6.2

vs. 9.8) did not significantly change at 12 months. There were significant

increases in MCH (30 vs. 31, p=0.02), B12 (387 vs. 659, p=0.01), and iron

(10.1 vs. 14.4, p=0.02) at 12 months. Non-receipt of iron did not lead to

microcytic anaemia (0% vs. 0%) or result in significant changes in ferritin

(120 vs. 123), and iron (15.2 vs. 8.6) at 12 months. Non-receipt of B12 was

not associated with macrocytic anaemia (0% vs. 11%), B12 deficiency (0% vs.

0%), significant changes in B12 (493 vs. 393) at 12 months.

Conclusions: These preliminary data throw doubt as to the need for routine

iron and B12 supplementation after LSG. A larger study population with longer

follow up is required.

O.139 Liver Transplantation and Bariatric Surgery

PRESENTER: A. Lazzati
1

Co-authors: N. de’ Angelis1, R. Agueb1, C. Feray2, M. Gelli1, D. Azoulay1

1Hôpital Henri Mondor – AP-HP, Department of Digestive HepatoPancreatoBiliary

and Liver Transplantation Surgery, Créteil-France
2Hôpital Henri Mondor – AP-HP, Department Hepatogastroenterology, Créteil-

France

Introduction: Obesity is a major problem for patients after liver transplantation

(LT). Almost one patient over three becomes obese after the transplantation

and their survival is considerably reduced. Very few studies report about

bariatric surgery (BS) and liver transplantation. We present our series and a

systematic review.

Methods: All studies published up to December 2012 were included if they

were full papers in refereed journals published in English, reporting about

bariatric surgery before, during or after liver transplantation. We present our

retrospective cohort study on sleeve gastrectomy performed after LT.
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Results: We found 7 papers reporting bariatric surgery in 21 patients. Concerning

the timing, BS was performed on 67% (17/21) of patients after LT, on 14% (3/21)

before, and in one case during LT.

The most common procedure was sleeve gastrectomy (17/21), followed by

gastric bypass (3/21) and adjustable gastric banding. Mortality was null and

morbidity higher than in non-transplanted patients.

Between 2005 and 2007 we performed 4 sleeve gastrectomies in obese

patients after LT. Mean age and BMI were 59.7 (46–66) and 43 kg/m2 (39–

46) respectively. In average time between BS and LT was 51 months (44–65).

Mean excess weight loss was 85% at 12 months.

Conclusion: Obesity is becoming one of the most common indications for LT in

western countries but very little is known about BS in transplanted patients. BS

seams to be feasible and effective in this population, nevertheless morbidity

is high.

O.140 Fistulas in Laparoscopic Sleeve Gastrectomy - A NewClassification

for a Better Management

PRESENTER: G. Al Hajj
1

Co-author: R. Chemaly1

1Cocp-Meih, Bariatric Surgery, Beirut-Lebanon

Introduction: Laparoscopic Sleeve Gastrectomy is one of the latest bariatric

interventions. The reason of its growing popularity is due to its technical

simplicity. Among several occurring post LSG complications, fistula remains

the most feared one, necessitating a challenging management. Several clas-

sifications were published based on the timing of the fistula occurrence. None

of them took into consideration the anatomical type, which is the goal of our

review.

Methods: We report in this retrospective observational study of 506 patients,

16 cases (11 personal /5 referred) of post-LSG fistula. According to radiolog-

ical features we were able to identify 3 types of fistula: type I “leak”, type II

“abscess” and type III “fistula”.

Results: The fistula percentage was 2.17%. The diagnosis was radiologicaly

confirmed in all cases after upper gastro-intestinal series and abdomino-pelvic

CTscan. The initial treatment was total parenteral nutrition, wide spectrum antibi-

otics and keeping the patient NPO. This was sufficient for type I leak. Type II

abscess was internally or percutaneously drained. In this case early

endoprosthesis can bebeneficial. Surgerywas reserved for failure and for type III.

Conclusion: After reviewing the fistula occurrence in our series, we were able

to establish a radiological classification. A precise algorithm for optimal fistula

management was proposed.

O.141 Endoscopic Management of Leaks after Laparoscopic Sleeve

Gastrectomy: a Tertiary Facility Experience in 33 Patients

PRESENTER: A. Assalia
1

Co-authors: W. Abboud1, A. Mahajna1, K. Yassin2, I. Khamayse2, Y. Kluger1,

A. Suissa2

1Rambam Health Care Campus, Surgery, Haifa-Israel
2Rambam Health Care Campus, Gastroenterology, Haifa-Israel

Background: Sleeve gastrectomy has gained acceptance as a stand alone

procedure for the treatment of morbid obesity. Leak is the most dreadful

complication and its incidence is estimated to be 1-3%.

Methods: 33 patients with leak after sleeve gastrectomy were treated in our

hospital. Data were collected retrospectively and included number and type of

techniques, complication and success rates.

Results: 97 endoscopic procedures were carried out in 33 patients (average of 2.9

per patient). In 23 patients (69.6%) closure of the fistula was achieved with different

techniques.Only 9 cases (39%)were closed after onemodality (5 after stent, 4 after

clip), 4 cases after 2 procedures, 4 after 3 procedures and the rest after multiple

trials. Four patients underwent salvage surgery for failure of endoscopic treatment:

1 total gastrectomy, 1 proximal gastrectomy, 1 gastric bypass and one fistulo-

enterostomy. Five patients are still suffering chronic fistula and awaiting further

treatment and in the remaining one we have no follow up. The main technique

used was stent insertion (22 cases 66%), and was associated with the highest rate

intolerability and complications (mainly migration-86%, pain and vomiting- almost in

all patients, and bleeding in 2 patients). Application of clips and gluewere uneventful

and tolerable.

Conclusions: In our experience, the success rate after endoscopic treatment

of gastric fistulas was almost 70%. Most patients needed multiple procedures

until closure of fistula was achieved. The most intolerable procedure was stent

insertion with a high rate of migration and re-do interventions.

O.142 Gastric Leak After Laparoscopic Sleeve Gastrectomy: Early

Covered Stents with String Attachment Reduce Healing Time

and Prevent Migration

PRESENTER: T. Karakan
1

Co-authors: O. Banli2, M. Ibis1, M. Kerem3, S. Unal1

1Gazi University, Gastroenterology, Ankara-Turkey
2Cag Hospital, General Surgery, Ankara-Turkey
3Gazi University, General Surgery, Ankara-Turkey

Background: Laparoscopic sleeve gastrectomy has become a very frequent

procedure in bariatric surgery due to its efficacy and simplicity compared to

gastric bypass. Gastric staple line leak (1 to 7% of cases) is a severe compli-

cation with a long nonstandardized treatment. The aim of this retrospective

study was to examine the success and tolerance of covered stents in its

management.

Methods: Two patients with gastric staple line leaks after sleeve gastrectomy

were treated with covered stents in our department. The leaks were diagnosed

by CTscan and visualized during the endoscopy. Among the studied variables

were operative technique, post-operative fistula diagnosis delay, stent treat-

ment delay, and stent tolerance. In our institution, Hanarostent (length 17 cm,

diameter 18 mm; M.I. Tech, Seoul, Korea) was used and inserted under direct

endoscopic control. In order to prevent distal migration of the stent, string was

attached to the proximal end and attached to the ear through nasal route.

Results: Both patients had discomfort due to stents in the first weeks. The

drainage was decreased initially however increased gradually. We stopped

oral feeding and inserted nasojejunal tube through the stent. After 2 weeks,

both patients were uneventful and discharged after extraction of NJ tube and

stents.

Conclusion: Covered stents with string attachment, which is a novel tech-

nique, reduces healing time and deserves further investigation for sleeve

gastrectomy leakage.

O.143 Percutaneous Trans-Esophageal Gastro-Tubing (PTEG) for the

Management of Gastric Leakage after Sleeve Gastrectomy

PRESENTER: T. Oshiro
1

Co-authors: T. Urita1, R. Takagi1, T. Kitahara2, A. Satoh1,K. Kadoya1,

Y. Yoshida1, M. Ooshiro1, S. Okazumi1, R. Katoh1

1Toho University Medical Center, Sakura Hospital, Surgery, Sakura-Japan
2Toho University Medical Center, Sakura HospitalToho University Medical

Center, Sakura Hospital, Surgery, Chiba-Japan

Background: Gastric leakage is the one of most feared complications that

occur after sleeve gastrectomy. Despite using a multimodal approach, includ-

ing drainage, clipping and stenting of the leakage site, such methods may

nevertheless be insufficient in some cases. We herein report the successful

management of refractory gastric leakage using Percutaneous Trans-

Esophageal Gastro-tubing (PTEG).

Patients and Methods: Two illustrative cases from our hospital are herein

presented. A 39-year-old female with a body mass index (BMI) of 39 and a 44-
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year-old male with a BMI of 59 underwent open sleeve gastrectomy. Computed

tomography (CT) scans with oral contrast revealed staple line leakage near the GE

junction on postoperative days (POD) 7 and 3, respectively. In the first case, in

addition to performing percutaneous drainage of abdominal fluid, a covered and

retrievable stent was placed over the site of leakage endoscopically. However, the

stent could not fully function due to stent migration. In the second case, the

performance of both laparoscopic drainage and endoscopical stenting improved

his condition, but a delayed recurrence of leakage developed 8 months after the

operation. Finally PTEG was performed in both patients under local and general

anesthesia, respectively. The tip of the tube was placed in the proximal jejunum.

Thereafter, enteral feeding was started on the following day.

Results: Both patients were discharged homewithin oneweek after the procedure.

Oral intake was resumed at 54 and 15 days after the PTEG, respectively. The

patients were able to tolerate normal food without any complaints. The tube was

removed 96 and 43 days after PTEG, respectively. The patients have both been

doing well and also successfully lost weight.

Conclusions: PTEG is considered to be an effective therapeutic option for

the management of intractable gastric leakage which occurs after sleeve

gastrectomy.

O.144 Stem Cells Therapy for the Treatment of Gastric Fistula after

Sleeve Gastrectomy

PRESENTER: D. Nocca
1

Co-authors: M. Poussier1, A. Nedelcu1, M. Skalli1, J. Valats1, J. Fabre1

1Montpellier University, Hospital Digestive Surgery, Montpellier-France

Introduction: Gastric fistula occurred in around 2% of sleeve gastrectomy.

Several treatments of fistula are available. However there is no consensus in

terms of choice of the procedure. Our team tried to open a new way of fistula

therapy by the injection of autologus adipose derived stem cells (ADSC) in

order to improve cells proliferation and close definitively the fistula.

Case reportWe relate the case of a 59 years old female, with a BMI 23,4 kg/m2

and antecedents of post tobacco bronchectasia and T2DM treated by phar-

macological agent, who underwent laparoscopic sleeve gastrectomy. The

gastric tube was realized by stapling of the gastric body and fundus with a

EchelonÒ stapler (Ethicon Surgery) (6 gold cartridges) after calibration on a 36

Fr Midsleeve tube (MID Company). At Day 3, the patient presented an acute

left side abdominal pain with tachycardia and fever (38,9˚C). The CT scan

showed a gastric fistula witch leaded to a forward re-operation by laparoscopic

approach. Endoscopic evaluation found an infracentimetric hole at the top of

the staple line. The fistula was drained after stitching the hole and washing the

abdominal cavity. An empiric large spectrum antibiotherapy was initiated

immediately.

At Day 7, a control by gastric endoscopy emphasized the presence of

centimetric perforation of the oeso-cardial junction with a para-gastric

collection of 4,4 cm 1,6 cm. A treatment of fistula by a covered gastric

endoprothesis (Cousin Ò) (18 cm length, Æ 24 mm) was then performed

but it was removed due to migration of the endoprosthesis. At Day 24, the

patient came back at home with parenteral nutrition and an adapted

antibiotherapy treatment for 15 days. At Day 41, a new endoscopic treat-

ment by peri-fistula injection of ADCS (Adipose Derived Stem Cells) taken

by abdominal liposuction and prepared by centrifugation (Cellution

800/CRS system) after enzymatic lysis by CealyseÒ (35 mg) according

to the Cytori Therapeutic s process (San Diego, USA). This treatment was

completed by an peri-fistula injection of fat cells in order to add a filling

effect. No complications were detected during the follow-up. The drain

output had progressively decreased until the stop at Day 60. At Day 75, a control

by CTscan showed no fistula and no residual collection. At 4 month, the patient

kept a normal oral nutrition and physical activity and the excess weight loss was

about 43,7 % (21 kg, BMI 34,6 kg/m2).

Conclusion: As our knowledge, it was the first time that a gastric fistula after

sleeve gastrectomy was treated by Stem Cells Therapy. This great result

might be the starting point of a new way of research in this field.

O.145 Routine Preoperative Esophagogastrodudenoscopy in Bariatric

Surgery Patients: A Single Institution Experience in Mainland

China

PRESENTER: C. Wang
1

Co-authors: W. Yang1, J. Yang1

1First Affiliated Hospital of Jinan University, Department of Gastrointestinal

Surgery, Guangzhou-China

Introduction: Some surgeons suggested that sophagogastrodudenoscopy

(EGD) could be performed in selected bariatric surgery patients with gastroin-

testinal tract symptoms. Whether or not it should be the routine examination in

asymptomatic patients is still remain controversy. Incidence of gastric dis-

eases in mainland China is high. The aim of this study is to evaluate the role

of preoperative EGD in bariatric surgery patients.

Method: Bariatric surgery patients underwent routine preoperative EGD in the

First Affiliated Hospital of Jinan University between January 2011 and

December 2012 was reviewed. Clinical data, EGD and histopathologic exam-

ination results, surgical procedures and related examination cost were ana-

lyzed retrospectively.

Results: 105 patients underwent EGD including 57 males (54.3%) and 46

females (45.7%) with mean body mass index 45.1 kg/m2. EGD showed 39

cases (37.1%) of normal findings and 66 cases (62.9%) of abnormalities.

Biopsy and histopathologic examination were taken in the abnormal cases.

The results showed 43 chronic superficial gastritis, 13 peptic ulcer, 11 reflux

esophagitis, 7 gastric polyp, 4 hiatal hernia, and 1gastric stromal tumor. Some

patients suffered multiple comorbidities. In the patients with abnormal finding,

43 (65.2%) were asymptomatic and 23 (34.8%) had symptoms of reflux,

abdominal pain and dysphagia. Gastric bypass were performed in 65 patients

(61.9%) and sleeve gastrectomy in 40 patients (38.1%), including 25 patients

(23.8%) underwent concomitant procedures due to the abnormal EGD find-

ings. The cost of EGD and histopathologic examination were approximately

USD 40 and USD 160, respectively.

Conclusion: Routine preoperative EGD in bariatric surgery patients has high

diagnostic yield at a low cost. It reveals the asymptomatic diseases and helps

to make the choice of surgical procedures.

O.146 Prospective Study: The Role of Endoscopy in Patients Who Have

Undergone Laparoscopic Roux-en-Y Bypass

PRESENTER: N. Sanmugalingam
1

Co-authors: O. Khan1, D. Chan1, T. El-Houssari2, G. Vasilikostas2, A. Wan1

1St George’s Healthcare NHS Trust, Department of Upper GI Surgery,

London-United Kingdom
2St George’s Healthcare NHS Trust, Department of Upper GI Surgery,

London-United Kingdom

Introduction: Laparoscopic Roux-en-Y gastric bypass is an effective treatment

for morbid obesity, however a significant proportion of patients have gastroin-

testinal symptoms requiring a role for upper GI endoscopy (OGD) as a diag-

nostic and therapeutic tool in these patients. We analysed the indications and

findings of post-operative gastric bypass patients.

Methods: Between April 2010 and December 2012, a total of 427 gastric

bypasses were performed at our institution, 53 of these patients presented

with gastrointestinal symptoms and were referred for OGD. Indications were

abdominal pain in 28 patients, dysphagia in 12 patients, dyspepsia in 5

patients, nausea and vomiting in two patients and cessation of weight loss in

six patients.

Results: Twenty eight of the 53 patients had normal findings, sevenwere diagnosed

with gastritis of the pouch and 12 had stoma ulceration. Five patients were found to

have a stricture and one patient was discovered to have erosion of his pouch.

Consequently, 11 patients had change in their medication, 4 patients received

endoscopic dilatation of stricture and 38 had no change in their management.
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Conclusion: OGD post bariatric upper GI symptoms results in a useful diag-

nostic assessment and alters medical management in a proportion of cases.

O.147 Ring Removal by Endoscopic Stenting in RYGB

PRESENTER: M. Galvão Neto
2

Co-authors: J. Campos1, G. Magalhães Neto1, L. Silva3, P. de Paula1,

E. Pachu1, Á. Ferraz4

1Federal University of Pernambuco - UFPE, Department of Surgery, Recife-

Brazil
2Gastro Obeso Center, Department of Bariatric Endoscopy, São Paulo-Brazil
3Hospital Agamenon Magalhães, Department of Surgery, Recife-Brazil
4 Federal University of Pernambuco, Department of Surgery, Recife-Brazil

Introduction: Ring dysfunction after roux-en-y gastric bypass (RYGB) causing

delayed gastric emptying is classically treated by surgery, with risk of complications

and weight regain. Self-expandable plastic stents (SEPS) induce intraluminal ero-

sion of the ring, allowing minimally invasive removal. We analyze endoscopic

removal of non-eroded dysfunctional silastic rings after RYGB using SEPS.

Methods: This prospective case series included 24 patients with a mean age

of 43.2 years, most were female (n=18), median BMI at treatment was 24.5

Kg/m2. Most common symptom was vomiting (n=23), with daily occurrence in

52.2%. Stricture was present in 62.5% and ring slippage in 8.2%. When there

was severe stricture or ring slippage, a previous endoscopic dilation was done.

Results: SEPS induced complete erosion in 16 cases, allowing simultaneous

stent and ring removal (Fig. 1). In the remainder, ring was removed two weeks

later, after complete erosion. There was one case of stent migration, which

was naturally expelled. Most patients needed endoscopic stricture dilation

after stent removal (91,2%).Most common adverse event was vomiting

(n=6). There was no early stent removal, and no serious complications. After

a mean follow-up of 7 months, there was no significant change in mean BMI,

and 75% are able to ingest solid foods (Table 1).

Fig. 1 Endoscopic view of stent and ring completely eroded

Table 1. Description of procedure and follow-up results

Characteristics n (%)

Dilation before stent placement 13 (54.2)

Stent length of stay in days (mean ± SD) 15.0 (± 6.8)

Simultaneous stent + ring removal 16 (66.7)

Post-stent dilation sessions (median and range) 2.0 (1.0 – 3.75)

Solid food ingestion before stent 0 (0.0)

Solid food ingestion after stent 18 (75.0)

Complications 6 (25.0)

Vomiting 4 (66.7)

Abdominal pain 1 (16.7)

Stent migration 1 (16.7)

BMI variation after stent (median and range) 0.0 (−1.0 – 2.75)

Follow-up in months (median and range) 7.0 (2.25 – 13.5)

Conclusion: Endoscopic stents led to ring intraluminal erosion in 100% of

subjects, allowing successful removal of dysfunctional rings. The procedure

is technically feasible and safe, with a 25% occurrence of mild adverse events

and no serious complications. It avoids surgery and decreases the possibility

of weight regain.

O.148 Management of Gastro-Cutaneous Fistulas Using Endoscopic

Fibrin Sealant (Tisseel) - Our Experience

PRESENTER: R. Ramamoorthy
1

Co-authors: K. Crystallis1, S. Ramar1, M. Howlader1, D. Heath1, A.

Alhamdani1, P. Sufi1

1Whittington NHS Trust, Bariatric & Upper GI Surgery, London-United

Kingdom

Introduction: Laparoscopic bariatric procedures effectively treat obesity and

related co-morbid conditions. Sleeve gastrectomy and Roux-en-Y gastric by-

pass (LRYGB) involve gastric resection and anastomosis respectively. Staple

line or anastomotic leaks are feared complications as they are potentially life-

threatening and may lead to fistula formation. The management of fistula could

be very lengthy and difficult. We investigated the use of fibrin sealant (Tisseel)

endoscopically to treat post-bariatric surgery fistulae.

Methods: We analyzed our prospectively collected data from October 2009 until

March 2013. The diagnosis of gastro-cutaneous fistula was confirmed on

Gastrograffin study/endoscopy. Patients were treated endoscopically with

Tisseel injection at the site of entero-cutaneous fistula.

Results: We performed 523 bariatric procedures during the above period, of which

50 were sleeve gastrectomy and 319 were LRYGB. A total of 19 (3.63%) patients

developed leak post-operatively. Seven patients went on to develop established

gastro-cutaneous fistulae (1.34% overall and 36.8% leaks). Re-surgery rate on

them was 42.9 % and Mortality from the post-op leaks was 0.57% overall

(15.79% of leaks). Seven patients had stent inserted and all needed removal in a

few weeks. Of these 7 patients underwent endoscopic injection of Tisseel (1–5

applications). There was no mortality or procedure-specific morbidity following

Tisseel injection. There was a clear and immediate reduction of fistula-output after

each application until the fistula closed.

Conclusion: Our results suggest that Tisseel is an effective and safe option for

management of fistula following bariatric-surgery and can be repeatedly used.

It is a good alternative for endoscopic stenting with minimal associated risks.

O.149 Early Bariatric Surgery Set-up –Results, Complications & Progress

for Beginners

PRESENTER: A. Ahuja
1

Co-author: P. Singh Nain1

1Dayanand Medical College& Hospital, Punjab-India

Introduction: Obesity is rapidly growing worldwide & has been declared a progres-

sive epidemic disease worldwide. More & More younger generation surgeons are

opting for bariatric surgery practice in view of growing obesity worldwide .Sharing our

early experience during the beginning of the bariatric practice in India, evolution of

Laproscopic sleeve gastrectomy (LSG) disappearance of Laproscopic adjustable

gastric band (LAGB) complications encountered for a beginner, results of operated

patients & further progress of bariatric surgery programme have been discussed in

this study.

Material & Methods: This study was conducted on 200 obese individuals who

had undergone bariatric surgery for treatment of obesity in & around our centre

fromNovember2008-December2010.All procedure namely LAGB, LSG,Roux-en-

Y Gastric bypass (RGB) were performed.

Results: 200 patients underwent bariatric surgery procedures females140(70%),

Males60(30%).More than 50% patients had associated co-morbid conditions along

with obesity. The overall excess weightloss in most of the patients was more than

50%.The complications encountered per-operatively like perforation of oesophagus
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in two (1%),Deep vein thrombosis ,one(0.5),failure of weightloss four(2%)

patients, postoperative haemorrhage requiring blood transfusion

five(4.5),revision surgery for weightloss failure three (1.5%) patients, mas-

sive bleeding leading to haemorrhagic shock from optical trocar injury &

abandoning of procedureone(0.5%),severe infection with discharge frm

port site in LAGB two(1%).Malena episodes in one(0.5%) in RGB .

Conclusion: (1) Bariatic surgery Programe is a multidisciplinary field which

demands to be followed under strict guidelines for starters who opt for it. (2)

Can cause a high complication rate if not performed under a planned, tried

&tested protocol for beginners.

O.150 Gastric Banding and Its Effects of Oesophageal Physiology

PRESENTER: C. Borg
1

Co-author: J. Deguara2

1University Hospital Lewisham, General Surgery, London-United Kingdom
2Kingston Hospital, General Surgery, Kingston upon Thames-United Kingdom

Introduction: Morbidly obese patients have a higher incidence of gastro-

oesophageal reflux disease (GORD) compared to the general population and

also have more abnormalities in oesophageal manometric findings. Gastric

banding (GB) may further interfere with functions of the lower oesophagus

Method: A systemic review of the literature was performed to investigate

changes in oesophageal symptoms and physiology after GB insertion.

Results: 15 studies were found in the literature that fitted our criteria. The studies

showed heterogeneity in patient number, length of follow-up, technique and band

employed and investigations (questionnaires, radiological contrast studies, en-

doscopy, pH studies and manometry) used to assess change in oesophageal

function. 13 of these studies assessed all patientswho had undergoneGBwhile 2

of the studies only included patient who were symptomatic or had poor weight

loss after GB. Evidence of oesophageal dilatation was present in 7.5 to 56% of

patients in the literature. The incidence of reflux symptoms also varied greatly with

some studies showing improvement, others no change and some worsening of

GORD. Four studies evaluated oesophageal manometry in patients pre-and post

GB. 2 of these studies showed no change in oesophageal motility while the other

2 showed weaker peristalsis and contractions in the lower oesophagus after GB.

Pressure at the lower oesophageal sphincter (LES) was either unchanged or

increased post-op.

Conclusion: The literature is still controversial regarding the effect of gastric

banding on gastrooesophageal reflux and oesophageal motility. Patients with

pre-existing LES insufficiency may be at increased risk for pouch and

oesophageal dilatation.

O.151 Endoscopic Removal of Migrated Adjustable Gastric Band,

Treatment of a Complication

PRESENTER: A. Arikan
1

Co-authors: K. Zengin1, H. E. Taskin1, M. Taskin1

1Istanbul University Cerrahpasa Medical Faculty, General Surgery, Istanbul-

Turkey

Introduction: Obesity is an important health issue due to recently increased

incidence. With unsatisfying results of exercise, diet and medical treatments

for obesity in long-term surgical treatment modalities were developed.

Nowadays, most commonly performed surgery is laparoscopic adjustable

gastric banding, and migration of gastric band is a common complication,

which occurs 0.6-11% in first two post- operative years.

Method: From January 1993 to December 2012, 2750 patients underwent

to laparoscopic adjustable gastric banding. Ten patients of in whom

gastric band migration was developed treated with endoscopic removal

of adjustable gastric band using gastric band cutter device.

Results: Three patients were male and seven were female. Migration of gastric

band was developed 2+00.94 (1–4) years after laparoscopic implantation of the

gastric band. Mean duration for development of migration was 2.67±1.15 years for

males and 1.71±0.75 years for females (p=0.153). Mean age was 31.4±6.35 (23–

40) years and duration of procedure was 90±34.80 (60–180) minutes. Mean age

was 27.33±2.08 years for males and 33.14±6.87 years for females, mean duration

of procedure was 115±56.79 minutes and 79.29±17.18 minutes respectively which

are statistically not differs for each gender (p=0.078 and p=0.39 respectively).

Conclusion: Gender has no effect on time to migration of gastric band and

endoscopic removal of migrated gastric band with cutter. Migrated gastric

band can be successfully removed by use of endoscopic gastric band cutter.

O.152 Intestinal Obstruction due to Intraluminal Gastric Band Migration:

An Uncommon but Challenging Complication

PRESENTER: H. E. Taskin
1

Co-authors: P. Kocael1, G. Cancan1, A. Kocael2,K. Zengin1, M. Taskin1

1Istanbul University Cerrahpasa Faculty of Medicine, Department of General

Surgery, Istanbul-Turkey
2Istanbul University Cerrahpasa Faculty of Medicine, Department of

Emergency Medicine, Istanbul-Turkey

Introduction: Laparoscopic Adjustable Gastric Banding (LAGB) is still the most

popullar restrictive bariatric surgical tehnique globally. These has been early

and late complications identified after application of this technique. Gastric

band migration is one of the late complications and rarely can be presented as

intestinal obstruction.

Aim: Here in we present our experience in management of intetestinal

obstrcution caused by a migrated gastric band after LAGB surgery.

Meterials and Methods: Between1996-2012, 2750 cases of LAGB surgery

was done in our clinic. We have retrospectively anlyzed the complications

and found out 3 cases of gastric band migration which caused obstruction in

the distal ileum.

Results: All the patients presented with abdominal pain nausea and vomiting to

Emergency department. There was 1 male and 2 female patients. The mean

age of the patients was 42.6 years. In the abdominal X-Rays and abdominal

CT scans air-fluid levels and distended proximal jejunal segments were ob-

served. Also migrated gastric band was seen in the distal ileal segments. The

complications was seen earliest in two years in one patient and latest after 7

years in the other. The 2 patients were managed laparoscopically and in one

patient band was removed via laparotomy and enteretomy. All the patients

were discharged uneventfully after the surgery.

Conclusion: Although LAGB is a simple procedure requiring less hospital stay

and can be done in outpatient setting, long term followup and management of

serious complications such as intestinal obstruction due to band migration

should be always kept in mind.

O.153 Novel Restrictive Procedures - Laparoscopic Greater Curvature

Plication - Results From 532 patients

PRESENTER: K. Dolezalova
1

1OB klinika, Center for Treatment of Obesity and Metabolic Disorders,

Surgery, Prague - Czech Republic

Background: Laparoscopic greater curvature plication (LGCP) is relatively new

bariatric/ metabolic restrictive procedure. It does not require GI resection, intestinal

or gastric bypass, and/or use of implantable device. From 2010–2012 >500 LGCP

procedures were performed by our team.

Methods: From January 2010 – December 2012, all LGCP patients were

prospectively evaluated. Changes in Body mass index (BMI, kg/m2), excess

BMI loss (%EBMIL), excess weight loss (%EWL), complications, and influence

of LGCP on type 2 diabetic patients (T2DM) were recorded on 6 and 12

months basis.

Results: Out of the 532 patients available for follow-up, female: male ratio was

4:1, mean age 46.1±11.0 years, pre-op BMI (±SD) 41.4±5.5. 68 [27.9%]
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patients were T2 diabetics. At 6 months after LGCP (n=105), BMI decreased

to 36.1±4.7, %EBMIL reached 34.8±17.3, and %EWL 31.8±15.9 (p<0.001). At

6 months significantly greater WL was achieved in patients with pre-op

BMI <40, in comparison with those with BMI 40. However, from 9 months

onwards no significant weight loss difference occured. In patients with preoper-

ative BMI <40, 18-month %EWL approached 50% and %EBMIL exceeded 50%.

At 6 months, 96.9% of patients’ T2DM was significantly improved/resolved.

Conclusions: Short tomid term LGCP results suggest its efectivity inWL as well as

significant positive influence on T2DM reduction. The procedure has a low rate of

complications. However, before more and longer term results are available LGCP

should be performed in high volume, dedicated bariatric centers, under a close and

strict follow-up protocol.

O.154 Long Term Results after Sleeve Gastrectomy

PRESENTER: S. Weiner
1

Co-authors: R. Weiner1, C. Stier1, M. Merten1, R. Blanco2

1Krankenhaus Sachsenhausen, Surgery, Frankfurt-Germany
2Praxis am Dornbusch, Surgery, Frankfurt-Germany

Backround Since its evolution in 2003 the Sleeve Gastrectomy entered the

bariatric community and has become one of the most favoured standard pro-

cedures in the field of bariatric surgery. Already the Metanalysis of Buchwald in

2009 showed and expanse from 0% up to 5,3% and seems nowadays a more

frequent procedure than even the well-established adjustable gastric banding.

On the other hand only few long-term studies are available, but studies with

high volume follow-up from Austria suggest that a worse outcome in a 5 years

period that expected, not only in respect of weight loss success but also in

conversion rates due to side effects.

Methods: In our high volume center 1324 primary sleeve gastrectomies have

been performed in between 2001 and 2010, the number has evens increased

up to 2536 cases up till now. We performed a retrospective analysis of 68

patients from our beginnings in 2007, which have been operated in a stan-

dardized way by one experienced surgical team to exclude the learning curve.

15 patients had previous balloon treatment to lower operative weight and we had

a 52,47% rate of male patients. Mean BMI was 54,48± 12 and mean age was

42,47 years. Comorbidities were present in 38 patients; there were 38 patients

with hypertension, 23 pts with diabetes type 2 and 16 pts with sleep apnea. All

patients were monitored for their regular follow-up after 1,3,6 and 12 months as

well as yearly follow-up.

Results: Regular follow-up decreased dramatically after the 2yeras period,

telephonic updating was necessary. We found the in 23,5% of the patients

were converted into another surgical procedure, thereof 8,8% into a standard

Roux-en-Y-Gastric Bypass and 8,8% intoa BPD-DS.9 patients experience

early complications (leakage and bleeding), but the most important finding

was that an increase in weight could be found after a period of 2 years.

Conclusion: Sleeve Gastrectomy is to be considered as a surgery with high

conversion rate and high rate of weight regain within the 5 years period and

therefore patients selection is currently underestimated for this procedure.

Further investigation is needed but our results might indicate that sleeve gastrec-

tomy is not to be considered as a sole standing procedure in every patient.

O.155 Laparoscopic Gastric Bypass in a Patient with Situs Inversus

Totalis and a Literature Review of Obesity Surgery in Patients

with Situs Inversus

PRESENTER: R. Vilallonga
1

Co-authors: C. Grossen1, J. Him‘Pens1

1Az Sint Blasıus, Obesity Department, Dendermonde-Belgium

Background: Situs inversus is a rare recessive congenital condition in which

the major visceral organs are mirrored from their normal positions. The incidence

has been estimated to be 1/8000.

Methods: We report a case of a morbidly obese female patient with a BMI of

41 with situs inversus totalis diagnosed during routine work-up. We performed

a laparoscopic Gastric Bypass with hiatoplasty using a mirror image

technique.

Results: The procedure was the exact mirror image of patients with a normal

anatomy. The operative time was 65 minutes, i.e. not longer than in “normal” bypass.

There were no perioperative or postoperative complications.

Discussion: We reviewed the worldwide laparoscopic bariatric experience with

patients with situs inversus. Ten other cases have been described. An incidental

situs inversus should be diagnosed during the preoperative investigations, by

abdominal ultrasonography for example.

Conclusion: A laparoscopic approach for obesity surgery in patients with situs

inversus is feasible using conventional technique.

O. 156 Complications of Laparoscopic Gastric Bypass

PRESENTER: D. Sierra
1

Co-authors: J. Dziakova1, C. Pardo1, A. Torres1, C. Hernandez1

1Hospital Clinico San Carlos, General Surgery, Madrid-Spain

Introduction: The laparoscopic approach has changed significantly bariatric

surgery. Over the years the laparoscopic gastric bypass has been accepted as

a gold standard Technique of bariatric surgery.

Objective: We present our series of intraoperative and postoperative compli-

cations of gastric bypass.

Material and Method The bariatric surgery program at our center began in

1991, 800 patients have been operated, beginning in 2008 laparoscopic ap-

proach since 107 patients underwent gastric bypass and performed

antegastric-retrocolic technique in most cases.

Results: During the surgical procedure there are situations that can cause

critical concern of the surgeon. These difficulties due to the characteristics of

morbidly obese patients and technical failures. These include the difficulty of

afferent loop ascent through the mesocolon, sometimes not possible and must

perform an upgrade antegástric bypass, loop injury, liver injury, difficulty

performing gastric reservoir and failure of staplers. Our rate of postoperative

complications included anastomotic leak (5.8%), bleeding complications

(2.9%) obstructive complications (2.9%).

Conclusions: Gastric bypass is one of the most complex laparoscopic surger-

ies and is associated with a number of typical complications.

O.157 Maladaptive Eating Behaviour Should Not Lead to Denial of

Bariatric Surgery for the Obese

PRESENTER: J. Todkar
1

1Ruby Hall Clinic, Pune-India

Eating behavior is a surrogate evidence of the hunger and satiety. Bariatric

surgery is modifies the hunger and satiety in an obese individual. This is a

prospective study conducted at Ruby Hall Clinic, Pune to assess the eating

behaviors of obese in comparison to normal weight individuals and to under-

stand effect of bariatric surgery on it .

Methods: Eating behaviors of the obese group: preoperatively and postoper-

atively (n= 36) were compared to those of the normal weight group (Gr1):

(n=36) to identify the differences.

Results: Significant difference was found in the uncontrolled eating and emo-

tional eating of the two groups and the obese scored higher on both. No

significant difference was observed in the cognitive restraint.Gr1scored

highest on cognitive restraint then uncontrolled eating and then emotional

eating. In obese group uncontrolled eating was the highest measured eating

behavior, then emotional eating and cognitive restraint.

Post-bariatric surgery a drastic change was observed in the eating behaviors

of the obese. The cognitive restraint increased by 13.17%, uncontrolled eating

reduced by 50.2%, emotional eating reduced by 25.8%. This change was
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compared with the Gr1 to see whether bariatric surgery improved the de-

ranged eating behavior. Eating behaviors post surgery followed the same

trend of the Gr1 of having higher cognitive restraint, and lower uncontrolled

and emotional eating. The cognitive restraint was found to be higher and

emotional eating and uncontrolled eating were lower than the Gr1 .

Conclusion: Obesity is associated with a higher degree of uncontrolled and

emotional eating and lower degree of cognitive restraint; and also that bariatric

surgery is effective in correcting the disturbed eating behaviors and this

change in could be an added advantage in maintaining long term weight loss.

Patients with abnormal eating behaviour should not be denied the option of

Baratric surgery as they are changeable.

O.158 C - Reactive Protein and Sialic Acids Changing After Bariatric

Procedures

PRESENTER: A. Lavryk
1

CO-author: O. Lavryk1

1National Istitute of Surgery and Transplantology, Department of Esophagus

Surgery and Reconstructive Gastroenterology, Ukraine

Aim: of our study was to evaluate the impact of adjustable gastric banding (AGB)

and gastric bypass (GB) on CRP levels in morbidly obese patients, to reveal the

correlation between body weight decrease the changes of CRP levels, to instill the

presence or absence of changes in other acute phase molecules levels

(seromukoid, sialic acids) after bariatric procedures.

Materials and Methods: Retrospectively we have analyzed 45 clinical records of

patients, who survivedGB, and 45 patients after AGB with 6-months of follow-up.

Gender: 86 – females, 14 – males; mean age – 46,8±2,7. Mean pre-op weight

was 175±8,4 kg (mean BMI - 54,8±5,9 kg/m2). The mean pre-op CRP was 89,1+

1,9 mg/L. Mean sialic acids level was 3,15±0,8 mmole/L, mean seromukoid level

– 1,5±1,2 IU.

Results: In 6 months we observed body weight decrease: after AGB weight

was 132,6+1,5 kg, after GB – 116 kg After both AGB and GB CRP levels

significantly decreased: after AGB till 8,5±1,2 mg/L, after GB till 6,2±0,8 mg/L,

but still normal levels of CRP were not reached yet (p<0,01). After AGB sialic

acids were 2,96±0,7 mmole/L, seromukoid – 0,17+0,9 IU. After GB sialic acids

level was 2,68±1,5 mmole/L, seromukoid - 0,18±1,1 IU.

Conclusions: After both adjustable gastric banding and gastric bypass CRP levels

significantly decreased. CRP levels decreased after GB more prominently, what

thoughtfully, could be associated with higher excess weight loss after gastric

bypass. Between weight loss and CRP decreasing the positive correlation was

installed. Elevated levels of sialic acids and seromukoid in pre-op stage were

installed. After both procedures levels of seromukoid decreasedmore prominently

in comperance to sialic acids. The positive functional correlation link was installed

between CRP and sialic acids and seromukoid in morbidly obese patients.

O.159 Beyond the Indications. Current Status for Age, Low BMI, Chronic

Diseases

PRESENTER: M. De Luca
1

Co-authors: G. Segato2, L. Busetto3, F. Franco1

1Regional Hospital General Surgery Vicenza-Italy
2Regiona Hospital Genral Surgery Vicenza-Italy
3University of Padova Obesity Unit Padova-Italy

In 1991 the National Institute of Health (NIH) identified the indication to the

surgical treatment for obese patients (i.e. age 18–60, BMI>40 or BMI>35

with comorbidiy, etc.).Nowdays the large majority of bariatric procedure in

US and Western Europe are Gastric Banding, Gastric Bypass and Sleeve

Gastrectomy performed by laparoscopy in Center of Excellence with a

multidisciplinary team. Technology and surgical techniques improved. We

defined medical, endoscopical and surgical treatment of peri-operative,

medium and long-term complications.

Recently many papers and some meta-analysis and systematic reviews were

published evaluating long-term WL of the above mentioned procedures

(%EWL is 55 for GB, 65 for GBP and 60 for SG at five years). Complications

are 5-8% for GB, 5-15% for GBP, 12-20% for BPD at 5 years; mortality is

0.01% for GB, 0.5% for GBP, 0.8-1% for BPD. In the last 5 years several

papers focused on the reduction of baseline comorbidities such as NIDDM,

hyperlipemia, hypertension, cardiovascular diseases, OSAS and

ostheoarthritis. These papers concluded reporting dramatic long-term reduc-

tion of comorbidities. That being stated several COE published studies with

cohort of patients with 30–35 BMI with comorbidities, studies with cohort of

patients aged <18 or aged>60. ASMBS in 2011stated bariatric surgery as an

available option for patients with BMI 30–35. Consequently new guidelines

were published modifying the 1991 NIH contraindication to bariatric surgery.

Today patients with extreme indications should be strictly selected. Further

studies need before extending the present indications.

O.160 Laparoscopic Sleeve Gastrectromy Recommended Procedure for

Morbid Obese Patients with Epilepsy

PRESENTER: M. Adamo
1

Co-authors: G. Worley1, N. Carter1, M. El-Kalwaay1, M. Hashemi1,

A. Jenkinson1

1University College London Hospital Centre for Weight-loss, Metabolic &

Endocrine Surgery London-United Kingdom

Introduction: There is little information in the medical literature regarding bariatric

surgery in patients with epilepsy. There are concerns about medication absorp-

tion following surgery. There are concerns about seizures in patients havingRoux

Y Gastric Bypass. Laparoscopic Sleeve Gastrectomy (LSG) should not affect

drug absorption.

Method: A prospective study of 11 patients with epilepsy who had LSG for the

treatment of morbid obesity was carried out. There was no perative morbidity.

Patients completed Pre and post operative questionnaires regarding their epilep-

sy diagnosis, medication and seizure details.

Results: All 11 patients were on medication preoperatively for their epilepsy.1

patient had seizures peri-operatively due to missed medication. No patients

any increase in seizures following surgery. No patients have needed any

changes to their medication or dosing.

Conclusion: LSG in morbid obese patients with epilepsy does not adversely

affect seizure rates or lead to any changes to epileptic medication and can be

recommended for these patients.

O.161 Gastroesophageal Reflux Disease After Laparoscopic Adjustable

Gastric Banding in Morbidly Obese Patients

PRESENTER: E. Brimas
1

Co-author: G. Brimas1

1Vilnius University Faculty of Medicine, Center of General Surgery, Vilnius-

Lithuania

Introduction: Gastroesophageal reflux disease (GERD) itself is now recog-

nized as obesity-related comorbidity. The aims of this prospective study were

to determine the relationship between GERD and body mass indices and to

assess the evolution of GERD after laparoscopic gastric banding (LGB).

Method: In 2009–2011 prospective randomized trial was started in Vilnius

University Hospital. 103 morbidly obese patients were treated by LGB. One year

after the operation 90 (87.4%) patients were examined (14 refused endoscopy and

76 (73.8%) were extensively investigated). Subjects before and one year after

surgical treatment were clinically examined and the same instrumental studies,

including endoscopy and X-ray, were performed.

Results: 103 patients - 69 (67%) women and 34 (33%) men were examined

before the operation. The median age was 46.1 ± 11.5 years; mean body

weight was 141.9 ± 24.2 kg. Mean body mass index (BMI) before and after
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surgery were significantly different (47.49 kg/m2 vs. 40.93 kg/m2, p <0.001).

Before treatment GERD was diagnosed in 53 (51.5%) patients, including

erosive form in 22 (21.4%) and non-erosive in 31 (30.1%). One year after

the operation the non-erosive form was determined in 7 (6.8%) patients and

erosive form was not found (p <0.001). BMI> 45 kg/m2 (OR 1.63, CI 0.6 to

4.428, p <0.001) was associated with erosive GERD form.

Conclusion: Increased body weight (BMI> 45 kg/m2) is determined by the

likelihood of GERD erosive form. Bariatric surgery, including LAGB, is effective

treatment of GERD in morbidly obese patients.

O.162 Modified Nissen Fundoplication After Roux-en-Y-Gastric Bypass

for Obesity: An Antireflux Surgery Alternative

PRESENTER: N. Kawahara
1

Co-authors: C. Alster1, F. Maluf-Filho2, A. Koyaishi3, G. Campos4, J. Himpens5

1University of Sao Paulo, Surgical Technique, Sao Paulo-Brazil
2University of Sao Paulo, Gastroenterology, Gastrointestinal Endoscopy Unit,

Sao Paulo-Brazil
3Centro Paulista de Medicina, Sao Paulo-Brazil
4University of Wisconsin School of Medicine and Public Health, Surgery,

Wisconsin-United States
5Free University of Brussels, Digestive and Laparoscopic Surgery, Brussels-

Belgium

Introduction: Roux-en-Y gastric bypass (RYGB) has always been advocated

for the treatment of obese patients with gastroesophageal reflux disease

(GERD) as an alternative to fundoplication. Some obese patients with no

previous GERD can develop the disease after the RYGB. We hypothesized

that if an antireflux surgery should be performed even post RYGB it would be

an effective treatment for GERD symptoms in selected patients post bariatric

surgery.

Method: From March 2008-March 2012, 20 postoperatory RYGB patients who

complained of GERD symptoms were evaluated: pre and postoperatory manom-

etry and 24h-pHmetry were performed. If both exams were positive for GERD

and hypotony of LES, patients were advised to undergo the modified anti-reflux

surgery. The fundoplication was made by a 3 cm 360o laparocopic wrap using the

excluded stomach around the esophagus (34 Fr bougie in situ), preserving a

previous construction of a vertically oriented proximal gastric pouch, with a 75–

150 cmRoux limb, a 50cm jejujojejunostomybeyound the ligament of Treitz and a

12mmmanual gastrojejunal anastomosis.This study was approved by the review

board, and informed consent was obtained from all patients. Statistical analysis

was made using Fishers test.

Results: Mean age was 35± 4.2 y/o, 60% were women and the mean BMI was

41,02± 3.2. The patients had no complications and experienced successful

resolution of GERD symptoms (Visick 3 to 1; and reflux symptoms score

33 to 2). One year follow up showed asymptomatic patients without GERD or

dysphagia. 50% of patients had 10% weight loss after the fundoplication.

O.163 Sleeve Gastrectomy with Crurorrhaphy: A Novel Approach in the

Management of Hiatus Hernia with Morbid Obesity

PRESENTER: R. Vats
1

Co-authors: V. Bhalla2, N. Dhamija1, D. Goel1

1BLK Super Speciality Hospital, Minimal Access Surgery, Bariatric & GI

Surgery, New Delhi-India
2BLK Super Speciality Hospital, Center for Digestive & Liver Diseases, New

Delhi-India

Introduction: Gastro esophageal reflux disease (GERD) is a common occur-

rence in patients who aremorbidly obese & reflux symptomsmay be seen in upto

80% of the patients with GERD. The recommended management of such pa-

tients is Roux-en-Y Gastric bypass. We present our experience of simultaneous

occurrence of GERD and morbid obesity.

Methods: Patients admitted for Bariatric procedure with a preoperative diag-

nosis of hiatus hernia as evident by Upper GI endoscopy were included in the

study. All patients were offered LRGBP. 16/40 patients accepted and

underwent LRGBP.

Study period : 2009–2012

Total no. of patients : 40

Male: Female : 14:26

Mean BMI : 42

Mean age : 40 Years

Result:

GERD symptoms 40/40

Hiatus hernia 36/40 4 patients diagnosed with Hiatus
hernia on pre operative UGI
endoscopy did not had any
evidence of hiatus hernia
intra-operatively.

Esophagitis Grade 1 08

Esophagitis Grade II 04

Esophagitis without symptoms 28

Patient underwent sleeve
gastrectomy with Crurorraphy

20

Patient underwent simple sleeve
gastrectomy

04

Laparoscopic Roux-en-Y
gastric bypass

16

Symptoms:

After 1st

Year
After 2nd

Year
After 3rd

Year

LSG- symptoms free 21 22 21

LSG - minimal reflux 03 02 03

LRGBP - symptoms free 15 16 16

LRGBP – minimal
reflux

01 0 0

Conclusion: LSG with crurorrhaphy can be accepted as a standard of care for

patients with morbid obesity and hiatus hernia with comparable results to

LRGBP.

O.164 Oesophageal Rupture - a Pseudo-achalasia Related Delayed

Complication After Laparoscopic Adjustable Gastric Banding

PRESENTER: S. Shaikh
1

Co-authors: S. Dexter2, J. Jameel1

1Dewsbury District Hospital, Surgery, Leeds-United Kingdom
2St James University Hospital, Surgery, Leeds-United Kingdom

Aims: Laparoscopic adjustable gastric banding (LAGB) is a common bariatric pro-

cedure in theUKdue to its relative technical ease/reversibility. Although its immediate

complications are known, longer term complications are still emerging and incom-

pletely understood. Oesophageal dysmotility post-LAGB is now increasingly being

recognised as a long-term complication. This paper presents a potentially life-

threatening complication associated with oesophageal dysmotility 12yrs after LAGB

placement.

Methods: A 58yr-old lady presented with chronic cough and mediastinal widening

on chest X-ray. A computed tomogram (CT) revealed a mega-oesophagus with a

collection in the mediastinum suggestive of contained oesophageal perforation and

LAGB in-situ placed 12yrs ago. She experienced recurrent coughs, chest infections,

weight loss and dysphagia for 2yrs.
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Results: The LAGB was completely emptied (9mls). Conservative management

with nil orally, nasogastric drainage, antibiotics, parenteral nutrition over a period

of 4 weeks and serial imaging was performed to monitor progress. She

responded well with complete healing.

Conclusions: While oesophageal dysmotility is an emerging long-term complication

occurring 5-7yrs post-LAGB, its association with oesophageal perforation has not

been published prior to this incident. Oesophageal dysmotility resulting in mega-

oesophagus and the associated reflux caused frequent coughing in our patient.

Possibly, the valsalva manoeuvre during coughing may have generated a high pres-

sure zone within the oesophagus leading to perforation. This was a potentially life-

threatening complication re-enforcing the importance of life-long follow-up in these

patients. We suggest patients developing mega-oesophagus be identified with timely

band-emptying to avoid this serious complication. Further long-termstudies need to be

performed to determine the prevalence of such complications.

O.165 Concomitant Cholecystectomy During Laparoscopic Bariatric

Surgery

PRESENTER: A. Raziel
1

Co-authors: N. Sakran2, A. Szold1, D. Goitein3

1Assia Medical, Assuta Medical Center, Surgery, Tel Aviv-Israel
2Emek Medical Center, Surgery, Afula-Israel
3Chaim Sheba Medical Center, Surgery, Ramat Gan-Israel

Introduction: Morbid obesity is associated with a high prevalence of cholelithiasis.

We report our experience with concomitant bariatric surgery and cholecystectomy

in a multidisciplinary center for bariatric surgery.

Methods: Bariatric surgery (BS) and cholecystectomy was performed only for

patients diagnosed with symptomatic gallbladder stones and was compared to

a large group of BS only.

Results: The BS only group (1958 procedures between the years 2006–2012)

consisted of Laparoscopic Adjustable Gastric Banding (LAGB) (53, 2.7%),

Laparoscopic Roux-en-y Gastric Bypass (LRYGB) (114, 5.8%), and

Laparoscopic Sleeve Gastrectomy (LSG) (1791, 91.5%). The concomitant

surgery (CS) was performed on 124 patients. CS consisted of LRYGB (8,

6.5%), and LSG (116, 93.5%). Females were 65% in the BS group and 79% in

the CS group. Median age was 42 and 45 in BS and CS groups, respectively.

Average weight and average BMI were similar in both groups: 121.4±16.4,

43.2±4.4 and 119.0±15.0, 43.6±4.5 in BS and CS groups, respectively.

Average number of comorbidities/patient in both groups was identical (3.6),

showing similarity between patient types in both groups. Rate of common

surgical complications was similar 30 (1.5%) hemorrhages and 21 (1.1%)

leakages in the BS group and 3 (2.4%) and 1 (0.8%) in CS. There was one

case (0.8%) of bile leakage. Of special interest is the diagnosis of gallbladder

carcinoma in 2 (1.6%) older female patients with large gallbladder stones.

Conclusion: Concomitant cholecystectomy during laparoscopic bariatric

surgery is safe and reduces the potential for future gallbladder-related morbidity,

and the need for additional surgery.

O.166 Ventral Hernia Repair in Obese Patients

PRESENTER: S. Filip
1

Co-authors: C. Copaescu1, B. Smeu1, I. Hutopila1, M. Priboi1

1Delta Hospital, Minimally invasive and Bariatric Surgery, Bucharest-Romania

Background: Obesity is an important risk factor for developing ventral

hernias while their repair represents a therapeutic challenge. There sur-

gical management of ventral hernias in bariatric patients is difficult and

still controversial.

Method: Our goal is to present the rationale and the results of a tailored approach to

ventral hernias repair (VHR) in the morbidly obese patients.

Results: After a complete preoperative evaluation the 5 categories and thera-

peutic alternatives are described and discussed: I. VHR in obese patients with

no metabolic procedure indicated or accepted - the preferred technique is the

laparoscopic VHR, but there are limits for the extreme obese patients/giant

hernias, II. Staged Approach A: First step - bariatric procedure and second

step –hernia repair III. Simultaneous VHR (preferred laparoscopic technique)

and bariatric surgery in obese patients, IV. Staged Approach B: First stage -

hernia repair and second step- the bariatric procedure. V. Hernia occurred in

the postoperative period after a metabolic procedure. Particular cases illus-

trate each situation and the results are presented:

Conclusions: The optimal management and timing of VHR in obese patients

should weigh the risk of the surgical treatment of the hernia in terms of recurrence

and perioperative complications of hernia repair against the risk of no touch of

hernia and consecutive hernia associated complications.Morbidly obese patients

undergoing VHR represent a challenge for the team. Therefore we believe that

only a dedicated center for obesity can offer the requested environment, ade-

quate technological and medical support, experienced team in the management

of this difficult cases considering beside hernia repair also a bariatric procedure.

O.167 The Development of Ulcer Disease After Roux-en-Y Gastric

Bypass

PRESENTER: U. Coblijn
1

Co-authors: S. Lagarde1, S. Kuiken2, B. van Wagensveld1

1Sint Lucas Andreas Ziekenhuis, Surgery, Amsterdam-The Netherlands
2Sint Lucas Andreas Ziekenhuis, Gastroenterology, Amsterdam-The Netherlands

Introduction: With the growing use of bariatric surgery a subsequent increase

in the complications associated with this surgical procedure takes place. This

research focuses at marginal ulceration (MU) after (laparoscopic) Roux-en Y

Gastric Bypass surgery (LRYGB). Our aim was to asses the incidence, mech-

anism, symptoms and healing of marginal ulceration after LRYGB surgery.

Methods: All files of patients who underwent a LRYGB were searched for

signs of abdominal pain, epigastric burn, nausea or other symptoms of ulcer

disease. Also symptoms of (perforated) MU as acute abdominal pain,

vomiting, melaena and haematemesis were scored. Possible contributing

factors were identified. Results of medical and surgical treatment were

evaluated.

Main results: 419 patients underwent LRYGB. 26 (6.2 %) of them developed

marginal ulcer of which five (1.2%) presented with perforation. The use of non-

steroidal inflammatory drugs (NSAIDs), smoking and prednisolon- inhalation corti-

costeroids significantly contributed to the formation of MU. Five patients needed

reoperation for healing because of more complicated presentation. All other pa-

tients could be treated medically with proton pump inhibiotors sometimes together

with Ulcogant .

Conclusion: With the increasing use of bariatric surgery, the ulcerogenic

potential of the LRYGB becomes of greater concern. The use of nicotine and

NSAIDs must be stopped. The use of inhalation corticosteroids should be

minimized.

O.168 Comparison of Ghrelin Plasma Levels Between Pre and Post

Operatory Period in Patients Submitted to Gastric Plication

Associated with Fundoplication

PRESENTER: F. Ivano
1

Co-authors: A. Menacho1, L. Silva2, G. Seniski3, M. Chigueira4

1Hospital Sugisawa, Endoscopy and Surgery, Curitiba-Brazil
2Universidade Tuiuti do Paraná, Surgery, Curitiba-Brazil
3Universidade Tuiuti do Paraná, Pharmacy, Curitiba-Brazil
4Pontifı́cia Universidade Católica do Paraná, Medicine, Curitiba

Introduction: The recurrenceof thegastroesophageal refluxdisease (GERD)maybe

related to later postoperative weight gain, therefore increasing the chances of devel-

oping columnar metaplasia and cancer. The gastric plication associated with

fundoplication can be employed in order to be treating both issues. The aim was to
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evaluate the serum ghrelin hormone in preand postoperatively as well as

weight loss and control of reflux disease in patients undergoing gastroplicature

associated with fundoplication.

Method: We performed laparoscopic gastric plication with fundoplication in eight

patients; endoscopic examinationswereperformedpreoperatively andpostoperatively

as well as blood collection for ghrelin hormonal dosage.

Results: There was control of reflux symptoms and mucosal lesions.

Weight loss was significant. The change of the hormone ghrelin was not of

great significance.

Conclusions: Gastric plication associated with fundoplication was effective in

treating GERD with surgical indication and for weight loss in obese patients.

Appetite control occurres, but not due to ghrelin, because no significant

decrease of its plasmatic levels was observed.

O.169 A Comparison of Diabetes and Insulin Resolution After Roux-en-Y

Gastric Bypass and Sleeve Gastrectomy

PRESENTER: T. Zeni
1

Co-authors: S. Thompson1, A. Zeni2, J. Roberts1

1St. Mary Mercy Hospital Minimally Invasive and Bariatric Surgery Livonia-

United States
2St. John Surgery Gross Pointe, United States

Introduction: Bariatric surgery has been shown to be effective in resolving and

improving diabetes mellitus (DM) in many studies. This study investigates

resolution and reduction of insulin use in patients undergoing laparoscopic

Roux-en-Y gastric bypass (LRYGB) and sleeve gastrectomy (LSG).

Methods: A retrospective review of 1072 consecutive patients undergoing

LRYGB (746) or LSG (326) from October 2005 until December 2011 was done.

Results: DMwas present in 224(30%) of LRYGB and 62 (19%) of LSG patients. The

mean BMI was 47.7 (range 35.1-84), mean age was 46.6 (range 16–66), and 80%

were female. Ninety four (42%) of LRYGBand nine (14.5%) of LSGDMpatients were

on insulin. Themean insulin dosage was 128 units (range 18–350). Overall, 76.3% of

LRYGB and 77% of LSG resolved their DM. In patients who did not require insulin

preoperatively, 97% of LRYGB and 81% of LSG patients had resolution of their DM

(p<0.001). In patients whowere insulin dependent preoperatively, 48 (51%) patients of

LRYGB and 6 (67%) of LSG no longer required insulin (p=NS). In the remaining 50

patients (48%) whose DM improved the mean insulin dosage decreased from 119 +/

72 units to 29 +/27 units postoperatively (p<0.001).

Conclusion: LRYGB significantly resolves nearly all while LSG resolves greater

than 80% of patients who are only on oral diabeticmedications.More than 50% of

insulin dependent diabetics no longer require insulin after LRYGB or LSG. Of

those that still do require insulin there is a mean 75% reduction in insulin dosage

postoperatively.

O.170 Ileal Interposition with Diverted Sleeve Gastrectomy (II-D-SG)

Reduces Inflammatory Pathways in Type II Diabetes Mellitus

(T2DM) Obese Patients

PRESENTER: A. Rizzi
1

Co-authors: I. Tubazio1, A. Riva2, D. Miscagna2, M. Tarkowski2, S. Basilico’1,

C. Ferrari1, D. Foschi1

1Luigi Sacco University Hospital, General Surgery, Milan-Italy
2Luigi Sacco University Hospital, Infectious Diseases, Milan-Italy

Introduction: Obesity has emerged as a state of chronic low-grade inflammation

characterized by a progressive infiltration of immune cells, particularly macro-

phages, into obese adipose tissue. In early-obesity, M2 anti-inflammatory mac-

rophages acquire an M1 pro-inflammatory phenotype and exacerbate local in-

flammation promoting insulin resistance (IR), leading to T2DM. Sg-d-II reduces

body weight and improve glucose metabolism, but it is unknown if is able to

reduce inflammation and prevent cardiovascular complications.

Methods: 10 T2DM obese patients had SG-d-II and were compared to 34

healthy controls (HC) and 18 diabetic patients on chronic insulin treatment. All

the patients had blood tests for glycaemia, plasmatic insulin, HbA1c, C reac-

tive protein, and were also analyzed for CD38 and HLA-DR expression on

monocytes and CD8+ T cells by flowcytometry. For the same parameters

T2DM patients were evaluated before and 9 months after surgery,

Results: At time 0 all blood values were significantly higher in obese

diabetics in comparison to the control group (p<0,05). In the same

patients we observed a decrease in the glucotoxic mediated changes

measured by endocrine function tests. In regard to CD38 9 on mono-

cytes, baseline values in T2DM were high and comparable to DMIT and

were significantly higher than HC (p<0.001). CD38 expression markedly

and significantly reduced 9 months after surgery (p00.026).

Conclusions: II-d-SG is accompanied by amelioration of glucotoxicity in

obese diabetics patients and reduction in the expression of inflammatory

markers on monocytes in the majority of the patients. SG-d-II may

reduce cardiovascular complications by normalizing glucose metabolism

and significantly reducing immune activation.

O.171 Results of Mini Gastric Bypass: Dutch Experience from a High

Volume Centre

PRESENTER: J. Apers
1

Co-authors: M. Van Det1, M. Emous1, E. Totte1

1MCL Leeuwarden, Metabolic & Bariatric Surgery, Leeuwarden-The

Netherlands

Introduction: mini gastric bypass (MGB) is metabolic surgery with a contro-

versial character: New insight and recent data show there is actually no good

reason for this controversy, and results seem very promising, In 2010 we

introduced MGB in our hospital. Short term results were evaluated.

Methods: A prospective cohort of patients who underwent MGB between 2010

and 2012 were evaluated.

Results: Since 2009 more than 2000 bariatric procedures were performed in

our hospital: MGB is performed in 96 patients. Mean BMI was 41 kg/m2 (range

22–57) In 24 % the operation was performed as revisional procedure. Mean

operation time was 66 min. There was no mortality. Serious complications

occurred in 2%; no anastomotic leaks. Biliairy reflux occurred in 6% requiring

reintervention. This is higher than reported in literature and led to a critical

review of our technique. Having experience with RNYGBP, in initial implemen-

tation of this operation we created a too short pouch leading to biliairy reflux.

Adapting the technique to longer pouch, no patients reported biliairy reflux.

Mean follow-up was 15 months. At 1y mean EWL was 92%, mean TBWL 32%.

These results outperform our results of standard gastric bypass (RNYGBP)

and Sleeve Gastrectomy (SG) with mean 1 year EWL of 70%.

Conclusions: In our experience weight loss after MGB is better compared to

RNYGBP and SG.

We advise surgeons who are interested to learn this promising technique have

a proctoring guide by an experienced MGB surgeon before implementing

this technique.

O.172 Low Morbidity After Omega Loop Gastric Bypass: Experience

with 804 Patients (2006–2012)

PRESENTER: J. Chevallier
1

Co-authors: D. Moszkowicz1, M. Guenzi1, F. Zinzindohoue1, A. Berger1

1Hôpital Européen Georges Pompidou, Digestive Surgery, Paris-France

The omega loop bypass (MGB), is considered as efficient as the Roux-en-Y

(RYGB) but, with only one anastomosis, should result in significant less

complications.Between october 2006 and december 2012, 804 patients re-

ceived a MGB in our comprehensive obesity surgery center,with a mean age of

41,12 ± 14.61 years (17,5-62,4 ), a mean weight of 131.91 ± 23.96 kg (75–221),
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a mean BMI of 47,03 Kg / m 2 ± 7,07 ( 32,8-80,2 ). There has been two late

deaths (0,2%) : pulmonary embolism for a 67 year old lady and myocardial

infarction for a 63 year old man. Overall morbidity rate was 6% (N = 49).

23 moderate complications have been managed medically (2 abdominal ab-

scesses, 2 pulmonary embolisms,3 phlebitis, 1 bleeding, 15 ulcers). 26 com-

plications (3,2%) required reoperation (6 leaks, 2 abscesses,4 hernias,5 ob-

structions, 2 bleedins, 3 ulcers, 4 biliary reflux).

2 marginal ulcers led to a late peritonitis. 5 MGB (0,6%) were converted

in RYGB at 23,62 months ± 9,14 : one for ulcer, 4 for biliary reflux.

These patients were heavy smokers and their mean BMI reached then

25,77 ± 3,48 kg/m2. This study confirms an outstanding low morbidity

after MGB. Like after RYGB it is mandatory to detect marginal ulcers and

continue PPI on smokers. The rate of conversion to RYGB remains very

low, essentially for intractable bile reflux on patients having lost all their

excess weight.

O.173 The Mini-Gastric Bypass in Italy. Outcome from 974 Consecutive

Laparoscopic Procedures in a Multicentre Study

PRESENTER: M. Musella
1

Co-authors: A. Susa2, F. Greco3, M. De Luca4, E. Manno5, L. Piazza6

1"Federico II" University, Advanced Biomedical Sciences Dept. - General

Surgery, Naples-Italy
2"S. Maria Maddalena" Clinic, General Surgery, Rovigo-Italy
3"Castelli" Clinic, General and Bariatric Surgery, Bergamo-Italy
4Regional Hospital, General Surgery, Vicenza-Italy
5AORN "Cardarelli", General and Endocrine Surgery, Naples-Italy
6AORN "Garibaldi", General and Emergency Surgery, Catania-Italy

Introduction: Because of the failure of the “Old Mason Loop” the Mini-Gastric

Bypass (MGB) has been viewed with skepticism. Over the past 16 years a

growing number of authors from around the world have continued to report

excellent short and long term results with the MGB.

Materials and Methods: One university centre, three regional and two private

hospitals participated in this study. From July 2006 to December 2012, 475

male and 499 female patients (pts) (48.8% vs. 51.2%), underwent 974 lapa-

roscopic MGB. Mean age was 39.4, preoperative body mass index (BMI) was

48±4.58 kg/m2. Type 2 diabetes (T2DM) affected 224/974 pts. Major end-

points were to define both MGB safety and efficacy in the long term.

Results: Conversion rate to open was 1.2% (12/974), mortality was 2/974

patients (0.2%). Pre-operative morbidity was 54/974 (5.5%), and mean hospi-

tal stay (LOS) was 4.0±1.7 days. Late complications affected 73/974 pts

(7.4%). The majority 66/74 (89.1%) occurred within one year.

Bile reflux gastritis was symptomatic with endoscopic findings in 8/974 patients

(0.8%), acid peptic ulcers were reported in 14/974 (1.4%). At 60 months the

EWL% was 77 ± 5.1, T2DM remission 84.4% and resolution of hypertension

87.5%.

Conclusions: Other bariatric procedures have been recognized to have major

limitations. In spite of initial skepticism, this study, along with many other large

scale, long term similar studies from around the world (Taiwan, USA, France,

Spain, India, Lebanon and others) demonstrates the MGB to be a short,

simple, low risk, effective and durable bariatric procedure.

O.174 Mini-Gastric Bypass as Primary Procedure in Super-Obesity Early

Results from Germany

PRESENTER: K. Rheinwalt
1

Co-authors: S. Kolec1, A. Plamper1

1St. Franziskus Hospital, Bariatric and Metabolic Surgery, Cologne-Germany

Introduction: Despite widespread prejudices against Mini gastric bypass (MGB)

inGermany we introducedMGB as procedure of choice for super-obese patients

with BMI > 50 since November 2011. We report our early results.

Method: Depending on BMI we established the following therapeutic algorithm

concerning the selection of primary bariatric procedure: RYGB for BMI < 50,

MGB for BMI 50 to 60 (65), Sleeve gastrectomy as a first step procedure for

BMI > 60 (resp.65, depending on fat distribution type). Peri– and postoperative

data were collected prospectively, consecutively eveluated and compared with

the data from the literature.

Results: 41 super-obese patients (30 females, 11 males) with mean BMI of

55,1 kg/qm (50,0 to 62,7) had laparoscopic MGB (LMGB) from November

2011 to March 2013. Mean body weight was 156,8 kg (120,0 to 210,0).

Depending on BMI, the bypass length was between 200 and 350 cm (mean

264,6 cm). There were no conversions to open bypass or to other procedures.

Mean operation time was 79,9 minutes (45 to 150), mean hospital stay 4,5

days (3 to 10). There were two perioperative complications (postoperative

hemorrhage demanding re-laparoscopy on day 0 and one viral respiratory

infection). Follow-up intervals were routinely 3 monthly in the 1st year and

then yearly later-on. Mean excess weight loss at 6 months was 53,5 % .

Conclusion: LMGB appears as an effective and feasible procedure especially

in super-obese patients with BMI>50 in whom it seems to us the better

alternative to sleeve gastrectomy. Long-term results must be evaluated.

O.175 Volumetric Evaluation by Postoperative Gastroscanner:

Prospective Study with 156 Patients Operated with Mini-

Gastric Bypass

PRESENTER: M. Blanchet
1

Co-authors: V. Frering1, E. Fontaumard1, B. Gignoux1, Y. Billaud2, L. Henry2

1Clinique Sauvegarde, Surgery, Lyon-France
2Clinique Sauvegarde, Radiology, Lyon-France

Introduction: The aim of this study was to assess the pouch volume after mini-

gastric bypass (MGB) to improve the long term follow-up with these patients.

Methods: From January 2011 to March 2012, 156 patients were operated with

a MGB. Out of them, 103 had a previous bariatric surgery. Gastroscanner was

done 1 month after the MGB. They were divided in two groups related with the

existence or not of previous bariatric surgery. Volume of the gastric pouch and

size of the anastomosis were compared in term of weight loss. We used

excess of BMI lost (%EBL). T test of Student was used (p<0,05 being regarded

as significant).

Results: Mean follow-up was 349 days. The gastroscanner could not be done

in 13 cases. Five patients out of the 143 (3%) did not tolerate the examination.

Mean gastric pouch volume was 64 ml +32 (20–200). Mean size of the gastro-

jejunal anastomosis was of 19.9 mm +7 (9–30). The gastric pouch volume was

larger in previous bariatric surgery group (p=0,015), whereas there were no

statistical difference between the two groups regarding the mean size of

gastro-jejunal anastomosis. Mean %EBL was 84% + 48 (14–327). There were

no significant difference with the % EBL between the two groups (p=0,26).

Conclusion: Gastric pouch volume does not interfere on the weight loss. This

study require a longer-term evaluation.

O.176 Mini Gastric Bypass Vs Laparoscopic Sleeve Gastrectomy; a 5

Year Follow Up

PRESENTER: K. Kular
1

Co-author: N. Manchanda1

1Kular College & Hospital, Bariatric Surgery, Ludhiana-India

Introduction: Laparoscopic sleeve gastrectomy (LSG) is being commonly

used as a primary procedure for weight loss .Few studies have compared

Roux-n-Y gastric bypass to LSG. The objective of this study was to compare

the results of LSG with Laparoscopic Mini Gastric Bypass (MGB) up to 5 years

postoperatively.

Methods: Prospectively collected bariatric database of 104 MGB and 118 LSG

patients operated till march 2008 at our institute was retrospectively reviewed.
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Factors like excess weight loss, weight regain , revision rate and the compli-

cations were compared between the LSG and MGB.

Results: Follow-up was achieved in 72 MGB versus 76 LSG patients up to

year 5. The average % excess weight loss (EWL) for MGB versus LSG was

63.1 % versus 69 % at 1 year , 71.6 % versus 66.2 % at 2 years , and 68 %

versus 51.2 % at 5 years respectively. Revision was done in 1 MGB patients

for weight regain & 16 LSG patients (13 for weight regain and 3 for acid reflux ).

There was no mortality or leak in either group. Bile reflux was seen in 2 MGB

and new onset acid reflux was seen in 18 LSG patients. Dilation of the

stomach pouch was significantly less in MGB (20%) than LSG (80%) at 5

years, as seen on barium meal.

Conclusion: Weight loss is similar in MGB and LSG in first two years, after

which the LSG dilates more than MGB which may cause higher weight regain.

LSG shows higher acid reflux, so should be carefully chosen in patients with

pre-existing acid reflux disease.

O.177 Gastric Bypass: Primary, Revisional or After Balloon-What are the

Differences?

PRESENTER: G. Faria
1

Co-authors: F. Goncalves2, A. Gouveia2, J. Barbosa2, S. Carneiro2, E. Costa2,

J. Preto2, J. Costa Maia2

1Faculty of Medicine - University of Porto, Surgery, Porto-Portugal
2Sao Joao Medical Center, Surgery, Porto-Portugal

Introduction: Roux-en-Y Gastric Bypass (RYGB) is the Gold-standard tech-

nique for the treatment of obesity. Besides being used as primary technique, it

is also widely used after failed gastric banding and sometimes after temporary

intra-gastric balloon. It is not yet clear if the results are the same in each

situation. The objective of this report is to compare the results of RYGB as

primary (P), revisional (R) or after balloon (B).

Methods: Prospective cohort of 232 consecutive patients that underwent

RYGB between January 2009 and December 2011. Clinical and biochemical

follow-up for 12 months after surgery.

Results: Most RYGB were primary (232), 9 were revisional and 19 after

balloon. Mean age was 39 years and most patients (88.8%) were female.

Mean BMI was 45.8. There were no significant differences between groups for

age (p=0.34), gender (p=0.8), metabolic syndrome (p=0.4) or post-operative

complications (p=0.57). At 6 and 12 months there was lower %EWL for

revisional surgery and after balloon (12 months BMI: 29.5 P; vs 33.1 R vs

34.1 B; p<0.001). By multivariable linear regression, pre-operative BMI

(p<0.001), age (p=0.01) and type of surgery (p=0.001) were independently

related with 12 months BMI.

Conclusion: Primary RYGB is superior to revisional surgery in terms of weight

loss. However, revisional surgery stills accounts for a significant weight loss

and co-morbidities resolution. These differences still require a technical or

physiological explanation such that further studies are required.

O.178 Mini-Duodenal Switch: Single Anastomosis Duodenal-Jejunal

Bypass with Sleeve Gastrectomy: a Novel Metabolic Surgery

PRESENTER: W. Lee
1

Co-authors: J. Chen1, K. Ser1, J. Tsou1, Y. Lee1

1Min-Sheng General Hospital, National Taiwan University, Surgery, Taoyuan-

Taiwan

Background: Biliopancreatic diversion (BPD) or duodenal switch is more ef-

fective than other bariatric surgeries in weight reduction and diabetes remis-

sion. However, many side-effects exist.

Methods: Twenty obese patients with diabetes underwent our novel proce-

dure, laparoscopic single anastomosis duodeno-jejunal bypass with sleeve

gastrectomy (mini DS), and were followed for 1 to 6 months. Operative

complication, weight loss and DM remission were followed.

Results: The series consisted of 9 males and 11 females, with an average of

43.3 ± 9.6 years (from 26 to 61) and the mean BMI was 36.5 ± 5.1 (from 28 to

50.9). The mean duration of DM was 6.0 ± 5.2 years and mean HbA1C was

9.9 ± 2.2%. The mean operative time was 193 ± 43.2 minutes (from 165 to

255). All procedures were performed by laparoscopic surgery. None of them

had major peri-operative complication. Three patients (15%) were readmitted

in 30 days postoperatively due to severe nausea but required supportive

treatment only. At follow-up, the weight loss was 15.1%, 20.3% and 21.5%

and mean HbA1C decreased to 7.9%, 6.5% and 6.2% at 1, 3 and 6 months.

Conclusions: Laparoscopic mini-DS appears to be an ideal metabolic surgery

for treating obese diabetes patients.

O.179 Effects of Ileal Interposition with diverted Sleeve Gastrectomy (II-

d-SG) on Type 2 Diabetes Mellitus (T2DM) Obese Patients: The

Role of Ileal Interposed Loop Length

PRESENTER: A. Rizzi
1

Co-authors: I. Tubazio1, C. Ferrari1, S. Basilico’1, D. Foschi1

1Luigi Sacco University Hospital, General Surgery, Milan-Italy

Introduction: Ileal interposition with duodenal exclusion and sleeve gastrecto-

my, has been proposed as a very effective operation to control glycaemic

metabolism in obese diabetic patients. The length of the ileal limbs varies in

the experiences of De Paula, Goel, Tinoco, Kota, Ugale and Alper.

Methods: In our experience we used jejunal transposed limb varying the length

from 100 to 170 cm, according to the glycaemia level. There were 4 patients

with limb < 100 cm, 35 patients with a length from 100 to 150 cm and 11

patients with more than 150 cm. All the patients were followed up at 1, 3, 6 and

12 months. Clinical assessment and blood tests were used to evaluate the

incidence of side effects, malabsorption (steatorrhoea),changes in glucose

metabolism and glycated haemoglobin.

Results: All patients had full resolution of T2DM. Patients with less than 1

meter interposition never had steatorrhoea, patients with limb > 150 cm. had

mild steatorrhoea. Some degree of malabsorption was present in patients with

a jejunal limb between 100 and 150 cm.

Conclusions: Ileal interposition length is the crucial factor for the classification

of II-d-SG in malabsorptive surgery. When the limb was shorter than 100 cm,

the operation was fully incretinic without malabsorptive effects.

O.180 Long Term, Multiple Intragastric Balloon (BIB) Treatment: A New

Strategy to Treat Morbid Obese Patients Refusing Surgery.

Prospective Study with 5 Years of Follow-up

PRESENTER: A. Genco
1

Co-authors: R. Maselli2, F. Frangella2, M. Cipriano1, M. Lorenzo3, G. Casella1,

N. Basso2, A. Redler1

1Sapienza University Department of Surgical Sciences, Rome-Italy
2Sapienza University Laparoscopic Surgical Department, Rome-Italy
3ASL NA5 UOML Naples-Italy

Background: Obesity is an increasing health problem. Dietary intervention

often fails in the medium long-term and surgery is the gold standard treatment.

Intragastric balloon is a valuable treatment in short-term and multiple balloon

treatment has been demonstrated to be effective in the medium period. Aim of

this study was to investigate the efficacy of multiple balloon treatment in long

term (6 years) in terms of weight loss, influence on comorbidities and quality of

life in patients refusing surgery.

Material and Methods: 83 patients (19M/64F, mean age 37.4, mean BMI 43.7)

with BMI >40, good candidates for surgery but refusing it, were enrolled in a

prospective study involving multiple balloon placement. After removing the first

BIB, a second balloon was placed if the patients had regained 50% of the

weight lost with previous balloon. Weight and comorbidities parameters and

quality of life test (SF-12) were recorded until a follow-up of 76 months.
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Results: All patients experienced a second balloon placement; 18pts placed a

third device and only 1 patient the fourth. At 76 months follow-up mean BMI was

37.59 Kg/m2 (p=0.0008). Significant difference was recorded between

comorbidities at baseline (80%of the patients) and follow-up (30%of the patients)

(p=0.02), and SF-12 in the follow-up corresponded to significantly better scores

than those at baseline (p < 0.001).

Conclusion: Multiple BIB, in patients refusing surgery, is the recommended

treatment to achieve a good weight loss, a better control of comorbidities and

better quality of life than baseline.

O.181 Comparison of the Air-Filled and Liquid-Filled Balloons in Terms

of Efficacy, Adverse Reactions and Tolerance

PRESENTER: C. Erdogan
1

Co-authors: I. Sakcak1, S. Bostanoglu1, A. Bostanoglu1, E. Hamamci1,

B. Yildiz1, B. Demiriz1, M. Tez1, F. Avsar1

1Ankara Numune Research and Education Hospital, General Surgery Ankara-

Turkey

Introductions: Liquid-filled or air-filled balloons are the options for

intragastric balloon replacement operation. The aim of our study is to

compare the efficacy, adverse reactions and patient tolerance for both of

these options.

Materials and methods: Overweight patients with body mass index lower than

35 kg/m2 or with the indication for bariatric surgery were enrolled within this

study for intragastric balloon replacement. Liquid-balloon was used for 22

patients and air-filled balloon was used for 27 patients. Loss of weight, per-

centage of weight loss, intolerance and changes of the previous co morbidities

were compared between these patient groups.

Results: Forty-nine patients who underwent intragastric balloon replacement

between November 2010 and March 2013 in Ankara Numune Training and

Research Hospital. The median weight and BMI for patients in the liquid-filled

balloon group was 109.2±14.1, 36.1±5.5, the median weight and BMI in the

air-filled balloon group was 107.7±17.1 and 36.9±5.9, respectively. After the

removal of the balloons ; the weight and the BMI of the patients were in the

liquid –filled group ; 90.4±14.2 and 30.9±3.5, in the air- filled group 90.8±15.1

,and 31.9±4.5( p=0.984, p=0.435 respectively). The most common side effect

was epigastric pain in the liquid-filled balloon group (p=0.022).There was no

significant difference for the alterations of previous co morbidities between the

two groups.

Conclusion: We claim that on behalf of weight loss there is no difference

between the two groups; air-filled balloon may cause less epigastric pain than

liquid-filled balloon.

O.182 Report of a New Type of Complication with the Use of Intragastric

Balloon (BIB System) in the Treatment of Obesity

PRESENTER: A. Veneziani
1

1Catholic University, Surgery, Rome-Italy

Background: The Intragastric Balloon (BIB System) together with restrict-

ed diet has been successful used for the treatment of obesity. His use is

well established as a help in moderate obesity (BMI >30 < 35) as single

procedure, or for “sequential” treatment to evaluate the compliance of the

Patient to maintain a restricted food habit behavior. All the studies re-

ports a fairly constant rate (5%) of “intolerance” toward the prostesis at a

variable time after the positioning with various degree of vomiting. In the

most cases the Patients has the balloon removed. No reason has been

found to explain this “intolerance”. We describe a reason could explain at

least a part of those cases.

Patients: A single Centre, single Operator treated with BIB between 2002 and

2012 a total of 352 Patients, age 18 – 71 250 were Female, wile 102 Man with

a BMI ranging from 30 to 62. According to the factory instructions all BIB were

extracted after a 6 months time. All the balloons were inflated at 600 cc of

saline with methylen bleu. There were no majors complications like intestinal

occlusion or gastric laceration. 5 Pts had the balloon removed due to its

spontaneous desuflation, 10 were treated medically for epigastric pain while

2 had a nasogastric tube inserted to deflate a acutely dilatated stomach. 15

Patients (4.2 %) suffered of incoercible vomiting and had the balloon removed.

Discussion: On those “intolerant” Patients a plain abdomen radiogram was

obtained before the removal of the prosteis discovering a gas–liquid level

within the balloon, reaching in some cases more of the equator, so doubling

the size of the balloon. After a first occasional finding all the Pts suffering of

uncommon vomit were studied, discovering various degree of gas inside the

BIB. The communications will explain and discuss clinical finding, reasons and

operative guide lines in the managing of this complication.

O.183 Operative and Short-Term Clinical Outcomes of Hand-Sewn

Versus Linear Stapled Gastric Bypass for Morbid Obesity:

Results from Two Tertiary Referral Bariatric Centres

PRESENTER: S. Awad
1

Co-authors: R. Aguilo2, S. Mukherjee2, S. Agrawal2, J. Ahmed1

1Royal Derby Hospital, Department of Bariatric and Upper Gastrointestinal

Surgery, Derby-United Kingdom
2Homerton University Hospital, Bariatric Surgery Unit, London-United

Kingdom

Background: In laparoscopic Roux-en-Y gastric bypass (LRYGB) the gastro-

jejunal (GJ) anastomosis may be performed using linear stapled (LSA) or

completely hand-sewn (HSA) techniques. This comparative study aimed to

examine operative & short-term clinical outcomes of both techniques,

performed by 2 Bariatric Surgeons at two tertiary referral Bariatric Centres.

Methods: Data on consecutive primary LRYGB were prospectively collected

over 20-months.

One Centre had an established LRYGB service; the other newly developed

this service. Data collected included patient demographics, co-morbidities,

morbidity, mortality, length of stay (LOS), re-operations & excess weight loss

(EWL). Data are Mean±SD.

Results: In total 365 LRYGB were studied during the study period.

LSA HSA p-value

Number 144 221

Age, yrs 46±10 47±10 0.17

BMI, kg/m2 48±5 54±7 <0.001

Female 76% 71% 0.23

Hypertension 53% 44% 0.09

Diabetes Mellitus 50% 37% 0.02

Sleep Apnoea 38% 25% 0.01

Operative time, min 171±30 124±28 <0.001

Morbidity 4 13 0.21

Reoperations 6 8 0.79

Mortality 0 0 -

Anastomotic leak 0 0 -

GJ stricture 0 2 0.52

LOS, days 2.4±0.9 2.3±1.5 0.22

6-month EWL, % 50±20 54±14% 0.17

12-months EWL, % 70±18 71±19% 0.76

Conclusion: Both LSA and HSA in LRYGB may be performed safely with no

significant differences in morbidity, mortality, reoperations, LOS, or stricture

rates. There were comparable short-term EWL with both techniques.
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O.184 Laporoscopic Conversion of Gastric Banding into Roux-en-Y

Gastric Bypass

PRESENTER: A. Iannelli
1

Co-authors: A. Schneck1, F. Martini1, J. Gugenheim1

1Service de Chirurgie Digesitve et Transplantation Hépatique, Hôpital Archet

2, Nice-France

Background: Laparoscopic adjustable gastric banding (LAGB) for the treat-

ment of obese patients has become increasingly popular. The Problem of

revision of failed GB procedures is a common situation. The conversion into

Roux-en-Y gastric bypass (RYGBP) is the procedure of choice. We report our

series of 100 patients.

Methods: Data on obese patients with failed LABG converted to LRYGBP

were extracted from a prospective held database. The indications for conver-

sion to RYGBP were primary inadequate weight loss or secondary weight

regain, pouch enlargement, gastro oesophageal reflux disease/vomiting, band

migration and peritonitis in 65, 14, 11, 8 and 2 patients respectively. The

removal of the band was done at the same time or before the LRYGBP.

Results: From March 1999 to December 2012, 100 patients underwent the

conversion into LRYGBP. The male to female ratio was 89:11 with a mean age

of 44 years. Mean initial BMI was 42.1 kg/m2. There were 69 comorbid

conditions in 40 patients. The RYGBP was performed laparoscopically in 92

cases, conversion to laparotomy was performed in 11 cases. At a mean follow-

up of 55.3 months, the mean BMI and excess weight loss were respectively

29.8 kg/m2 and 59 %. Blood tension normalized in 12 patients and improved in

3, diabetes normalized in 9 patients and improved in 2, and sleep apnoea

normalized in 9 patients. There were 9 early and 13 late complications.

Conclusion: The conversion of failed LAGB into LRYGBP is feasible, safe and

effective for the treatment of obese patients, but the complication rate is higher.

O. 185 Conversion of Gastric Banding to Roux-En-Y Gastric Bypass is

Feasible and Safe in a Single-Step Procedure: A Single Centre

Study of 559 Patients

PRESENTER: B. Defoort
1

Co-authors: B. Dillemans1, C. Vercauteren1, S. Vandenhaute1, D. Van Der

Fraenen1, S. Van Cauwenberge1

1AZ St-Jan AV, General, Vascular, Paediatric Surgery, Bruges-Belgium

Aim: To achieve additional weight loss or to resolve band-related problems, a

laparoscopic adjustable gastric banding (LAGB) can be converted to Roux-en-

Y gastric bypass (RYGB). With this study the outcome in terms of the early

mortality and morbidity is determined and the safety of a single-step procedure

compared with a two-step procedure is evaluated.

Methods: A prospectively maintained database from October 2004 to

December 2012 was retrospectively reviewed. Only 559 patients with the

gastric banding still in situ, were included. Either a single-step procedure

(LABG removal combined with RYGB) or a two-step procedure (LABG removal

followed by RYGB in a second procedure) was performed.

Results: In 423 patients (75.7%) a single-step procedure was performed. In

2011 and 2012, this single-step procedure was achieved in 91,9%.

No mortality or anastomotic leakage was observed. Only 34 patients (6,1%)

had a 30-day complication: most commonly hemorrhage (2.9%) and iatrogenic

perforation of small bowel in one patient. There was no significant difference in

complications between the single-step and two-step patients.

Conclusion: Converting a LABG to RYGB can be performed with a very low

morbidity and zero-mortality in a high-volume revisional bariatric centre. These

excellent results can be explained by the full-standardized surgical technique,

the meticulous dissection and construction of the gastric pouch and the gastro-

enterostomy and the tailored approach for a one or two step procedure. In due

course, there was a significant increase in performing the conversion from

LABG to RYGB single-staged, according to an important learning curve with a

comparable complication-rate.

O.186 Banded Micropouch Roux-en-Y gastric Bypass as a Revisional

Bariatric Procedure

PRESENTER: K. Gawdat
1

Co-authors: A. Osman1, B. AlShayeb1

1Ain Shams School of Medicine, General Surgery, Cairo-Egypt1

Introduction: Bariatric procedures have variable success and Failure rates.

Revisional bariatric surgery is an important part of the bariatric surgery prac-

tice. Revisional bariatric procedures are complex with higher morbidity.

Laparoscopic Banded micro-pouch Roux-en Y gastric bypass (LBMRYGB)

gave excellent weight loss outcome in our primary patients.

Aim of Work: a prospective study evaluating the use of BMRYGB as a

revisional bariatric procedure in cases of failed primary procedures.

Methods: From April 2004, 289 patients had a LBMRYGB as a reivisional

bariatric procedure. 86 % were females mean age 34 years, 104 patients

(36%) had a previous gastric banding, 93 patients had a vertical banded

gastroplasty (32%), 26 patients (9%) had a Roux-enY-gastric bypass 35

patients (12.2%) had a sleeve gasterectomy. 31 patients (10.8%) had multiple

previous procedures.

Results: 25 patients had postoperative leaks (8.6%), 3 patients had pulmonary

embolism (1%), 2 patients had pneumonia (0.7%). GIT bleeding in 2 patients

(0.7%).4 patients died (1.4%) mortality. Late complications were band erosion

in 3 patients (1%), excessive weight loss in 5 patients (1.7%). Postoperative

weight loss was 76% EBWL at 18 months. 72% EBWL at 36 months, 69%

EBWL at 5 years and 66% at 10 years.

Conclusion: LBMRYGB gives excellent and durable weight loss as a revisional

bariatric. Complication rates are higher than the primary group but similar to

reviosional surgery literature. Good primary and secondary procedure choice

remains very essential to reduce treatment failures.

O.187 Transgastric Intraabdominal Gastro-Jejunostomy with Two Different

25 mm Circular Staplers – A Comparative Randomized Study

PRESENTER: K. Miller
1

1Hallein Clinic, Surgical Department, Hallein-Austria

Background: Laparoscopic Roux-en-Y astric bypass (LRYGB) with circular

stapling technique has been established as a safe and effective procedure

for morbid obesity management. The aim of the study was to compare a new

circular stapling device with a standard device used since 2001.

Material and Methods: One hundred forty seven consecutive circular stapled

gastro intragastric-intraabdominal jejunostomies with two different circular

stapler were studied in a prospective procedure. The randomisation was done

related to different days. The new device namely the 25 ECS (Touchstone Ltd)

was compared with the 25 ILS (Ethicon Endosurgery) – the data collection was

performed prospectively in a standardized protocol (developed by the Austrian

Society for Obesity- and Metabolic Surgery in 2002). Endpoint of the study

was the clinical outcome, the handling and safety of the anastomosis. Within a

standardized follow-up program all patients were seen minimum twice within

one year and a routine barium test was performed after 3 and 12 months in all

patients.

Results: Between October 2011 and January 2013 we performed 71 LRYGB

with the 25 ECS and 77 LRYGB with the 25 ILS. No anastomotic leak was

observed in both groups. The overall anastomotic complication rate was 6,1%,

9/147. Nine patients underwent an endoscopy due to food intolerance, upper

abdominal pain and or bleeding. Five patients (3,4%) were identified with GJ

stricture and received at least one endoscopic dilatation. Three Patients (2%)

developed an anastomotic ulcer and one patient in the ILS group had an

anastomotic bleeding receiving endoscopic adrenalin injection. There was no

significant difference in overall complications between the two groups (6,4%

for the ILS vs 5,6% for the ECS, p=0,867, respectively). The barium test

showed no difference in radiological measured diameter of the anastomosis

after 3 and 12 months (23 vs 24 mm, p= 0,921)
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Conclusion: LRYGB with transgastric intraabdominal gastro-jejunostomy is a

safe technique with a low anastomotic complication rate. New circular stapling

devices such as the 25 ECS are safe and showed no differences with

established products.

O.188 Functional Roux-En-Y Gastric Bypass with Outlet Conservation:

Outcome of a New Laparoscopic Technique
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Introduction: Roux-en-Y Gastric Bypass is one of the most commonly

performed bariatric operations, but its main disadvantage is the impossibility

to investigate the gastric remnant, duodenum and biliary tree in case of

bleeding or malignancy. We report our experience with a modified technique

that allows the endoscopic exam of these sites.

Methods: functional Roux-en-Y Gastric Bypass with outlet conservation cre-

ates a narrow passage between the gastric pouch and the excluded stomach,

which has the gauge of an endoscope, and is encircled with a Gore-Tex band

to prevent dilatation. 87 patients, 63 F and 24 M, were submitted to this

operation. Mean follow-up is 2 years. Follow-up rate is 90%. Mean operative

time 210 minutes. An endoscopy was done after 1 year to examine the gastric

remnant through the outlet.

Results: All operations were done laparoscopically except 6, converted to

laparotomy. At 1 year mean BMI decreased from 43.1±5.9 Kg/m2 to 32.3

±5.2, at 2 years to 31.4±5.3 and %EWL was 59.5±18.1. Diabetes improved

or healed in 67% of cases, hypertension in 35.7%,sleep apnea syndrome in

60%. Complications: one bleeding from jejuno-jejunostomy on 8th day was

treated endoscopically thanks to the possibility to pass the outlet and reach the

anastomosis. Two jejunal perforations, one on 5th day and the other after 2

months, required laparotomic revision. It was always possible to investigate

the excluded stomach by endoscopy.

Conclusion: though requiring longer operative times, in our experience this

modified technique compares favourably to the traditional Roux-en-Y Gastric

Bypass for outcome and complications.

O.189 Antecolic versus Retrocolic Gastric Bypass Surgery for Obesity:

A Meta-analysis and Systematic Review of the Literature

PRESENTER: J. Nehme
1

Co-authors: A. Chow1, M. Lo1, S. Hakky1, A. Ahmed1,S. Purkayastha1

1Imperial College, Surgery and Cancer, London-United Kingdom

Introduction: The most commonly preformed operation for obesity is the

laparoscopic Roux-en Y gastric bypass (LRYGB). There are two principle

variations of LRYGB, antecolic and retrocolic, depending on the orientation

of the Roux limb. The aim of this study is to compare clinical and technical

outcomes between retrocolic and antecolic LRYGB procedures.

Methods: An electronic search of PubMed, MEDLINE, Ovid, Embase and

Google Scholar was performed utilizing keywords/ phrases agreed in con-

sensus by all authors. Relevant articles were assessed by two independent

reviewers. Comparative studies (randomised and non-randomised control

trials) of antecolic and retrocolic gastric bypass surgery for obesity were

included. Individual case series of antecolic and retrocolic techniques were

also identified and assessed. Inclusion and exclusion criteria were clearly

outlined in advance. Data on technical and clinical outcomes was extracted

and tabulated by both investigators. Outcomes of interest included techni-

cal operative endpoints and post-operative complications.

Results: A total of 12 studies including one RCTwere identified. Meta-analysis

demonstrated a significant reduction in post-operative small bowel obstruction

associated with the antecolic technique (RR 0.33, 95% CI 0.23 – 0.47, fixed

effects analysis). Incidence of internal herniation was also significantly re-

duced in the antecolic patient groups (RR 0.55, 95%CI 0.37 – 0.81, fixed

effects analysis), as was overall operative time (WMD 16.39 minutes, 95%CI

22.25 to 10.53, fixed effects analysis).

Conclusions: This study suggests that antecolic LRYGB surgery is associated

with a reduction in postoperative small bowel obstruction and faster operative

times. Large randomized controlled trials are required to investigate this

relationship further.

O.190 Results of Roux-en-Y Gastric Bypass (RYGBP) in Patients Aged 55

or More are at Least as Good as in Younger Patients
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Background: Bariatric surgery is often considered to be less effective and

more risky in older patients because their degeral state of health is poorer

and because they have more difficulties to make the necessary modifications

in their lifestyle.

Methods: Our prospectively maintained database was reviewed and results of

RYGBP performed as a primary procedure were compared between patients

55 years of age or older and younger patients.

Results: A total of 165 patients aged 55 years or more were compared to 1265

younger patients. Teh mean age differed by 20 years (38,6 versus 59 years).

Older patients had significantly more comorbidities, but the mean initial BMI

was similar at 45,6 kg/m2. Overall operative morbidity (10 versus 9,1 %), major

morbidity (2,7 versus 2,4 %) and mortality (0,8 versus 0 %) were similar.

Results at 5 years did not didder significantly with respect to excess BMI

loss (EBMIL) (72,9 versus 70,9 %) or total body weight loss (31,9 versus

31,4 %). At 8 years, there was a tendency for even better results in older

patients: EBMIL 68,4 versus 64,2 %, BMI 32,6 versus 33,2 kg/m2.

Improvement in metabolic comorbidities was important in both group, with

no significant difference except that more older patients remained with

glucose intolerance/diabetes at five years.

Conclusions: RYGBP can safely be recommendedin patients aged 55 or more

despite currentrecommendations, many of them cautioning against offering

such treatment or against insurance coverage in the older patient group.

O.191 Tensile Strength After Closure of Mesenteric Gaps in Laparoscopic

Gastric Bypass: Three Techniques Tested in a Porcine Model

PRESENTER: H. Jacobsen
1

Co-authors: J. Dalenbäck2, M. Ekelund3, H. Gislason1, J. Hedenbro4

1Aleris Obesity, Aleris Obesity, Lund-Sweden
2University, Gastrosurgical Research, Gothenburg-Sweden
3Lund University, Surgery, Lund-Sweden
4IKVL Lund University, Aleris Obesity, Lund-Sweden

Background: Internal hernias occur frequently after laparoscopic gastric

bypass. We have found no data in Pubmed or Google Scholar on the relative

strength of the various techniques available for closing these defects. The present

study was performed to obtain such data in order to form a theoretical basis for

clinical studies.
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Material and methods: Six piglets were operated laparoscopically and four

loops of small bowel created. These mesenteric gaps were closed over a

distance of 40 mm using I/ running 2–0 Ethibond suture, II/ Endohernia stapler

III/ fibrin glue (Tisseel) and IV/ controls where the mesenteric surfaces were

rubbed with a sponge and approximated without further intervention.

After 6 weeks the different segments of the mesentery were excised. The

tensile strength was measured using continuously increased traction until the

closure ruptured. Ordinary mesentery served as control. The breaking tension

and total amount of energy transferred to tissue were registered.

Results: Control areas with rubbed areas developed no adhesions. Suture and

staple lines contracted by 30% in length, whereas the fibrin glued lines were

even shorter. Median tensile strength was greatest for sutured lines (14 293

mN) and stapled lines (10 798 mN). Fibrin glued lines were significantly

weaker (6 780 mN; p=0.013 and p=0.026), but as strong as ordinary mesen-

tery (4 165 mN).

Conclusion: If on-going controlled randomized trials show closure to be ben-

eficial, further studies should include staples as one of the options for closure

of mesenteric defects. The role of fibrin glue needs to be further investigated.

O.192 Surgical Treatment for Type 2 Diabetes Mellitus in Patients with

Preoperative BMI Less Than 35 kg / m
2. Safety and Efficacy with

Roux-en-Y Gastric Bypass
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Introduction: In recent years different surgical procedures have emerged for

the treatment of type 2 diabetes mellitus (T2DM) in mild obese patients. The

aim of this study is to evaluate the results of laparoscopic Roux-en-Y gastric

bypass (LRYGB) in T2DM patients with BMI <35 kg/m2.

Method: Retrospective cohort study of patients with T2DM who underwent

LRYGB at our institution from July 2002 to March 2012. Follow-up was made

according to the T2DM remission criteria of the American Diabetes Association.

Results: One hundred and thirty one patients with T2DM and BMI <35 kg/m2

were included in this study. Sixty two percent were women, median age was 49.5

years (27–67) and median preoperative BMI was 32.7 kg/m2 (IQR 31.4-34.1).

Comorbidities were T2DM 100%, fatty liver 68.9%, hypertension 60.6%,

dyslipidemia 57.6% and hypothyroidism 17.4%. Themost frequent complications

were upper gastrointestinal bleeding 3.7%, gastrojejunal stenosis 1.5% and

hematoma 1.5%. No mortality was reported in the series. Complete and partial

T2DM remission was achieved in 56% and 14.7% of the patients respectively at a

median follow-up of 24month (3–120).When stratified by preoperative treatment,

the total and partial remission rate for patients using 1 or less oral hypoglycemic

drug (OHD) was 75% and 12%, 5%, for 2 OHD 71.4% and 7.1%, for 3 OHD

66.7% and 0% and for insulin 13% and 20% respectively.

Conclusion: LRYGB is a safe and effective treatment for T2DM and mild

obesity. Patients with 1 or less OHD had better outcomes than those requiring

3 OHD or insulin.

O.193 Revision of Gastric Bypass for Failed Weight Loss by Shortening of

the Common Channel Improves Foregut and Hindgut Metabolic

Response
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Introduction: The response to Roux-en-Y gastric bypass (RYGB) includes

a change in foregut (glucose dependent insulinotropic peptide, GIP) and

hindgut (glucagon-like peptide-1, GLP-1, and peptide YY, PYY) levels

which are thought to affect satiety and energy metabolism. Shortening

of the common channel as a revisional procedure for failed weight loss

has had some success although the mechanisms of the weight loss are

unknown. We examined the metabolic response induced by shortening of

the common channel.

Method: 5 patients with <40% excess weight loss approximately 6.3 years

after RYGB underwent shortening of the common channel by 50-75%, but no

less than 120 cm from the ileocecal valve. Subjects received a 3-hour, 250-ml,

mixed meal challenge (400 kcal, 50% carb, 15% protein, 35% fat) before and

3-months after revision. Statistical comparisons of foregut and hindgut hor-

mones were completed by paired t-test.

Results: All patients lost weight at the 3-month interval. Excess weight loss

increased from 26.5±9.4 to 40.6±7.5%; p=0.017. Revision resulted in a reduc-

tion of GIP AUC of 25±15%; p=0.032. Conversely, the AUC of hindgut GLP-1

and PYYAUC were increased 26±23%; p=0.042 and 36±41%; p=0.074. There

did not appear to be a correlation between common channel length and weight

loss or hormone response.

Conclusion: Shortening of the common channel in patients with poor response

to RYGB results in significant weight loss and improvement of key foregut and

hindgut hormones thought to mediate the metabolic effects of RYGB. To our

knowledge, this is the first study to identify a metabolic response to any

revisional procedure.

O.194 Preoperative Diets Before Bariatric Surgery: A Randomized,

Single-Blinded, Non-Inferiority Trial

PRESENTER: R. Schouten
1

Co-authors: I. van der Kaaden1, G. Van ’t Hof1, P. Feskens1

1Bariatric Centre Lievensberg Hospital, Metabolic & Bariatric Surgery, Bergen

op Zoom-The Netherlands

Background: A preoperative low energy diet is often prescribed to patients

before bariatric surgery. The goal of this diet is to lose weight prior to surgery,

which would facilitate the procedure, lower complications and improve (short

term) weight loss. Most of the commercially available very low calorie diets

(VLCD) are protein shakes, which are expensive and moderately tolerated by

patients leading to poor compliance. This study investigated if a simple and

cheap diet could replace VLCD.

Methods: 200 patients scheduled for a primary laparoscopic Roux-en-Y gas-

tric bypass were included.

Patients were randomized to follow a commercially available VLCD (N=100) or

a standard diet (N=100), starting ten days preoperatively. The bariatric team

was blinded except for the treating dietician. Study parameters were pre- and

postoperative weight (after the diet and after four weeks), tolerance of the diet

(questionnaire), operation time and difficulty of the procedure (Visual

Analogue Scale (VAS)). Furthermore, patients kept a food diary to evaluate

compliance.

Results: Mean age, weight and body mass index before surgery was 40 years,

122.5 kg and 42.6 kg/m2 without differences between the two groups. Patients

lost a mean of 5.8 kg after VLCD and 6.0 kg after standard diet (p=0.63).

Weight loss after four weeks was also comparable with 12.1 kg and 12.8 kg

(P=0.30). Operation time (47 versus 44 minutes) and VAS score (27mm

versus 30mm) were not significantly different (P=0.51 and P=0.60).

Postoperative complications occurred in 9.5% of patients without differences

between the groups. Tolerance of the standard diet was significantly better on

all points of the questionnaire compared to VLCD (P=0.000). Patients were

very satisfied with the diet and compliance was excellent.

Conclusion: This randomized trial indicates that a standard preoperative diet

before bariatric surgery leads to similar weight loss compared to a commer-

cially available and expensive VLCD. Patients satisfaction, tolerance and

compliance is however significantly better with a standard diet.
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O.195 SurveyMonkey on Laparoscopic Sleeve Gastrectomy (LSG)
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Introduction: LSG has increased. Longterm follow-up is indicated.

Methods: During 4th International Summit, online questionnaire was complet-

ed by 130 surgeons experienced in LSG.

Results: Surgeons performed 354.9±453.2 LSGs/surgeon (total 46,133)

over 4.9±2.7 yr. LSG was intended as sole operation in 93.1±14.8% of

LSGs; in 3.0±6.4%, a second stage became necessary. Most look for hiatal

hernia and repair at LSG. 36F bougie was most common (32-44F).

Resection of antrum began 4.6±1.2 cm proximal to pylorus. Staple-line

reinforcement is done by 74.6% – 57% buttress and 43% oversew. Mean

%EWL at 1 yr was 58.4, 2 yrs 56.9, 3 yrs 51.1, 4 yrs 46.6, 5 yrs 44.5, 6 yrs

39.1%. Weight regain indicates further operation may be necessary. For

reoperations, preference is RYGB 51%, duodenal switch 26%, resleeve

22%, plication 4%, minigastric bypass 3%, band 2%. Complications were:

high leak 1.1%, hemorrhage 1.8%, splenic injury 0.2%, stenosis at lower

sleeve 0.9%. Postoperative gastroesophageal reflux occurred in 8.8

±12.2%, but varied (0-50%). Mortality was 0.68±4.2% – 314. Leaks were

treated by CT drain, oversewing if early, NPO, TPN, jejunal tube, distal

endoscopic dilatation, clip, glue. Persisting leaks – stents; Roux-loop or total

gastrectomy rarely necessary. 88.7% order multivitamins (including D, calcium,

iron), 71.6% B12, 67% protein supplement. PPI is ordered by 29.4% for 1 mo,

29.4% for 3 mos, others 1–12 mos.

Conclusion: LSG is comparatively safe. Surveillance is necessary re regain.

O.196 Laparoscopic Sleeve Gastrectomy (Lsg) For the Treatment of

Morbid Obesity: Report from an Ifso-Eac Accredited Institution

PRESENTER: M. Foletto
1

Co-authors: L. Prevedello1, A. Albanese1
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Background: LSG is considered effective for the treatment of morbid obesity.

Its role as a conversion procedure remains still debated.

Aim: To assess the safety and effectiveness of LSG, with special attention to

different outcomes between primary and conversion to procedures.

Patients and methods: From Feb 2005 through Jul 2012, 333 patients, mean

BMI 47.77 Kg/m2, underwent LSG for morbid obesity at our Institution. 231

were primary procedures, 102 conversions after a failed or complicated re-

strictive procedure (5 VBG, 97 LAGB). Routine follow-up controls were sched-

uled at 1, 3, 6 mos and then once a year. Reinhold’s criteria were used to

assess LSG success or failure.

Statistical analysis: Frequencies and mean values with SD were used to

assess patients characteristics and the outcomes of procedures.

Differences between primary and conversion to-LSG were assayed with un-

paired Student’s t-test and Fisher’s Exact Test.

Results: Perioperative mortality was zero. 51.1% of patients had

%EBL>50% at 2 ys, while 21.1% had a %EBL< 20%. Conversion to LSG

showed higher failure (39.93% vs 5.65%) and lower success rates (31.1%

vs 68.1%) than primary, longer mean operative time (116.29 ± 44.48 vs

75.55 ± 31.5 mins) and mean hospital stay (5.82 ± 4.47 vs 3.95 ± 1.37

days), higher rates of open approaches (7.8% vs 1.3%), higher overall

(16.7% vs 9.1%) and surgery-related complications (14.7% vs 6.9%), more

leaks (6.9% vs 0%), more stenosis (2% vs 0.9%), higher post-LSG surgery

rate (18.6% vs 3%).

Conclusions: LSG is safe and effective. Conversion to LSG is still safe but

appears less effective than primary.

O.197 Transit Bipartition Empowers SleeveGastrectomy.ConsistentGood

Results over a Decade
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Background: Sleeve Gastrectomy (SG) became a very frequent bariatric surgery

but for some patients SG is not enough, even in the short term. Transit bipartition

(TB), an easy surgical procedure, was designed to improve SG results mainly

through neuroendocrine mechanisms, not through malabsorption.

Method: Since 2003, over 3,000 patients were submitted to a SG+TB, with 1,192

registered in an electronic databank for statistics. After a SG, a laterolateral

gastroileal anastomosis is created in the antrum to obtain early distal bowel

hormonal stimulation; the transit through the duodenum however is maintained,

avoiding blind loops and minimizing malabsorption. A major part of duodenal flux

is deviated to the ileum. The stomach remains with two exits. Jejunum is laterally

anastomosed to ileum at 80cm to 120 cm from the ileocecal valve.

Results: Follow-up: 1 to 103 months. For a SG+TB average EBMIL% is 75.5%

in the fifth year, with major improvement in pre-surgical comorbidities, espe-

cially diabetes (85% of remission). Radiographic studies show nutrient transit

preferentially through gastroileostomy. Three deaths occurred (3/1192-

0.25%). Other surgical complications were 5.5%, all well resolved. Protein

malabsorption does not occur; diarrhea and flatulence are not so frequent as

in a classic BPD. Most patients present no symptoms at all.

Conclusions: SG+TB is a simple procedure that provokes early nutrient stim-

ulation to distal bowel, while simultaneously reduces duodenojejunal activity.

TB avoids blind loops and minimizes malabsorption. Weight and comorbidities

are very much improved. Diabetes is improved significantly without duodenal

exclusion. TB is an excellent way to empower a SG.

O.198 Mechanical Theory of Fistula in a Sleeve Gastrectomy: An

Experimental Study of the Resistance of the Linear Gastric

Stapling
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Introduction: Few studies have evaluated the surgical stapling including

colorectal surgery.

Objectives: To understand the mechanisms of appearance of a dehiscence of

the staple line during a sleeve-gastrectomy, we analyze in this study the effect

of the height of the staple line and the using a tissue reinforcement on the

onset of experimental fistula.

Methods: This is an experimental study on the porcine model. The sleeve-

gastrectomy were performed ex vivo. The pressure of developing a fistula was

assessed by blowing air into the gastric tube immersed in water. The first

experiment compared 8 sleeve gastrectomies with the use of green staple

cartridges (three rows of 4.8 mm staples) and 8 sleeve gastrectomies com-

bining green and blue cartridges (three rows of 3.5 mm staples). The second

experiment used the same sequence with a reinforcement by an absorbable

film (Biosyn, Covidien) in 5 sleeve gastrectomies with green staples (Duet

TRS, three rows of 4.8 mm staples) and 5 sleeve gastrectomy with joint use of

green and blue cartridges (Duet TRS,Covidien, three rows of 3.5 mm staples).

The third experiment used the latest generation Tri-Staple comparing 5 sleeve
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gastrectomies with gray cartridges (three rows of staples of different height :

4 mm, 4.5 mm and 5 mm) and 5 sleeve gastrectomies with joint use of gray and

purple cartridges (three rows of staples of different height: 3 mm, 3.5 mm and

4 mm). The outcome is the pressure in mmHg experimentally to create a fistula.

Data are reported asmean and percentage. The nonparametric tests are used for

data analysis.

Results: In all 3 experiments, regardless the utilized type of staple, the location of

the fistula is located in the upper part of the staple line inmore than 80% of cases.

Experiment 1 shows that the occurrence of a fistula requires greater pressure in

groups loaders green and blue (mean = 122.4 mmHg (108.4, 136.5)) compared

to the group of green loaders (mean = 94.2 mmHg (84.2, 104.3)) so highly

significant (p = 0.0017). Experiment 2 shows similar results but with higher

pressure occurring with chargers green and blue (mean = 189 mmHg (174.5,

203.5)) that ’green only with chargers (mean = 152.3 mmHg (134.1, 170.5)); the

difference is also significant. Experiment 3 shows no significant difference (p =

0.62) between gray chargers (m = 130.3 mmHg (119, 141.6)) and chargers gray

and purple (m = 134 mmHg (121.7: 146.3)).

Conclusion: Staple height used is a determining factor in the emergence of a

fistula on an experimental sleeve-gastrectomy. Staples low heights are more

resistant to pressure. The buttressing of the staple line increases the

resistance.

O.199 Single Incision Laparoscopic Sleeve Gastrectomy Versus

Multiport Laparoscopic Sleeve Gastrectomy: Analysis of 80

Cases in a Single Center
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Through efficacy and improved safety laparoscopic multiport sleeve gastrectomy

has emerged as an important and broadly available treatment option for people with

severe and complex obesity. Since a single incision laparoscopic sleeve gastrecto-

my would be less invasive we applied this superior surgical technique on a selected

number of patients enrolled into our minimally invasive bariatric programme.

Methods: A retrospective review of prospectively collected data from 80

morbidly-obese patients who qualified for single incision sleeve gastrectomy

(SILS-G) or laparoscopic multiport sleeve gastrectomy (LAPS-G) was

performed from 01/2011 to 05/2012.

Results: SILS-G and LAPS- gastrectomy was performed in 40 patients, re-

spectively. All patients were female. Mean age was 41 (19–73) years (SILS-G:

37 (19–62) vs LAPS-G: 43 (24–73) p=n.s). Preoperative body mass index was

40.8 (35.1-45.0) kg/m2 in the SILS-G group and 43.8 (35.0 – 47.8) kg/m2 in the

LAPS-G group (p=n.s.). Median % excess weight loss (%EWL) was compa-

rable in both groups (SILS-G: 57.2% LAPS-G: 53.7%) at 6.6 month after

surgery. Complication rates were low in both groups (leakage: SILS-G:

2.5%, LAPS-G: 0%; bleeding SILS-G: 2.5%; LAPS-G: 2.5%, trocar site hernia

0% both groups). Patients operated with single incision laparoscopy had a

significant better cosmetic outcome as assessed by a scar-satisfaction as-

sessment questionnaire (p<0.01).

Conclusions: Single incision laparoscopic sleeve gastrectomy is a feasible and

save operative procedure which leads to a significant reduction of total oper-

ative time when compared with a multiport access procedure. Further potential

benefits associated with single incision laparoscopic surgery remain to be

investigated objectively.

O.200 Laparoscopic Sleeve Gastrectomy as the First Stage of Two Stage

Bariatric Procedure in the High-Risk and Super-Super Obese Group.

Do They Eventually Proceed to the Second Stage?
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Background: Laparoscopic Sleeve Gastrectomy (LSG) is a widely accepted

procedure in the high risk and the super-super obese patient population as a first

stage of two stage bariatric procedure to minimize the morbidity and mortality.

However, some LSG patients do not actually proceed to the planned second

stage procedure due to various reasons.

Methods: Prospectively collected data of patients who underwent LSG as part of

two stage procedure due to their high risk medical conditions and high OS-MRS

score was analyzed retrospectively in terms of demographics, excessweight loss

(%EWL), follow-up, co-morbidities and complications. Similar data was analyzed

in patients who eventually underwent completion second stage procedure either

laparoscopic Roux en Y gastric bypass (LRYGB) and Duodenal Switch (LDS).

Results: A total of 103 patients who were having either high risk medical

conditions or high OS-MRS score underwent initial LSG. The median BMI

and weight were 60.6 (range 40.2 to 84.5) and 170.4kg (range 105.6 to 251)

respectively. The median age was 49 years (range 25 to 70). The male: female

ratio was 1.01:1. The median OS-MRS before and after LSG were 3 and 2

respectively. Of the 103 patients, 43 patients (41.7%) did not proceed to the

second stage procedure after having LSG due to various reasons (Good

weight loss/resolution of co-morbidities/patient’s choice – 21.4%, deemed

not fit due to medical conditions – 4.9%, surgical reasons – 1.9%, Mortality –

1 patient, social reasons – 1 patient and lost to follow-up – 9.7%). 51 patients

(49.5%) and 9 patients (8.7%) underwent second stage LRYGB and LDS

respectively.The median time interval between LSG to a second stage proce-

dure was 15 months. The median EWL in the “LSG only” group was 45.5%

(range 13.2 to 100). The median BMI of 60.6 came down to 44 after LSG. The

median EWL in the “second stage procedure” group was 59.1% (range 14.1 to

95). The median BMI of 61.2 in the second stage group came down to 46 after

LSG, which further came down to 39.5 after the second stage procedure. Of

the 36 diabetics (35%), resolution occurred in 47% and improved in 53%. Of

the 67 hypertensives (65%), resolution occurred in 25%, improved in 58% and

ISQ in 17%. Obstructive sleep apnoea resolved and improved in 34% and 66%

of patients respectively out of 44 patients (42.7%).

Leak and mortality rates were 1% each. The in-hospital morbidity rate was

5.8% (Bleeding requiring transfusion only, respiratory failure requiring

ventilation).

Conclusion: LSG is a safe and effective bariatric procedure in the high risk and

the super-super obese patient population as a first stage of two stage proce-

dure. A subset of patients eventually might not need to proceed to the second

stage due to patient satisfaction driven by adequate weight loss and resolution

of co-morbidities.

O.201 Mid-Term Outcome of Revisional Laparoscopic Sleeve

Gastrectomy for Failed Adjustable Gastric Banding and

Vertical Banded Gastroplasty

PRESENTER: E. Soricelli
1

Co-authors: G. Casella1, G. Tortorelli1, M. Collalti1, G. Patrizi1, A. Genco1,

N. Basso1, A. Redler1

1Sapienza University of Rome, Department of Surgical Sciences, Rome-Italy

Introduction: Laparoscopic adjustable gastric banding (LAGB) and Vertical band-

ed gastroplasty (VBG) are common bariatric procedureswith a failure rate of 20%

and 50% respectively. Laparoscopic sleeve gastrectomy (LSG) is gaining con-

sensus not only as a primary bariatric operation but also for the management of

failed LAGB and VBG. Aim of this study is to assess the feasibilty, safety andmid-

term outcome of revisional LSG in this set of patients.

Matherials and Methods: From 2004 to 2012, 31 patients underwent revisional

LSG in our department, 29 afterLAGB and 2 after VBG. The mean interval

between primary procedure and LSG was 50 months (range 1–180). In six of

the 29 LAGB patients, the band had been previously removed for related

complications. The other 23 patients underwent concurrent band removal

and LSG.

Results: Mean BMI at LAGB/VBG operation was 46 ± 7.7 kg/m2. Mean lowest BMI

after primary procedure was 38.9 ± 6.4 kg/m2with ameanEWL of 32.9 ± 21.2%. At
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revisional LSG mean BMI was 46 ± 9.3 kg/m2 and had decreased to

33.4 ± 5.6 kg/m2 after a mean follow-up of 24 months, with a mean EWL

of 64.7 ± 29.1%. All the procedures were completed laparoscopically. Mean

operative time was 125 minutes Mortality was nihl. Four post-operative compli-

cations (9.6%), 2 bleedings and 2 leaks, occurred in three patients and were all

treated conservatively.

Conclusion: Revisional LSG seems to be an effective option fot the manage-

ment of failed LAGB/VBG, providing a considerable additional excess weight

loss, although with greater complication rates than primary LSG.

O.202 Prolonged Contact of Food with the Distal Small Bowel Mucosa

Following Sleeve Gastrectomy

PRESENTER: J. Melissas
1

Co-authors: A. Leventi1, E. Dimitriadis1, A. Peppe 1, V.Charalampakis 1,

D. Michelakis1, V. Lamprou1, M. Kampa2, K. Perisinakis3

1Heraklion University Hospital, Bariatric Unit, Heraklion-Greece
2Heraklion University Hospital, Laboratory of Experimental Endocrinology,

Heraklion, Crete-Greece
3Heraklion University Hospital, Department of Nuclear Medicine, Heraklion,

Crete-Greece

Introduction: To evaluate the role of Laparoscopic Sleeve Gastrectomy (LSG)

in gastrointestinal physiology.

Method: We evaluated 15 morbidly obese patients who underwent LSG before

and four months after LSG. After consumption of a semisolid radiolabeled

meal gastric and intestinal transit times were studied. Particularly the times of:

Maximal Intestinal filling (T Int max), 10% Terminal Ileum filling (T Il 10%),

Duodenal to Terminal Ileum transit (T DIt), Cecal filling initiation (T Cfin) and

Ileocecal valve transit (T ICVt) were studied. Additionally, fasting and meal

stimulated release of ghrelin, PP, PYY and GLP-1 were measured before and

6 months after SG.

Results: BMI notably decreased 4 months postoperatively (P<0,01) and glucose

homeostasis significantly improved. TG lag andTG were decreased after LSGas

well as T Int max, indicating faster gastric emptying and intestinal filling. T DIt and

T Il 10% also decreased as small bowel transit time accelerated and the meal

reached the terminal ileum more rapidly. Contrary opening of the ileocecal valve

and food transit through it were delayed, with postoperative increase in T Cf in

and T ICVt respectively, therefore resulting in prolonged contact of food with the

distal small bowel musoca. Additionally, fasting and postprandial levels of

orexigenic ghrelin were remarkably decreased. A significant increase in post-

prandial levels of PP, GLP-1 and PYY was also observed.

Conclusions: These significant changes in gut motility and in the production of

orexigenic and anorexigenic gut hormones may be responsible for the metabolic

effect of SG occurring before substantial weight-loss.

O.203 GERD and Sleeve Gastrectomy

PRESENTER: J. Park
1

Co-authors: Y. Kim1, K. Hur1

1SCH University, Surgery, Seoul-Korea, South

Background: Laparoscopic sleeve gastrectomy (LSG) has gaining acceptance

as a primary weight loss surgery because there has been long term data of

efficacy on weight loss and advantage of low nutritional imbalance compared

to bypass surgery. But after LSG, high incidence of neo-Gastro-esophageal

reflux disease (25-40%)(GERD) remains as a challenging problem.

Objective: To evaluate incidence of neo-GERD after LSG.

Material and Methods: A retrospective review of 172 patients who had noGERD

before surgery among 181 consecutive patients undergoing LSG for morbid

obesity from April 2009 to August 2012 was performed.

Proton pump inhibitor (PPI) was used for 2 months after surgery to all

patients.The definition of neo-GERD is the patient had undergone prescribed

PPI after 2months from surgery for reflux symptom or existence of endoscopic

finding of gastroesophageal reflux.

Results: A total of 181patients, 124 women and 57 men, were identified, with a

mean age of 33 years (range 14–61). Themeanweight and bodymass indexwas

105 kg (range 71–212) and 39.5 kg/m2(range 30–70). The mean follow-up time

was 10 months. 57 patients (33%) had clinical symptoms and endoscopic find-

ings ofGERD. Among 57patients, endoscopicwas performed to 23 patients. And

the result of endoscopy finding was as follows; 5 patients had Los Angeles

Classification grade (LA) - M, 6 had LA-A, 10 had LA-B, 1 had LA-C, and 1 had

LA-D. PPI had undergone prescribed for mean 3 months (range 2–28), and 2

patients had taken PPI for 24 months, 28 months on demand.

Conclusion: The prevalence of GERD after LSG was similar to existing liter-

ature result at our institution. Additional studies evaluating esophageal ma-

nometry ambulatory 24-hours pH-metry, and risk factors are needed to better

evaluate the effect of LSG on gastroesophageal reflux symptoms.

O.204 The Effect of Three Most Performed Bariatric Procedures: Roux-en-Y

Gastric Bypass vs. Sleeve Gastrectomy vs. Gastric Band

PRESENTER: K. Dogan
1

Co-authors: R. Gadiot2, P. Koehestanie1, E. Aarts1, G. Mannaerts2, L. Biter2,

I. Janssen1, F. Berends1

1Rijnstate Hospital, Surgery, Arnhem-The Netherlands
2Sint Franciscus Gasthuis, Surgery, Rotterdam-The Netherlands

Introduction: In the past several types of bariatric procedures were performed

to establish sustained weight loss in morbid obese patients. Currently, laparo-

scopic Adjustable Gastric Band (LAGB), Roux-en-Y Gastric Bypass (LRYGB)

and Sleeve Gastrectomy (LSG) are the most performed procedures. The aim

of this present multicenter retrospective matched cohort study was to investi-

gate the effect of LSG, LRYGB and LAGB.

Method: Patients who underwent a primary LSG, LRYGB or LAGB in one the 2

bariatric centers in the period of 2006 – 2011 were eligible for analysis.

Patients were matched for sex, age (±2 years) and BMI (±3). Primary outcome

was percentage excess weight loss (%EWL).

Results: In total 699 patients (233 in each group) were included for analysis.

There were 576 female (82%) patients and mean age was 40.2±9.9 years. At

baseline preoperative BMI en weight were both lower for LAGB and LSG,

compared to LRYGB, respectively (p<0.01). %EWL after 1, 2, 3 and 4 years

after LAGB were 37.3 ±17, 44.7 ±20, 43.6±22.6, 39±24%; after LSG 76.6

±23.6, 76.1±25.3, 66.4±26.2, 57.4±17.4%; and after LRYGB 70.6±20.7, 72.2

±23.3, 70.9±27.4, 72.1±20.3%, respectively. Compared to LAGB, there was

significant higher %EWL after LSG and LRYGB at all time points. After 4

years, LRYGB had higher %EWL compared to LSG (p<0.05).

Conclusion: On the mid-long term, LSG and LRYGB resulted in higher %EWL

compared to LAGB in morbid obese patients. LSG had similar weight reduc-

tion compared to LRYGB, however, after 4 years more weight regain was

observed. Longer follow-up should corroborate these findings.

O.205 4 Year of Laparoscopic Gastric Sleeves (LS) Compared to Gastric

By Pass (LGB). One Year Follow Up. Similar % of Excess Weight

Loss (%EWL) and BMI Drop with Lower Risk of Long Term

Complications

PRESENTER: F. Villa
1

Co-authors: A. Góralczyk1, N. West1, K. Mannur1, P. Reddy Mannur2

1Homerton University Hospital, Bariatric Surgery, London-United Kingdom
2Charles University in Prague, Faculty of Medicine in Pilsen, Medical School,

Pilsen-Czech Republic
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Introduction: In our practice, Laparoscopic Sleeves (LS) are gradually increas-

ing in number. We believe that we have optimized the technique to the point

that the results are practically the same to the ones achieved with LGB. We

perform a tight sleeve, starting at 2cm from the pylorus. We accurately dissect

the precardial fat pad and the fundus to achieve exposure of the Angle of Hiss,

being this step, in our opinion, necessary to avoid accidental injury to the

esophagus, responsible of apical leaks. We do not use reinforcing materials

nor drains or post op swallow tests.We have collected 1 year followup data of 4

years experience from one surgeon of LS an LGB and calculated the %EWL

and the average BMI loss.

Methods: Comparison of 1 year outcome of a consecutive series of LS(122)

and LGB(153) in a 4 year period. We have excluded cases of

conversion/revisions.

Results:

Average %EWL Average BMI Drop

LS 54.77% 13.33 kg/m2

LGB 57.49% 14.41 kg/m2

Conclusions:Our results demonstrate that LS achieves almost the same result of

LGB at 1 year. We are collecting data on results at 2 and 3 years. The initial

impression though is that given the higher risk of long term complications in LGB,

LS is quicker and easier to perform, and gives the same weight loss at 1 year,

provided that it is performed correctly and that patients are warned about the

transitory partial dysphagia that they will inevitably face with a tight, hence

effective, sleeve.

O.206 Body Composition After Sleeve Gastrectomy

PRESENTER: C. Karihaloo
1

Co-authors: Z. Chen2, C. Morbey3, M. Epstein4

1Lake Macquarie Private Hospital, Surgery, Newcastle-Australia
2Royal Prince Alfred Hospital, Surgery, Sydney-Australia
3AIM Centre, Medicine, Newcastle-Australia
4Princeton Medical Centre, Medicine, Newcastle-Australia

Introduction: Sleeve gastrectomy is an increasingly popular form of

weight loss surgery, with reports suggesting weight loss outcomes equiv-

alent to gastric bypass in the medium term. Significant weight loss is

seen in the first six months after surgery. There are concerns that this

may reflect sarcopenia, or loss of fat free mass (FFM). We set out to

examine changes in body composition after surgery using dual-energy X-ray

absorptiometry (DXA).

Methods: Consecutive patients presenting for surgery in 2011 were offered

DXA pre-op and 6 months post-op. Patients underwent surgery in the routine

fashion, and all received intensive dietetic support in the pre and post-

operative period.

Results: Twenty-seven patients (23 female) aged 25–58, mean weight 121 kg

(100–146), mean BMI 45 (38–58) were recruited. There were no operative

complications. At six months the average weight loss was 29.6 kg (17–44),

with mean %EBWL 52.2 (31–88). Overall average fat loss was 21 kg and FFM

loss was 11.3 kg. The average ratio of fat:FFM loss was 2.1. In older and in

diabetic patients this ratio was 1.6. Average fat loss was 9.2 kg in the trunk and

4.5 kg in the legs; muscle loss was 5.6 kg in the trunk and 1.2 kg in the legs.

Diabetics lost less fat in the trunk (3.8 vs 10.7 kg). Older patients lost more

muscle in the legs (8.2 vs 4.1 kg).

Conclusion: Early weight loss after sleeve gastrectomy can be associated

with sarcopenia. This should be considered especially in the older and

diabetic populations.

O.207 The UK National Bariatric Surgery Registry: The Second Report

PRESENTER: R. Welbourn
1

Co-authors: P. Small2, S. Dexter3, D. Hewin4, R. Kinsman5, M. Reddy6,

P. Sedman7, S. Somers8, P. Walton9

1Musgrove Park Hospital, General Surgery, Taunton-United Kingdom
2Sunderland Royal Hospital, General Surgery, Sunderland-United Kingdom
3Leeds Teaching Hospitals Trust, General Surgery, Leeds-United Kingdom
4Gloucester Royal Hospital, General Surgery, Gloucester-United Kingdom
5Dendrite, Systems Analysis, Reading-United Kingdom
6St Georges Hospital, General Surgery, London-United Kingdom
7East Riding Hospital, General Surgery, Hull-United Kingdom
8Queen Alexandra Hospital, General Surgery, Portsmouth-United Kingdom
9Dendrite, Reading-United Kingdom

The UK National Bariatric Surgery Registry (NBSR) was launched in January

2009 with the first report of 7045 patients published in 2011. It provides a

comprehensive analysis of short and medium term complications of bariatric

surgery in the United Kingdom. Although data entry was recommended, it was

not mandated. Despite this, it was estimated that the registry captured 80% of

UK procedures performed in 2009 and 2010. This early report demonstrated

that surgery in the UK was safe, resulted in improvement or resolution of most

obesity related co-morbidities with excess weight loss figures comparable with

internationally reported results.

The Royal College of Surgeons of England has advised that complete entry of

all bariatric procedures represented Good Medical Practice standards of the

General Medical Council. BOMSS Clinical Standards also include this recom-

mendation. From 1st April 2013 submission of data will be mandatory for

bariatric surgery providers in the NHS and data will be de-anonymised so

that outcomes on an intention-to-treat basis can be tracked, thus avoiding

publication bias.

The NBSR will be re-analysed at the end of March 2013 and the committee

wish to present these findings at IFSO 2013. The database now contains

30,000 patients entered by 145 surgeons in 137 hospitals. Data will be exam-

ined to identify changes in UK surgical practice, improvement in co-morbidities

and complication rates for each surgical procedure. Comparison with results in

the first report will be made to show trends. The registry structure, dataset,

functionality, the challenges and learning points will also be presented.

O.208 Results of More Than 6000 Patients with Sleeve Gastrectomy-Data

Analysis from the Quality Assurance Study of the Surgical

Treatment of Obesity in Germany

PRESENTER: C. Stroh
1

Co-authors: M. Talai-Rad2, R. Weiner3, K. Ludwig4, F. Benedix5, S. Wolff5,

M. Kabelitz6, T. Manger1

1SRH Hopsital Gera, General, Visceral and Children Surgery, Gera-Germany
2Helios Hopspital Bad Saarow, and Children Surgery, Bad Saarow-Germany
3Hospital Sachsenhausen, Hospital sachsenhausen, Frankfurt Main-Germany
4Hospital Rostock South, and Children Surgery, Rostock-Germany
5University Hospital Magdeburg, and Vascular Surgery, Magdeburg-Germany
6Magdeburg, Statconsult Magdebrug, Magdeburg-Germany

Background: Since January 1st 2005, the situation of bariatric surgery has

been examined in Germany. All data are registered prospectively in coopera-

tion with the Institute of quality assurance in surgery at the Otto-von-Guericke

University Magdeburg.

Methods: The data registration occurs in an internet online data bank. Data

collection on results of Sleeve Gastrectomy has been started in 2006. Follow

up data were collected once a year. Participation at the quality assurance

study is voluntary.
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Results: Since 2006 more than sleeve gastrectomies were performed at

more than 100 hospitals. Number of procedures has been increased from

14 in 2006 to 1537 in 2010. Initially leakage rate was 7% in 2007.

Leakage rate dropped down to 1.9 in 2011. Mean age of the patients

was 43.6 years and mean BMI was 52.1 kg/m2. BMI and comorbidities

are significant higher in male patients than in female.

Conclusion: Sleeve gastrectomy becomes more and more popular in Germany.

But postoperative complication rate is still high. Data on Nationwide Survey on

Bariatric Surgery in Germany show significant differences in preoperative

comorbidites and complication rates between male and female patients.

Gender specific aspects are necessary to evaluate further to optimize patient’s

selection and to reduce specific postoperative complications.

O.209 Data of the Russian National Bariatric Registry in 2012

PRESENTER: Y. Yashkov
1

Co-auhors: B. Khatsiev2, A. Kuzminov2

1CELT-clinic, Obesity Surgery, Moscow-Russia
2Med. Academy, Surgery, Stavropol-Russia

Introduction: This is the second annual report of Russian National Bariatric

Registry collecting database from Russian centers practicing in bariatric and

metabolic surgery.

Methods: The survey regarding amount and kinds of bariatric operations was

sent to 48 centers countrywide recognized by The Society of Bariatric

Surgeons of Russia. We have received totally 22 responses from 42 surgeons.

Results: A total number of 993 bariatric operations were performed in Russia by 42

surgeons - respondents in 2012. Open surgery - 13,5%, laparoscopic – 86,5 %.

Distribution of the operations: sleeve gastrectomy 427 (43,0%), adjustable gastric

banding – 299 (30,1%), gastric bypass 177 (17,8%), biliopancreatic diversion

(duodenal switch) – 53 (5,3%), other operations (gastroplication, BPD-Scopinaro,

vertical banded gastroplasty, bowel reconstructions etc.) – 37 (3,7%). Secondary

operations were performed in 130 patients. It is known about 2 (0,2%) early

postoperative death (pancreonecrosis after gastric bypass and perigastric abscess

with peritonitis after LAGB) and 1 death after intragastric balloon placement.

Conclusions: Total number of reported operations has not changed (989 in

2011). Total share of laparoscopic operations has increased from 76,5 % to

86,5%. Sleeve gastrectomy has become the most popular operation (increased

from 33,9% in 2011 to 43,0% in 2012), displacing adjustable gastric banding.

Number of biliopancreatic diversions has decreased almost twofold (from 9,9% to

5,3%). Postoperative mortality has not changed.

INTEGRATED HEALTH

IH.01 Are Gut Hormones Responsible for the Decrease of Appetitive

Behaviour for Sweet and Fatty Foods After Gastric Bypass

Surgery?
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Introduction: Gastric bypass surgery (RYGB) decreases preference for sweet

and fatty foods, but the underlying mechanism is not known. This study aimed

to investigate the role of the exaggerated satiety gut hormone release on

appetitive reward of sweet and fatty taste after RYGB.

Method: 13 patients that have undergone previous RYGB surgery (>6 months)

and 13 normal weight controls participated in a double-blind placebo-controlled

trial comparing the effect of subcutaneous injections of somatostatin analogue

(octreotide) which blocks satiety gut hormone responses, and saline (control) on

the appetitive reward value of sweet-fat candies. Appetitive reward was mea-

sured using the progressive ratio taskwhere participants have to do progressively

more work by clicking a mouse button each time to obtain a candy reinforcer.

Results: In this ongoing study, 9 RYGB patients and 5 control subjects have

already been assessed. There were no statistically significant differences in

the median of total number of clicks between normal weight control and RYGB

patients in the saline condition (p=0.89). The median of total number of clicks

was not different between saline and octreotide conditions (p=0.62) in control

subjects but showed a trend to be higher in octreotide compared to the saline

condition in RYGB patients (p=0.09).

Conclusion: The preliminary results of this novel mechanistic study suggest

that gut hormones may play a physiological role in the reduction of the

appetitive reward value of sweet/fatty taste. The understanding of this mech-

anism and its mimicry may lead to effective non-surgical treatments that aim to

promote healthier food preferences in obesity.

IH.02 Post – Operative Nutritional Management of Morbidly Obese

Patients with Compromised Renal Function

PRESENTER: C. Remedios
1

Co-authors: M. Sancheti1, A. Govil2, M. Lakdawala2

1Centre for Obesity& Diabetes Surgery, Nutrition, Mumbai –India
2Centre for Obesity & Diabetes Surgery, Surgery, Mumbai-India

Aim: The aim of this study is to provide an overview of the nutritional management

of patients with compromised renal function that have undergone bariatric surgery.

Methods: This is a retrospective review of 10 morbidly obese patients with

compromised renal function who underwent bariatric surgery. Anthropometric

measurements, serum creatinine, electrolytes, uric acid phosphorus, total

protein, serum albumin, iron, vitamin d3, calcium, UN and urine for

microalbuminuria were evaluated. LSG was conducted in all patients

.Management of these patients, through the liquid phase and transition to solid

phase has been studied and reported.

Results: The mean BMI was 42kg/m2 and mean age was 50 years. The female

to male ratio was 1:7. 7 of these patients were diabetic and hypertensive. 3

patients were only hypertensive.Pre-operatively patients were given a modi-

fied protein, potassium and sodium diet. Fluid restriction was imposed where

required. Patients were started on clear oral liquids day 1 post operatively.

Renal specific nutritional supplements were administered. Multivitamins, iron,

calcium,vitamin D3 were also supplemented simultaneously as required. The

mean excess weight loss % at 1 year was 53.746 %.

Conclusion: Bariatric surgery is effective in the treatment of metabolic syn-

drome in patients with renal disease. These patients should be monitored

closely and regularly to prevent nutrient deficiencies,protein malnutrition and

dehydration and to maintain a delicate balance of fluid, protein, sodium and

potassium . The shift in this balance can have catastrophic complications and

cause further deterioration of the renal function. The bariatric Nutritionist forms

an important prong in the management of patients with compromised renal

function undergoing bariatric surgery.

IH.03 Role of Nutritionist in the Management of Leaks Post Sleeve

Gastrectomy

PRESENTER: C. Remedios
1

Co-authors: A. Govil2, M. Lakdawala2

1Centre for Obesity& Diabetes Surgery, Nutrition, Mumbai -India
2Centre for Obesity & Diabetes surgery, Surgery, Mumbai -India

Aim: The aim of this study was to provide an overview of the nutritional

management of patients who were diagonised with a leak post Laparoscopic

sleeve gastrectomy
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Methods: This was a retrospective study of 10 patients who were managed for a

leak post laparoscopic sleeve gastretomy. Anthropometric measurements, total

protein, serum albumin, serum iron, vitamin B12, vitamin D3 were evaluated and

recorded. The type of feed, route of feeding (oral or tube feeds), frequency of

feeds, fluid intake and maintenance of nutritional parameters have been studied

and reported.

Results: The median age of the patients were 31 years (range 21–50 years)

and median BMI was 44.48 years (range 34.84-52.88 years). Patients were

fed via naso jejunal tube or orally after placement of an endolumenal stent.

Patients were tube fed for 3–5 weeks and given hypocaloric bolus feeds. Rate

and frequency of feeds were adjusted according to tolerance. Multivitamins,

iron, calcium, Vitamin B12 and Vitamin D3 were supplemented as required.

Conclusion: Selection of the most appropriate type of feed to provide adequate

protein for healing but also to avoid excess provision of calories is vital. Patient

and disease specific feeds should be dministered keeping in mind associated co-

morbidities like diabetes, renal and liver disease. Nutrition support should be one

of themain arms of themultidisciplinary team in order to provide the best outcome

for the patient.

IH.04 Pregnancy After Bariatric/Metabolic Surgery – A Study on Weight

and In-Take of Nutritional Supplements

PRESENTER: K. Miller
1

Co-author: V. Jelinek1

1Hallein Clinic, Surgical Department, Hallein-Austria

Background: Many womenwho undergo bariatric/metabolic surgery are in child-

bearing age and have not finished their family planning at the time of operation.

Therefore, pregnancy after bariatric surgery is an important area requiring inter-

disciplinary cooperation. The aim of this prospective study is to investigate the

influence of pregnancy on weight and in-take of nutritional supplements after

bariatric intervention. This study identifies the relevance of nutritional care.

Methods: A quantitative questionnaire was used for 24 Laparoscopic Adjustable

Gastric Banding (LAGB) and 11 Roux-en-Y Gastric Bypass (RYGB) patients who

gave birth to a child after bariatric surgery. The weight before, during and after

pregnancy and the behaviour of taking supplements before and during pregnancy

was investigated.

Results: There was no significant difference in the weight gain of LAGB and

RYGB patients during pregnancy (p=0,642). The comparison of weight gain

during pregnancy in LAGB patients with and without band adjustment showed

analogous results without statistical significance (p=0,212) but weight loss after

childbirth was significantly better in the non adjusted group (p<0,01). Nearly half

(48,6 %) of the patients had a weight gain during pregnancy greater than non

operated women. The compliance with intake of supplements was low and it did

not change significant when the patients found out they were pregnant (p=0,146).

Conclusion: Dietetic therapy plays an important role in the care of pregnancy

after bariatric surgery. Dietetic management of this patient group ensures

adequate nutrient intake by improve compliance with supplements and in

prevention of excessive weight gain during pregnancy.

IH.05 Iron Deficiency in Preoperative Period of Bariatric Surgery

PRESENTER: P. Omelanczuk
1
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Hypothesis: 1)a significant percentage of morbidly obese patients present iron

deficiency in the preoperative period. 2) Intravenous iron supplementation in

preoperative period for patients with iron deficiency is effective in anemia

prevention.

Material and Methods: Observational prospective Study that included 67 mor-

bidly obese patients submitted to bariatric surgery. The population was divided

in the preopeartive period (pre OP) according to iron deficiency condition or

absence of it and the postoperative evolution was analyzed (post OP).

Patients with iron deficiency were supplemented with ferric carboxymaltose

500mg intravenous (IV) and evaluated in post OP.

Results: (19.4%) 13 patients presented iron deficiency in pre OP, and 4

anemia. (80.6% 54) patients did not present iron deficiency. Patients with iron

deficiency in pre OP presented: Hemoglobin: 12.46 g/l ± 1.27; Transferrin

saturation: 13.64% ± 5,20 and ferritin: 70.64 ng/ml ± 84.79. In post OP it

was observed an Hb decrease (11.92 g/l ± 1.24; p>0,05) and ferritin increase

(136 ng/ml ± 157.96; p>0,05). In patients with iron deficiency without IV iron

supplementation (n=7) the HCT was 39.9% ±2.7 with decrease in post

OP (35% ±2.9; p<0,05). IV supplementation in patients with iron defi-

ciency (n=5) increased HCT post OP (40.2% ± 1.6) with respect to pre OP

(37.8% ± 2.9; p: 0.041).

Conclusions: 1) Almost 20% of the patients presented iron deficiency in pre

OP. 2) Treatment with IV iron seems to be effective in preventing development

of anemia in patients with iron deficiency previous to surgery.

IH.06 Preoperative Respiratory Physiotherapy Can Improve Oxygenation

During Bariatric Surgery

PRESENTER: J. Ortega
1

Co-authors: N. Cassinello1, L. Rovira2, B. Mayte2, L. Julio2

1Hospital Clinico Surgery, Valencia-Spain
2Hospital Clinico Anesthesiology, Valencia-Spain

Introduction: Morbidly obese patients are at increased risk of periopera-

tive hypoxemia, due to decreased lung volumes and chest wall compli-

ance, raised intraabdominal pressure and muscle inefficiency. The aim of

the study is to check the effects of a preoperative respiratory physiother-

apy program on the perioperative oxygenation in morbidly obese patients

undergoing laparoscopic bariatric surgery.

Methods: 47 consecutive morbidly obese patients were randomized in Control

Group (CG, n=23) and Physiotherapy Group (PTG, n=24). PTG received a

respiratory physiotherapy program which included lung re-expansion and respi-

ratory muscle training, 20 min a day, 30 days before surgery. We recorded FVC,

FEV1, PiMAX, PeMAX before and after training. PaO2/FiO2 ratio was measured

at four time points: 1) 5 min after induction of anesthesia, 2) 15 min after

pneumoperitoneum ithdrawal, 3) 1 h after surgery, 4) 24 h after surgery. The

statistical study was performed with Mann–Whitney and Wilcoxon tests.

Results: Intragroup PTG comparisons showed significant PiMAX

(p=0.001), and PeMAX (p=0.01) increases after the training program.

The PO2/FiO2 ratio was higher for the PTG group at all-time points,

with significant differences at Time 1(p=0.04) and Time 3 (p=0.002).

Conclusion: These data suggest that a preoperative respiratory physiotherapy pro-

gram on morbidly obese patients could enhance respiratory muscle strength and

passive respiratory mechanics,thus improving perioperative oxygenation.

IH.07 Enhanced Recovery After Bariatric Surgery (ERABS) Versus

Conventional Perioperative Care in Bariatric Surgery

PRESENTER: K. Dogan
1

Co-authors: B. Betzel1, E. Aarts1, P. Koehestanie1, E. Hammink2,

C.van Laarhoven3, T. Aufenacker1, I. Janssen1, F. Berends1

1Rijnstate Hospital Surgery Arnhem-The Netherlands
2Rijnstate Hospital Anaesthesiology Arnhem-The Netherlands
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Introduction: Due to the increasing incidence of morbid obesity, the demand

for bariatric surgery is increasing as well. Therefore, methods for optimizing
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perioperative care for improvement of surgical outcome and to increase effi-

ciency were recommended. The aim of the present study was to objectify the

effect of the Enhanced Recovery After Bariatric Surgery (ERABS) program in

morbid obese patients undergoing primary laparoscopic Roux-en-Y Gastric

Bypass (LRYGB) surgery.

Methods: Prospectively collected peri-operative data of two groups of 75

consecutive morbid obese patients (in total 150 patients) who underwent

a LRYGB were analyzed. First group was operated in the period of

January 2011 – April 2011 (conventional care group, CG) and the second

group from April 2012 – June 2012 (ERABS group). These groups were

matched for age and sex. Principles of ERABS were teamwork, stan-

dardizing intra- and postoperative protocols, reducing additional interven-

tions and stimulating patients self-support.

Results: Baseline patient characteristics for age, sex, weight and ASA classi-

fication were similar (p>0.05) for CG and ERABS. The total time consumption

for surgery, from arrival at the operating room (OR) to the arrival at the

recovery, was reduced from 119 to 82 min (31%,p<0.001). Mean hospitaliza-

tion was reduced from 65:27h to 42:41h (35%, p<0.001). Perioperative com-

plications were similar for both groups.

Conclusion: Introducing of an enhanced recovery program for morbid

obese patients undergoing bariatric surgery resulted in faster recovery

and shorter hospital admission. Furthermore, increasing the efficiency on

the OR, may able to increase the production volumes without

compromising patients safety.

IH.08 Early Resolution of Nephrotic Syndrome (Iga Nephropathy) After

Laparoscopic Sleeve Gastrectomy: O.R.G. Resolved

PRESENTER: S. John
1

Co-authors: P. Bhatia1, S. Kalhan1, M. Khetan1, V. Bindal1, R. Singh1,

N. Bansal1, S. Wadhera1

1Sir Ganga Ram Hospital, Institute of Minimal Access, Metabolic & Bariatric

Surgery, New Delhi-India

Obesity related glomerulopathy (ORG) is increasingly being reported in

literature as a potentially reversible form of nephropathy. This form of

nephropathy is associated with morbid obesity, proteinuria and renal

biopsy findings of glomerulosclerosis which can be associated with renal

impairment. Weight reduction has been noted to be associated with

improvement of this form of nephropathy. Bariatric surgery is the most

effective way of achieving long-term weight reduction in the morbidly

obese. We present a case of IgA nephropathy with features of nephrotic

syndrome associated with morbid obesity, diabetes and systemic hyper-

tension in a 22 year old lady. Following laparoscopic sleeve gastrectomy,

the patient achieved significant weight reduction with early marked de-

crease in proteinuria, hyperglycaemia and blood pressure. With the

growing evidence in literature we propose that bariatric procedures are

an excellent tool to reverse obesity related glomerulopathy (ORG).

IH.09 Barriers to Weight Loss Surgery

PRESENTER: S. Krzyzanowski
1

Co-authors: K. Kim1, C. Buffington1

1Florida Hospital Celebration Health, Metabolic Medicine and Surgery

Institute, Celebration-United States

Background: Severe obesity is increasing at an alarming rate throughout the

world. However, few individuals with severe obesity (~1%) elect to have bariatric

surgery in spite of the long-term success and metabolic effectiveness of these

procedures. In this report, we have surveyed severely obese individuals regard-

ing barriers to bariatric surgery.

Methods: The study population included groups of severely obese individuals

who attended a free lecture held weekly to inform the public about bariatric

surgery. Attendees were asked a series of questions in an effort to identify

barriers to surgery.

Results: Among the severely obese groups, 2/3 ranked surgical safety, i.e. a

fear of death or serious complications, as the primary barrier to bariatric

surgery. Weight regain (short-term durability) was the second most indicated

barrier to surgery. The third issue the population ranked as a barrier to surgery

was surgery effectiveness or the personal notion that the surgery would not

induce sufficient weight loss. High cost was the fourth ranked barrier to

surgery. The population also indentified their most important reasons for

wanting to lose weight. All individuals ranked health issues as the number

one reasons for wanting to lose weight, followed by physical mobility, quality of

life, and cosmetics.

Conclusions: Major barriers to bariatric surgery among individuals with severe

obesity include safety fears, concerns of short-term durability and personal

effectiveness, and high cost. Addressing these issues through patient education

andmarketingmay increase the numbers of severely obese individuals who elect

to have bariatric procedures.

IH.10 Postoperative Rhabdomyolysis After Bariatric Operation

PRESENTER: D. Lapatsanis
1

Co-authors: N. Kohilas1, S. Sarhosi2, S. Douvetzemis1, V. Kontaksis1,
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Introduction: Rhabdomyolysis is the rapid breakdown of skeletal muscle.

Creatine kinase (CK) levels are typically markedly elevated, and muscle

pain may be present. The severity of illness ranges from asymptomatic

elevations in serum muscle enzymes to life-threatening disease associ-

ated with extreme enzyme elevations and acute kidney injury.

Postoperative rhabdomyolysis is diagnosed by CK levels over 1000

IU/lt. The purpose of this study is to estimate the frequency of postop-

erative rhabdomyolysis and possible risk factors after bariatric

operations.

Method: 62 patients (24 men and 36 women) underwent a laparoscopic

bariatric operation, 8 total vertical gastric plication (TVGP) and 54 sleeve

gastrectomy (SG). CK was measured the first postoperative day.

Results: 66% of the patients presented rhabdomyolysis the first postoperative

day. Based on this, they were divided in two groups (see table). The statistically

significant factors between the 2 groups were gender, age, BMI and fluids

administered intraoperatively, measured as ml/h/kg. The kind of operation

performed was not important.

Conclusion: The patients with the highest risk of postoperative rhabdo-

myolysis were older, had higher BMI and had a lower fluid administration

rate (ml/h/kgr). This shows the importance of aggressive intraoperative

hydration, even though fluid loss during laparoscopic operations is

negligible.

Rhabdomyolysis p-value
No Yes

Operation 0,302
TVGP 4 (50%) 4 (50%)

SG 17 (31,5%) 37 (68,5%)

Gender 0,025
Female 16 (44,4%) 20 (55,6%)

Male 4 (16,7%) 20 (83,3%)

Age 34 (4) 47 (10) <0,001

BMI 46 (5) 54 (8) <0,001

Diuresis (ml) 333 (189) 400 (194) 0,200

IV fluids ml/h/kg* 11,2 (1,2) 7,4 (2,6) <0,001
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IH.11 Cost of Obesity and Economic Value of Obesity Surgery for Turkey

(CEVOS-T)

PRESENTER: M. Tatar
1

1Hacettepe University, Health Economics and Administration, Ankara-Turkey

Introduction: Obesity and its comorbidities are among the primary chal-

lenges that health systems face globally. Obesity is rapidly becoming a

problem in Turkey as well. Recent research has revealed that 30.3% of

the population is obese (20.5% of males, 41% of females) of which 2.9%

of the obese population is classified under the morbid obese category.

The 2003 Burden of Disease Study also concluded that 26.006 deaths

for males and 31.136 deaths for females could be averted by decreasing

the ratio of obese population.

Objective: The objective of this study is to find out the economic impact of

obesity with its comorbidities, cost of surgical treatment of obesity and possi-

ble economic benefit of obesity surgery for Turkey.

Methodology: Literature search and expert panel are the main methodologies

used in the study. A comprehensive literature search was undertaken with key

words in PubMEd to find out the extent of obesity and its comorbidities and

treatment methods in Turkey. An expert panel questionnaire form was

designed after the literature search aiming at finding the cost. The form was

sent to the experts in advance and a panel discussion was undertaken to

reach a consensus. After the consensus building phase the cost of obesity,

cost of surgical treatment of obesity and economic benefit of obesity surgery

were estimated based on the price tariff declared by the Social Security

Institution.

Conclusion: The conclusions of the study will be revealed in the conference.

IH.12 Physicians Attitudes Towards Referring Diabetic and Obese

Patients for Metabolic Surgery in Singapore

PRESENTER: H. Kaan
1

Co-authors: J. So1, A. Tay1, D. Lomanto1, A. Shabbir1

1National University Hospital, General Surgery, Singapore-Singapore

Introduction: Metabolic surgery is increasingly being recommended as an

option for obese Type II diabetics. However, little information exists about

physicians perception of this especially in Asia.

Aim: Our aim was to investigate physicians knowledge, impressions and

likelihood of recommending metabolic surgery to treat diabetic and obese

patients.

Method: Physicians were identified from the list of registered physicians

working in Singapore public hospitals and other databases. Endocrinologists

(n = 60) and community-based physicians (n = 150) were sent a survey

regarding their perceptions of metabolic surgery for diabetic and obese

patients.

Results: In total, 62 physicians completed the survey, for a combined response

rate of 29.5%. Majority of endocrinologists and community-based physicians had

positive impressions towards metabolic surgery as a treatment option for

obesity (95.2% and 92.7%, respectively). More endocrinologists (52.4%)

in comparison to community-based physicians (24.4%) (p=0.046) would

recommend metabolic surgery to treat obesity. For diabetes, majority of

endocrinologists and community-based physicians had positive attitudes

towards metabolic surgery as a reatment option (95.2% and 82.9%,

respectively). However, both endocrinologists and community-based physicians

were reluctant to refer their diabetic patients for metabolic surgery (33.3% and

14.6%, espectively).

Conclusions: Endocrinologists in Singapore are more likely to refer their obese

patients for metabolic surgery than community-based physicians. For diabe-

tes, both groups were reluctant to refer their patients for metabolic surgery as

a treatment option. Future studies looking at reasons for reluctance to refer

diabetic patients will be necessary to overcome this barrier.

IH.13 Changes in Bone Density After Bariatric Surgery

PRESENTER: B. Betzel
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Introduction: Obese patients have an increased bone density, probably due to

their excess weight. After bariatric surgery excess body weight is drastically

reduced in a short period of time. This might be accompanied with reduced

bone density and may lead to complications. The objective of this study is to

compare bone density between morbid obese patients undergoing laparo-

scopic Roux-en-Y gastric bypass (RYGB) and Laparoscopic Adjustable

Gastric Banding (LAGB).

Method: In total 18 patients were included who underwent bariatric surgery (9

RYGB; 9 LAGB) in 2009. All patients underwent an extensive check-up, blood

tests and Dual Energy X-ray Absorptiometry before surgery and 6, 12 and 36

months postoperative. Bone density was measured of the lumbar spine (L2-

L4), both femoral necks and right distal radius.

Results: Bone density 12 months postoperative was increased at the lumbar

spine with 1.16% and 3.43%, but decreased at the left and right femoral neck,

and distal radius with 5.55%, 5.93% and 5.80% versus 1.49%, 2.36% and

1.87% after RYGB and LAGB, respectively. More detailed analysis and

datacollection concerning 36 months postoperative are currently carried out.

This will be presented on IFSO 2013.

Conclusions: Bone density decreases after bariatric surgery at both femoral

necks, and right distal radius. A higher decrease is observed in patients who

underwent RYBG compared to LAGB which is probably caused by a greater

decrease in excess weight loss. Therefore, we need to be prepared of de-

creasing bone density after bariatric surgery and supplement deficiencies

when needed to prevent complications.

IH.14 Changes in Sexual Functions in Patients Undergoing

Laparoscopic Adjustable Gastric Banding

PRESENTER: O. Akturk
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Introduction: Sexual dysfunction is one of most common co-morbid diseases

that accompany morbid obesity. In this study, we investigated the changes in

sexual function after surgery for morbid obesity.

Methods: Of the 168 cases referred to the Department of General Surgery of

Ankara Numune Training and Research Hospital due to morbid obesity and

had laparoscopic adjustable gastric banding operation between September

2008 and December 2012; 48 cases who fulfilled the study criteria were

included in the study. At the postoperative first year control of the cases,

evaluations regarding co-morbid disorders, biochemical and hormonal tests,

body weight and sexual function were compared with preoperative data. For

the assessment of sexual function in women, the female sexual function scale

(FSFI) and of erectile function in men, the international index of erectile

function (IIEF) evaluation form were used.

Results: Compared to the preoperative period, co-morbid conditions de-

creased by 36.1 and 37.5%, in female and male patients, respectively. In male

patients, of the sexual dysfunction assessment scales, IIEF score showed no

erectile dysfunction (p=0.22). In female patients, a significant reverse associ-

ation was observed between BMI and levels of HDL and progesterone

(p=0.001). On the other hand, in male patients, a significant positive relation-

ship was observed between BMI and levels of LDL, oestradiol and cortisol

(p=0.007, p=0.039 and p=0.022, respectively).
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Conclusions: We could not find any significant difference in sexual func-

tion in the early period after the LAGB operation; but long-term follow-up

of the patients would be of significance in this regard.

IH.15 Road Running After Gastric Bypass for Morbid Obesity: Rationale

and Preliminary Results of a New Protocol
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M. Ricco’5
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4Università degli studi, Diabetologia, Parma-Italy
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Introduction: In recent years, the pandemic explosion of obesity has led to the

definition of a pre-eminent therapeutic role for bariatric surgery, confining

physical activity to a success parameter of surgery rather than a primary

prevention measure.

The aimof this study is to re-definea role for aerobic physical activity (road running)

in strengthening the metabolic and psycho-social effects of bariatric surgery.

Methods: 10 patients who underwent gastric bypass (RYGB) for morbid

obesity were submitted to an intensive program of road running training.

After a preparatory trimester, a six-month intensive training program started,

aimed at completing a 10 km competition in September 2013. Inclusion criteria

included age (<50), BMI (<35), suitability for sport activity and good compli-

ance. A cohort of 10 patients excluded for logistical issues were enrolled as a

control group. During the training period patients were submitted to biometrical

measurements, sport performance tests (Cooper), and cardio-pulmonary,

metabolic, nutritional and psychiatric evaluations.

Results: Protocol compliancewas 80%.After the preparatory phasemeanweight

significantly decreased (78.6 vs 86.8 kg, p: 0.03), slightly more than in the control

group. Cooper test performance significantly increased for all the patients.

Glycemic values remained normal during the entire period. All the participants

(100%) expressed satisfaction at participating in the program.

Conclusions: Road running seems to have an important supporting role in

boosting bariatric surgery results. The utilization of monitorized and regulated

training programs represents a fundamental prerequisite to achieving satis-

factory results and adequate patient compliance.

IH.16 The Web-surfing Patient: The Role of Internet in the Decision

Making Process in Bariatric Surgery
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1Hôpital Henri Mondor – AP-HP, Department of Digestive, HepatoPancreatoBiliary

and Liver Transplantation Surgery, Créteil-France
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Background: The increasing easy access to health related information on the

Internet is hard to control, and e-information quality and accountability are

difficult to assess. This study aimed to assess the role of the Internet in the

decision-making process of obese patients.

Methods: One hundred obese patients seen between January 2012 and

February 2012 were asked to fill a questionnaire evaluating their access to

the Internet , the usefulness and trustworthiness of the Internet retrieved

information, the verification of the information and the role of the information

in the decision making process.

Results: Eighty-seven patients answered to the questionnaire. Of these,

92% had access to the Internet and 83% reported to have searched

about bariatric surgery. Their main interest was about the surgical techniques

(88%), and the witnessed reporting in dedicated blogs (78%). Over 50% of the

patients considered the e-information less valuable than the one received during

the consultation by the bariatric surgeon. The accountability of the e-information

was mainly evaluated by discussion with the general practitioner (82%) or familial

members and friends (44%). One patient over three decided to undergo bariatric

surgery mainly based on e-information, while discussion about treatment options

with the doctor and the hospital reputation were taken into account in 75% and

64% of cases, respectively.

Discussion: E-information seems to have an important role in the decision

making process of patients candidate for bariatric surgery. Health professional

should create or promote high-quality heath websites and integrate them in the

relationship with patients.

IH.17 The Alteration of Eating Behaviors in Relation to Weight Loss – A

Web-based Study
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Introduction: Modification and sustainability of eating behaviors among obese

varies, and have been widely discussed due to long-term incompliance. Thus,

we have evaluated the effects of web-based health counseling targeting eating

behaviors in relation to weight loss, using the Three-Factor-Eating-

Questionnaire-Revised-18-items (TFEQ-R18).

Methods: A total of 22.800 (mean age: 39.8 yrs females, 43.2 yrs males, BMI:

29 kg/m2 females, 30.8 kg/m2 males, sex: 80% females) members of a web-

based weight loss program completed a questionnaire on sociodemographics,

health aspects, and TFEQ-R18 (at baseline, 3-months, and 6-months).

Members were categorized as completers (active participation 6 months)

and non-completers (participation <6 months). The relationships between

eating behaviors (uncontrolled eating, emotional eating, and cognitive re-

strained eating) and total weight loss were examined.

Results: The completers’ (n=620) averaged weight loss was 7.0% for males,

5.8% for females. Completers decreased their uncontrolled eating from 56.3 to

32.0 (p<0.001) and increased cognitive restrained eating from 50.6 to 62.9

(p<0.0001). Males decreased their emotional eating from 57.2 to 35.9

(p<0.0001). Conversely, females had a constant emotional eating score of

45.1 (p=0.976). Baseline cognitive restrained eating score was associated

with weight loss among completers (p=0.020, p=0.002, respectively). Males

who decreased their emotional eating score achieved the greatest weight loss

(11.1% ±5.4%, p=0.037), whereas females who increased their cognitive

restrained eating had the greatest weight loss (9.2% ±5.3%, p=0.024).

Conclusion: The web provides promising results in altering eating behaviors to

encourage weight loss. Dietary plans should incorporate differences in sex

according to eating behaviors.

IH.18 The Safety and Efficacy of Bariatric Surgery for Obese Wheelchair-

bound Patients
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Aim: To evaluate outcomes of bariatric surgery performed primarily to improve

mobility in patients with severe mobility limitations.
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Methods: Patients with severe mobility impairment (wheelchair-bound)

who underwent laparoscopic roux-en-Y gastric bypass (LRYGB) or lap-

aroscopic adjustable gastric band (LAGB) surgery to improve their mo-

bility were included. Patients were identified between July 2009-October

2011 using an electronic prospective bariatric database. Mobility was

assessed by questionnaire during clinic follow-up, and analysed using

SPSS.

Results: Fifteen patients (F=11, M=4) with mean age 48 (26–71) and

mean BMI 46 (33–54) were included. Seven (47%) patients underwent

LAGB and eight (53%) LRYGB. The aetiologies of mobility impairment

included advanced osteoarthritis (n=6), spinal conditions (n=4), traumatic

paraplegia (n=1), severe bilateral leg oedema and ulceration (n=2) and

advanced rheumatoid arthritis (n=2). Mean length of stay was 3.8 days.

There was no mortality.

One patient was lost to follow-up. Of the remaining 14 patients, the mean

%excess weight loss (%EWL) at mean 18.5 months post-operatively was 48%.

(68%EWL for LRYGB 20 months, 28.5% for LAGB 17 months). Ten patients

reported improved mobility; most commonly reduced pain, improved indepen-

dence and ability to transfer. Four patients reported no improvement in mobility

(three LAGB, one LRYGB).

Conclusion: Bariatric surgery can safely improve mobility and quality of life in

obese patients with severe mobility impairment. Such impairment should be

considered an indication for bariatric surgery in select patients. LRYGB dem-

onstrated better weight loss and mobility improvement compared with LAGB.

Larger studies are required to establish robust selection criteria for surgery in

this group.

IH.19 Self-efficacy in Weight Management, Patient Satisfaction and

Lifestyle Habits After a Standard Gastric Bypass Procedure Up

To 5 Years Later
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Aim: To evaluate self-efficacy in weight management and lifestyle habits in

patients undergone a standard gastric bypass procedure.

Methods: During 2006–2011, 114 patients were recruited to undergo a

gastric bypass procedure. From them, 92 (80%) complied with follow up

visits. During follow up patients answered questions regarding their die-

tary habits and eating behavior, physical activity and their general satis-

faction from the surgery. Self efficacy in managing weight in the long run

was evaluated with a 5-point Likert scale (0: no self - confident and 5:

completely confident)

Results: The mean age of participants was 53±4.7 years old and 81%

were postmenopausal women. Initial BMI was 44.7± 6.7 and mean BMI

after at least one year later was 28.6±6.3kg/m2. 32% declared that they

have moderately improved their dietary habits and 38% had increased

their physical activity (i.e. 1h walking daily). Although we managed to

keep in touch with 80% of the patients, the majority of them (74%) did

not follow the medical and dietary instructions Regarding self-efficacy

58% of patients rated themselves to 3 (moderately confident), 19% rated

themselves to 4 (very confident) and 7% to 5. This self-rated score was

positively associated with the number of follow-up visits and negatively

with years after surgery. Nearly all patients (96.8%) declared that they

would re-undergo the surgery if time went back and 57% declared that

their life changed favorably in general.

Conclusion: Patients that decide to undergo a gastric bypass procedure

remain satisfied with their choice. Nevertheless, they admit that they

shall improve their weight management skills and efficacy. Dietary and

physical activity habits do not seem to change favorably as well. To

further improve life-long weight control, the importance of prospective

monitoring and counseling by the bariatric team should be

emphasized.

IH.20 Nursing Felow Ups After Bariatric Surgery

PRESENTER: D. Darakjian
1

1American Sports Medicine Academy, Head of deprt, Dubai-United Arab

Emirates

EBMR reported in The Journal of Endocrinology proved that the only known

method for reversing Type 2 Diabetes was to increase the patients’ MUSCLE

MASS through strength training exercise! DFC/FIISM has specific treatments

and Protocols to safely and effectively increase muscle mass in your patients’

without the devastating consequences of current drug protocols.

EBMR reported in the Journal of Psychiatric Medicine proved that Exercise

and Nutrition Prescriptions were more effective at treating many Mental and

Psychological Disorders than current drug Protocols!

EBMR for Bariactric Surgeons proved that utilizing DFC/FIISM Protocols

greatly improved the outcomes of Bariactric Surgery, including overall im-

provements in the patients’ health, sustained fat loss and increased muscle

mass.

EBMR for all causemortality proved that the 4-METERSTRIDERATETESTwas

themost accurate predictor of patients longevity, showing the highest scorers had

over 300% greater longevity than the lowest scorers! DFC/FIISM Protocols can

be safely and effectively used to greatly improve "STRIDE RATE" and co-

responding longevity!

The lesson learned from all the new EBMR is simply that ALL chronic disor-

ders stem from the degeneration of all the bodies physiological systems due to

poor nutrition and liefstyle habits and lack of exercise. Logically, reversing this

process will return the patient to full health! We all know the body has basic

physiological needs that no drug Protocol will ever replace: air, water, food,

shelter from the environment, protection from Toxic substances and

EXERCISE! DFC/FIISM Protocols combine the Best Practices of Integrated

Medicine, Sports Medicine, Regenerative Medicine, Nutritional Medicine and

Age Management Medicine. These Protocols are all designed to provide all

doctors an expanded SCOPE OF PRACTICE to improve their standard of care

for all their patients regardless of their specialty! These Protocols are designed

to work synergistically with their existing protocols that halt the progression of

disease and provide relief from the discomfort of the patients’ symptoms, but

DFC/FIISM Protocols will quickly begin to regenerate the physiological sys-

tem, allowing your patients to return to full health, vitality and recovery.

The chronic disease state typically progresses from becoming overweight, to

obese, to Metabolic Syndrome, to Type 2 Diabetes resulting in the other

various chronic disorders leading to premature death. DFC/FIISM Protocols

enable doctors to reverse this progression!

EBMR shows:

* Osteoporosis results from the patients’ lack of weight bearing exercise

causing the loss of bone mass. DFC/FIISM Protocols regenerate bone mass

at any age!

* CVD results from the patients’ lack of CV exercise causing the degen-

eration of CV and CR function. DFC/FIISM Protocols regenerate the

CV/CR systems

* Orthopaedic disorders result from the patients degenerating musclo-

skeletal systems causing imbalances: typically the agonist muscle

group becoming hypertonic and the antagonist group becoming

stretched and weak. DFC/FIISM Protocols regenerate and correct these

imbalances.

* Bariactric Surgeons are likely to see patients presenting with multiple condi-

tions that must be addressed before the most efficacious use of surgery.

DFC/FIISM Protocols are designed to meet this need and reverse virtually all

chronic disorders in virtually all patients including overweight, obesity, CAD,

CPD, COPD, HBP, MANY CANCERS, Metabolic Syndrome, Immunological

and Psychological disorders and many more!

We are far past time to stop treating symptoms of disease and to begin

treating the root cause of disease. DFC/FIISM Protocols focus on the

CAUSE! We invite ALL DOCTORS to join us in becoming true HEALERS

and act in the best interest of all your patients!
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IH.21 Temperament as Independent Predictor of Weight Loss Following

Gastric Bypass for Morbid Obesity

PRESENTER: C. De Panfilis
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Co-authors: I. Generali2, E. Dall’aglio3, F. Marchesi4, P. Ossola5,

P. Tonna2, C. Antonucci2, C. Marchesi2

1University of Parma, Department of Neuroscience, Parma-Italy
2Università Degli Studi, Department of Neuroscience, Parma-Italy
3Università Degli Studi, Department of Clinical and Experimental Medicine,

Parma-Italy
4Università Degli Studi, Dipartment of Surgical Sciences, Parma-Italy
5Università Degli Studi, Department of Neurosciences, Parma-Italy

Introduction: This study evaluated the influence of temperament traits on the

1-year outcome of gastric by-pass surgery for morbid obesity, controlling for

the potential confounding effect of psychiatric and personality disorders.

Methods: Forty-nine patients with morbid obesity (BMI=46.4±6.7) undergoing

gastric by-pass completed a thorough psychiatric evaluation before surgery.

BMI reduction 12 months after surgery was used as the outcome variable. The

psychiatric assessment at intake included structured interviews and question-

naires investigating the presence and severity of comorbid Axis I and II

disorders. Temperament was evaluated with the Temperament and

Character Inventory (TCI). The association between baseline psychiatry vari-

ables and 1-year BMI reduction was first evaluated with univariate analyses

and then with linear hierarchical regression Results: Greater BMI reduction at

12-month follow-up was associated with higher depression levels and with the

presence of psychiatric disorder at baseline, as well as with increased scores

on the TCI scales ‘Persistence’ and ‘Harm Avoidance’. However, only

Persistence scores uniquely predicted BMI reduction when controlling for the

other covariates and baseline BMI (R2=.56, B=1.06, p.00).

Conclusions: Temperament traits denoting the ability to regulate one’s behav-

ior in favor of long-term demands (persistence) predict successful outcome 1

year after gastric by-pass for morbid obesity. This data suggest the need to

preoperatively assess and reinforce such capacity to perseverate in one’s

goals in spite of immediate frustration, impulses or affects in order to maximize

the chance of surgical success.

IH.22 Psychological Determinants of Adherence After Gastric Banding

PRESENTER: R. Nelissen
1

Co-authors: C. Hoving2, H. Handgraaf3, J. Greve4

1Atrium Medical Center Parkstad, Outpatient Clinic Bariatric Surgery, Heerlen-

The Netherlands
2Maastricht University, Department of Health Promotion, Maastricht-The

Netherlands
3Atrium Medical Center Parkstad, Surgery, Heerlen-The Netherlands
4Atrium Medical Center Parkstad, Bariatric Surgery, Heerlen-The Netherlands

Introduction: Weight loss after gastric banding can only be reached if patients

adhere to a diet. Failure in losing weight is therefore often seen in gastric banding

patients.The aim of this cross-sectional study was to identify psychological deter-

minants that are associated with failure in weight loss due to excess calorie intake.

Method: Gastric banding patients that received treatment and follow-up care

at the hospital were approached for participation in the present study. Patients

received a questionnaire that was guided by the I Change Model and mea-

sured risk perception, attitude, social influences, self-efficacy, intention and the

behavior of calorie intake.

Results: Fifty-five participants completed the questionnaire. Almost sixty-six

percent (65.7%) of the respondents had a calorie intake of 1200 kcal/day.

Respondents with a higher risk perception had a lower calorie intake (Cohens

d = 0.51). In addition, there was a small effect seen (Cohens d = 0.18) between

high social influence and higher calorie intake. Furthermore higher caloric

intake showed a trend towards a lower self-efficacy (Cohens d = 0.97).

There was a positive correlation between self-efficacy and pros (p=0.004)

and a negative correlation between self-efficacy en cons (p=0.007). Self-

reported performance skills and intention were high but the objectified behav-

ior of calorie intake contradicted the skills and intention.

Conclusion: Although intention is high in most gastric banding patients, it is not

supported by actual calorie intake. Future studies should focus on risk per-

ception, attitude, social influences and self-efficacy to achieve a satisfactory

EWL in gastric banding patients.

IH.23 Investigating Eating Attitudes, General Health Habits and

Psychosocial Functioning in Bariatric Patients

PRESENTER: W. Borislavsky
1

Co-authors: W. Artz2, C. Silverman3, G. Boyle4

1Bond Univeristy, Psychology, Coolangatta-Australia
2John Flynn Private Hospital, Weight Loss Solutions Australia, Gold Coast-Australia
3John Flynn Private Hospital, Surgery, Gold Coast-Australia
4Bond University, Psychology, Gold Coast-Australia

Introduction: This six-month longitudinal study examined how the removal of the

fundus in the stomach of Laparoscopic Sleeve astrectomy (LSG) patients affects

their postoperative eating behaviours, general health habits, weight loss and

psychological functioning as compared with Laparoscopic Adjustable Gastric

Banding (LAGB) patients who still have their stomach intact.

Method: A clinical sample comprised of 21 bariatric patients completed two

self-report questionnaires: 1) the Over Eating Questionnaire, and 2) the

Depression Anxiety and Stress Scale before and six months after their sur-

gery. Paired sample t-tests using a Bonferroni correction was performed to

evaluate pre- and post-operative changes on the study’s variables for the

whole surgical sample. MANOVAs were applied to evaluate pre- and post-

operative differences between the two surgical groups (LSG vs LAGB).

Results: Our results did not reveal any significant differences between the two

surgical groups from pre- to six months post-surgery on the study’s parameters.

Significant differences in mean scores were observed for the whole sample in

weight loss, over-eating behaviours, cravings for foods, and expectations about

weight loss. Significant differences were also observed (pre- to post-surgery) in

body image, health behaviours, and social integration, as well as modest improve-

ments in affective functioning.

Conclusion: These results suggest that either surgical procedure has

efficacy to significantly reduce a patient’s weight, improve health behav-

iours and reduce problematic eating behaviours six months after surgery.

Despite the reported effects of ghrelin, no differences in eating behav-

iours and psychological functioning were observed between LAGB and

LSG patients.

IH.24 Comparison of Two Neuromuscular Anesthetics Reversal in Obese

Patients Undergoing Bariatric Surgery - A Prospective Study

PRESENTER: A. Raziel
1

Co-authors: G. Messinger2, N. Sakran3, A. Szold1, D. Goitein4

1Assia Medical, Assuta Medical Center Surgery Tel Aviv-Israel
2Assuta Medical Center Anesthesiology Tel Aviv-Israel
3Emek Medical Center Surgery Afula-Israel
4Chaim Sheba Medical Center Surgery Ramat Gan-Israel

Introduction: Maintaining a patent airway and accurate defending reflexes from

the upper airway are crucial in morbidly obese patients due to their sometimes

borderline vital functions. As such, a complete recovery of neuromuscular func-

tion after general anesthesia is essential to avoid postoperative residual curari-

zation (PORC) in the postoperative period, influencing respiratory function. After

surgery, reversal agents such as Neostigmine are commonly administered to

accelerate the recovery of neuromuscular function. Sugammadex is amodified g-

cyclodextrin specifically developed for rapid reversal of a Rocuronium-induced
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neuromuscular blockade. The aim of this study was to blindly compare these two

drugs in bariatric surgery for morbidly obese individuals.

Methods: The study was a prospective, double arm study. Each arm included 20

morbid obese subjects that were scheduled for bariatric surgery. The subjects

were randomly selected to receive Neostigmine or Sugammadex for reversal of

neuromuscular blockage. At the end of surgery, Sugammadex or Neostigmine-

Atropine was administered and time to achieve 90% of Train of Four was mea-

sured. Level of consciousness as well as respiratory function, nausea/vomiting,

and general feeling were recorded before transfer to post anesthesia care unit

(PACU), in the PACU and during hospitalization tomonitor the effect of the drugs.

Results: No differences were seen between the two groups in their level of

consciousness in the PACU, respiratory function, nausea/vomiting, and general

feeling but it took less time from the induction of the reversal to the transfer to the

PACU when Sugammadex was used.

Conclusion: Sugammadex facilitates reversal of neuromuscular blockage after

bariatric surgery.

VIDEO SESSION

VS.01 Standardization of Roux-en-Y Gastric Bypass After Performing

2500 Procedures

PRESENTER: R. Souza da Silva
1

Co-authors: T. Pereira1, R. Carvalho da Silva2, A. Carvalho da Silva3, J. Iorra4,

E. Rabolini5, F. Iorra5

1Divina Providencia Hospital, Treatment Center for Morbid Obesity (CITOM),

Porto Alegre-Brazil
2Santa Casa Hospital, General Surgery, Porto Alegre – RS-Brazil
3ULBRA, Porto Alegre – RS-Brazil
4UFPEL, Porto Alegre – RS-Brazil
5UFRGS, Porto Alegre – RS-Brazil

Introduction: The only effective treatment for morbid obesity is bariatric

surgery. Roux-en-Y Gastric Bypass (RYGB) is the chosen procedure for

most cases. Along the learning curve of the surgeon whom performs this

procedure, it may occur some variations of the technique to a standard-

ize RYGB.

Objective: This video abstract intends to analyze which factors along the

learning curve influenced the standardization of RYGB.

Methods: This study was designed in historical cohort study with retrospective

data of patients treated by the same surgeon of CITOM from 2001 to 2013.

Results: Initially RYGB was performed by laparotomy and, with increasing surgical

experience; it became to be performed laparoscopically. Another factor that

influenced the decision of surgical approach indicated in Brazil is the health insur-

ance authorization. The contensor ring was used routinely in the first procedures;

however, after the appearance of some complications associated with its use, the

contensor ring technique was interrupted. Nowadays, it is used routinely a penrose

drain placed near the gastrojejunal anastomosis in order to guide a possible fistula.

Conclusion: RYGB is a safe procedure performed by open and laparoscopic

approach. The majority of cases are performed laparoscopically, based on

better results to the patient, regarding postoperative recovery and less time in

hospital; and only when denial of health insurance, it is realized by open

surgery. Complications associated with the use of retainer ring led to its use

routinely removed. Routine drainage of GJ anastomosis is defended, since

this provides early identification of fistula, which causes high mortality impact.

VS.02 Should Hand-sutured Gastrojejunostomy be the Gold Standard ?

1843 Cases of Primary Laparoscopic Gastric Bypass in a Training

Program Without Leaks from the Gastrojejunostomy

PRESENTER: A. Chokechanachaisakul
1

Co-authors: J. Wannares1, T. Cerabona1, A. Maffei1, A. Kaul1

1New York Medical College, Surgery, White Plains-United States

Aims of this video presentation are to describe our technique used in a

serie of 1843 consecutive laparoscopic gastric bypasses done at a

teaching center without any leaks from the gastro-jejunostomy and to

highlight the fact that both teaching and good results in bariatric surgery

can go hand in hand. Technique was refined over 11-year period from

January 2001 till December 2012. Our technique in creation of the

gastrojejunostomy is a four-layered hand-sutured gastrojejunostomy

sized over an 18-French orogastric tube. We bring our Roux-limb up in

a retro-colic retro-gastric transmesocolic route. The orgastric tube is

removed after intraoperative testing of the anastomosis by injecting air

through the tube while compressing the jejunum. Care is taken to ensure

that there is no tension at the anastamosis, or narrowing at the

transmesocolic or jejunojejunostomy. All 1843 cases were attempted

laparoscopically during this period. We converted 3 cases from laparo-

scopic to open approach (2 due to extensive adhesions and one due to

lack of working space). Body Mass Index (BMI) of patients ranged from

35 to 90 kg/m2 (average BMI 47.9 kg/m2 and age from 16 to 75 years

(mean 41.2 years). Average length of stay was 2.7 days. 30-day

readmission rate was 6.9% while 90-day readmission rate was 9.3%.

Our video will show our technique with special emphasis to show tips

and tricks to decrease complications. Though technically challenging,

hand sutured gastrojejunostomy seems to have excellent results and is

a technique which can be learned by fellows during training under close

supervision.

VS.03 Gastrojejunal Calibrated Anastomosis in Laparoscopic Roux- en-Y

Gastric Bypass: Do We Really Need the Ring to Get the 12mm

Diameter ?

PRESENTER: N. Kawahara
1

Co-authors: C. Alster1, W. Polara2, A. Koyaishi3

1University of Sao Paulo, Surgical Technique, Sao Paulo-Brazil
2Sirio Libanes Hospital, Department of Oncology Surgery, Sao Paulo- Brazil
3Centro Paulista de Medicina, Sao Paulo-Brazil

Introduction: The diameter of the gastrojejunal anastomosis is important

during alimentary restriction which should lead to weight loss. Surgeons who

perform RYGB with ring acknowledge its importance and usually say that the

ring would guarantee a 12mm anastomosis because of the idea that the

anastomosis would enlarge.

Numerous variations of the laparoscopic Roux-en-Y gastric bypass (RYGB) have

been performed, including placing a ring proximal to the gastric outlet, in order to

enhance the restrictive component to achieve better weight loss (silastic ring

RYGB), minimizing complications such as dumping syndrome. On the other

hand, a gastrojejunal calibrated anastomosis (GJCA) could reach the same

result without the complications associated with the foreign body silastic ring.

Method: We created a rigid inspection protocol to standardize the GJCA

performed during RYGB.

Morbidly obese patients were submitted to laparoscopic RYGB prospec-

tively by a single surgeon. The gastric pouch was performed with linear

stapler and the Roux Limb was created end-side with the GJCA hand-

sewn performed. The staples belonging to the end of the staplerline

were taken out together with a 15mm incision by an ultracision harmonic

scalpel LCS-C5 (Ethicon Endo-surgery, Cincinnati, OH)(C=2.PI.R). The

diameter of the GJCA laparoscopically performed was compared postop-

eratively by endoscopy after 5 years of follow-up. Results: 220 patients

were evaluated. 51% were grade III, 34,9% were grade II with

commorbidities and 7,1% were superobese and 0,55% supersuperobese.

71,82% were females. Mean GJCA diameter was 11,75+1,23mm; Mean

Pouch was 3,02+0,5mm. Both the diameters of the Pouch and GJCA

were significant (p<0,05). Stenosis was present in 4%.

Conclusion: Neither hand-sewn GJCA nor the pouch created in a standard-

ized RYGB dilate over time. Other reasons for postoperatory weight regain

besides pouch or GJCA anastomosis enlargement must be investigated.
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VS.04 “Simplified” Gastric By-pass. A Safe and Effective Procedure

During the Implantation of a New Bariatric Surgery Unit

PRESENTER: C. Moreno-Sanz
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Co-authors: J. Muñoz de la Espada1, A. Morandeira-Rivas1, C. Sedano-

Vizcaino1, J. Picazo-Yeste1

1LaMancha-CentroGeneral Hospital, General Surgery, Alcazar deSan Juan-Spain

Health care demand in morbid obesity has forced the development of new

Bariatric Surgery Units in our country. Given the level of development of the

established programs and their results, new Units are forced to the develop-

ment of the programs with very recognized techniques and high quality stan-

dards result.

We present our surgical technique of simplified gastric by-pass, which has allowed

us to develop a program of treatment of morbid obesity with excellent results.

The fundamental basis of this technique is the creation of all the anastomosis in

the supramesocolic space. The term "simplified" should not create a false expec-

tation of simplicity. However, this technique enables the procedure for an effective

and safe performance, by limiting the disadvantages of the learning curve.

VS.05 Single Incision Roux en Y Gastric Bypass: How to Combat

Traction and Counter Traction Without the Need of an

Additional Port?-Video Based Description

PRESENTER: P. Palanivelu
1

Co-authors: P. Chinnusamy1, J. KV1, R. S1, P. R1

1Gem Hospital &Research Centre, Department of Minimal Access Bariatric

Surgery, Coimbatore-India

Background: Single Incison laparoscopic surgery emerged with a great enthu-

siasm and with the numbers of publications going down every year, there

seems to be a fading enthusiasm in the acceptance of these

procedures.One identifiable reason is the intrinsic technical difficulty, especial-

ly the aspect of traction and counter traction.Hence at many instances we end

up compromising this essential principle of laparoscopic surgery hence by

increasing the possibility of complications. This can be managed by certain

technical innovations henceby the basic essential steps of laparoscopic sur-

gery is not compromised.

Video: In this high definition video of single incision laparoscopic roux en Y

gastric bypass we highlight certain steps that assist in the ergonomics of the

surgery and also help to manage the loss of traction and counter traction. The

steps of the procedure are as follows:

After everting the umbilicus a 3–5 cm curvilinear incision was placed at the

lower border.Pneumoperitoneum was created using closed Veress needle

technique. The skin and subcutaneous flap was raised superiorly without

incising the umbilical pillar to create sufficient space for placement of three

conventional trocars. One 10mm trocar placed inferiorly for the telescope and

right hand 5mm working and left hand 12 mm working and for stapler insertion.

The trocars were placed in a staggered configuration. This meant that the right

and left hands of the surgeon were in different vertical planes while working

and the hand of the camera assistant was positioned more posteriorly to avoid

contact with the surgeon. This helped to avoid instrument clashes outside the

abdomen. The liver is retracted using the suspension tape technique using a

small piece of a Ryles tube with two straight needles attached to either ends of

the tube. After peritioneoscopy, the dissection of lesser curvature was started

just proximal to the second branch of the left gastric vessel.Traction of the

omentum can be done with the left hand and the countertraction will be

provided using a stitch onto the lesser curvature and retracting it from outside.

A similar approach can be adopted for retraction of the remnant stomach

during the mobilization of the fundus and creation of the gastric pouch.

Similarly, a stitch at the level of the jejunostomy can be used to assist closure

of the mesenteric opening. Positioning of the trocars in a minitriangle format

will assist in the suturing and the knotting process like conventional

laparoscopy.

Additional 3mm trocar through the same incision can be placed whenever

necessary.

VS.06 Closureof theMesentericDefectswithV-loc inCaseof InternalHerniation

After Roux-en-Y Gastric Bypass: Surgical Technique

PRESENTER: D. Van Der Fraenen
1

Co-authors: F. Goudsmedt1, B. Dillemans1

1AZ Sint Jan Hospital, General, Vascular and Pediatric Surgery, Bruges-

Belgium

Introduction: Internal herniation (IH) after Roux-en-Y gastric bypass

(RYGB) occurs quite regularly. Surgical management, necessary in all

cases, consists of full abdominal exploration, adhesiolysis, reduction of the IH

and closure of the mesenteric defects. In most cases this can be performed

laparoscopically.

Method: In this video-presentation a stepwise technique is shown to

laparoscopically handle IH after RYGB , as it is performed in our high-

volume bariatric center.

Results: A typical case of IH through Petersen’s space is presented.

Intraoperatively, patient’s position has to be adjusted at twowell-definedmoments.

Initially the beach-chair position is utilized to optimally expose the possible hernia

sites. Whenever IH is identified, patient is switched to Trendelenburg-position to

identify the ileocaecal valve. In order to achieve full de-herniation, the small bowel

is ran down gradually from distal to proximal until the entero-enterostomy

is reached, with the surgeon standing on the left-hand side. When de-

herniation is complete, patient is repositioned to the beach-chair position.

Closure of the two defects is performed by a running suture with a non-

resorbable unidirectional barbed suture (V-loc, Covidien). For optimal

closure of Petersen’s defect the surgeon is positioned in between the

legs; for the defect at the enteroenterostomy we shift position to the

right-hand side. This technique allows the surgeon to work ergonomically

with a full range of mobility.

Conclusion: IH after RYGB can be handled laparoscopically in most cases

using a standardized approach. This procedure requires some essential

position-shifts from patient and surgeon, but provides a relatively accessible

operation for any general surgeon.

VS.07 Pitfalls in Primary Closure of Mesentrics Defects by Endohernia

Stapler

PRESENTER: E. Aghajani
1

Co-authors: H. Jacobsen1, B. Nergaard1, S. Fredriksen1, B. Leifson1,
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1Aleris, Obesity, Oslo-Norway

Internal hernia has been the most common cause of small bowl obstruction

after Laparoscopic Roux-en-Y bypass (LRYGBP).

Increasing evidence supports primary closure, but there is no clear consensus

in literature of how the mesentery should be closed. We describe our method,

which has already gained wide popularity in Scandinavia. This video will

demonstrate how to avoid the pitfalls, for example kinking of the

enteroanastomosis (EA).

& Video starts with last suture of gastrojejunostomy (GE).

& Generous division of mesenterium, dividing the marginal vessels as

Necessary to reach down to the edge of transverse colon

& Stapling and suturing the EA

& Dividing the bowel between GE and EA

& Testing the GE with dyed saline via the 32F tube

& The EA is lifted to expose the bottom of the EA-mesentric defect
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& Endo universal staples (1.5 loads) applied up to the bowel and make Sure

that EA is “floppy”

& After exposing the Petersen space, starting from the bottom and Stapling

with 1.5 loads up to the transverse colon

& At the end, demonstrating the stability of the staples

VS.08 Laparoscopy-Assisted Transgastric ERCP After Roux-en-Y

Gastric Bypass

PRESENTER: E. Facchiano
1

Co-authors: G. Liscia1, G. Quartararo1, S. Scaringi1, R. Naspetti2,
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Introduction: The endoscopic access to the biliary tract represents a possible

drawback of laparoscopic Roux-en-Y gastric bypass

Method: We present a video of a combined laparoscopic and endoscopic ap-

proach to perform ERCP. Once the pneumoperitoneum is obtained, a gastrotomy

is created to introduce a 15 mm bladeless trocart into the stomach. The gastric

wall is then pulled up and secured to the anterior abdominal wall by two trans-

parietal stitches. A lateral-viewing endoscope is then passed through the

gastrotomy and advanced to the papilla. Once the cystic duct is dissected

laparoscopically, a flexible guidewire is introduced through a cysticotomy and

advanced in the biliary tract through the papilla to the duodenum. The guidewire is

then used by the endoscopist to enter the papilla, realizing a sphincterotomy and

performing the ERCP under fluoroscopy. In the case described, no microlithiasis

of themain biliary duct was found and a simple sphincterotomy to treat a probable

primary sphincter dysfunction was performed. The endoscope is then removed

and the gastrotomy is sutured using absorbable interrupted sutures in one layer.

The cholecystectomy completes the procedure.

Results: The whole operative time was 170 minutes, no intraoperative compli-

cations occurred.

Conclusion: Laparoscopy-assisted transgastric ERCP is a safe and reproduc-

ible technique to access the biliary tract after Roux-en-Y Gastric Bypass.

VS.09 One Anastomosis Gastric Bypass (OAGBP) Reversal – A Very

Safe and Easy Procedure

PRESENTER: R. Ribeiro
1

Co-authors: A. Guerra1, L. Manacas1, J. Pereira1

1CHLC, Cirurgia 1, Lisboa-Portugal

Introduction: Bariatric surgery is nowadays a very popular type of surgery that

achieves weight loss and improved quality of life to the patients. However, some

of them are not enough satisfied with their long-term outcomes. Some of these

patients will opt for a procedure reversal. The reasons for doing a reversal vary a

lot and common reasons are complications, metabolic consequences, weight

loss failure or psychological reasons. In an opposite way facing other procedures

“One anastomosis gastric bypass” (OAGBP), our current main technique, has the

very important advantage of being adjustable and completely reversible.

Furthermore it’s a simple, quick and very safe operation one can use in case of

life threatening complications or patient self option.

Method: Having an experience of about 700 Roux en Y Gastric Bypasses

since 2003, we reviewed our database. We performed, in the last two years,

about 254 OAGBP.

Results: Between them we had only one case of reversal in a woman who had

got a BMI 25, without any metabolic or nutritional disturbance. Although the

good medical condition, the patient asked us to reverse the procedure upon

emotional intolerance because marital reasons. We asked for psychological

support but the patient refused it. We performed it by laparoscopic approach.

Here we show the used technique. The pos-operative period was uneventful.

Conclusion: The OAGBP is a reversible and easy operation allowing a prompt

solution in rare patients otherwise difficult to deal with if “restitution ad

integrum” is requested.

VS.10 Laparoscopic Revisional Duodenal Switch Post Mini Gastric

Bypass in a Case of Liver and Kidney Transplant

PRESENTER: A. Govil Bhasker
1
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1CODS and Saifee Hospital, Minimal Access and Bariatric Surgery, Mumbai-
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Introduction: Obesity is emerging as one of the most common causes leading

to non alcoholic fatty liver disease (NAFLD). 3% of all NAFLD patients prog-

ress to liver failure and require transplant. Obese patients not only carry a high

risk for transplant but are susceptible to recurrence of liver disease and

metabolic syndrome even after transplant. Weight management in obese

patients with liver failure remains a challenge.

Methods: Here we describe the case of a patient who underwent a concom-

itant dual liver and kidney transplant followed by a laparoscopic minigastric

bypass. Subsequently mini gastric bypass was converted to a laparoscopic

duodenal switch. The video depicts the technical considerations for a surgery

of this nature.

Result: After mini gastric bypass this patient lost only 6 kg over 1 year, he was

off all antidiabetic medications and the mycophenolic acid and Tacrolimus

troughs were stable. In view of inadequate weight loss and persistent risk of

redeveloping NAFLD due to obesity it was decided to go in for a revision and

convert it to a duodenal switch that would aid in reaching the desired weight

loss. Tacrolimus troughs were titrated on a daily basis after the surgery and

were found to be stable.

Conclusion: The question about which is the best revisional procedure after

transplant still remains unanswered and must be judged as per the case and

expertise available.

This is the first reported case of revisional bariatric surgery after dual liver and

kidney transplant.

VS.11 Laparoscopic SleeveGastrectomywith Duodenal Jejunal Bypass for the

Patient with Situs Inversus Totalis

PRESENTER: K. Kasama
1

Co-authors: Y. Seki1, A. Umezawa2, Y. Kurokawa2

1Yotsuya Medical Cube, Weight Loss and Metabolic Surgery Center, Tokyo-

Japan
2Yotsuya Medical Cube, Dept. of Surgery, Tokyo-Japan

Situs inversus totalis is a congenital condition in which the major visceral organs

are reversed or mirrored from their normal positions. The prevalence of situs

inversus varies among different populations but is less than 1 in 10,000 people.

Laparoscopic surgery in a patient with Situs Inversus totalis may pose inter-

esting challenges to the surgeon. Here we report a case of a morbidly obese

female with situs inversus totalis suffering from severe diabetes who

underwent Laparoscopic Sleeve Gastrectomy with Duodenal Jejunal Bypass

(LSG/DJB).

We used 6 trocars including trocar for liver retractor. Surgeon stood on the

right side of the patient. Sleeve gastrectomy was performed with usual fashion

and transection of the duodenume was done. Jejunojejunostomy with BP limb

of 100cm,AT limb of 150cm were made and duodenojejunostomy was

performed with two layers hand sewn method. All mesenteric defects were

closed and endoscopic leak test was done. Surgery could be performed

without any trouble and within almost same duration as usual operations.
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Postoperative course was uneventful and her severe diabetes and other

comorbidities could get remission.

Bariatric surgery, especially which need to use anastomosis technique, is

challenging for the patient with situs inversus totalis. Experienced surgi-

cal team can perform it safely without any complications. Important

things is to know the anatomy well and do “Image training” carefully

before the operation.

VS.12 Gastric Cancer in a Sleeved Stomach: First Case Report

PRESENTER: L. Angrisani
1

Co-authors: P. Cutolo1, G. Formisano1, M. Battaglini Ciciriello1,

A. Santonicola2

1S.Giovanni Bosco Hospital, General and Endoscopic Surgery Unit, Naples-

Italy
2"Federico II" University of Naples, Clinical and Experimental Medicine

Department, Naples-Italy

Introduction: Sleeve gastrectomy was pioneered as a two-stage intervention

for super and super-super obesity to minimize morbidity and mortality. It has

been employed increasingly, since 2006, as a stand-alone procedure for the

treatment of morbid obesity and related diseases. It is not possible to quantify

the incidence of esophago-gastric cancer after bariatric surgery, due to the

paucity of reported data, and the main concern is the delay in diagnosis and

management.

Case report: To date and to our knowledge, this is the first report of gastric

cancer in a patient previously submitted to laparoscopic sleeve gastrectomy.

The patient underwent this bariatric procedure in 2008 (Body Mass Index

[BMI] = 61kg/m2). She experienced a good result in term of weight loss and

presented at the time of operation a BMI of 34 kg/m2. After four years, she

complained about dysphagia and epigastric pain. An upper gastrointestinal

barium swallow and a first gastroscopy did not reveal any pathological find-

ings. A second endoscopy performed four months later revealed a signet-ring

cell adenocarcinoma of the body of the stomach. After adhesions takedown,

we opened gastrocolic ligament to remove greater curvature gastroepiploic

vessels and lymphatic chains. Duodenum was transected with linear stapler

and duodenal stump was oversewn. The esophagus was encircled and divid-

ed using linear stapler. D2 lymphadenectomy and prophylactic cholecystecto-

my were then performed. Retrocolic Roux-en-Y circularly-stapled end-to-side

esophagojejunostomy was constructed using transorally inserted anvil (OrVil,

Covidien, New Haven, CT). A methylene blue dye test showed no

intraoperative leaks. All mesenteric defects were closed using non-

absorbable sutures. The patient had an uneventful postoperative course,

was discharged on POD 4 and has a six-month disease-free survival.

VS.13 Experimental Surgery Resulting in a Devastating Complication:

Gastrogastric Herniation After Greater Curvature Plication. A
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Introduction: Laparoscopic greater curvature gastric plication (LGCP) is an

emerging bariatric intervention. At the moment it is generally still considered as

an experimental procedure. In this purely restrictive operation, invagination of a

loosened greater curvature is performed to reduce the gastric capacity. In litera-

ture, limited evidence is found on long-term results and complications. Moreover,

there is still no consensus on several surgical key-elements.

Method: Using a video presentation, we show a severe complication after

LGCP in a 23-year-old woman, who is 22 weeks pregnant at time of first

symptoms.

Results: Our patient underwent LGCP for morbid obesity at another

institution. One month later, she unexpectedly got pregnant. Six months

postoperatively, she presented with severe dysphagia and vomiting ren-

dering all oral intake impossible. Upper GI series showed gastric outlet

obstruction. Endoscopy revealed a total gastric outlet obstruction cause

by a torsion of the stomach. In an urgent laparoscopic exploration we

noticed a herniation of the distal stomach that protruded through the

imbrication stitches. At first, a full deherniation was performed. Because

of the severe symptoms and the pregnancy, we decided to fully undo the

plication procedure. Patient had an immediate relief of symptoms and

was discharged 4 days later.

Conclusion: LGCP is a novel bariatric procedure with a rising popularity in

some countries. Several reports of complications have been made. At the

moment, LGCP should be reserved for clinical trials, in order to assess the

reliability and efficacy of such new procedure.

VS.14 Transgastric Laparoendoscopic Reversal of Vertical Stapled

Gastroplasty
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Aim: We present a novel, minimally invasive and time saving approach to the

reversal of vertical stapled gastroplasty.

Background: Common late term problems of stapled gastroplasties in-

clude stomal stenosis, pouch dilation and staple line defects causing significant

reflux or food intolerance. Surgical reversal requires removal of the retaining sutures

/ band at the stoma. An alternative is division of the stoma using a linear cutting

stapler. Such surgery may be prolonged and difficult due to adhesions from the

previous surgery. If the patient desires a revision bariatric procedure (e.g. gastric

bypass) then such adhesiolysis is simply part of the procedure and cannot be

avoided.

However if only reversal is desired to relieve symptoms, it would be beneficial

to do so without prolonged and difficult dissection.

We report our early experience of successful reversal using a single

incision “transgastric” endoscopic approach and present a video of the

procedure. We believe this technique has not been reported previously.

Method: A gastroscope is used to insufflate the stomach. After confirmation of

transillumination, a single 10-15mm incision is used to cut down onto the

greater curve of the stomach, distal to the stoma. A 12mm laparoscopic port

with retaining balloon is placed into the lumen of the stomach. An endostapler

is then introduced via the port into the lumen of the stomach under gastro-

scopic vision and guided across the stoma for division.

Results: Ten cases were performed uneventfully with excellent results and a

mean operating time of 23 minutes confirming simplicity, applicability and

safety.
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Introduction: During the last decade, many methods to perform bariatric

surgery have appeared, searching for the best way to reduce weigh with less

or none collateral effects.

Methods: At our service, in SaoPaulo, Brazil, we developed an association of the
vertical gastrectomy with a by-pass jejuno-ileal, in order to have both restrictive

and disabsorptive factors. This video intent to show the steps of our technique.

Results:We’ve operated 65 pacients under the described technique andmade this

video showing the main points to perform the surgery. At first we perform a vertical
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gastrectomy from 3-5cm of the pylorus to de Hiss angle. Then, we measure 50cm

from ligament of Treitz and staple with the ileum 120cm from the ileocecal valve.

Conclusion: We observed that all the pacients had a significant loss of weigh

after the operation that remained after years, proving the efficacy of the

method.
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Introduction: Adjustable gastric banding is frequently adopted to treat morbid

obesity. Band erosion into the gastric lumen is one of the complications,

occurring in 1 to 11% of cases. Although surgical treatment is possible,

endoscopic removal has been described as a safe and a minimally invasive

alternative.

Methods: 38 year old male, band implanted for 4 years with good results,

presented with an abscess on the port site that was removed. Upper

endoscopy showed intragastric erosion of 20% of band circumference,

primary physician chose to wait until 50% migration to refer for endo-

scopic treatment. Procedure performed under general anesthesia in an

outpatient center, using a standard gastroscope and gastric band cutter.

Initially, upper-endoscopy is performed, as the scope is passed in-

between the band and gastric wall. A soft 0.35 guidewire is left into

the duodenum; the endoscope is removed and reintroduced retracting

the wire back, creating a mouth-band-mouth loop. A metallic sheath

slides over the loop until it reaches the band. Twisting the handpiece

of the device, the band is cut by strangulation and pulled intragastrically

using a grasper. The band was then removed through the mouth with a

polipectomy snare. Second-look was performed to check for bleeding

and perforation signs.

Results: Patient was discharged uneventfully after recovering from anesthesia.

On follow-up, there is weight regain and a RYGB is scheduled to be done.

Conclusion: Endoscopic removal of LAGB can be done in an outpatient basis

safely and should be considered as one of the main options for this situation.

VS.17 Laparoscopic Removal of Retained Gastric Band –Caplin’s
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Introduction: Complication rates following laparoscopic adjustable gastric

banding are approaching 50%. Erosion is one of a number of recognised com-

plications. Methods of removing eroded bands include endoscopic retrieval or

formal laparoscopy and removal of the band at the proximal stomach should

endoscopic removal prove unsuccessful. A major disadvantage of laparoscopic

removal directly on to the band is encountering dense fibrotic tissue and inadver-

tent injury to the stomach. We describe a novel technique of laparoscopic distal

gastrotomy and removal, therefore avoiding fibrotic tissue. This technique has

proved its worth for many years in our unit hence, Caplin’s Procedure.

Method: We use three ports (1x5mm, 2x10/12mm). The distal stomach is

fixed to the anterior abdominal wall by two stay sutures of 2–0 prolene.

A longitudinal distal gastrotomy is performed using a Harmonic Ace. The

laparoscope is introduced into the open stomach and the eroded band

grasped. The gastric band tubing is divided after incising the skin over

the subcutaneous port. The gastric band is then retrieved via the

gastrotomy and removed via the left 10mm port. The gastrotomy is

closed in a hand sewn continuous fashion.

Conclusion: This technique provides an alternative to more recognised

methods of eroded band removal and should be considered as the next step

after failed endoscopic retrieval.
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Introduction: Some patients fail to achieve successful long-term weight loss

after Roux-en-Y gastric bypass (RYGB). Mostly there is a gradual loss of

restriction without any anatomical explanation such as pouch or gastro-

enterostomy dilatation. Therefore, adding an additional restrictive measure

seems to be the most logical intervention.

Method: The surgical key-elements of adding a laparoscopic adjustable gas-

tric band around the gastric pouch after RYGB are shown in a video presen-

tation and discussed in detail.

Results: After adhesiolysis between stomach and liver, and at the staple

lines between pouch and remnant stomach, a retrogastric tunnel is

created using the pars flaccida technique. Subsequently, the band and

tubing are introduced and pulled through the retrogastric tunnel. When

closing the band a small pouch is maintained above the band.

Additionally, 3 fixation sutures (non-absorbable) between pouch and gas-

tric remant are placed above an d below the band. Hereby, the chances

of slippage or angulation are minimized. In a final evaluation, a large

bore gastric tube is passed through the band to appreciate the position

and the restrictive effect.

Conclusion: This video presentation shows the technical aspects of placing a

gastric adjustable band as a salvage procedure after failed gastric bypass. The

procedure is relatively easy to perform for experienced laparoscopic surgeons.

It is an adequate intervention to induce further weight loss keeping in mind the

low morbidity for the patient.
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Introduction: 45-year-old patient who in 2005 had Gastric Band surgery due to

morbid obesity (BMI 46) and reached BMI 30 in the 3rd year postoperative. In

January 2011 the patient presented gastric band slippage and it was removed.

In June 2011 with BMI 40 it was programmed a conversion surgery to Gastric

Sleeve.

Contents Description: Gastric Band extraction: 4 trocars were placed,

perigastric and gastrohepatic adhesions removed by using unipolar and har-

monic scalpels to liberate anterior gastric portion. Tubulature sectioned and

band extracted through 10-mm trocar. Hemostasis control.

Gastric Sleeve Conversion: 5 trocars were placed, gastrohepatic adhe-

sions removed with harmonic scalpel. Round ligament sectioned and

lesser curvature meticulously dissected. Short vessels sectioned to liber-

ate angle of His. Pylorus location 4cm distance marked as inferior limit to

gastric section. Posterior gastric portion liberated. A 32-Fr tube was

placed. Gastric section: 4 60-mm Echelon cartridges were used for

mechanical suture. Reinforcement with continuous invaginating suture

stitches PDS 3.0. Bed drainage. Stomach extraction. Access closure.
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Observations And/Or Comments: Patient tolerated procedure. Clinical

Discharge 48 hs postoperative.

VS.20 Bowel Migration of Gastric Banding with Acute Intestinal

Obstruction
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Introduction: Laparoscopic gastric banding (LGB) has become the most pop-

ular restrictive procedure in Europe, because of its minimal invasivity, com-

plete reversibility and a low morbidity and mortality rate. We report a rare and

late complication of GB: acute bowel obstruction resulting from migration of

gastric band occurring 8 years after its placement.

Case Report: A 40-year-old female presented at the emergency ward with

cramping abdominal pain, constipation, nausea, and vomiting since 48 hours.

There was no hematemesis, and she was afebrile. She had undergone laparo-

scopic gastric banding with the LAP-BAND adjustable gastric band, LAGB

(Allergan, Irvine, Calif), 8 years previously in another hospital. At the time of the

bariatric surgery, her body weight was 110 Kg with height 155 cm (body mass

index [BMI] 45 kg/m2). On admission to our Hospital she weighted 70 kgwith BMI

29 kg/m2.

The abdominal X-ray showed an abnormal position of the band, lying in the

lower abdomen and abdominal CT scan with water –soluble contrast con-

firmed intra-intestinal band dislocation, partial obstruction and dilatation of

the small bowel with a little amount of free intrabdominal liquid. The patient

was taken to the operating theatre and the timing of the intervention was to do

in a first time a laparoscopic exploration, and in a second step the port was

removed and a laparotomy was done, through the same incision, to removal

the gastric banding by a jejunotomy.

Conclusion: Small bowel obstruction consequent to intragastric bandmigration is

a rare complication after LAGB. When it occurs, abdominal surgical exploration

and removal of the band is mandatory. In order to prevent weight regain, a

delayed revisional bariatric procedure should be proposed to patients.

VS.21 Standardized Surgical Technique of Laparoscopic Adjustable

Gastric Banded Plication
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Introduction: Laparoscopic adjustable gastric banded plication (LAGBP),

which combines adjustable gastric banding and plication, has been adopted

by some bariatric surgeons to treat morbid obesity. However, non-

standardized surgical steps provoked un-expectable complications. Here we

postulate standardized surgical techniques, included preserving right

gastroepiploic vessels and uniform plication volume.

Methods: We started dissection of the greater omentum using the Harmonic

Scalpel, 3cm from the pylorus and 2cm from the greater curvature edge to

preserve the right gastroepiploiec vessels. Dissection was then continued up

to the angle of His exposing the left crus of the diaphragm. We plicated the

stomach based on individual patients stomach size with Gastric Plication

Formula. Then plication was performed with interrupted 2–0 Ethibond sutures

at intervals of 2cm and then was subsequently reinforced with continuous

seromuscular suturing, using Polypropylene 2–0 suture.

Results: 52 patients received this procedure laparoscopically with mean oper-

ation time 105.8 mins. No intra-operative complications or surgical mortality

was observed. No major surgical complication (0%) was observed, but only 2

patients were re-admitted for dehydration and medical treatment offered.

Conclusion: Standardized technique of LAGBP further ensures the feasibility,

safety and reproducibility of this new bariatric surgery.
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Introduction:Weight regain after RYGB is increasingly reported in the bariatric

literature. Ileal Interposition with Diverted Sleeve Gastrectomy (II-DSG) is a

new and safe option with prominent metabolic effect without any vitamin and

mineral malabsorption.

Method: A 34 year old female with an open RYGB in 2009 admitted with

weight regain. The surgery was performed as a single step laparoscopic

operation. The gastrojejunal and jejunoileal anastomosis were taken down.

The jejunojejunal and gastrogastric anastomosis are performed by linear

staplers and normal anatomy is restored. After a liberal sleeve gastrecto-

my, the duodenum is divided after pylorus but the right gastric and

gastroepiploics are preserved. A 170 cm segment of terminal ileum, taken

30 cms proximal to I-C junction was prepared and Ileo-ileal anastomosis

done to re-establish the continuity. The duodenoileostomy was performed

by hand-sown sutures in two layers. Then the ileojejunal anastomosis is

performed by endoscopic linear stapler. Mesenteric gaps are closed by

non-absorbable 3–0 polypropylene interrupted sutures.

Results: The operation duration was 11 hours. Patient had a leak from

gastrogastric anastomosis on the third day after the drain was removed. A

prompt laparoscopic evaluation and repair was performed. She was

discharged 1 week after 2nd surgery.

Conclusion: The II-DSG might be a safe and durable option for RYGB which

needs revision with out forming any malabsorption.

VS.23 Case Presentation of Laparoscopic Sleeve Gastrectomy, Post

Laparoscopic Gastric Plication, Post Laparoscopic Release of

Plication Suture Line for Gastric Obstruction
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This is a 41 years old female, with long standing history of obesity with osteoarthritis

of both knees, irregular menses, left ovarian cysts, BMI of 40, failed conservative

medical measures to reduce her body weight, underwent Laparoscopic gastric

greater curvature plication on June 2011, that was carried out over 36 French

orogastric tube, in 2 layers running fashion, inner 2.0 Polysorb and outer 2.0

Bralon. On the first postoperative day, her contrast swallow revealed no leak or

obstruction to the contrast. Patient Presented to E/R on Sept. 2012, with one week

history of epigastric and retro-sternal pain, Contrast swallow revealed large epigas-

tric pouch with obstruction of the passage of contrast to distal stomach. Patient was

taken to Operating room; laparoscopic release of gastric plication suture line was

carried out to relive the gastric obstruction. Patient regained all her lost body weight

and more, for which patient was taken to operating room on March 2013, where

laparoscopic sleeve gastrectomy with staple line invagination was carried out,

operative and postoperative course went uncomplicated.

VS.24 Intragastric Balloon Migration Causing Intestinal Subocclusion
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Introduction: Intragastric balloons were first introduced in 1982, by Harboe and

Nieben, as a temporary weight loss strategy. Balloons are used primarily in

patients who do not meet criteria for bariatric surgery, or as adjuvant to preoper-

ative weight loss in the super-obese.Despite being an endoscopic procedurewith

relative simple technique, it is not free from complications. Spontaneous deflation

with intestinal migration is one of the most feared adverse events.

Methods: We present a case report of a female patient, age 36, BMI = 29

kg/m2, who underwent implant of a fluid-filled intragastric balloon.

Results: After four months of regular follow-up, the patient did not return for next

consults. Nine months after implantation of the device she developed abdominal

pain, nausea, bloating, followed by diarrhea episodes. An ultrasound did not see the

balloon, and computerized tomography showed thickening in the distal ileum and

moderate distention of bowels. Surgical treatment was performed by combined

laparoscopy and laparotomy, achieving successful removal of the prosthesis.

Conclusion: Intragastric balloon deflation may cause intestinal migration, lead-

ing to subocclusive syndrome in patients who remain more than the

recommended time with the balloon. Surgical treatment is effective in remov-

ing the prosthesis in such cases.

VS.25 Gastric Perforation Secondary to Intragastric Balloon
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Introduction: The intragastric balloon is currently used as a less invasive

option for the treatment of obesity and is indicated for patients who do not

fulfill the criteria or do not wish to undertake bariatric surgery, and in preoper-

ative weight loss in super-obese patients. Despite being minimally invasive,

with placement and removal done endoscopically, the intragastric balloon has

complications, such as gastric perforation, one of the most feared.

Method: We present the case of a female patient, BMI of 28.7 kg/m2, who

underwent placement of intragastric balloon (Silimed, RJ, Brazil).

Results: Her evolution was satisfactory, with loss of 14 Kg. After 6 months and

17 days, already scheduled for balloon removal, patient presented sudden and

severe abdominal pain. An endoscopy was performed, which revealed an

ulcerated lesion with gastric perforation in the anterior wall. The patient was

treated by laparoscopy, through injury suture, having a satisfactory outcome.

Conclusion Facing sudden severe abdominal pain in the presence of

intragastric balloon, the possibility of gastric perforation should be considered.

Endoscopy is the best diagnostic tool, providing direct visualization of the

lesion. Treatment should be immediately performed, by a surgical approach.
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Background: According to the increasing incidence of overweight and the

consequences like Type 2 Diabetes mellitus (T2DM) it´s necessary to improve

the therapie of obsesity. The EndoBarrier system is a Duodenal-Jejunal

Implant, anchored in the duodenum, that prevents food from contacting the

intestinal wall. It is proposed to have the comparable effects as gastric bypass

surgery. In this case report we describe the complication of a duodenal

perforation after EndoBarrier implantation, and the minimally invasive treat-

ment. In the literature theres is, to our knowlede no description of a compara-

ble case.

Case description: A 49 year old man with a BMI of 40.9 kg/m2 (185cm, 140kg)

and a poorly regulated T2DM (HbA1c 9,6%) received an EndoBarrier implant

for improving the T2DM. After 4 weeks the Patient came in the emergency

room with an acute abdomen. In the clinical examination the patient presented

peritonism in the right epigastric region. Laboratory work up showed CRP of

280 mg/l and the CT scan showed free air in the abdomen suspicious for

perforation in the duodenum. We decided to perform a combined endoscopic

and laparoscopic treatment procedure in general anasthesia. As a first step

the implant was removed endoscopically. In the laparoscopy, peritonitis of the

right upper quadrant was seen. After dissection of adhesions the perforation

was located at the duodenal bulb. The perforation was closed laparoscopically

using a running suture and the abdominal cavity was rinsed and drained.

Recovery from surgery and peritonitis was quikly. The patient was discharged

from hospital 9 days after surgery with normal laboratory values.

Discussion: This case shows a serious complication of the EndoBarrier

system which was exceptionally well treated by our interdisciplinary team

of surgeons and endoscopists. We strongly propose a minimally invasive

treatment like described in this case. Patients with diabetes and obesity

are at high risk for complications after major abdominal operations, a

minimally invasive treatment can reduce the risk for wound infections and

allows early mobilisation. Furthermore will be preserve the possibility to

perform laparoscopic metabolic surgery (gastric bypass) after complete

recovery of the patient.

VS.27 Extra-luminal Complication Following Endo-luminal Surgery for

Morbid Obesity - A Video Case Report
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Introduction: Obesity is a growing problem. Although laparoscopic bariatric

operations are effective, they are associated with significant risks. Hence there

is demand for safer and less invasive procedures. Primary Obesity Surgery

Endolumenal (POSE) is a new, incision-less bariatric procedure. No serious

procedure related complications have been reported yet. Post-op complica-

tions reported so far included nausea, vomiting, abdominal discomfort and

rarely bleeding or perforation.

Method: We present the first case of a splenic abscess following POSE. A 49-

year-old female underwent a POSE procedure and was discharged on the first

post-operative day. She was readmitted next day with nausea, vomiting and

upper abdominal pain, particularly on the left. Initial CT showed no perforation

or evidence of obstruction. Her nausea persisted and she later became py-

rexial, tachycardic and developed anaemia suggestive of sepsis. Blood cul-

tures grew Streptococcus milleri. Echocardiogram was normal. Subsequent

imaging showed two splenic infarcts, which later evolved into splenic abscess-

es associated with small left pleural effusion. She fully recovered following

antibiotics for 3 weeks.

Results: We feel after reviewing the video of her surgery, that an injury to short

gastric/ splenic vessels may have resulted in this splenic infarcts.

Conclusions: POSE procedure has been considered as an incision free safe

bariatric procedure. There is however a small risk of injury to structures around

the stomach during suture placement due to visual blinding. This may have led

to development of splenic infarcts and pleural effusion. We propose that these

should be recognised as associated risks and mentioned during consenting for

POSE.
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VS.28 Post-sleeve Gastrobronchial Fistula: Endoscopic Treatment

PRESENTER: M. Galvão Neto
1

Co-authors: A. Ramos1, M. Galvão Ramos1, E. Franca2, L. Silva3, J. Campos2

1Gastro Obeso Center, Bariatric Endoscopy Department, São Paulo-Brazil
2Federal University of Pernambuco - UFPE, Department of Surgery, Recife-

Brazil
3Hospital Agamenon Magalhães, Department of Surgery, Recife-Brazil

Introduction: Sleeve gastrectomy (SG) His angle leak tends to become chron-

ic, in some cases demanding an alternative endoscopic approach. After sepsis

treatment, stents are first line of endoscopic management on early leaks (up to

30 days). On late leaks or if stent fails, our option is pneumatic dilation

associated with endoscopic septotomy, since usually there is a septum divid-

ing the leak and gastric lumen. The sleeve leak outcome is even worse when it

involves the pulmonary area. Here we describe the case of a gastrobronchial

fistula after SG.

Methods: 32 year old female patient, BMI of 41 Kg/m2, submitted to SG.

Three weeks later, she presented sepsis and underwent laparoscopy

identifying an abscess caused by a His angle fistula. Cleaning, suture

and drainage were performed. Sepsis persisted and she was submitted

to another laparoscopy and a further laparotomy with same approach.

Finally, a gastro-pulmonary fistula (treated initially with chest tube and

then with thoracotomy) and a gastrocutaneous fistula developed. By the

time she was referred to our center she had around 60 days from the

original procedures. Treatment consisted in 3 consecutive sessions of

endoscopic gastric lumen pneumatic dilation (performed with an OTS 30–

35 mm achalasia balloon under 15–25 psi) associated with septotomy

done with endoscopic cautery.

Results: Patient outcomes were favorable as demonstrated by the X-ray at the

end and she is asymptomatic in a 6 month follow-up.

Conclusions: SG leaks, even the worst ones, can be treated by therapeutic

endoscopy like pneumatic dilation and septotomy.

VS.29 Laparoscopic Partial Esophagogastrectomy with Roux En-Y

Esophagojejunostomy for the Treatment of Chronic Leak After

Sleeve Gastrectomy

PRESENTER: N. Beglaibter
1

Co-authors: R. Rosenthal2, R. Grinbaum3

1Hadassah Mount Scopus University Hospital, Surgery, Jerusalem-Israel
2Cleveland Clinic, Bariatric Institute, Weston-United States
3Scopus University Hospital, Surgery, Jerusalem-Israel

51 years old female, super morbid obese (BMI 56), diabetic, hypertensive

women underwent an uneventful laparoscopic sleeve gastrectomy.

Postoperative course was unremarkable with a normal UGI on POD1. One

week post operatively she presented with a leak. At laparoscopy no visible

leak was identified despite blue dye test and biological glue was sprayed and a

drain placed. She continued to leak, an attempted endoscopic Uvesco clip

failed, a combined endo – laparoscopic suture of the staple line break failed as

well. She was treated conservatively with TPN and NPO initially and afterward

enteral nutrition was resumed with a persistent chronic gastric fistula. 4

months later she was operated laparoscopically. We present a video of partial

esophagogastrectomy including the fistula site and a Roux en-Y

esophagojejunostomy reconstruction.UGI post operatively confirmed no leak

with good passage. She had an uneventful course. Six months post opera-

tively her BMI had decreased from 56 to 42 with resolution of all comorbidities.

Proximal leaks after sleeve gastrectomy are rare but if persist and become

chronic are difficult to manage. Treatment is controversial and ranges from

stent placement to total gastrectomy. In this video we present an alternative

laparoscopic treatment, giving a definite high quality solution and resolution of

primary and secondary morbidities.

VS.30 Conversion of Sleeve Gastrectomy to a Laparoscopic Silastic Ring

Vertical Gastric Bypass (SRVGBP)

PRESENTER: A. Salinas
1

Co-authors: W. Garcia1, M. Ramirez1

1Hospital De Clinicas Caracas, Bariatric Surgery, Caracas-Venezuela

Introduction: Poor weight loss in patients after sleeve gastrectomy has been

related to enlarged gastric reservoirs and/or initial calibration over a 36F

bougie. Conversion to gastric bypass is an excellent option for this population.

Methods: Our patient is a 39 year old female, initially weighing 102 kg. (BMI 40

kg/m2), who underwent an endoscopic vertical gastroplasty six years ago. This

was converted to a laparoscopic sleeve gastrectomy three years later. She

presented to us for further weight-loss options given her weight of 104 kg. We

proceeded with conversion to a laparoscopic SRVGBP. After preparation of

the Roux limb, we performed a vertical gastric pouch transecting the stomach

parallel to the lesser curvature, 6 cms below the EG junction, over a 32F

bougie, with resection of the remnant stomach. The roux limb was brought

up antecolic and antegastric. We placed a 6 cm silastic ring above of the

gastrojejunostomy, as we do routinely.

Results: There were no post-operative complications. On the 3th post-operative

month, she had a 40% of EWL with no nutritional complications.

Conclusion: SRVGBP with gastric transection is a safe procedure, producing

good long-term results. This type of revision should include a new gastric

transection with proper size calibration in order to produce good weight loss

results.

VS.31 Intraoperative Prevention of Stenosis During Laparoscopic Sleeve

Gastrectomy

PRESENTER: R. Vilallonga
1

Co-authors: S. Van De Vrandre 1, J. Himpens 1

1 Az Sint Blasius, Obesity Department, Dendermonde-Belgium

Many different medical and surgical modalities have been described for the

treatment of late strictures after Laparoscopic Sleeve gastrectomy (LSG). They

include observation, endoscopic dilatations, seromyotomy (SM) and wedge re-

section of the sleeve stomach including the stricture. Strictures after LSG are

preventable by appropriate surgical technique of the LSG: when stenosis is

apparent peroperatively, SM or plasty of the stenosis may be performed at the

time to prevent the development of a stricture.

VS.32 Situs Inversus and Laparoscopic Sleeve Gastrectomy – A Case

Presentation

PRESENTER: V. Premaratne
1

Co-authors: N. Sanmugalingam1, O. Khan1, A. Bond1, A. Wan1

1St George’s Healthcare NHS trust, Upper GI Surgery, London-United

Kingdom

Introduction:Morbid obesity is emerging as an endemic problemwith an increasing

number of complex patients undergoing bariatric surgery. One such patient

presented to our unit with a history of Bardet-Biedl; a congenital condition associ-

ated with intra-abdominal visceral malrotation. This has the potential to cause

problems during surgical procedures, without prior preparation, due to unknown

organ position and blood supply.

Methods: The radiological images and video presentation demonstrates the

complexity of the anatomy in this case and its subsequent management.

Results: The displayed imaging was used to plan the intra-operative approach

that was to be used. As shown the general steps for the procedure include;

identifying anatomical structures, dissection of the hiatus, forming the gastric

sleeve, leak test and specimen removal.
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Conclusion: Patients with complex anatomy can still undergo bariatric surgery

however a multidisciplinary approach is essential in order to effectively delineate

the patient’s anatomy and plan the surgery accordingly.

VS.33 Complications After RYGBP, Acute Abdomen: Causes of Bowel

Obstruction

PRESENTER: G. Alvarez
1

Co-authors: E. Faria1, D. Girardon1

1Federal University of Santa Maria, Surgery, Santa Maria-Brazil

With the increasing frequency of laparoscopic Roux-en-Y gastric bypass

(RYGB), we expect to be called upon more often to deal with the complications

of this procedures. One of the most common presenting symptoms of a

delayed postoperative complication of RYGB is epigastric, colicky abdominal

pain. Bowel obstruction should always be considered in the differential diag-

nosis. Bowel obstruction is a known complication of Roux-en-Y gastric bypass.

It can be caused by adhesions, internal hernia or intussusception and less

freuqntly due to phytobezoars.

Methods: We present the radiologic laparoscopic treatment of presentation of

a bowel obstruction by adhesions, internal hernia or intussusception and

phytobezoars in patients after RYGB.

Results: A 39-year-old female presented 1 year after opening Roux-en-Y

gastric bypass with colicky abdominal pain, vomiting and inability to pass flatus.

She had lost 100% of her excess weight after surgery and her body mass index

had dropped from 40 to 25 kg/m(2). The computer tomography showed target

signal in sausage. At exploration, a retrograde intussusception of the small

bowel was noted distally to the jejunojejunostomy causing obstruction of the

alimentary and biliopancreatic limb and gastric remnant. The intussusception

was irreducible with signs of bowel ischaemia and required excision. Second

case, a 45-year-old male presented the same symptoms of bowel obstruction

treated laparoscopic by adhesions. The third case, 32-year-old female

presented 8 months after opening Roux-en-Y gastric present the same symp-

toms and undergone surgery by internal hernia. The last case, a 43-year-old

female, though symptoms of bowel obstruction and undergone surgery by

bezoar, one of the unusual underlying causes of bowel obstruction after bypass

surgery; the phytobezoar (undigested fruit or vegetable fibers).

VS.34 Laparoscopic Resection of the Anastomotic Ulcer and Revision of

Gastrojejunostomy After Roux-en-Y Gastric Bypass

PRESENTER: M. Jawad
2

Co-authors: M. Goldbach1, R. Moon2, A. Teixeira2

1Orlando Regional Medical Center, Department of General Surgery, Orlando-

United States
2Orlando Regional Medical Center, Department of Bariatric Surgery, Orlando-

United States

Introduction: 41 year old female with history of gastric band placement (2006),

conversion to Roux-en-Y gastric bypass (2007), and resection of anastomotic

ulcer (2008), presented with 4 weeks of severe, intermittent LUQ pain.

Materials and Methods: Veress needle was inserted in the left upper

quadrant. Abdomen was insufflated and trocars were inserted. The right lobe

of the liver was retracted anteriorly. The pouch revealed very thick ulceration with

adhesions and thickening/inflammation around gastrojejunostomy extending to

the stomach remnant. The gastrojejunostomy was separated from the stomach

remnant and the ulcer was separated. The pouch was dissected away from the

distal stomach allowing transection of the ulcer on both sides. The jejunum was

then transected and a gastrojejunal anastomosis was performed in 2 layers. The

first layer was a running stitch of 2–0 Polysorb to the posterior layer, carried out to

the anterior layer. The second layer was interrupted seromuscular stitch between

the jejunum and the pouch using 2–0 Polysorb. An Edlich tube was passed

through the anastomosis and air was used to test the anastomosis.

Results: Postoperatively the patient did well. An upper GI was perfomed on

POD#2 to check for any obstruction or leak, revealing neither. At that time the

diet was advanced to clear liquids. This was tolerated well and patient was

discharged home on POD #4.

Conclusion: Despite multiple abdominal surgeries, complicated anastomotic

ulcers can be managed by laparoscopic resection and reconstruction in ap-

propriately selected patients.

VS.35 Technical Aspects of Reversing Gastric Bypass to Normal

Anatomy a Video Demonstration

PRESENTER: M. Ekelund
1

Co-author: S. Frederiksen1

1Skåne University Hospital & Lund University, Surgery, Lund-Sweden

Introduction: Gastric bypass is known to improve or even cure several obesity-

associated disorders such as hypertension, incontinence, obstructive sleep apnea,

type II diabetes, pseudotumor cerebri and hyperlipidemia. Furthermore quality of life

improves for the majority. However, a minority of patients do have complications. In

very few of these, reversal to normal anatomy is the only and final option.

Method: During the last yearswe have reversed four patients fromgastric bypass

to normal anatomy. Three was done by open technique and one by laparoscopy.

Results: Patient 1. Internal herniation and massive bowel resection. 50 cm small

bowel left. Now off parenteral nutrition. Patient 2. Chronic therapy-resistant ulcer.

Cured from ulcer. Patient 3. Chronic abdominal pain andmalnutrition. Off opoids and

have gained weight. Patient 4. Severe subjective discomfort and dissatisfaction. No

complication to reversal. Short follow-up-time and thereby no long-term outcome.

Conclusion: Reversal of gastric bypass is feasible and safe.

Laparoscopic approach may be considered with technical considerations as

demonstrated in the video.

VS.36 Laparoscopic Distal Pancreatectomy After Laparoscopic Mini

Gastric Bypass

PRESENTER: H. Haidar Ahmad
1

Co-authors: D. Wong1, N. de la Cruz-Munoz1

1University of Miami Miller School of Medicine, Surgery, Doral- United States

Obese patients are at increased risks of several malignancies. Therefore, occa-

sionally, a post bariatric surgery patient presents with a neoplasm that needs

treatment. This is a case of a 56 year female who presented with a complexmass

at the tail of the pancreas three years after receiving a laparoscopic mini gastric

bypass at an outside institution. After a work up that could not exclude a malig-

nancy, she was taken for a laparoscopic distal pancreatectomy.

The video shows the procedure and the differences seen due to her prior

bariatric surgery. Care was taken not to injure her alimentary loop or gastric

remnant during the procedure.

VS.37 Complex Gastro-jejunal Fistula with Anastomotic Stenosis After

Mini Gastric Bypass: Laparoscopic Conversion into Roux and Y

Gastric Bypass

PRESENTER: M. Robert
1

Co-author: C. Gouillat1

1Edouard Herriot Hospital, Lyon 1 University, Bariatric surgery, Lyon- France

Introduction: A 47-year-old man was referred to us10 months after a Mini

Gastric Bypass (MGB) because of chronic dysphagia leading to aphagia and

severe malnutrition. The patient had lost 57 kg.

Method: diagnostic work-up included an upper endoscopywhich revealed a complete

gastro-jejunal anastomotic stenosiswithablind fistula.Agastric computed tomography

with gas confirmed the anastomotic stenosis and the absence of peritoneal abscess.
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Prealbumin plasma level was very low (0.13g/l). A laparoscopic conversion into Roux

and Y gastric bypass (RYGBP) was proposed after preoperative nutrition support.

Results: a laparoscopic redo surgery was performed. The exploration revealed

a complex gastro-jejunal fistula with the remnant stomach and severe adhe-

sions of the transverse colon. A methylen blue test confirmed the complete

anastomotic stenosis. We performed a resection of the gastro-jejunal anasto-

mosis and a partial excision of the remnant stomach. The gastric pouch was

resized and the omega limb was converted into a Roux and Y gastric bypass

with a long biliary limb and a 70 cm alimentary limb. Operative time was 215

minutes. Postoperative period was uneventful and the patient was discharged

on postoperative day 4. Oral nutrition was possible without dysphagia.

Conclusions: Laparoscopic conversion of MGB into RYGBP for anastomotic

complications is sometimes difficult but feasible. It is an effective solution to

treat this complex situation.

VS.38 Performing Bariatric Surgery in Patients with Restricted Intra-peritoneal

Access: A Video Presentation

PRESENTER: R. Aguilo
1

Co-authors: S. Agrawal1, Y. Koak1

1 Homerton University Hospital, Bariatric Surgery, London-United Kingdom

Introduction: Difficulty in gaining intra-peritoneal access in patients with a restrict-
ed intra-peritoneal compartment can prevent completion of bariatric surgery and

abandonment of the procedure. We present a video case series of four patients

where accesswas restricted and amodified bariatric procedure was performed to

complete the operation, and one repair of a complication.

Method: A prospective evaluation of patients with restricted intra-peritoneal ac-

cess was performed to determine an appropriate strategy to modify the bariatric

operation to achieve completion of the procedure.

Case 1: A 57 year old female patient had amodified sleeve gastrectomy performed

due to very large long-standing umbilical hernia which incorporated the stomach.

Case 2: A 46 year old male had a restricted sub-diaphragmatic intra-thoracic

compartment where a gastric bypass procedure was modified to a horizontal

pouch with longer malabsorptive component.

Case 3: A 71 year old female patient who underwent previous open midline

cholecystectomy had a modified sleeve gastrectomy performed laparoscopically.

Case 4: A 49 year old female who underwent a previous incisional hernia

repair had extensive intra-peritoneal and stomach adhesions which necessi-

tated modified laparoscopic sleeve gastrectomy.

Case 5: A 65 year old female had a perforation of a previous laparoscopic

Roux-en-Y gastric bypass gastrojejunal anastomosis that was repaired by

refashioning laparoscopically.

Results: All patients underwent a modification of the usual bariatric procedure.

All cases were completed successfully and laparoscopically.

Conclusion: Bariatric surgery procedures can be modified in cases where

intra-peritoneal access is restricted.

VS.39 A Rare Complication of Laparoscopic Gastric Banding (LAGB) -

Concomitent Gastric and Colonic Migration

PRESENTER: C. Copaescu
1

Co-authors: S. Filip1, B. Smeu1, I. Hutopila1, M. Priboi1

1Delta Hospital, Minimally invasive and Bariatric Surgery, Bucharest- Romania

Background: LAGB is recognized as an effective and safe surgical treatment

for obesity. The band erosion is a well-known late complication, but migration

of the device through the small bowel or the colonic wall represent a very rare

complication after LAGB; only few cases are reported in the literature.

Aim: this case presents our surgical strategy for a simultaneous migration of

the device into the stomach (the ring) and into left colon (the connecting tube).

Method and Results: The patients has been operated for morbid obesity 7 year

before by placing a Lap Band. 6 months after the procedure the reservoir has

been explanted due to the rejection of the access port. The connection tub was

abandoned in the peritoneal cavity. The patient had no follow-up visits for 6

years. In December, 2012, the patient presented a trans-anal prolapse of the

connection tube. No other clinical sign were mentioned. EWL = 65% at 7

years. This video presents the preoperative work-up – recto colonoscopy,

barium enema, abdominal CT, irigography) and the particular aspects of the

combined laparoscopic transgastric band removal with the colonoscopic

connecting tube extraction. A further metabolic procedure to maintain the

weight loss may be required at least 6 months after the surgery.

Conclusion: A rare complication after LASGB was presented. Our strategy to

combine the laparoscopic transgastric band removal and colonoscopic

connecting tube extraction was a safe and efficient solution. A further meta-

bolic procedure to maintain the weight loss may be required.

VS.40 Redo in Bariatric Surgery for Non Bariatric Indications;

Laparoscopic Management of Gastric Volvolus with Hiatal

Hernia 2 Years Post to Laparoscopic Sleeve Gastrectomy

PRESENTER: A. Soliman
1

Co-author: R. Rosenthal2

1AinShamsUniversity,Minimal Invasive&Bariatric Surgery, Alkhobar-Saudi Arabia
2Cleveland Clinic Florida, Minimal Invasive & & Bariatric Surgery, Florida-

United States

Introduction: Laparoscopic sleeve gastrectomy (LSG) in morbid obesity has

proved to be a safe and reproducible technique. However is not free of

complications. Gastric volvulus is reported either because of laxity of the

gastric anatomical fixations or improper dissection of the back of stomach.

Method & Results:We report a case of female patient in the post-operative period

immediately following LSG presented early symptoms of upper gastrointestinal

occlusion indicative of gastric volvolus of the gastric sleeve. Follow up investiga-

tions include Barium swallow and UGIT endoscopy showing associated Hiatus

Hernia and no obstruction but twisting of the mid-stomach with intractable reflux

signs. We performed a laparoscopic dissection of the stomach back and correc-

tion of the stomach axis tube with freeing of related adhesions of the gastric

sleeve and then laparoscopic hiatal hernia repair with anterior fundoplication

Conclusion: Sleeve gastrectomy leaves the stomach with no fixations, which may

predispose to volvolus. This complication is a rare finding to be reported to date

following this intervention, but still needs to be considered in this type of patient.

Fig. (1): Gastrograffin Swallow for a female patient presented with frequent

vomiting , dysphagia for soft and solids with athenia for 2 years post to

laparoscopic sleeve gastrectomy showing cut of the dye at the level of mid-

stomach with slow passage of dyes suggesting gastric volvolus

Fig. (2): Gastrograffin Swallow 3 days after for laparoscopic correction of

gastric volvolus and repair of hiatal hernia showing the stomach tube with free

passage of dye till the small bowel.

1092 OBES SURG (2013) 23:1017–1243



VIDEO KIOSK

VK.01 Cecal Volvulus After Roux-en-Y Gastric Bypass

PRESENTER: M. Jawad
2

Co-authors: N. Shah1, R. Moon2, A. Teixeira2

1Orlando Regional Medical Center, Department of General Surgery, Orlando-

United States
2Orlando Regional Medical Center, Department of Bariatric Surgery, Orlando-

United States

Introduction: A 51-year-old female status post Roux-en-Y gastric bypass

presented with chronic right upper quadrant pain. She had a history of laparoscopic

cholecystectomy and common bile duct explorationwith choledochoduodenostomy

due to chronic abdominal pain.

Materials and Methods: Veress needle was inserted in the left upper quadrant

and the abdomen was insufflated. A 5mm trocar was place in the left upper

quadrant, a 10 mm trocar was place above the umbilicus and two more were

place in the right and left upper quadrants respectively. No adhesions were

noted. No abnormalities were noted in the gastrojejunostomy or the blind limb.

The bowel was run to the ileocecal valve and no obstructions where noted and

the Peterson’s defect was closed. Upon inspection, cecum was found to be

completely rotated to the left side, located mainly in the right upper quadrant

and kinked on itself. The floppy cecum was thought to be due to the significant

weight loss, which has lead to chronic volvulization of the cecum. A cecopexy

was performed by suturing the tenia to the anterior abdominal wall with a

running 2–0 Polysorb stitch.

Result: The patient tolerated the procedure well and was discharged home

post operatively.

Conclusion: Patients with significant weight loss after Roux-en-Y gastric by-

pass may present with cecal volvulus.

VK.02 Laparoscopic Reversal of Roux-en-Y Gastric Bypass Due to

Malnutrition and Unintentional Weight Loss

PRESENTER: M. Jawad
1

Co-authors: R. Moon1, A. Teixeira1

1Orlando Regional Medical Center, Department of Bariatric Surgery, Orlando-

United States

Introduction: 40 year-old female presented with a history of malnutrition and

unintentional weight loss. The patient had Roux-en-Y gastric bypass (RYGB)

10 years ago and has lost approximately 280 lbs. She lost 30lbs within the

recent two months. She was unable to maintain her weight despite eating

every 1–2 hours, and required PEG tubes due to malnutrition. The patient was

admitted for reversal of the RYGB.

Method: Veress needle was inserted in left upper quadrant, the abdomen

was insufflated, and six trocars were inserted. Adhesions were taken

down between the left lobe of the liver and the pouch. The jejunum

was separated from the pouch. Gastrostomy was made at the corner

of the pouch and at the stomach remnant, and anastomosis was created

using a linear stapler. Opening of the gastrogastrostomy was closed in 2

layers, a running 2–0 Polysorb stitch in the first layer and interrupted 2–

0 Polysorb stitch in the second layer. Another anastomosis was created

between the Roux limb and the biliopancreatic limb using linear stapler.

The opening of the anastomosis was closed with two applications of

linear stapler.

Result: The patient complained of abdominal pain and nausea postoperatively.

The upper gastrointestinal imaging showed delayed emptying distally, but the

abdomen x-ray and computed tomography scan did not show any obstruction.

She was managed conservatively and was discharged home on post-

operative day 7 tolerating diet.

Conclusion: Reversal of the RYGB may be needed in patients with malnutrition.

VK.03 A Stepwise Aproach to Treat a Petersen’s Hernia

PRESENTER: A. Jamel Coelho
1

Co-authors: A. Porto Zacaron1, J. Ferreira Manso2, L. Castro3

1Obesoproctocenter, Bariatric, Rio De Janeiro-Brazil
2Universidade Federal Do Rio De Janeiro, Surgery, Rio De Janeiro-Brazil
3Obesoproctocenter, Colon and Rectal Surgery, Rio De Janeiro-Brazil

In this video we demonstrate our approach to treat the Petersen’s hernia

quickly and in our opinion safely, by reducing the amount of bowel manipula-

tion. Four ports are used: A 11 mm in the umbilicus for the optic , a 5 mm in the

right hypocondrium in midclavicular line , a 11 mm in the left hypocondrium

same line and a 5mm in the left flank in anterior axillary line.

The operation is standardized in two steps:

STEP 1- Identify The Transverse Mesocolon And Alimentary Limb

In this step no bowel manipulation is performed, with the left hand we expose

the transverse colon and seek with the scope for the alimentary limb that is of

course antecolic.

STEP 2- Push the Bowel From Right To Left Of The Patient

Now all the bowel loops that are at the right of the patient are pushed from right

to left through the area of the defect (that we don’t see yet , but by the anterior

step we know is there)we do it in alleatory movements , there is no need to

identify specifically any segment.Finally our movements will end in the open

defect.

After that , with the help of the assistant surgeon the transverse colon kept in

lift position and we aplly a running suture of ethibond 3–0 tha begins just below

the colon on it’s mesentery in the back and in the mesentery of alimentary limb

in front and ends in the root of both mesenteries.

VK.04 Bariatric Surgery Complications and Management

PRESENTER: W. Lutfi Bukhari
1

Co-authors: A. Salih Elnati1, M. Amjad Akbik1, K. FathElrahman Bakier1, A.

Elhoush1

1International Medical Center, Advanced Laparoscopic & Bariatric Surgery,

Jeddah-Saudi Arabia

Introduction: Bariatric and Metabolic Surgery is a highly sophisticated techni-

cal & surgical approach to manage people of morbid obesity and diabetes

mellitus (D.M.) Type II and the subsequent multiple health and metabolic

complications.

Method: 1050 had sleeve Gastrectomy 450 (Revision) 405 had Roux-en-y gastric

bypass 200 (Revision) 95 of them is fobi banded bypass 3 patient duodenal switch

with biliopancreatic diversion 97 patient with gastric banding & balloon

Complications with:

A) Sleeve Gastrectomy group:

8 gastric leaks (0.7% of 1150 pts).

(3 PATIENTS WERE REVISION)

8 patients had bleeding (0.7%)

(6 PATIENT WERE REVISION)

Respiratory complications in 5 patients (0.4%)

(ALL REVISION CASES)

B) Roux en Y Gastric Bypass group:

2 gastric leaks (0.5%)

(1 PATIENT REVISION)

10 patients had bleeding (2.5%)

(6 PATIENTS REVISION CASES)

2 patients had respiratory complications

(0.5%)

(1 PATIENT REVISION)

Results: During the course of this presentation, I’ll demonstrate 6 cases &

explain how we give each individual presentation of each type of complications
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the most adequate & sufficient rout of management to pass with patient to

safety & restore his normal life.

Conclusion:We are showing some of these complications & how we managed

each individually upon our experiences.

VK.05 A Swallowed Band: Chronic Erosion and Intraluminal Migration of

a Laparoscopic Gastric Band

PRESENTER: A. Nadler
1

Co-author: T. Penner2

1University of Toronto, General Surgery, Toronto-Canada
2Toronto Western Hospital, General Surgery, Toronto-Canada

Introduction: This video illustrates the management of a unique laparoscopic

gastric band complication involving chronic band erosion through the gastro-

esophageal junction and intraluminal band migration into the jejunum.

Method: A 28 year old woman presented two years following the insertion of a

laparoscopic gastric band with abdominal pain, vomiting, and constipation.

She was clinically well, with no signs of peritonitis. A computed tomography

scan of the abdomen revealed the presence of the band in the jejunum, with no

evidence of perforation. An exploratory laparoscopy was undertaken to man-

age the gastric band related complication.

Results: An exploratory laparoscopy identified a chronic, well-healed erosion

of the gastric band through the gastroesophageal junction with subsequent

intraluminal migration of the band into the jejunum resulting in a partial small

bowel obstruction. A longitudinal enterotomy was created at the site of the

band in the jejunum and it was extracted through this site. The enterotomy was

closed in a transverse fashion. An upper endoscopy was performed and

revealed intact gastric mucosa with a subtle scar below the gastroesophageal

junction, but no perforation or leakage.

Conclusion: This video illustrates the laparoscopic management of a

migrated gastric band following chronic erosion into the gastrointestinal

tract. This represents a rare complication following laparoscopic gastric

band placement.

VK.06 Acute Postoperative Incarceration of a Sleeve Gastrectomy in a

Hiatal Hernia

PRESENTER: N. Beglaibter
1

Co-author: R. Grinbaum1

1Hadassah Mount Scopus University Hospital, Surgery, Jerusalem-Israel

A morbidly obese (BMI 46 Kg\m2) 45 years old woman without any symptoms of

GERD and a normal preoperative Barium swallow underwent an uneventful

laparoscopic sleeve gastrectomy. Upper GI on post-operative day 1 revealed

obstruction of contrast flow at the EGJ. The patient was vomiting saliva. During

the following week 2 endoscopies showed passage through the upper part of the

sleeve but no passage to the sleeve antrum due to a twist/angulation at the mid

portion of the sleeve. A CT finally demonstrated a strangulated hiatal hernia of the

proximal part of the sleeve. We present a video of her second laparoscopy. We

found the upper third of the sleeve to be incarcerated in the mediastinum via the

diaphragmatic hiatus. The incarcerated part of the sleeve was edematous and

engorged. It was totally reduced to the abdomen and the diaphragmwas repaired

by primary suture closure. Post-operative course was uneventful, UGI demon-

strated free passage of contrast and no hernia. She was discharged tolerating

liquid diet. This rare complication underscores the importance of identifying the

presence of crural defect during the sleeve gastrectomy and concomitant repair.

VK.07 Decision Making and Feasibility for Removing the Gastric

Remnant During Gastric Bypass: Video Report of Two Cases

PRESENTER: L. Leuratti
1

Co-authors: M. Alfa-Wali1, G. Bonanomi1

1Chelsea and Westminster Hospital, General Surgery, London-United Kingdom

Introduction: In bariatric surgery intraoperative unexpected findings can some-

time lead to abort a procedure or prompt a change of the surgical plan. The

increasing number of procedures will probably expose surgeons to a higher

incidence of unexpected findings during gastric bypass (RYGB) that might

need immediate intraoperative management. We present two cases of inci-

dental findings that required a remnant gastrectomy.

Methods: In the first case a patient was scheduled for a laparoscopic RYGB

following an endoscopic gastric band removal one year before for an extensive

gastric erosion. The video shows how a remnant gastrectomy was necessary

following the sudden appearance of ischaemic changes of the fundus after the

creation of the gastric pouch. The second case shows the incidental finding of

a large gastrointestinal stromal tumor (GIST) of the gastric antrum that was

treated with a remnant gastrectomy.

Results: Both procedures were completed laparoscopically and did not affect

the final outcome in terms of surgical reconstruction. Post-operative stay was

uneventful in both cases. Histology confirmed the GIST nature of the lesion

and the patient did not need further surgery or adjuvant therapy but was put

under oncological surveillance.

Conclusion: Intraoperative unexpected findings requiring the gastrectomy of

the remnant can safely be managed laparoscopically in a single step.

Surgeons should be aware about the decision making process that could lead

to a change in the surgical plan in the patient’s best interest.

VK.08 Laparoscopic Repair of Perforated Marginal Ulcer Following

Roux-en-Y Gastric Bypass

PRESENTER: R. Grinbaum
1

Co-author: N. Beglaibter1

1Hadassah Mount Scopus University Hospital, Surgery, Jerusalem-Israel

Introduction: Marginal ulceration is a known complication of Roux-en-Y gastric

bypass (RYGB). Laparoscopic repair may be a feasible repair minimizing

morbidity associated with a laparotomy.

Case: 52 years old women had undergone LAGB removal due to infected port

followed 8 months later with a laparoscopic RYGB (antecolic, antegastric). Her

BMI initially had dropped with the LAGB from 39 to 23 but after band removal

increased to 31. She has been a smoker and was maintained on regular PPI

therapy. She presented to the ER a year postoperatively with acute epigastric

pain. Abdominal computed tomography revealed an abscess in the pre-

vious lesser sac and gastrograffin upper gastrointestinal series confirmed

a leak at the gastrojejunostomy anastomosis. She was taken to surgery

and a perforated ulcer was found at the posterior jejunal side of the

gastrojejunostomy. This was treated with oversewing and drainage. She

recovered uneventfully and maintained on PPI therapy.

Conclusion: A laparoscopic repair can be completed safely and effectively,

with minimal postoperative hospitalization, and low associated morbidity.

VK.09 Mistakes with the Nasogastric Tubes During Laparoscopic

Bariatric Procedures

PRESENTER: G. Martinez De Aragon
1

Co-authors: C. Martinez Blazquez1–2, J. Vitores Lopez1–2, V. Sierra Estban1–2,

J. Valencia Cortejoso1–2, I. Esquiroz1–2, J. Barrutia Leonardo1–2, I. Angulo1–2,

A. Gaston1–2, A. Maqueda1–2, A. Martinez De Aragon–2, N. Vicente Vicente2

1Hospital Universitario De Alava, General Surgery, Vitoria-Spain
2Endocrinologist, Vitoria

There are many reports in baratric surgery about complications in the

postoperative as fistulas, stenosis, weight regain, resolution of

comorbidities, Laparoscopic bariatric surgery is a difficult surgery in

itself but much more becouse of the patients weight with a lot of fat
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and long distances for working. Nasogastric tube are used during

bariatric surgery in many times. Empting the stomach, in order to

calibrate the gastric tube during sleeve gastrectomy, when we intro-

duce the Orvil for circular anastomosis in Gastric By-pass and com-

monly afer surgery in order to get information of bleeding and to

decompress the gastroyeyunal anastomosis in the postoperative pe-

riod. Usually introduced by the anestesiologist and/or the nurses we

have to be very care about it and never let our guard down. We

preset some video clips showing some mistakes that took place

during bariatric procederes with the nasogástric tube and how we

resolved them. It is very importat to keep in mind nasogastric tubes

during bariatric procedures to prevent serious complications.

VK.10 Is He a Patient of Bariatric Surgery or a Book on Operative

Bariatric Surgery? - An Interesting Case Report

PRESENTER: M. Narwaria
1

1 Ahmedabad Bariatric & Cosmetic Pvt. Ltd., Bariatric Surgery,

Ahmedabad-India

Now a days bariatric surgery are one of the commonly done procedures

as they are giving more promising results in achieving and maintaining

weight loss and in resolution of metabolic diseases. As the numbers of

procedures are on the rise, the redo / revision surgeries in bariatric

procedures are also on the rise. Here we present our experience in our

patient who underwent multiple procedures which includes almost every

bariatric procedure done for obesity.

Laparoscopic Gastric Banding (Elsewhere) No Weight Loss – Band

removal & Rebanding (Elsewhere) → No Weight Loss / Band Erosion –

Band to Sleeve (Elsewhere) Incomplete sleeve because of adhesions in

upper part of stomach → NO WEIGHT LOSS → CAME TO US

BPD with common channel 100 cms Patient developed Intestinal Obstruction in

the post-operative period stricture at gastric anastomosis site detected radiolog-

ically → Revision of anastomosis → Patient lose adequate weight / develops

diarrhea & Protein Calorie Malnutrition →Feeding Jejunostomy → diarrhea &

Protein Calorie Malnutrition not controlled → Lengthening of Common Channel

to 150 cms → develops diarrhea & Protein Calorie Malnutrition after sometime →

TPN tried & failed → Lengthening of Common Channel to 250 cms → patient

comfortable

VK.11 Laparoscopy Assisted Transgastric Endoscopy and Remnant

Gastrectomy for Lynch Syndrome After Gastric Bypass

PRESENTER: M. Jawad
1

Co-authors: R. Moon1, A. Teixeira1

1Orlando Regional Medical Center, Department of Bariatric Surgery, Orlando-

United States

Introduction: 51 year old female with history of RYGB 3 years ago was recently

diagnosed with Lynch syndrome. Lynch syndrome is an autosomal dominant

genetic condition which has high risk of colon cancer as well as other cancers

including endometrium, ovary, stomach, small intestine, hepatobiliary tract,

upper urinary tract, brain, and skin.

Materials and Methods: She was attempted for double balloon endoscopy at

an outside facility that was unsuccessful. So she was taken to the operating

room for laparoscopic assisted transgastric endoscopy with possible remnant

gastrectomy if multiple polyps were encountered. As expected, multiple polyps

were seen. Multiple biopsies were taken and sent for frozen section. Although

all the frozen sections were negative for any malignancies, due to the number

of polyps and the need for more close follow up with EGD, the decision was

made to perform a remnant gastrectomy.

Result: Postoperatively the patient did well, home on POD # 2 on full liquid diet.

The final pathology was negative for all the specimens.

Conclusion: Close follow up on patients with Lynch syndrome is technically chal-

lenging when they have a history of RYGB. Laparoscopy assisted transgastric

endoscopy and/or remnant gastrectomy may be an option in these patients.

VK.12 Dysphagia Following Two Stages Band-to-Sleeve Revision. A Call

for a Complete Fundus Unwrapping During Band Removal

Procedures

PRESENTER: H. Spivak
1

Co-authors: A. Zendel1, M. Rubin1

1Chaim Sheba Medical Center, The Center For Treatment Of Morbid Obesity,

Tel Hashomer-Israel

A revision from adjustable gastric banding to gastric sleeve can be done in one

stage or two stages (removal first, followed by revision). This case is about

reoperation for dysphagia that followed a two stage procedure where the fundus

wrap was not taken down completely in the band removal procedure.

Following a few years of intolerance the patient had her adjustable gastric

banding removed. Apparently and as typically performed, the band was removed

without taking down the gastro-gastric sutures or unwrapping the gastric fundus.

Sixmonths later, a revision to sleevewas performedand due to difficult adhesions

the stapler line was placed over a bougie lateral to the wrap. The patient expe-

rienced post operative dysphagia which continued for months after. She

underwent non diagnostic swallow studies (n=4), CT (n=1) and gastroscopies

with dilatations (n=3). This video presents the laparoscopic exploration a year

later where a twisted andwrapped funduswas found. The funduswrap was taken

down and transected. Following this procedure the patient’s symptoms mostly

resolved and a repeat swallow study confirmed the repair.

Most surgeon will not undo the fundus wrap in a simple gastric banding

removal. However, in cases where a revision is anticipated, unwrapping of

the gastric fundus is mandatory preferably during the band removal or at least

at the revision procedure. Keeping the wrap intact could cause dysphagia that

may not respond to dilatations and could require an additional surgery.

VK.13 Withdrawal of a Migrated Laparoscopic Adjustable Gastric Band

(LAGB)

PRESENTER: L. Urrutia
1

Co-authors: M. Berry1, M. Schulz1

1Clinica Las Condes, Unit of Bariatric and Metabolic Surgery, Santiago- Chile

Introduction: LAGB has proven to be an effective surgical technique for

obesity control and its co-morbidities, however it presents complications such

as migration (1-6%), slippage, esophageal dilation among others.Most of

these complications require removal of the device.The revision of a migrated

laparoscopic adjustable gastric band (LAGB) has become a relative uncom-

mon scenario in bariatric surgery. The purpose of this video is to show the

surgical technique used in our center in migration cases.

Method: Video of a revisional surgery: laparoscopic removal of a migrated

LAGB.

Technique:

1. Veress needle pneumoperitoneum to 15 mmHg.

2. Usual technique for trocars placement

3. Release of the band connection tube.

4. Gastrotomy between reins

5. Cutting of the band migrated with scissors.

6. Extraction of the band, prior cutting of the connector tube.

7. Locking points close to where the band was located

8. Closing Gastrotomy.

9. Removal of the device from the abdominal cavity.

10. Removing the access port.

11. Extraction of trocars under vision

12. Umbilical port closure
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VK.14 Two Cases of Laparoscopic Removal of Gastric Band Completely

Eroded in the Stomach

PRESENTER: A. Goralczyk
1

Co-authors: F. Villa1, K. Mannur1

1Homerton University Hospital, bariatric surgery, London-United Kingdom

Introduction: We are presenting the cases of a 54 year old woman who had

laparoscopic gastric band (LGB) (Swedish) placed in 2006 and a 64 year

old gentleman with intense surgical history who had the LGB in 1997, and

open incisional hernia repair complicated by long standing seroma requir-

ing debridement and VAC dressing in 2004. Both referred to Homerton

Hospital for removal of gastric bands (GB) due to their erosion into the

stomach. Erosions were diagnosed by swallow tests and OGD. The videos

describe the laparoscopic removals of the bands, the difficulty in

approaching the abdominal cavity because of previous adhesions and the

laparoscopic gastrotomy to retrieve the bands completely eroded into the

stomach. On table gastroscopies was performed. Harmonic scalpel was

used to dissect the residual band capsules and to perform a gastrotomy to

allow the retrieval of the band into the peritoneal cavity.In the woman’s

case, the dissected fundus was closed by fundus resection (partial sleeve

gastrectomy), while continuous suture was applied to close the gastrotomy

in the man’s case.

Method: Video presentation GB retrieval through laparoscopic gastrotomy.

Results: Safe removal of GB in two complex cases.

Conclusion: Gastric band is a foreign body and should be always treated as

such. Regular follow up is paramount. Erosion of the GB should be suspected

and investigated when the patient experiences epigastric pain and vomiting. In

the event of proven erosion it is important to remove it immediately to avoid

further damage to the gastric fundus.

VK.15 Laparoscopic Roux-limb Placement for the Management of

Chronic Proximal Fistulas After Sleeve Gastrectomy

PRESENTER: R. Vilalonga
1

Co-authors: S. Van De Vrande1, J. Himpens2

1Az Sint Blasius, Obesity Department, Dendermonde-Belgium
2Az Sint Blasius, Head Of Obesity Department, Dendermonde-Belgium

Introduction: Laparoscopic sleeve gastrectomy (LSG) is an increasingly

popular bariatric procedure. However, after LSG, leaks may occur that

are difficult to treat and that can persist for months. Treatment is con-

troversial and ranges from stent placement to total gastrectomy. We

propose an alternative laparoscopic treatment. The aims of our study

were to report on the incidence of chronic fistulas after LSG and the

outcome of Roux-limb placement on these defects. The setting was a

major teaching hospital in Belgium. METHODS: From January 1, 2002,

to December 31, 2011, we performed LSG as a primary weight loss

operation (PLSG) in 728 patients and as a corrective operation (CLSG)

in 84 patients. A retrospective chart and database review was conducted.

When a chronic leak persisted beyond 4 months, we performed a lapa-

roscopic Roux-limb placement on the defect.

Results: Leaks occurred in 26 patients (3.6%) after PLSG and in 6 (7.1%) after

CLSG. A leak persisted beyond 4 months in 7 patients (26.9%) after PLSG

and in 2 patients (33.3%) after CLSG. Two patients with a chronic fistula after

PLSG were referred to our hospital. In 11 patients, a Roux limb was

laparoscopically sutured to the defect. The mean time for a chronic fistula to

heal after Roux-limb placement was 12.5±10.2 days, and the mean length of

hospital stay was 19.6± 14.2.

Conclusion: Proximal leaks after LSG are relatively rare. However, a

significant number become chronic. Laparoscopic placement of a Roux-

limb on the defect is a safe treatment with an eventual succes rate of

100%.

VK.16 Minimal Access Management of Mirizzi’s Syndrome Type IV

Complication After Gastric Bypass: A Video Presentation

PRESENTER: R. Aguilo
1

Co-authors: L. Gow1, S. Agrawal1, R. Shidrawi2, Y. Koak1

1Homerton University Hospital, Bariatric Surgery, London-United Kingdom
2Homerton University Hospital, Gastroenterology, London-United Kingdom

Introduction: Mirizzi’s syndrome is a rare complication of gallstone disease

characterised by compression of the common hepatic duct by an impacted gall-

stone. Grade IV disease includes a choledochobiliary fistula with erosion of the full

circumference of the bile duct. We present a case of Mirizzi’s syndrome grade IV

occurring 14 months after laparoscopic gastric bypass (LRYGB) and describe

successful management of this case by minimal access technique. BMI prior to

LRYGB was 51.5kg/m2 and the patient had achieved 60% excess weight loss.

Method: This video demonstrates the joint laparoscopic and intra-operative

ERCP procedure that was undertaken to deal with this complex disease. After

adhesiolysis a laparoscopic cholecystectomy was performed. A fistulous connec-

tionwas noted betweenHartmann’s pouch and the right hepatic duct, with a large

1cm calculus located in the distal right hepatic duct. Findings were confirmed by

on-table cholangiogram. Intraoperative ERCPwith sphincterotomy was success-

fully performed via a 15mm port through the remnant stomach. Retrieval of the

calculus necessitated laparoscopic widening of the fistula tract. Laparoscopic

repair of the fistula track and right hepatic duct was performed.

Results: Postoperatively a persistent bile leak was managed successfully with

insertion of a PTC-guided drain, removed after one week. Postoperative

review at 1 year showed successful resolution of her complex gallstone

disease.

Discussion: Despite difficulty of access complex gallstone disease and

Mirizzi’s syndrome developing after LRYGB can be satisfactorily managed

by a minimal access technique. To our knowledge this is the first documented

report of Mirizzi’s syndrome occurring after bariatric surgery.

VK.17 Re-revisionary After Gold Standard Bariatric Procedure – When

the Stomach Pouch Does Not Exist

PRESENTER: W. Karcz
1

Co-authors: S. Küsters2, M. Zimmermann1, K. Schmidt1, J. Grueneberger2

1UKSH, General Surgery, Lübeck-Germany
2UF, General Surgery, Freiburg-Germany

Background: A lot of surgical approaches have been described as revisionary

Surgery. We would like to present the Case of patient with primary RYGB and

following history before he come to our Clinic: one year later pouch dilatation and

REDO RYGB operation with creation “Micro- Pouch”. In Gastroscopy and 3DCT

Reconstruction could not identify the Gastric Pouch at all. The Patient after the

second operation gained the weight to BMI 41. We decided to introduce the

malabsoption on the first line to reduce the weight. We performed the

Lemmens/ Himpens procedure: we cut off the distal end of AL created 150cmCC.

After 8 months the patient with BMI 32 received the final operation: DS with the

proximal end of the AL, than Oesophago-Gastro anastomosis with EEA 25

Stapler. The Stomach Pouch after it was resected on 42 Ch Stomach till 3 cm

from Pylorus to become the volume of 40-50ml. The patient 8 months after the

last operation has 27 BMI with no GERD and no malabsoption. We would like

to present video of our revisionary operation technique

VK.18 Re-revisionary: Sleeve on the Large Stomach Curvature – What to

Do to Help the Patient?

PRESENTER: W. Karcz
1

Co-authors: M. Zimmermann1, K. Schmidt1, A. Schrocht1

1UKSH, General Surgery, Lübeck-Germany
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Background: A lot of surgical approaches have been described as revisionary

Surgery. We would like to present the Case of patient with primary LAGB and

following history before he come to our Clinic: with the primary operation he

lose about 45 kg. and start to gain the weight till 140 kg. After that he received

an extraordinary sleeve on the Large Stomach Curvature. As we all know from

the Bariatric Surgery it could not function because the horizontal Gastroplasty

did not functioned in 1960s and horizontal formation of Mason Gastric Bypass

failed because of stomach pouch and GE dilatation! The answer is easy the

large curvature will always stretch because of it’s physiological muscle con-

struction. We all known what happened when the surgeon leave the some

fundus in situ by sleeve resection. Finaly the patient did not have the restriction

at all already 6 weeks after the operation. He did not lose the weight. In

Vascular CT we could not find the left stomach artery. The Patient after the

second revision operation gained the weight to BMI 45. We decided to

introduce the malabsoption on the first line to reduce the weight. We

performed the IDS (Krawczykowski procedure) with CC 100cm. We are

planning to perform In 4 months when the patient have BMI about 35

the final operation (before the IFSO Congress): The Stomach Pouch

reconstruction, Adhesions will be removed, the upper part of stomach

will be removed between the Z-line and the Stomach Corpus, than the

Oesophago-Gastro anastomosis will be done, after that we will see it

the blood supply from right stomach artery is able to supply the stom-

ach and eventually we will resect on 42 Ch the large Stomach

Curvature till 3 cm from Pylorus to become the volume of 80 ml. The

patient is operated with the first step right now We will be happy to

present the next operation, the result is unknown and this is the reason

why it is so interesting to see what we can achieve in such case

difficult case.

VK.19 A Particular Stenosis After Sleeve Gastrectomy: Proximal

Intraluminal Septum. The Case Management

PRESENTER: C. Copaescu
1

Co-authors: B. Smeu1, S. Filip1, I. Hutopila, M. Priboi1

1Delta Hospital, Minimalinvasive and Bariatric Surgery, Bucharest-Romania

Background: Gastric tube narrowing after sleeve gastrectomy is one of the

postoperative complications that can impair the outcome of metabolic patients.

It is more frequent described as an immediate postoperative complication

which can lead to fistula appearance, but less frequent as a late postoperative

finding. The intraluminal gastric septum is rare and particular late postopera-

tive finding and thus providing new challenges.

Objective: This video presents the modified gastric anatomy and the conse-

quences of the proximal intralumenal septum demonstrated by the radiologi-

cal, endoscopic and surgical study. Also, it emphasizes the advantages of

laparoscopic approach in redo procedures after sleeve gastrectomy (SG),

involving upper gastric pole resection with Roux-en-Y gastric bypass

(RYGBP), commenting on the particular technical aspects associated with

such an unusual finding.

Methods: We present the case of a 36 years old female patient who

underwent a sleeve gastrectomy 3 years ago (preoperative BMI of

37kg/m2, 94% excess weight loss, actual BMI of 26,6kg/m2) presented

for solid food intolerance and GERD symptoms. The Upper Endoscopy

showed a gastric narrowing with a double channel entry in the upper third

of the stomach, due to an intraluminal septum, esophagitis Los Angeles B

and a sliding hiatal hernia. The complete preoperative work-up is

presented. After careful dissection of postoperative intraperitoneal adhe-

sions, we describe particular aspects of the superior gastric pole resection

performed under intraoperative upper endoscopy control in order to ensure

the resection of the intraluminal septum located at 5 cm distal from cardia.

Particular aspects of the hiatal hernia repair are presented. The gastro-

jejunal anastomosis is realized by means of circular stapling (with

intraoperative upper endoscopy check for hemostatic control) and the

jejuno-jejunal anastomosis with two linear 2.5/60mm staplers.

Results: The postoperative outcome was favorable, with no signs of esopha-

gitis on first postoperative endoscopy checkups (1 and 3 p.o. months), and

total remission of symptomatology. Actual BMI: 23,8kg/m2.Possible etiology of

these finding is commented.

Conclusions: A particular late complication after sleeve resection – proximal

intralumenal septum- was presented. The management of this complex case

was demonstrated. The endoscopic assisted laparoscopic gastric resection

followed by RYGBP associated with hiatal hernia repair has proven to be an

efficient therapeutic solution.

VK.20 Tie Knot Occlusion of the Alimentary Limb in Patients Submitted to

Laparoscopic Roux en Y Banded Gastric Bypass

PRESENTER: T. Szego
1

Co-authors: T. Szego1, C. Jose Lazzarini Mendes1, A. Bitran1

1CCO, Bariatric Surgery, Sao Paulo-Brazil

Introduction: One of the most common Bariatric Techniques is Laparoscopic

Roux En Y Gastric Bypass with or without banding.

Some complications may happen with the silicone ring, like band erosion

or slippage on the gastric pouch or bowel obstruction due to slippage of

the intestine through the ring. Case presentation: The authors present

three cases of alimentary limb obstruction caused by sliding through the

silicone ring. All patients presented with severe abdominal pain and saliva

vomiting. One of them was a 24-week pregnant woman and was operated

upon these symptoms. The other two patients were submitted to CT scan

that showed, in both, an image of the obstruction of the alimentary limb

that resembles a “tie knot”. That feature was confirmed during the lapa-

roscopic operation. The correct interpretation of the patients complain and

radiologic images is very important for the diagnose and to decide the

right treatment.

Conclusion: The symptoms of bowel obstruction in patients submitted to

Roux en Y Gastric Bypass are not always very clear but when it occurs

in the alimentary limb normally presents with pain in the upper abdominal

quadrant and saliva vomiting. Due to the importance of the early diag-

nosis, the authors suggest special attention to painful patients after Roux

en Y Gastric Bypass.

VK.21 Gastric Remant Leak After One Anastomosis Gastric Bypass

(OAGBP) - The Importance of the Close Surveillance

PRESENTER: R. Ribeiro
1

Co-authors: A. Guerra1, L. Manacas1, J. Pereira1

1CHLC, Cirurgia, Lisboa-Portugal

Introduction: A patient previously operated upon several times because of

different gastric band complications (slippage and elective re-banding, stran-

gulated diaphragmatic hernia with gastric fundus necrosis and sepsis, dealt

with in the Emergency Department with f phrenorraphy and a “sleeve like

resection”, the patient then presented with major weight regain and recurrence

of the diaphragmatic hernia.

Method: We performed a hernioplasty with mesh and an Omega Loop Gastric

Bypass by laparoscopy in order to allow some more weight loss.

48 hours after the operation the patient developed bile in the drain. Early

reoperation with a laparoscopic approach to identify a small leak on the gastric

remnant stapple line with minimal spillage or contamination.

Results: The leak was controlled with a suture repair and an omental patch and

redrainage. The subsequent post operative course was uneventful and the

patient was discharged 48 hours later.

Conclusion: In the presence of complex failed bariatric procedures the

OAGBP can be carefully applied as a rescue that is simple to perform. The

close monitoring of the patients complains and physical signs observation is

essential dealing with the eventual complications.
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VK.22 Management of Leaks After Laparoscopic Sleeve Gastrectomy

PRESENTER: A. Govil Bhasker
1

Co-author: M. Lakdawala1

1CODS and Saifee Hospital, Minimal Access and Bariatric Surgery, Mumbai-India

Introduction: Leaks are the most dreaded complication after a sleeve

gastrectomy. An average leak rate of 1.06% has been reported in the

literature with a range as wide as 1 to 20% across centers.

Management of sleeve leaks is extremely challenging and has to be tailored to

the patient depending upon the time of presentation and the site of leak as well

as the clinical condition of the patient. It requires a combination of endoscopic

as well as surgical expertise.

Methods:
1. Early leaks near GE junction:

Options are a laparoscopic/percutaneous drainage ± suturing of the leak site

with nasojejunal tube insertion for 3 to 4 weeks ± stent insertion ± glue

insertion or endoscopic clipping.

2. Early leaks from the body or antrum of stomach:

Same as 1. Roux en-Y gastric bypass may be considered.

3. Delayed leaks: In case of an intra-abdominal abscess- same as 1. For a

walled off collection, an internal endoscopic drainage into the lumen of the

stomach can be attempted

Results: Here we present a collection of videos that depict endoscopic as well

as laparoscopic management of leaks after sleeve gastrectomy.

Conclusions: A combination of early laparoscopic intervention alongwith endoscopic

stent insertion works best for most patients with a leak from sleeve gastrectomy.

VK.23 Laparoscopic Proximal Gastric Resection for Gastro-Gastric

Fistula After Laparoscopic Roux-en-Y Gastric Bypass

PRESENTER: C. Copaescu
1

Co-authors: B. Smeu1, S. Filip1, I. Hutopila1, M. Priboi1

1Delta Hospital, Minimally invasive and Bariatric Surgery, Bucharest- Romania

Background: Gastro-gastric fistula (GGF) is a rare and important complication

of the laparoscopic Roux-en-Y gastric bypass (LRYGBP).

The Aim: To demonstrate a safe and efficient laparoscopic option for the GGF

treatment.

Material and Methods: All the patients who underwent LRYGBP within the last

10 years (2003–2013) and have been complicated with GGF were included in

a single center study. Preoperative workup included clinical, Upper GI endos-

copy and radiological studies. The particular technical aspects of the GGF

treatment by laparoscopic proximal gastric resection were evaluated for these

cases.

Results: 3 patients presenting GGF were identified among the total 608

patients operated on during the above mentioned period (0.5%). The

upper gastrointestinal endoscopy and radiological studies revealed the

GGFs presenting 1–3 orifices, with gastric pouch enlargement and nor-

mal sized gastro-jejunal anastomosis. The laparoscopic approach, dem-

onstrated into this video, was challenging due to the adhesions from the

previous surgery. The identification and exposure of the proximal gastric

pouch, the gastro-jejunal anastomosis and the distal gastric remnant are

presented. The particular technical aspects of the laparoscopic proximal

gastric resection for the GGF treatment are presented in this video. The

dissection was initiated and progressed along virgin anatomical planes,

far from the lesion, offering an important technical advantage. The mean

operative time was 180+/30min without intraoperative complications.

Postoperative course was uneventful and the patients were discharged

3–4 days after surgery. No recurrences of GGF were recorded.

Conclusion: Laparoscopic treatment of GGF after laparoscopic RYGBP with

proximal gastric resection was feasible, safe and is effective in preventing

GGF recurrence.

VK.24 Laparoscopic Restoration for Persistent Dysphagia in Patient with

Gastric Bypass

PRESENTER: C. Giardiello
1

Co-authors: A. Borrelli1, R. Brunaccino1, M. Perone1

1Pineta Grande Hospital, Department of General, Emergency and Metabolic

Surgery, Castel Volturno (CE)-Italy

Introduction: The gastric bypass surgery is one of the most performed proce-

dure in the world for the treatment of severe obesity. Of all the interventions by-

pass is recognized as the one with the best result of percentage of EWL and

nutritional deficits. The limits are related to difficulties in therapeutic strategies

in case of failure. However, considering that an intervention demolitive permit a

complete restoration in case of problems, complications or patient’s will.

Materials and Methods: The video shows the case of a patient submitted

to other structure in laparoscopic gastric bypass in 2008. Come to our

attention in 2012 with a body mass index of 28 with symptoms of

heartburn, heartburn and dysphagia. At Rx gastrografin transit is slow

and thready at the anastomosis and all’EGDS highlights the presence

of an anastomotic ulcer. After 2 months, the patient returns to our

observation with a BMI of 25 complaining of persistent dysphagia and

vomiting. The instrumental tests show no abnormality but the patient

asked for restoration. Subjected to psychological evaluation and dietetic

this exhibit appropriate behavior and a strong desire for the restoration.

The surgery was performed with 5 trocars. Exploration should be noted

immediately that the gastro-jejunal anastomosis is angled back and has

strong adhesion to the gastric remnant. In the liberation of the complex

is evident anastomotic ulcer scar inseparable from the stomach that is

likely the cause of dysphagia. Upstream section of the anastomosis

and reunion of the stomach with mechanical latero-lateral anastomosis.

Intestinal recanalization jejuno-jejunal with latero-lateral anastomosis of

fasting prior section upstream of the anastomosis jejunoileal.

Results: The course was uneventful, the patient discharged after 7 days.

Currently, the patient has a body mass index of 29, no dysphagia and a

good compliance with the diet. In conclusion, we believe that the possi-

bility of complete restoration after bypass is an important option to

consider when choosing a surgery especially in young patients.

VK.25 Importance of Diagnostic Laparoscopy in Unexplained Dysphagia

with Vomiting and Non Specific Epigastric Pain After

Laparoscopic Gastric Bypass (LGB). Resolution of a Case of

Twisted Alimentary Limb Where Conventional Imaging and

Endoscopy Failed to Give the Answer

PRESENTER: F. Villa
1

Co-authors: A. Góralczyk1, K. Mannur1

1Homerton University Hospital, Bariatric Surgery, London-United Kingdom

Introduction: It is now established that laparoscopic gastric bypass causes less

complications than the open procedure mainly because it causes less adhesions

and incisional hernias. Nevertheless adhesions do occur in laparoscopic surgery

as well. They are often cause of pain and discomfort building up slowly or

presenting rapidly in the form of sharp colicky pain. In the presence of a normal

CTandOGD that casts out the spectrum of an internal hernia, patients are usually

managed conservatively unless more dramatic symptoms develop.

We present video of a recent case of a 46 year old gentleman who

presented one year after a successful gastric bypass complaining of

partial dysphagia, nonspecific epigastric pain gradually worsening.

When Abdo CT, gastrografin swallow and OGD were returned normal,

diagnostic laparoscopy was performed. Laparoscopy revealed a 90˚ twist

of the alimentary limb with adhesions to the abdominal wall, to the

omentum and the biliary-pancreatic limb. The video demonstrates how

we rectified the limb and secured it to the antrum.
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Methods: Video presentation of laparoscopic correction of the twisted alimen-

tary limb.

Results: Immediate resolution of the symptoms after rectification of the

distorted limb.

Conclusions: Diagnostic laparoscopy is an important investigation and

therapeutic measure to resolve cases that present with specific symp-

toms of colicky abdominal pain or nonspecific epigastric pain and

unexplained partial dysphagia and should not be delayed just because

of negative imaging. Internal hernias and twisting of the small bowel by

adhesive bands are well known causes of such symptoms and are dealt

with Laparoscopy.

VK.26 Early Postoperative Gastric Tube Obstruction Following Sleeve

Gastrectomy

PRESENTER: A. Nandan
1

Co-authors: R. Goel1, N. Babu1

1Fortis Hospitals, Bariatric and Metabolic Surgery, Mumbai-India

CASE REPORT

& 18 year old male patient with a BMI of 34kg/m2

& no other co morbidities

& underwent Sleeve Gastrectomy after complete evaluation

& He had an uneventful intra operative and immediate post operative period.

& Started on oral liquids 6 hours after surgery and volume gradually

increased

& Was tolerating liquid diet and not requiring iv fluids on third post operative

day and was discharged.

& He was kept on low volume frequent liquid diet for two weeks

& Started on soft diet after two weeks

& Developed upper abdominal discomfort immediately after taking soft diet

initially and soon progressed to have this symptom even after taking liquids

& At three weeks he required hospitalisation for iv fluids twice.

& Was able to swallow very low volume of clear liquids

& Never vomited

& Barium swallow at three weeks

& Upper GI scopy

& A stricture in the gastric tube at its proximal part but after the GE junction.

& Negotiable with the endoscope and distal tube up to duodenumwas normal.

& Endoscopic Dialatation attempted

& Symptoms persisted

& Imp - ?stricture ? Volvulous ? adhesion

& Plan – diagnostic laparoscopy and proceed.

& Diagnostic laparoscopy

& Liquids started 6 hrs after surgery

& Discharged on pod1

VK.27 Use of Stapler to Closure Petersen Defect After Gastric Bypass

PRESENTER: M. Youssef Franciss
1

Co-authors: J. Abbud Ferreira1, R. Ribeiro de Araujo Pereira1, F. Furlan

Nunes1, C. Bussons1, B. Zilbersteina1

1Gastromed - Instituto Zilberstein, gastrintestinal and bariatric, São Paulo-Brazil

Introduction: The laparoscopic gastric bypass is a procedure widely dissem-

inated and used in surgical treatment of morbid obesity. With the progressive

increase of procedures performed also increases the index also complications,

including internal hernias. The internal hernias may occur due to failure or not

primary closing of the mesenteric or Petersen defects. Patients with internal

hernia usually comes to the emergency room with abdominal pain without

specific signs or symptoms, which sometimes delays the diagnosis and may

difficult the surgical procedure because the bowel will be more distended and

friable. To facilitate reoperation in patients with internal hernia after gastric

bypass we sutured the Petersen defect using a stapler.

Methods: We performed surgery with 4 trocars (1-12mm, 1-10mm, 2-5mm).

We reviewed the bowel, making sure that there was no area of necrosis.

Evidenced the hernia Petersen defect, was performed to reduce of the hernia

and closure of the space using a stapler.

Results: The patient recovered well and was discharged hospital 2 days after

operation. Following 4 months showed no other symptoms.

Conclusion: The use of stapler for defects closure is simple and safe, and can

be an option in internal hernia after bypass.

VK.28 Intaoperative Problems During Laparoscopic Sleeve Gastrectomy

and Tips to Handle Them

PRESENTER: A. Kaul
1

Co-authors: A. Chokechanachaisakul1, J. Sharma1, A. Maffei1, T. Cerabona1

1New York medical College, Surgery, Hawthorne-United States

Aim: of this video presentation is to show intraoperative problems encountered

in a series of over 800 consecutive laparoscopic sleeve gastrectomy done at a

teaching center.

Our technique utilizes initial greater curvature dissection, thoroughhiatal exposure and

a 38 French bougie for sizing and reinforcing entire staple line with a running absorb-

able stitch. The followingproblemsandhow theywere resolvedwill bediscussed in the

video

1. bleeding (2 cases),

2. stapling error which lead to leak at the fundus,

3. stricture at incisura with a failed attempt at myotomy and eventual conver-

sion to gastric bypass

4. Sleeve which migrated to the chest

This video will show these problems and how we resolved them with special

emphasis to demonstrate tips and tricks to handle them.

VK.29 Robotic Gastric Bypass Surgery - Initial Indian Experience

PRESENTER: A. Prasad
1

Co-authors: M. Kaur1, K. Andrabi1

1Apollo Hospital, Minimal Access Surgery, Noida-India

The computer-enhanced technology and robotic precision ensure a level of

surgical precision never before possible. The use of robotics is changing

medicine dramatically. As the technology continues to advance and patients

experience the benefits of robotic surgery, the demand for robotic procedures

continues to increase.

Compared with standard laparoscopic bariatric surgery, patients treated with

robotic surgery benefit frommore precise and accurate surgery of the concerned

region in addition to decreased blood loss. This leads to less pain, fewer compli-

cations, shorter hospital stay and faster recovery.

As with other minimally-invasive procedures, robotic bariatric surgery requires

only small incisions, which minimizes trauma to tissues. Unlike standard

laparoscopic techniques, robotic bariatric surgery uses customized instru-

ments that are held by a robotic arm and controlled by a trained surgeon at

a nearby console. The robotic arm allows for a greater range of motion than a

human wrist, offering the surgeonimproved dexterity and control, while high-

definition images enhance visualization of the surgical field. The greater pre-

cision and maneuverability allow the surgeon to perform robotic gastric bypass

surgery with ease and precision.
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We have an experience of 15 patients who have undergone robotic gastric

bypass surgery. There were no intra or post operative complications. Total oper-

ative timewas comparable to our laparoscopic gastric bypass procedure time and

sowas the hospital stay. Requirement of post operative analgesia was less in this

group. Surgeon’s fatigue was evaluated using a scoring system made by us and

showed less fatigue amongst surgeons, assistant and scrub nurse.

VK.30 Our Surgical Technique of Lap Duodenal Jejunal Bypass with

Sleeve

PRESENTER: M.Bhandari
1

1SAIMS, metabolic & Bariatric Surgery, Indore-India

Laparoscopic duodenal jejunal bypasswith sleeve is a useful technique as it gives

the freedom to endoscope the remnant considering the high incidence of ca

stomach in south east asian countries.We hereby present our technique of lap

duodenal jejunal bypass with sleeve gastrectomy.

VK.31 Duodenal Switch with Right Gastric Artery Ligation: Technical

Aspects of the Duodenal Dissection and Duodeno- Ileal

Anastomosis

PRESENTER: A. Garcia Ruiz de Gordejuela
1

Co-authors: A. Casajoana Badı́a1, J. Pujol Gebelli1

1Hospital Universitari de Bellvitge, Bariatric Surgery, L’Hospitalet de Llobregat-Spain

Introduction: Duodenal Switch (DS) is a surgical procedure described first by

DeMeester and adapted to treat morbid obese patients by Hess and Marceau.

Despite its good long term results, it is not a common procedure worldwide due

to its complexity and high risk of complications. One of the most difficults steps

is the duodenal dissection and the duodeno-ileal anastomosis.

Methods: Here we show our technique of the right gastric artery ligation and

the duodeno-ileal anastomosis.

Results: The right gastric artery ligation at its origin does not compromise

the blood supply to the duodenal stump or the anastomosis. This tech-

nical aspect favours a better mobilization of the proximal duodenum in

order to achieve a non-tension duodeno-ileal anastomosis.

Conclusions: Duodenal switch is a complex procedure to perform by laparos-

copy. This technical modification allows a tension-free anastomosis without

compromising its blood supply.

VK.32 Laparoscopic Treatment of Sleeve Leak with Roux en Y Gastric

Bypass

PRESENTER: M. Hussein
1

1American University of Beirut MC, Surgery, Beirut 1107 2020- Lebanon

Introduction: Leak is one of the common complications of Laparoscopic Sleeve

Gastrectomy that entail prolongation ofHospital stay, morbidity and evenmortality.

Method: We report the treatment of 6 cases of complicated leak post sleeve

gastrectomy that failed all conservative measure to heal including stenting by

Laparoscopic Roux En Y Gastric Bypass all were cured.

Results: The video will show the steps used to dissect the Gastroesophegeal

are identifying the leak and Roux En Y Gastric Bypass.

Conclusion: Sleeve Gastrectomy level can be handled by minimal invasive

surgery in advanced centers in Bariatric surgery.

VK.33 Laparoscopic Gastric Bypass State of the Art Technique

PRESENTER: M. Hussein
1

1American University of Beirut MC, Surgery, Beirut 1107 2020- Lebanon

Introduction:Laparoscopic Gastric Bypass – State of the Art Technique.

Method: The current gold standard for the surgical management of Morbid

Obesity is the Laparoscopic Roux-En-Y Gastric Bypass. The incidence of

jejunojejunal stenosis is up to 2% in the literature.

Result: I report my experience at the American University of Beirut Medical

Center of 463 patients. The last 200 cases of zero incidence of jejunojejunal

Anastomosis by refinement of the technique and use of 2 EndoGIA 60mm side

to side anastomosis and less than 2% incidence of gastric leak due to

resuturing of all stapler line.

Conclusion: The Video demonstrates the potential to reduce steps, facilitate

stapling, closure of defects and avoid anatomical confusion. Therefore,

Laparoscopic Gastric Bypass after refinement of technique, is effective, safe

with excellent weight loss and low morbidity and mortality, minimal discomfort

and early return to normal activity.

VK.34 Lap Conversion of Mini Bypass to Roux en Y Gastric Bypass

PRESENTER: M. Hussein
1

1American University of Beirut MC, Surgery, Beirut 1107 2020- Lebanon

Introduction: Each Bariatric procedure had its own complications and failures.

Method: I report my experience in 5 cases referred to the American University

of Beirut Medical Center for the treatment of failed mini Bypass to Roux–En-Y

Gastric Bypass using 5 trocars where release of adhesion and creation of

pouch and the steps used for anastomosis.

Results: All patients did well with no complication.

Conclusion: Therefore, also conversion from a Bariatric procedure to another

can be done safely with minimal morbidity if done in advanced centers expe-

rienced in bariatric procedures.

VK.35 Redo Operation in Failed LRYGBP

PRESENTER: A. Jamel Coelho
1

Co-authors: A. Porto Zacaron1, L. Machado Castro1, S. Dias Polo1, J. Ferreira

Manso1

1Obesoprocto Center, Bariatric, Rio De Janeiro-Brazil

E.C.O.,39 years old, female, weight 123kg, height 1.57m, BMI 49.9, no

comorbidities, was submitted to a LRYGBP in 2006 by another surgeon. She

have had no complications in post-op, reached 81% of EWL. After 2010 she

regained weight till April 2012, when she have seeked our team because her

weight was already 101Kg, BMI 41.2. There weren´t no major psicological prob-

lems. At the pre-op study, endoscopy has shown a pouch with 6 cm of length,

gastrojejunoanastomosis of 50mm and a long blinded limb from

gastrojejunoanastomosis ("candy-cane). Gastrografin hasn´t revealed a dilated

pouch and shown fast emptying. A redo-operation was schedule at 11/28/2012.

The “candy-cane” and the gastrojejunoanatomosis was “sleeved”, under a 32

bougie calibration and 5,5 cm lenght silastic band was placed due to fast pouch

emptying The post-op was uneventfull and her weight at 03/01/2013was 80,4Kg.

VK.36 Conversion of Sleeve Gastrectomy to LRYGBP

PRESENTER: A. Jamel Coelho
1

Co-authors: A. Porto Zacaron1, L. Machado Castro1, S. Dias Polo1, J. Ferreira

Manso1

1Obesoprocto Center, Bariatric, Rio De Janeiro-Brazil

G.S.B., female, 28 years old, weight 130,7 Kg , height 1.72 m , BMI 44,1. , after

first consultation with our team with all explanation about advantages and

potential results and complications of each techniques, she has chosen

Sleeve gastrectomy. The operation was carried out with any unexpected
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events with a 32 Fr bougie begining 6 cm from pylorus with PDS 3.0 oversew

along all the stapling line. The patient was discharged on POD 2 with clear

liquids until POD 15. After two years the patient referred progressive food

tolerance and a poor outcome with a weight of 108 kg (33% EWL). Endoscopy

showed an enlarged sleeve. After informed consent, the conversion to

RNYGBP was decided. The technique is detailed in the video.

VK.37 Conversion of a Banded Sleeve to a RYGB After Band Erosion

PRESENTER: M. Khaitan
1

1Asian Bariatrics, Bariatric Surgery, Ahmedabad-India

A sleeve was performed as a first stage procedure in a female of BMI 78 with no

co-morbidities. Shewas a known case ofDVTwith pulmonary Embolism10 years

back and has been on Warfarin prophylaxis for the same. A Fobi Band was

applied on the sleeve. One month post operative, patient developed vomiting

and pain in epigastrium. A Upper GI revealed a narrowing in the area of band. On

exploration the band was found to be densly adhered to liver and the outer

coveringwas broken with prolene visible. It was removed. Upper GI after removal

was Normal. On post op day one of other surgery, it was found that there was

leak. On laparoscopy there was a ishaemic perforation at the area of the band. A

salvage RYGB was done. Patient did fine after that.

VK.38 Simplified Roux-en-Y Gastric Bypass

PRESENTER: L. De Carli
1

Co-authors: M. Tang1, F. Cirne Lima1, A. Geist2, R. Carvalho da Silva2, A.

Carvalho da Silva3, J. Iorra4, E. Rabolini5, F. Iorra5

1Santa Casa Hospital, Treatment Center of Obesity (CTO), Porto Alegre-Brazil
2Santa Casa Hospital,General Surgery, Porto Alegre – RS-Brazil
3ULBRA, Porto Alegre – RS-Brazil
4UFPEL, Porto Alegre – RS-Brazil
5UFRGS, Porto Alegre – RS-Brazil

Introduction: Roux-en-Y Gastric Bypass (RYGB) is the golden standard tech-

nique of bariatric procedures. It has excellent results as weight loss and

comorbidities control. This technique, however, is a complex procedure to

perform. Brazilian surgeons have created the Simplified RYGB, which is the

simplification of the original technique in order to standardize its execution and

reduce surgical time.

Objective: This video abstract intends to analyze the advantages of simplified

technique over original RYGB.

Methods: This study was designed in historical cohort study with retrospective

data of patients treated by surgeons of CTO from 2004 to 2012.

Results: Simplified RYGB is performed mostly in the upper abdomen. After

realize the gastric pouch, the surgeon performs the gastrojejunal anastomosis

with intestinal loop brought from a distance of 150cm from the angle of Treitz

and finally performs septation and intestinal anastomosis. The standardization

of this technique has the advantages to reduce surgical time and maintaining

the same excellent results as the original technique for weight loss and

comorbidities control.

Conclusion: Simplified RYGB is a safe effective technique and has easier

execution than the original procedure. This method provides excellent results

regarding weight loss and control of comorbidities, and allows shorter surgical

time.

VK.39 Revision Surgery for Failure of Roux en-Y Gastric Bypass

PRESENTER: A. Govil Bhasker
1

Co-authors: M. Lakdawala1, A. Sood2

1CODS and Saifee Hospital, Minimal Access and Bariatric Surgery, Mumbai-India
2CODS, Minimal Access and Bariatric Surgery, Mumbai-India

Background: Bariatrics is an evolving science. A procedure with low rate of

complications, durable weight loss and adequate resolution of comorbidities

can be considered as a gold standard procedure. Roux en Y gastric bypass

was considered to be a gold standard procedure until recently. Off late there

have been reports of weight regain after this procedure. Studies have also

reported resurgence of type 2 diabetes after a few years of roux en y gastric

bypass.

Causes of weight regain after roux en y gastric bypass include stomal dilata-

tion, pouch dilatation, gastrogastric fistula and loss of malabsorption in due

course.

Methods: Here we present three videos depicting pouch revision, revision of

gastrojejunostomy and limb lengthening after roux en y gastric bypass.

1. Pouch revision: 52 year old lady underwent gastric bypass 10 years back.

She presented to us with weight regain of almost 50% of her excess weight.

Endoscopy and barium studies revealed a dilated gastric pouch. A laparo-

scopic pouch revision with a fresh gastro jejunal anastomosis was done for this

patient.

2. Revision of gastrojejunostomy: 45 year oldmale patient underwent roux en y gastric

bypass 5 years back returned to us with weight regain. Endoscopy and barium study

revealed a normal pouch but a dilated gastrojejunostomy. Laparscopic revision of

gastrojejunostomy was done for this patient.

3. Limb lengthening: 48 year old female patient underwent gastric bypass 7

years ago. She presented with weight regain as well as resurgence of type 2

diabetes and dyslipidaemia. Barium studies and UGI endoscopy revealed a

normal stomal diameter and pouch size. Laparoscopic lengthening of the

alimentary limb was done with a 150 cm common channel length.

Conclusion: Weight regain after gastric bypass is a complex issue and complete

evaluation by a nutritionist, psychologist and a surgeon aremust. Surgical options

such as revision of dilated pouch, revision of gastrojejunostomy and limb length-

ening must be considered wherever indicated. Holistic management by a

multidisciplinary team is essential for best results.

VK.40 Laparoscopic Gastrojejunal Sleeve in Roux-en-Y Gastric Bypass:

Intraoperative Detour

PRESENTER: D. Brink
1

Co-authors: K. O’Connor2, M. Kurian3

1Chaminade High School, general, New York-United States
2Town School, General, New York-United States
3NYU School of Medicine, Surgery, New York-United States

A 58 yo female presents 10 years after laparoscopic Roux-en-Y gastric bypass

with recidivism and morbid obesity. She had the Roux-en-Y in 2003. She was

seen again 2008 for bowel obstruction and underwent laparoscopic

adhesiolysis. Patient presented again 2011 with 33 lb weight gain and again

in 2013 with 65 lb weight gain. Her BMI at that time was 42. She also had

severe back pain, spinal stenosis and hiatal hernia. She was scheduled for a

hiatal hernia repair and gastrojejunal sleeve.

Laparascopic exploration showed a surprising finding. The blind limb of the

gastrojejunostomy was medial to the Roux limb.

In 2003, the gastrojejunostomy was created with a circular stapler. The oper-

ative plan was to fire a stapler across the gastrojejunostomy up to the angle of

His. With the medial position of the blind limb, the operative plan was adjusted.

The blood supply to the roux limb and the gastric pouch have to be carefully

preserved with the gastrojejunal sleeve. The video shows the steps to “sleeve”

the gastrojejunostomy and pouch with a medial presentation of the blind limb

of the jejunum. A repair of the hiatal hernia is also shown.

VK.41 Revision Bariatric Surgery: RYGB

PRESENTER: D. Dhorepatil
1

Co-authors: D. Vibhute1, D. Bhoge1

1Shree Hospital, Bariatric Surgery, PUNE-India
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Patient with 195 KGS & BMI 62 kg/sq.M underwent laparoscopic RNY gastric

Bypass years ago.In next 3 years he lost 88kgs & acheived the BMI of

35kg/sq.M & resolution of OSA. Then onwards he started gaining weight. His

present BMI was 45 with weight of 140kgs.The Upper GI studies revealed

Pouch dilatation & stoma dilatation. He was advised revision surgery for

gastric pouch & stoma. The sleeving of pouch & reduction of stoma diameter

was done laparoscopically. The sleeve was performed over the No. 26

oesophageal bougie.Surgery was uneventful. He started loosing weight post

operatively similar to sleeve gastrectomy.

VK.42 Surgical Technique of Banded Sleev Gastrectomy

PRESENTER: M. Bhandari
1

1SAIMS, Metabolic & Bariatric Surgery, Indore-India

Sleeve gastrectomy is gaining acceptance as a stand alone procedure through-

out the world.With the initial results of a sleeve gastrectomy very promising there

will be still be dilatation of the sleeve in most cases with years to come as has

happened in a gastric bypass.we hereby present our technique of banding a

sleeve gastrectomy with a Gabp ring.

VK.43 Laparoscopic Sleeve Gastrectomy State of the Art Technique

PRESENTER: M. Hussein
1

1American University of Beirut MC, Surgery, Beirut 1107 2020-Lebanon

Introduction: Laparoscopic Sleeve Gastrectomy

Method: Through 4 trocars in the different quadrants of the abdomen and the

patient placed in semi sitting position and the surgeon is between the legs of the

patient. The first step is to create a window in the lesser sac 6cm from the pylorus

at the greater curvature. The stomach resection is done after introduction of 36

French catheter using 3 cartilage of Endo GIA Green 60mm cartilage until the

fundus where another 3 cartilage of Endo GIA blue 60mm cartilage used to

complete theGastric resection till the angle of HIS which is dissected retrogastric.

The suture line was reinforced by a continuous layer of 2–0 prolene suture and

using the methylene blue test for detection of leak.

The last step is the division of the gastric omentum from the resected stomach

using ligasure or ultracision and the resected gastric segment is removed from

one of the trocars after extending of the incision to 2cm.

Results: The first 120 cases done by this technique had zero mortality and one

single leak treated by percutaneous drainage and 99% of the cases

discharged within 48 hours.

The whole procedure took less than 40 minutes. The excess weight loss
in 1 year is 70%.
Conclusion: Therefore, this new technique preserves the blood supply to the

remaining stomach and prevents tension at the suture line with no mortality,

minimal morbidity, minimal discomfort and early return to normal activities.

VK.44 Laparoscopic Conversion of Sleeve Gastrectomy to Roux En Y

Gastric Bypass

PRESENTER: M. Hussein
1

1American University of Beirut MC, Surgery, Beirut 1107 2020- Lebanon

Introduction: Each Bariatric procedure had its own complications and

failures. I report my experience at the American University of Beirut

Medical Center for the treatment of failed Lap Sleeve Gastrectomy re-

ferred to our center by Lap Roux-en-Y Gastric Bypass.

Method: The number of cases done is ten cases. Through 5 trocars release of

adhesions, creation of small pouch and the steps used for anastomosis are

well demonstrated in this video.

Results: All patients did well with no complications.

Conclusion: Therefore, also conversion from one bariatric procedure to anoth-

er had more incidence of complication but if done in advanced laparoscopic

centers experienced in bariatric procedures is safer and reproducible.

VK.45 A Different (Easier) Approach to the Dissection of the Greater

Curvature in Laparoscopic Sleeve Gastrectomy

PRESENTER: M. Alamo
1

Co-author: M. Sepulveda2

1Hospital Dipreca, Surgery, Santiago-Chile
2Hospital Dipreca, Bariatric Surgery, Santiago-Chile

This video is about another, and most of the times, easier way to dissect the

greater curvature of the stomach. It consists in dissecting only the gastric

fundus by sectioning the short vessels. This is continued until the complete

dissection of the left crus.

Then, an aperture of the greater curvature is made to access the omental sac.

The dissection involves only the distal third of the greater curvature until

pylorus. This way the greater omentum preserves its attachments and pre-

vents the stomach to fold itself towards the lesser curvature (see figure).

Insertion of the boogie is easier.

After the two first fires of the stapler, the assistant can easily stretch the

stomach preventing folding of the posterior wall of the stomach. This way

there is a little risk of leaving too much posterior wall and therefore to com-

promise the long term results of the surgery. Also, the next fires of the stapler

are performed more easily.

VK.46 Laparoscopic Resleeve Gastrectomy as a Revisional Procedure

for Failed Laparoscopic Gastric Sleeve Surgery

PRESENTER: R. Sadek
1

Co-authors: A. Wassef2

1Robert Wood Johnson, Surgery, Somerset-United States
2Rutgers Univeristy, Biology-United States

Introduction: Laparoscopic sleeve gastrectomy is one of the moct commonly

done bariatric surgery procedures done now days. The rate of success for this

procedure has been reported to range from 60–70 %. Revision surgery for

Sleeve gastrectomy has been typically Gastric bypass. We present 4 cases of

Resleeving patients who initially underwent Laparoscopic Sleeve Gastrectomy

and regained some weight back.
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Methods: Patients who regained their weight back after Laparoscopic sleeve

Gastrectomy have been evaluated with an UGI study and an Upper endoscopy.

All Four (4) patients had a dilated fundus and antrum with a narrow body of sleeve.

Dumbbell shaped sleeve. All patients underwent Laparoscopic resleeve surgery.

Results: All procedures where concluded laparoscopically. No complications

where noted. The patients started their weight loss process again and contin-

ued to experience better control of their appetite and cravings.

Conclusions: Resleeveing of failed Laparoscopic Gastric sleeve surgery is

feasible with good safety margin and good long term results.

VK.47 Reducing the Incidence and Severity of Leak After Sleeve

Gastrectomy: The Omental Patch Technique

PRESENTER: C. Taylor
1

1Mater Hospital Sydney, Surgery, Sydney-Australia

Introduction: Leak after laparoscopic sleeve gastrectomy is a serious and poten-

tially lethal complication, and notoriously difficult to manage. Most leaks involve

the proximal staple line. We present an omental patch technique which may help

reduce both the incidence and severity of leak. Omentum is well known for its

ability to wall off abdominal sepsis, and can be used to repair peptic perforations.

We believe it may also be of value in the prevention of staple line leak.

Methods: After completing the stapling stage, a suitable tongue of greater

omentum is fixed to the right crus anterior to the gastric sleeve by absorbable

suture. A second absorbable mattress stitch is then placed between the

omentum and the left crus posterior to the gastric sleeve, resulting in a snug

omental patch over the proximal corner of staple line.

Results: 700 sleeve gastrectomies were performed using this technique. Only 2

leaks occurred. (0.28%). Both patients had small contained leaks which resolved

quickly without the need for reoperation, prolonged admission, or intensive care.

Conclusion: Prophylactic omental patching of the proximal staple line may re-

duce both the incidence and severity of leak after sleeve gastrectomy and is quick

and simple to perform.

VK.48 Minimising Gord After Sleeve Gastrectomy; 3 Key Technical Principles

PRESENTER: C. Taylor
1

1Mater Hospital Sydney, Surgery, Crows Nest-Australia

Introduction: Gastro-oesophageal reflux disease (GORD) is a significant com-

plication of sleeve gastrectomy, with an incidence of up to 30%. Treatment with

long term antacid therapy may be required, and conversion to Roux-Y Gastric

Bypass may be needed in severe cases. We present 3 key technical principles

in the performance of sleeve gastrectomy that, in our experience, is associat-

ed with a low incidence of post-operative GORD.

Method: The three key technical principles are:

1. Routine repair of any hiatal weakness or herniation

2. Complete resection of the fundus to avoid retaining any posterior pouch

3. Preserve sufficient width at the angular incisura to avoid structuring

Results: 700 consecutive sleeve gastrectomies were performed according to

the principles above. When questioned at 6 post-operative months, the inci-

dence of symptomatic heartburn or regurgitation was just 6.3%. Treatment

with proton pump inhibition was sufficient in all cases, with no patients requir-

ing conversion to bypass.

Conclusion: With appropriate technique, GORD aftersleeve gastrectomy can be

minimal.

VK.49 Revision Bariatric Surgery: VBG to LSG

PRESENTER: D. Dhorepatil
1

Co-authors: D. Vibhute1, D. Bhoge1

1Shree Hospital, Bariatric Surgery, Pune-India

Patient with Bmi of 41 kgs/sq.M underwevt open Vertical Banded Gastroplasty &

acheived the weight loss of 70%EW to have BMI of 30 kgs/ sq.M.within the first 2

years of surgery. In next 10 years he started regaining weight but slowly. After

completion of 10 years of first surgery he reached to have BMIOF 37 kgs./sq.M&

newly developed diabetes.He was advised RYGB but opted for Lpa. sleeve

Gastrectomy. His VBG stoma band was released & sleeve gastrectomy was

performed by resecting dilated VBG Pouch & taking out the fundus completely.

There were multiple adhesions but procedure was completed as standard

LSG.

VK.50 ‘Stenting the Complication of Stent’ for Leak After Sleeve

Gastrectomy

PRESENTER: S. Shah
1

Co-authors: P. Shah2, J. Todkar3

1Laparo-Obeso Centre, Bariatric Surgery, Pune-India
2Laparo-Obeso Centre, Bariatric Physician, Pune-India
3Ruby Hall Clinic, Bariatric Surgery, Pune-India

Introduction: Use of stent is being accepted for early leaks after sleeve

gastrectomy. Failures of control of leakage, or slippage, pain, reflux or vomiting

are the common complications seen. This case presents a unique complica-

tion of the stent used for the control of leak after sleeve gastrectomy.

Materials and Methods: 43 years old lady with BMI 47 underwent laparoscopic

sleeve gastrectomy. She has developed a leak and peritonitis 48 hours after

surgery. Laparoscopy and drainage was performed followed by endoscopy with

the placement of 15 cms removable stent at the same time. The leak sealed but

she presented with severe pain again on day 19 after the stent placement.

Summary: The video demonstrates a rare complication of stent which was

again treated by another stent.

VK.51 Technical Tips for Sleeve Gastrectomy with One Layer of

Buttressing Material

PRESENTER: H. Coñoman
1

Co-authors: C. Guixé1, F. Delgadillo2, I. Valle1

1Cencolap, Bariatric Surgery, Santiago-Chile
2Cencolap, Surgery, Santiago -Chile

Introduction: Gastric leak and hemorrhage are the most important challenges

after laparoscopic sleeve gastrectomy (SG). In order to reduce these compli-

cations, the staple line can be reinforced with buttressing material.

Objetive: The aim of this video is to present our experience in the realization

SG in obese patients with one layer of buttressing material and show the

technical tips for correct use of the one layer of Gore Seamguard and avoid

mistakes in this technique.

Methods: The video presentation of one selected patient who underwent SG

with buttressing material and edited for showing the tips to correct use of one

layer Gore Seamguard.

Conclusions: SG is a safe and effective treatment for obesity. The staple line

reinforced with one layer of buttressing material diminish the rate of bleeding

and leaks and may be less time consuming.

VK.52 One Year Follow Up of Single-Site Laparoscopic Sleeve

Gastrectomy

PRESENTER: M. Pawlak
1

Co-author: M. Michalik1

1Ceynowa Hospital, General and Vascular Surgery, Wejherowo-Poland

Aim: The laparoscopic bariatric surgeries are widely accepted for treating

obesity, furthermore there are many studies which shows the superiority of
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sleeve gastrectomy over the other bariatric procedures. At present we have

reached the next stage of evolution in laparoscopy and hence also in the

bariatrics, the single-site surgery. The aim of this study is to presents the

transumbilical single-site laparoscopic sleeve gastrectomy with a one year

follow up of a patient.

Method: The patient is a 34-years old female with BMI of 34 kg/m2 and no

comorbidities. A single intraumbilical 25mm-incision was made and the

QuadriPort (Olympus) was inserted to the abdominal cavity. Additionally the

5mm-trocar was inserted in the right subcostal region for the liver retraction

and as a drain outlet. The Sleeve Gastrectomy was performed in the same

technique as in typical laparoscopy. The methylene blue test was performed

during the operation as well as radiologic study with liquid barium sulphate on

postoperative day 2 for the leakage and gastric capacity assessment.

The follow up lasted for one year and consisted of three control visits.
Results: The procedure was completed successfully without any perioperative

and postoperative complications. Total operative time was 45 min. Hospital

stay was 4 days. After one year our patient reached 62 % EWL, the umbilical

scar is not visible and subcostal scar is minimal, not noticeable.

Conclusion: The Transumbilical Laparoscopic Sleeve Gastrectomy is both

safe and feasible, it improves cosmetic results and more importantly reduces

postoperative pain and trauma.

VK.53 Safe Sleeve Gastrectomy Our Modified Technique

PRESENTER: R. Goel
1

G. Patil1, N. Salian2, M. Goel1, A. Vanan3

1Nova Specialty Surgery, Bariatric & Metabolic Surgery, Mum bai-India
2Bombay Hospital, General Surgery, Mumbai-India
3Fortis Hospital, Mulund, Bariatric & Metabolic Surgery, Mumbai-India

Introduction: Lap Sleeve Gastrectomy has made it extremely popular amongst

surgeons & obese as well. However, it is associated with higher (1%-2%) leak

rate with catastrophic implications to the patient & family. This complication

unsettles a bariatric program & despite numbers most of the busy centers too

report leaks on regular basis. Most of the time review of surgical video does

not reveal the cause of leak which is usually attributed to ischaemia, infection

or iatrogenic injury.

Method: We modified sleeve Gastrectomy technique 3 years back by using a

combination of stapling, over-sewing, use of fibrin glue & omentopexy. This

marginally increases surgical time from 35 minutes to 90 minutes. This also

requires additional surgical skills in suturing with long needle holders.

Results: Since we started using this technique we have been able to achieve

0% leak rate in over 500 consecutive sleeve surgeries in last 3 years. This is

also associated with expected weight loss, minimal re-operation rate and 0%

mortality too. No other complication like volvulus, leak, ischaemia & stricture

was seen in these patients.

Conclusion: A predictable safe outcome can be achieved in a sleeve gastrec-

tomy through our modified sleeve gastrectomy. This technique neither

increses the cost of surgery subtantially& requires level of surgical skills

usually available with most of the bariatric surgeons.

VK.54 Ergonomics of Sleeve Gastrectomy: Safer Technique with Good

Outcome

PRESENTER: R. Bhojwani
1

1Santokba Durlabhji Memorial Hospital, Surgical Gastroenterology, Jaipur-India

Introduction: Sleeve gastrectomy is conventionally performed by the surgeon

standing on the right side of the patient and using different ports for firing the

staplers with varying degrees of articulation. A different ergonomic arrange-

ment can simplify the procedure.

Methods: Sleeve gastrectomy was performed by the surgeon standing be-

tween the legs using only the umbilical port for firing the staplers. All the

stapling was performed along an angulated straight line, giving the sleeve, a

configuration of an inverted hockey stick. The camera was shifted from the

umbilical port to the left sided port , which gives better visualisation of the

stomach while it is flipped to examine the staple line on the anterior and

posterior gastric wall. No reinforcements or oversewing was used. A video will

be used to depict the important details of the procedure.

Results: A total of 172 sleeve gastrectomies were fashioned over a 34 F

bougie with the described method over three years duration. The mean

duration of the operation was 55 minutes. All the landmarks were cate-

gorically seen during every procedure. The BMI of the patients ranged

from 33 to 67. No leaks were seen. 2 patients had significant reflux in the

postoperative months.

Conclusion: Ergonomics as described, make the procedure easier, and may

be a reason for precise stapling and a good outcome.

VK.55 Sleeve Gastrectomy and Crural Repair in Obese Patients with

Gastroesophageal Reflux Disease and or Hiatal Hernia

PRESENTER: A. Sood
1

Co-authors: A. Bhaskar1, M. Lakdawala1

1Cods And Saifee Hospital, Minimal Access, Bariatric and Metabolic Surgery,

Moga-India

Introduction: Gastroesophageal reflux disease (GERD) with or without hiatal

hernia (HH) is now recognized as an obesity-related co-morbidity. Roux-en-Y

gastric bypass has been proved to be the most effective bariatric procedure for

the treatment of morbidly obese patients with GERD and/or HH. In contrast,

the indication for laparoscopic sleeve gastrectomy (SG) in these patients is still

debated. Our objective was to report our experience with patients who

underwent SG and HH repair (HHR).

Method: Standard 5 port technique was used for LSG. Crural dissection was

performed in all cases. Left crus was identified followed by right crus.

Mobilisation of lower Esophagus from the medial boders of both crura done.

The Gastric tube (36 fr) was withdrawn to access the gap in the posterior

crura. Posterior cruropexy was done with 2–0 prolene (box stitch).

Subsequently the passage of gastric tube was noted in to the stomach without

any hold up at the site of posterior cruropexy. The clinical outcome was

evaluated considering GERD symptom resolution or improvement, interrup-

tion of antireflux medications, and radiographic evidence of reflux.

Result: Operating time was 45 minutes and the blood loss was 25 ml. patient

had an uneventful recovery and no symptoms of GERD post operatively.

Conclusion: Small hiatal defects can be underdiagnosed at preoperative en-

doscopy and/or upper gastrointestinal contrast study. A careful examination of

the crura is recommended intraoperatively. SG with crural repair is feasible,

safe, and provides good management of GERD in obese patients with mild

symptoms of reflux.

VK.56 Sleeve Gastrectomy as Revisional Procedure for Failed Gastric

Banding

PRESENTER: A. Sood
1

Co-authors: A. Bhaskar1, M. Lakdawala1

1Cods And Saifee Hospital, Minimal Access, Bariatric and Metabolic Surgery,

Moga-India

Introduction: Laparoscopic sleeve gastrectomy (LSG) is considered an

effective multipurpose operation for morbid obesity.Here we report our

result of LSG as a revisional procedure for inadequate weight loss

and/or complications after adjustable gastric banding .This video dem-

onstrates the technique of concomitant laparoscopic band removal followed

by LSG.

Method: This patient presented with inadequate weight loss 5 years after

LGB.. The LSG was done using a 36 Fr bougie with an endostapler, after
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removing the laparoscopic adjustable gastric band and complete removal of

capsule. The sleeve was fashioned with green stapler. A 16 F drainage tube

was kept near the upper end of sleeve. An upper gastrointestinal contrast

study was performed on next day and clear liquid was commenced. Drain was

removed after 2 weeks.

Result: Operating time was 120 minutes and the blood loss was 70 ml. Patient

had an uneventful recovery and lost 12 Kg in the next 2 months.

Conclusion: In this case LSG was effective as a revisional procedure for failed

LAGB. Removal of pseudo capsule along with the previous band is imperative

to minimize leak post revisional surgery.

VK.57 Gastric Sleeve in Patient with Giant Gastric Diverticulum

PRESENTER: P. Omelanczuk
1

Co-authors: N. Pampillon2, M. Sanchez2, V. Lasagni2, C. Penuto2,

M. Abaurre2, S. Omelanczuk2

1Hospital Italiano De Mendoza, Surgery, Mendoza-Argentina
2Centro Quirurgico De La Obesidad, Mendoza-Argentina

Introduction: We present a 69-year-old female patient with morbid obesity

antecedent, BMI 44 and gastric diverticulum diagnosed by endoscopy.

Due to this diagnosis a sleeve gastrectomy was decided.

Contents Description: Patient in dorsal decubitus in the French position, under

general anesthesia with compression stockings. Patient fixation. Access to

abdominal cavity, semiology it was observed stomach with gastric fundus

diverticulum. Harmonic scalpel section of left gastrophrenic ligament with

localization of left pillar. Pars flaccida

section and right pilar dissection. Sleeve gastrectomy using 5 60-mm Echelon

cartridges for mechanical suture. Continuous invaginating suture stitches with

PDS 3.0. Hemostasis control. Bed drainage. Stomach extraction through

paraumbilical trocar. Access closure.

Observations And/Or Comments: Patient with favorable evolution. Medical

discharge: 48hs. It was decided to present this case since gastric diverticulum

in a morbidly obese patient submitted for Gastric Sleeve is not a frequent

finding.

VK.58 Anti-Reflux Sleeve Gastrectomy

PRESENTER: S. Santoro
1

Co-authors: C. Malzoni1, A. Lacombe1, C. Aquino1

1Hospital Albert Einstein, Surgery, Sao Paulo-Brazil

Background: Sleeve Gastrectomy (SG) became a frequent bariatric surgery

but some patients may develop gastroesophageal reflux (GER) symptoms or

have them worsened, especially in those that present hiatal hernias.

Video: Under laparoscopy, the fat pad that covers the His Angle is excised.

Dissection starts beside the gastric greater curvature, going up to the Angle of

His, releasing completely the gastric fundus and exposing the left arm of the

diaphragmatic esophagic hiatus. The right arm of the hiatus is also dissected

and exposed. The esophagus is isolated around a Penrose drain. A Fouchet’s

tube is passed to the stomach.A hiatoplasty is performed as usual correcting a

hiatal hernia. A small gastric plication is created around the EG junction

involving 180 degrees of the left aspect of the esophagus, therefore very little

of the gastric fundus was used to create the plication. It protects the sling fibers

of the lower esophageal sphincter and quite maintains de His angle. The

Sleeve gastrectomy is then performed, sparing the plication, but removing

most of the gastric fundus.

Results: This case presented in the video, as well as other 88 that received this

type of anti-reflux sleeve gastrectomy presented a major improvement or

resolution of GER symptoms. This type of anti-reflux SG provoked weight loss

that was not statistically different than the usual SG.

Conclusion: The hiatoplasty and a small 180o left plication before the SG

protects from GER without compromising weight loss.

VK.59 Sleeve Gastrectomy Four-Trocars Standard Technique

PRESENTER: A. Sasso Fin
1

Co-authors: F. C. F. Sasso Fin1, G. A. S. Sassine1

1CETROM, Bariatric Surgery, Vila Velha-Brazil

The video shows a technique of sleeve gastrectomy held by video

laparoscopy and the surgical times more important as follows:

The four- trocars ( 2 trocars 5 mm and 2 trocars 10–12 mm) technique is used,

with the surgeon standing between the legs patient.

The division of the gastric greater curvature’s vascular supply is performed with the

use of the ACE 36Z (ULTRA CISION) from the pylorus until the Hiss angle level.

After the insertion of 32-Fr boogie, the stomach is vertically divided along the

lesser curvature with the use of the Echelon 60 Flex stapling device, starting at

about 4 cm from the pylorus and continuing until at the level of angle of hiss.

The resection includes all portion of stomach and a part of cardia to allow recon-

struction of the valve mechanism at this level, to prevent gastro esophageal reflux.

Invaginating suture is used for reinforce the whole staple line starting from the last

firing of staple going caudal until the level of the antrum, the PDS 3.0 is used. The

methylene blue test is always performed to screen for staple line leak, The

drainage is only used in the event of positive intra-operative methylene blue test

or intra-operative bleeding, in this video there is no drain. The stomach is re-

moved through the abdominal wall. The cardia endoscopic aspect after the

surgery is demonstrated, showing the integrity of the orifice mechanism.

VK.60 Gastric Sleeve in Patient with Giant Hiatal Hernia

PRESENTER: P. Omelanczuk
1

Co-authors: N. Pampillon2, M. Sanchez2, V. Lasagni2, C. Penutto2,

M. Abaurre2, S. Omelanczuk2, M. Berducci1

1Hospital Italiano de Mendoza, Surgery, Mendoza-Argentina
2Centro Quirurgico de la Obesidad, Mendoza-Argentina

Introduction: We present a 48-year-old male patient with morbid obesity

antecedent, BMI 44 and giant hiatal hernia. Due to this diagnosis repa-

ration of hietal hernia and bariatric surgery was decided.

Contents Description: Patient in dorsal decubitus in the French position,

under general anesthesia with compression stockings. Patient fixation.

Access to abdominal cavity, semiology it was observed giant hietal

hernia with stomach displacement towards mediastinum Harmonic scal-

pel section of left gastrophrenic ligament with localization of left pillar.

Pars flaccida section and right pilar dissection. Meticulous liberation of

mediastinum adherences to liberate gastric fundus and visualize noble

parts. The hernia is reducted and esophageal hiatus in anterior portion

closed with separate stitches Endostich 3.0. Sleeve gastrectomy using 5

60-mm Echelon cartridges for mechanical suture. Continuous invaginat-

ing suture stitches with PDS 3.0.Hemostasis control. Bed drainage.

Stomach extraction through paraumbilical trocar. Access closure.

Observations And/Or Comments: Patient with favorable evolution. Medical

discharge: 48hs. It was decided to present this case due to the well

grounded controversy as regards hiatal hernia patients, bariatric surgery

indicated is gastric bypass, since it presents less incidence of GER in

postoperative. We present the grounds for our operative decision and the

evolution of the patient.

VK.61 Laparoscopic Sleeve Gastrectomy After Gastric Bypass for

Inadequate Weight Loss

PRESENTER: A. Sood
1

Co-authors: A. Bhaskar1, M. Lakdawala1

1Cods and Saifee Hospital, Minimal Access, Bariatric and Metabolic Surgery,

Moga-India
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Introduction: Efficacy of Gastric bypass depends on multiple factors such as

small pouch, stomal size in gastro jejunostomy, length of small bowel

bypassed (alimentary limb). Pouch dilatation, with subsequent loss of restric-

tive function, widening of GJ and adaptation of alimentary limb to absorptive

function remains the most common cause for weight regain after Gastric

Bypass. Sleeve gastrectomy, conversion to a Banded Gastric Bypass or

increasing the length of alimentary limb can be considered as options for a

revision in case of weight regain after RYGB.

Method: 34 year old male patient with a weight of 198 Kg and BMI of

61.7 Kg/m2 underwent laparoscopic Gastric Bypass in 2006.He lost 25 kg

and came down to 173 kg and BMI of 54.2kg/m2 at the end of one year .

Subsequently he started to put on weight and reached to 184 kg with BMI

of 57.5kg/m2 in 2012. He underwent conversion of RYGB to LSG in oct

2012. At 3 months of follow up he has come down to 163kg with BMI of

50.1kg/m2. Gastro gastrostomy was done with 21 mm circular stapler.

Subsequently LSG was done over 36 f bougie. Around 200 cm of alimentary limb

was excised.

Result: Operating time was 150 minutes and the blood loss was 75 ml. patient

had an uneventful recovery and lost 21 Kg in the next 3 months.

Conclusion: Sleeve can be considered as a feasible option for further weight

loss in patients with previous RYGB with inadequate weight loss.

VK.62 Sleeve Gastrectomy: How to Avoid Surgical Complications

PRESENTER: M. Serradilla
1

Co-authors: C. Ballesta1, C. Gonzalez1, A. Huguet2, A. Fernandez2

1Clinica Inmaculada Concepcion, General Surgery, Granada-Spain
2Centro Medico Teknon, General Surgery, Barcelona-Spain

Sleeve gastrectomy is the most common restrictive technique actually. In

order to prevent medium and long term complications such as fistulas,

torsion, vomiting, bleeding and weight gain, we present a video that

shows how to perform a narrow tube but enough by placing orogastric

catheter and subsequent lineal stapling. How to prevent fistulas in the

Hiss angle by choosing the point of section and invagination of the staple

line, thus avoiding bleeding of the section line. To avoid twisting, stenosis

and vomiting, fixing and anchoring the gastric tube with the gastro-splenic

omentum along the section line. The weight gain is related to the diameter

of the gastric tube light, which is reduced by using a 16 Fr catheter and

invagination of the section line with the tube in place. All technical details are

presented in a 6 minutes video.

VK.63 Technical Aspects of Laparoscopic Sleeve Gastrectomy with a

Marking Line to Decrease Complications

PRESENTER: A. Kaul
1

Co-authors: B. Togbe1, P. Hunjan1, A. Maffei1, T. Cerabona1

1New York medical College, Surgery, Hawthorne-United States

Aim of this video presentation is to highlight our technique used in a series of

over 800 consecutive laparoscopic sleeve gastrectomy done at a teaching

center and to highlight the fact that both teaching and good results in bariatric

surgery can go hand in hand.

Technique was refined over a 9 year period from 2003 till December 2012.

Our technique utilizes initial greater curvature dissection, thorough hiatal

exposure and a 38 French bougie for sizing and reinforcing entire staple line

with a running absorbable stitch. Unique features of the sleeve creation is use

of a marking a line to better guide staple placement, technique to gently guide

the bougie by stomach manipulation rather than bougie manipulation, use of

stitch in the fundus to decrease postoperative reflux and an antral stitch to

decrease stomach kinking.

In our series in the last 200 cases the mean age was 44.2 years, BMI was

47.9 kg/m2. The excess % BMI lost at 1 year was 30.7%, % EWL at 1 year was

61%, There was significant reduction at 1 year of comorbidities (sleep apnea

91%, Hyperlipidemia 63%, Hypertension 39%, DM 59%) while there was only

a slight increase in postoperative GERD symptoms.

Our video will show our technique with special emphasis to demonstrate tips

and tricks to decrease complications and is a technique which can be learned

by fellows during training.

VK.64 Laparoscopic Resection of the Blind Limb with Pouch Revision

and Placement of Pericardial Patch for Weight Regain

PRESENTER: M. Jawad
1

Co-authors: R. Moon1, M. Goldbach2, A. Teixeira1

1Orlando Regional Medical Center, Department of Bariatric Surgery, Orlando-

United States
2Orlando Regional Medical Center, Department of General Surgery, Orlando-

United States

Introduction: 39 year old female with history of Roux-en-Y gastric bypass in

2007 had complaints of constant LUQ abdominal pain, hunger and weight

gain. Upper GI revealed dilated anastomosis with blind loop functioning as a

residual stomach.

Materials and Methods: A Veress needle was inserted and abdomen was

insufflated. Trocars were inserted. Visualization of abdominal cavity revealed

right upper quadrant adhesions between the left lobe of the liver and the

pouch. The left lobe of the liver was separated from the pouch and

gastrojejunostomy via sharp dissection. Adhesions around the blind limb were

released and the mesentery of the blind limb was transected. An Edlich tube

was inserted in the pouch and directed toward the antrum. Dissection of the

pouch revealed a large hiatal hernia, and the fundus was dissected off the

hiatus. Transection was carried out from the blind limb of the jejunum close to

the gastrojejunostomy and extended superiorly to transect the fundus of the

stomach. The staple line was then oversewn with 2–0 Polysorb. A 0.8 x 8cm

pericardial patch was placed around the pouch proximal to the

gastrojejunostomy, and was sutured at 7cm with 2–0 Ethibond above the

anastomosis.

Result: On POD #1 an upper GI was performed revealing no postoperative

leak. Patient tolerated clear liquid diet without issues and was discharged

home.

Conclusion: Anastomotic dilatation after Roux-en-Y gastric bypass can be

corrected with laparoscopic revision in an elective manner with minimal post

operative hospital stay.

VK.65 Laparoscopic Imbrication of Sleeve Gastrectomy for Weight

Regain and Repair of Hiatal Hernia

PRESENTER: M. Jawad
1

Co-authors: A. Teixeira1, R. Moon1

1Orlando Regional Medical Center, Department of Bariatric Surgery, Orlando-

United States

Introduction: 53 year old female status post sleeve gastrectomy had issues

with gastroesophageal reflux and weight regain. Patient had an upper GI study

that revealed an approximately 4 cm hiatal hernia with reflux and a

dilated sleeve.

Materials and Methods: Veress needle was inserted in the left upper

quadrant, the abdomen was insufflated, and six trocars were inserted.

Visualization of the abdominal cavity revealed extensive adhesions in

right upper quadrant and pelvic area. Left lobe of the liver was retracted

anteriorly. Adhesions to the stomach were taken down. All the adhe-

sions around the crura were released and the peritoneum over the right

crura was incised and dissected, the hiatal hernia was reduced. The

esophagus was freed from all the adhesions. The hiatus behind the

esophagus was repaired with 2 interrupted stitch with 2–0 Ethibond.
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The stomach was imbricated on top of the Edlich tube with interrupted

stitch of 2–0 Ethibond and also a running stitch of 2–0 Ethibond.

Result: Postoperatively the patient did well, UGI and methelyne blue test were

negative on POD # 1, and she went home on POD # 2 on full liquid diet. Patient

showed a drop of 10.4 kg at a 6 month follow up.

Conclusion: Sleeve gastrectomy creates a high pressure system that can

make GERD unbearable for patients with hiatal hernia and incompetent lower

esophageal sphincters. Plication of the sleeve can be an option for weight

regain due to dilated sleeve.

VK.66 Minimally Invasive Implantation Technique for Abiliti Closed Loop

Gastric Electrical Stimulation System

PRESENTER: T. Horbach
1

Co-authors: F. Eschenbacher1, S. Krüger1

1Stadtkrankenhaus Schwabach, Obesity Control Center, Schwabach- Germany

Introduction: Demonstrate the safety of the minimally invasive implantation

technique of the transgastric sensor and efficacy of a new gastric electrical

stimulation (GES) system for the treatment of obesity.

Method: 34 subjects with a BMI of 35–55 kg/m2 were implanted with the

abiliti system and treated with gastric electrical stimulation during one

year. The outcomes were the safety of the transgastric implant, the

efficacy of the therapy on weight loss, obesity related co-morbidities

and improvement in eating and exercise behavior and quality of life at

12 months. The video illustrates the safety and simplicity of the operative

procedure. Patient placement, port positioning, preparation of the im-

plant, implantation of the transgastric sensor and stimulation electrode

on the lesser curve are shown in detail. Furthermore the video demonstrates the

creation of the subcutaneous pocket for the stimulator and the intraoperative

testing of the system.

Results: The transgastric implant controlled by endoscopy was stable for all

subjects. At 12 months the mean excess weight loss was 28.7% (95%CI,

34.5% to 22.5%), the mean reduction in weight was13.1kg (95%CI, 16.1 to

9.9kg) and mean reduction in BMI was 4.8±3.2kg/m2. No serious adverse

event occured during the follow up.

Conclusion: This prospective study confirms the safety and efficacy of the

abiliti system in the treatment of obesity. The abiliti system is designed to fill a

gap in the existing range of obesity therapies by providing therapy aimed at

producing permanent change in subjects’ behavior without permanent non-

reversible changes in gastrointestinal tract.

VK.67 The Laparoscopic Technique of Revision from Silastic Ring

Vertical Gastroplasty (SRVG) to Roux-en-Y Gastric Bypass

PRESENTER: H. Spivak
1

Co-authors: V. Buchholz1, M. Rubin1

1Chaim Sheba Medical Center, The Center for Treatment of Morbid Obesity,

Tel Hashomer-Israel

While all revision procedures are challenging, one in particular stands out in its

difficulty. The silastic ring vertical gastroplasty (SRVG) revision to gastric bypass

is a complicated procedure due to previous adhesions, the old staple line

and the silastic ring that is often eroded through the gastric wall. In this

video we outline the laparoscopic technique for such a revision using examples

from three different cases.

VK.68 Laparoscopic Bariatric Surgery in Sitting Position is Comparable

to Robotic Surgery

PRESENTER: M. Hussein
1

1American University of Beirut MC, Surgery, Beirut 1107 2020-Lebanon

Introduction: The advantages of Robotic surgery is the ability to do surgery in

sitting position and 3D view and the ergonomic of movement and third hand

assistance but the disadvantages is one field surgery, the presence of a

second surgeon in the field, extra expenses, the elongated time and absence

of tactile sensation.

Method: I report my experience in the field of Laparoscopic surgery at

the American University of Beirut Medical Center where I shifted all

laparoscopic procedures including Bariatric procedures to sitting position

with 100% completion of the procedures in the first 100 cases. The

advantage is tremendous including multiple field surgery, reduced time

and the ability to do a long list surgery with absence of muscle fatigue,

back and knee pain.

Results: The video will illustrate the steps used to complete the procedure in

sitting position.

Conclusion: Therefore, laparoscopic surgery is feasible in the sitting position

and comparable to Robotic surgery.

VK.69 Sleeve Gastrectomy with Jejunal Bypass. A More Physiological

Surgical Alternative to Roux-en-Y Gastric Bypass (Video)

PRESENTER: M. Alamo
1

Co-author: M. Sepulveda1

1Hospital Dipreca, Bariatric Surgery, Santiago-Chile

Introduction: In 2004 a new restrictive and hormonal surgical technique was

created, the Sleeve Gastrectomy with Jejunal Bypass (SGJB). The objective is

to present the surgical technique, an alternative in results to Roux-enY Gastric

Bypass.

Surgical technique: Surgery was undertaken via laparoscopy. A standard six-

port technique was used (three 5 mm, three 10 mm) after insufflation of CO2

through a Veress needle to 15 mmHg.

Sleeve gastrectomy: The short gastric vessels were ligated using the

Harmonic Ace device (Ethicon Endo-Surgery Inc, Cincinnati, OH). Dissection

of the greater omentum 2 cm proximal to the pylorus allowed the first firing of a

linear stapler (Echelon 60 mm, Ethicon Endo-Surgery Inc, Cincinnati, OH).

Further firings of the linear stapler were used to divide the stomach longitudi-

nally, from the antrum to the angle of His. Concurrently, the anesthesiologist

inserted a 36-French orogastric tube to guide the gastric division. A 2–0 ab-

sorbable monofilament (Monocryl) invaginating running suture was placed to

reinforce the staple line.

Jejunal Bypass: The jejunum was divided with a white cartridge of the

linear stapler 20–40 cm distal to the ligament of Treitz, depending on the

mobility of the mesentery. An enteroenterostomy (jejunoileal anastomo-

sis) was performed 300 cm distal to the location of the jejunal division

using the same cartridge and stapler, ensuring at least 200 cm of

absorptive bowel. The bowel defect was closed with a 3–0 multifilament

absorbable (Vicryl) running suture. The mesenteric defect was closed in

the same way.

VK.70 Splenic Bleed, a Well Known Intraoperative Complication of

Gastric Bypass and Gastric Sleeve. How We Manage It

Conservatively: Video

PRESENTER: F. Villa
1

Co-authors: A. Góralczyk1, K. Mannur1

1Homerton University Hospital, Bariatric Surgery, London-United Kingdom

Introduction: Bleeds from the splenic bed are a well known intraoperative

complication in bariatric surgery. Though it is most likely to happen in

very higher BMI patients with a large abdominal girth and thick and

enlarged liver with a difficult visibility at the splenic hilum, it can occur

in patients with a very very short gastric vessels, with hardly a space in

between the stomach and the spleen. In the hands of an experienced
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surgeon it is rarely a life threatening situation but can be at times

tediousand time consuming to manage Our technique involves an accu-

rate dissection of the fundus and precardial fat pad and as a conse-

quence we have collected a series of videos describing the way we

manage splenic bleeds. In our experience we have never needed to

perform a laparoscopic/open splenectomy having being able to control

the bleeding conservatively.

Method: Video presentation of a series of splenic bleeds successfully con-

trolled and treated laparoscopically.

Results: In all of the case we have achieved satisfactory haemostasis simply

by application of compressive gauze, cauterization of small vessels and also

ligaclips or surgical glue in some cases.

Conclusions: Splenectomy should be reserved only to uncontrollable

bleeds and unstable patients since it does increase mortality and mor-

bidity. Patient compression and application of haemostatic agents is

often enough to achieve haemostasis. Requesting the anesthetist to

keep the blood pressure low can usually be useful but a second look

when normal blood pressure is restored is paramount before exiting the

abdomen.

VK.71 Revision of Lap Band to Sleeve Gastrectomy- How We Do It?

PRESENTER: S. Baig
1

1Belle Vue Clinic, Gastro Surgery, Kolkata-India

Introduction: Conversion of Lap Band to another bariatric procedure for

weight loss failure is becoming an increasingly familiar procedure. The

surgery is either staged or as single procedure- the latter involving

more risk. Gastric Bypass is the more preferred procedure of choice.

However some authors have reported good results with Sleeve proce-

dure too. We present here a video of our technique keeping safety as a

primary goal.

Video Abstract: The video is a demonstration of how to convert in a single

stage a Lap Band to Sleeve Gastrectomy. The following steps have been

shown in the video that we think is important for safe surgery:

1. The creation of safe pneumoperitoneum

2. Adhesiolysis

3 .Excision of falciform ligament

4. Adhesiolysis of the Band from the Liver

5. Adhesiolysis of the capsule of the Band

6. Dissection of the left crus keeping traction on the Band

7. Removal of the Band

8. Division of greater curve from the omentum from pylorus to hiatus

9. Stapler firing from antrum to fundus- use of long limb cartridges vital

10. Suture reinforcement at the GE junction and the fundus

VK.72 Do We Need to Remove the Fibrous Capsule During Gastric

Band Removal

PRESENTER: S. AlSabah
1

Co-authors: A. AlMulla1, K. AlEnezi1

1AlAmiri Hospital, Surgery, Messila-Kuwait

This video presents the case of a 31 year old female who had an

adjustable gastric band in 2008 and then had it removed in 2011 due to

vomiting and intolerance. After removal she complained of dysphagia and

vomiting, therefore multiple sessions of balloon dilatation were done,

however, all the sessions failed. The barium swallow showed narrowing

and delayed emptying of barium followed with mild dilatation of the lower

esophagus. The CT scan also showed dilatation of the lower esophagus

with a constricted segment below the fundus, suggesting a fibrotic area. A

fibrous capsule, resembling a gastric band, at the same level of the

previous gastric band was appreciated by laparoscopy and endoscopy. A

fibrous capsule was dissected and removed. Intraoperative endoscopy

showed no stenosis or leakage. In conclusion, is it mandatory to remove

all fibrous capsules during gastric band removals?

VK.73 Gastric By Pass: Our Technique

PRESENTER: P. Omelanczuk
1

Co-authors: M. Berducci1, N. Pampillon2, V. Lasagni2, M. Sanchez2,

C. Penutto2, M. Abaurre2, S. Omelanczuk2

1Hospital Italiano de Mendoza, Surgery, Mendoza-Argentina
2Centro Quirurgico de la Obesidad, , Mendoza-Argentina

Introduction: We present the surgical technique for Gastric By Pass at Italian

Hospital.

Contents Description: Patient in dorsal decubitus in the French position, under

general anesthesia with compression stockings. Patient fixation. Access to

abdominal cavity, semiology. Harmonic scalpel section of left gastrophrenic

ligament with localization of left pillar. Pylorus identification, gastric section

distal margin 4cm. Short vessels section with harmonic scalpel. Hemostasis

control. Bed drainage. Stomach extraction through paraumbilical trocar.

Access closure.

VK.74 Roux-En-Y Esophagus Jejunal Anastomosis to Treat The Hiss’s

Angle Leak Caused by Sleeve Gastrectomy

PRESENTER: L. Cortiano
1

Co-authors: A. Branco1, L. Crippa1, J. Sampaio1, L. Nassif1, A. Weiss1

1CEVIP, CEVIP, Curitiba-Brazil

Introduction: Sleeve gastrectomy represents one treatment option for morbid

obesity. This restrictive procedure provides significant weight loss. However,

the Hiss’s angle leak is one of complications related with this surgery and

offers a difficult treatment.

Methods: Study submitted to and approved by the Institution Ethics and

Research Committee. A 33-year old male patient, BMI = 36, with high

blood pressure, insulin resistance underwent sleeve gastrectomy. On the

fourth post-operative day, he presented abdominal pain associated with

fever, and ultrasonography revealed pelvic abscess. Patient underwent

laparoscopy with pelvic drainage, with no evidence of leak. On the sev-

enth post-operative day, patient again presented abdominal pain and

tachycardia. A new abdominal ultrasonography revealed per splenic ab-

scess. The treatment consisted in a new laparoscopic drainage, total

parenteral nutrition and antibiotic. On the eighteenth day, leak at Hiss’s

angle closed, and patient was released from hospital eating liquid diet. For

8 months, patient was hospitalized several times and another laparosco-

pies were performed. After this period, patient was sent to our depart-

ment, and we chose to perform Roux-en-Y esophagus jejunal anastomo-

sis. After the fourth post-operative day, patient was released from hospital

without any complications.

Results: Conversion of sleeve gastrectomy into Roux-en-Y esophagus jejunal

anastomosis due to a leak at the Hiss’s angle.

Conclusions: Leak at the Hiss’s angle is a complication inherent to

sleeve gastrectomy and there isn’t consensus about its best treatment.

Several techniques are described, among them the Roux-en-Y esophagus

jejunal anastomosis.

VK.75 Modified Laparoscopic Merendino Procedure for the Treatment of

Noninsulinoma Pancreatogenous Hypoglycemia Syndrome (NIPHS)

Following Bariatric Surgery

PRESENTER: L. Cortiano
1
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Co-authors: L. Crippa1, A. Branco1, J. Sampaio1, D. Gouveia1, L. Nassif1,

S. Okayama1

1CEVIP, CEVIP, Curitiba-Brazil

NIPHSwas recently recognized in persons undergoing bariatric surgery although

knowledge and experience with this condition may not be commensurate with the

number of such procedures being performed globally. In this video we report the

case of a 47-year-old woman who underwent laparoscopic Roux-en-Y gastric

bypass 9 years ago, coursing with daily postprandial hypoglycemia about 6 years

after the procedure. In outpatient investigation, serum insulin and C-peptide were

normal, without images compatible with focal pancreatic nodules on contrasted

abdominal CT. Assuming the probable diagnosis of NIPHS without adequate

response to clinical treatment, and having the patient rejected the hypothesis of

pancreatic resection, a surgical procedure was designed based on entero-

hormonal mechanisms to control the symptoms. By the third post-operative

day, the patient was already free of hypoglycemia episodes. The procedure

consisted of laparoscopic access, followed by release of adhesions in the upper

abdomen with use of monopolar cautery. After identifying the alimentary limb

shortly after the gastroenterostomy and the gastric remnant, a laterolateral anas-

tomosis was performed in two planes between a segment 20 cm distally from the

gastric pouch and the anterior wall of the gastric remnant, followed by section of

the alimentary limb just distally to the new anastomosis. After being identified the

previous enteroanastomosis, the alimentary limb was sectioned proximally to it

with linear stapler. Following that, the mesentery was ligated with ultrasonic

scalpel, the surgical piece removed and the procedure was finished after revision

of the surgery and a negative methylene blue test.

VK.76 Conversion of Capella Surgery to Sleeve Gastrectomy After

Gastro Entero Anastomosis Stenosis

PRESENTER: L. Cortiano
1

Co-authors: L. Crippa1, A. Branco1, J. Sampaio1, L. Nassif1, A. Weiss1

1CEVIP, CEVIP, Curitiba-Brazil

Introduction: Roux-en-Y gastric bypass is a safe and widely practiced method in

bariatric surgical services all over the world. Nevertheless, the procedure pre-

sents inherent complications such as stenosis of the gastroenteroanastomosis

and its clinical repercussions, the principal one being dysphagia.

Methods: A study submitted to and approved by the Institution Ethics and

Research Committee. A 38-year old female patient, BMI = 49, clinically

untreatable morbid obesity, stable weight for over 10 years, underwent

Roux-en-Y gastric bypass. In the last post-operative phase, it evolved into

untreatable stenosis of the gastroenteroanastomosis (GEA). After several

endoscopic dilatations, it evolved into GEA perforation, treated conservatively.

After clinical stabilization, the patient underwent resection of GEA areas of

fibrosis as well as of the food loop and gastric pouch; esophagogastric anas-

tomosis followed by sleeve gastrectomy and reconstruction of the intestinal

transit. The patient remains under outpatient observation without dysphagia,

and her weight loss has been kept.

Results: Conversion of Y-de-Roux gastroplasty with stenosis refractory to

clinical treatment in sleeve gastrectomy, with a good clinical evolution.

Conclusion: The treatment of severe stenosis of astroenteroanastomosis re-

mains controversial. It is known that the treatment by means of endoscopic

dilatations must be tried first; nevertheless, due to its refractory condition, new

options must be studied and sought.

VK.77 Strategies of Dealing with Complex Hiatus Hernia During Bariatric

Surgery: A Video Series Presentation

PRESENTER: R. Aguilo
1

Co-author: Y. Koak1

1Homerton University Hospital, Bariatric Surgery, London-United Kingdom

Introduction: Large hiatus hernia can be difficult to manage laparoscopically

especially when discovered incidentally during Bariatric surgery. A video case

series of seven patients is presented outlining strategies for dealing with grade

2–4 hiatus hernias.

Methods: Case 1: 60 year old male with morbid obesity BMI 45.9kg/m2 had

laparoscopic repair of large grade IV hiatus hernia and LRYGB.

Case 2: 57 year old female with severe obesity BMI 37.8kg/m2 underwent

laparoscopic repair of grade III hiatus hernia and LAGB operation. Case 3: 54

year old male with super obesity BMI 53.6kg/m2 underwent laparoscopic

grade III hiatus hernia repair and LRYGB.

Case 4: 62 year old female with morbid obesity BMI 42.5kg/m2 underwent

laparoscopic repair of incidental grade II hiatus hernia and LSG. Case 5: 41

year old female with super obesity BMI 55.5kg/m2 underwent laparoscopic

adhesiolysis, repair of incidental grade II hiatus hernia and LRYGB. Case 6: 56

year old male patient with marked centripetal & morbid obesity BMI 45kg/m2

underwent Laparoscopic horizontal pouch gastric bypass operation for large

congenital diaphragmatic hernia.Case 7: 44 year old female with mega obesity

BMI 62.5kg/m2 underwent a staged approach laparoscopic repair of grade IV

hiatus hernia and then 3 months later LRYGB

Results: All patients have had more than 1-year follow with good results.

Conclusion: Laparoscopic management of large hiatus hernias can be chal-

lenging as a 1-stage procedure in Bariatric surgery patients, and 2-stage

procedure can be used in complex situations.

VK.78 Laparoscopic Treatment of Chronic Gastro Pleural Leak Caused

by LRYGB

PRESENTER: L. Cortiano
1

Co-authors: L. Crippa1, A. Branco Filho1, LS. Nassif1, J. Sampaio Neto1,

A. Weiss1

1CEVIP - Paraná Advanced Laparoscopic Center – Curitiba, Brazil

Introduction: Laparoscopic Roux-en-Y Gastric bypass is a safe and widely

practiced method in bariatric surgical services all over the world. Nevertheless,

the procedure presents inherent complications such some leaks. The leaks could

be divided in acute, sub acute and chronic. The gastro pleural leak is rare but can

bring some clinical repercussions like pneumonia and pleural effusion.

Method: A study submitted to and approved by the Institution Ethics and

Research Committee. A 52-year old female patient, BMI= 42, underwent

Roux-en-Y gastric bypass 2 years ago. The main symptom was cough. After

8 months of investigation, the patient was sent to our department. The diag-

nosis was based on abdominal CT that showed a contained abscess without

the leak’s identification. We perform the laparoscopic treatment. In the first

part, we identified the pouch leak. We performed the hand-sewn suture of the

leak. We used a patch of omental tissue to help the hand-sewn suture. After

this, we performed the drainage of the cavity.

Results: We kept this patient with parenteral nutrition until the 7th post-operative

day. The normal diet was introduced after the negative blue test. The patient was

released from hospital without any complications at the 12th day.

Conclusion: Chronic gastro pleural fistula is uncommon and its treatment

could be difficult. The laparoscopic treatment is a good option in cases with

leak identified, contained abscess or peritonitis.

POSTERS

P.001 Effect of Body Mass Index on Early Outcome After Coronary

Artery Bypass Grafting

PRESENTER: M. Acarel
1

Co-authors: Z. Saban1, A. Ozyurt1, G. Abay1, S. Canik1

1Siyami Ersek Thoracic and Cardiovascular Surgery Center Anesthesiology

Istanbul-Turkey
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Backround: The aim of this study obesity is a risc factor for morbidity and

mortality and to investigate whether in patients undergoing coronary artery

bypass surgery (CABG).

Materials and Methods: After approval from the hospital ethical committee,

250 patients aged 33 to 82 were studied undergoing CABG. Patients were

divided into four groups according to body mass index (BMI) as weak (n = 15;

BMI < 15), normal (n = 52; BMI = 19 to 24.9), overweight (n = 72; BMI = 25 to

29.9) and obese (n = 111; BMI > 30). Surgical risc factors examined included

age, sex, previous myocardial infarction, ejection fraction, hypertension, dia-

betes mellitus, chronic obstructive pulmonary disease, periferal vascular dis-

ease, Cerebrovascular disease and urgency for surgical procedure. Surgical

outcomes examined included using of inotropics, amount of bleeding, need for

transfusion, sternal wound infection, and renal failure, mechanical ventilation

time, intensive care unit stay and length of hospital stay. The data obtained

from chi-square test, Kruskal-Wallis test and Mann–Whitney U test.

Results: The incidence of hypertension was significantly higher than baseline

in the obese group (p< 0.05). Findings of other preoperative and peroperative

parameters did not differ significantly. The level of bleeding was significantly

lower in obese patients (p< 0.01). Transfusion needs was significantly lower in

the group of obese compared to other groups (p< 0.01).

Conclusions: Our results indicate that the patients with obese BMI do not

effect early outcome after CABG. Despite the comorbidities that are often

present with obesity, obese BMI was not found to be an independent predictor

of morbidity and mortality after CABG.

P.002 A Highly Efficient Protocol for Awake Fibre Optic Intubation in

Morbidly Obese Patients

PRESENTER: D. Godoroja
1

Co-author: C. Copaescu2

1Delta Hospital-Centre of Excellence in Bariatric and Metabolic Surgery

Anaesthesiology-Intensive Care Bucharest-Romania
2Delta Hospital-Centre of Excellence in Bariatric and Metabolic Surgery

Bariatric Surgery Bucharest-Romania

Background: In morbidly obese patients excess fatty tissue on the cephalic

and thoracic extremity tends to make intubation, mask ventilation and the

function of the lungs worse than in normal weight patients. Even using

Awake Fiber Optic Intubation (AFOI) on these patients could be a challenge

for the anesthetist.

Aim: The goal of this study is to establish an efficient AFOI protocol in morbidly

obese patients concerning the improvement of their safety and comfort.

Method: In this prospective, nonrandomized, single centre study, we included

patients with BMI over40-kg/sqm. and predicted or evidenced difficult airway,

undergoing laparoscopic bariatric surgery in a therapeutic AFOI protocol. In

order to improve their comfort, all the patients received different methods of

regional anaesthesia of the upper airway and conscious sedation and analge-

sia with remifentanil delivered by TCI and low doses of propofol. Changes in

vital parameters, cough, limb movements and total time duration of the proce-

dure were evaluated. A questionnaire about intra-operative recall of pain or

discomfort was filled in by every patient.

Results: The AFOI protocol was utilised in 68 patients, out of the 434 patients

who underwent laparoscopic bariatric surgery between May 2011- October

2012. The AFOI protocol was elective applied to 64 patients selected for

predicted difficult airway due to obesity. 4 patients with laryngoscopy grade +

4 and failure of conventional intubation were included in the protocol, as well.

16 patients received transtracheal block and 8 patients got bilateral superior

laryngeal nerve block. The cough reflex was abolished in all patients with

transtracheal block (16/16) and in 5,8 % (3/52) of the other patients. There

was one episode of transient desaturation but no other complications were

experienced. The average duration of the AFOI in the operating room was 21

min (12–45). All patients described their anesthetic experience as satisfactory.

Conclusions: AFOI in morbidly obese patients with predicted or evidenced

difficult airway management is not easy, and the key for a successful AFOI is

to improve comfort and safety of the patient using a combination of regional

anesthesia of the upper airway and an adequate sedation. All these were

included in a step-by-step procedure known to and applied by every member

of the team trained in this respect. We have described a protocol that in our

hands appears safe and efficient.

P.003 An Evaluation of Candidates for Bariatric Surgery in a Children’s

Weight Management Program

PRESENTER: C. Fernandez
1

Co-authors: T. Dolphens2, E. Lyden3, M. Anderson4, A. Kaftan5, C. Wessling5,

K. Hartmann1, M. Hawkins1, R. Anthony1, A. Anderson-Berry5, C. Hanson5,

R. Cusick6, D. Bryson1, M. Klahn1

1Children’s Hospital & Medical Center, HEROES Clinic, Omaha-United States
2University of Nebraska Medical Center, Physicians Assistants, Omaha-

United States
3University of Nebraska Medical Center, Biostatistics, Omaha-United States
4University of Nebraska Medical Center, College of Public Health, Omaha-

United States
5University of Nebraska Medical Center, Pediatrics, Omaha-United States
6Children’s Hospital & Medical Center, Pediatrics, Omaha-United States

Introduction: The Centers of Disease Control reports 17% of children in the

U.S. are currently obese. Bariatric surgery has demonstrated positive out-

comes in adults and is being considered a viable alternative for the treatment

of morbidly obese children. The objective is to evaluate children enrolled in a

pediatric weight management program (HEROES) who would meet the re-

quirements for bariatric surgery (age 14 years, BMI 35).

Methods: A retrospective analysis of medical records of children who

participated in the HEREOS program was completed. Descriptive statis-

tics were used to summarize the measurements taken at the baseline

visit between the two BMI groups. The Wilcoxon rank sum test was used to

compare selected baselinemeasurements between the groups. A p-value < 0.05

was considered statistically significant.

Results: 29 children of the 161 records evaluated met the criteria for bariatric

surgery (18%). The subjects meeting the criteria for bariatric surgery (age 14

years, BMI 35) had statistically significant higher mean systolic blood pressure

values (p=0.01) and mean diastolic blood pressure values (p=0.03) than the

subjects who did not meet the criteria. There was no difference between the

two groups in resting heart rate, Hgb A1C, glucose, triglycerides, or cholesterol.

Conclusion: Children meeting the criteria for bariatric surgery have higher sys-

tolic and diastolic blood pressure values when compared to children who did not

meet the criteria. Considerationmust be given to all available treatment options in

this population to avoid the long-term comorbidities associated with obesity.

P.004 Clinico-Mycological Profile of Mycosis Diagnosed in Diabetic

Subjects at Annaba. Algeria

PRESENTER: R. Mansouri
1

Co-author: F. Saadni2

1Faculty of Medecine of Annaba, Pharmacy, Annaba-Algeria
2Faculty of Medecine, Pharmacy, Annaba-Algeria

Introduction: Diabetes is an autoimmune disease that affects more than

4.2% of the world population. The immune imbalance that causes diabe-

tes, places it among one of the main factors associated with infections,

including those of fungal origin.

Objective: The aim of the present work is to present the clinical and mycolog-

ical profile of mycosis associated with diabetic and diagnosed at The labora-

tory of Parasitology-Mycology, CHU Annaba.

Materials and methods: This is a prospective study that takes place between

November 2008 to November 2012, relating to the mycological examination of

samples of the diabetic population recruited at the laboratory.
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Results and discussion: The prevalence of vaginal fungal affection is noted, with

positivity in 75% of cases. The fungal species most frequently isolated isCandida
albicans. Nail involvement is also marked by isolation in more than 35% of the

yeast Candida albicans, followed by the dermatophyte Trichophyton
rubrum. The authors also report some deep and serious complications,

including meningitis due to Cryptococcus neoformans and candidemia

often generalized to other organs.

Conclusion: The results suggest the importance of the mycological proof

before any clinical suspicion of superficial mycosis as well as deep mycosis

in these fragile patients.

P.005 Correlation Between Pre-Operative Body Mass Index (BMI) and

Excess Weight Loss (EWL) in Glycemic Control of Diabetic Obese

Patients

PRESENTER: D. Ferreira
1

Co-authors: A. Messias2, L. Freitas1, V. Mansur2, C. Tonet2, P. Zorzo2,

L. Coelho1, L. Basto1

1Hospital Federal dos Servidores do Estado, General and Digestive Surgery,

Rio de Janeiro-Brazil
2Hospital Federal dos Servidores do Estado, Endocrinology, Rio de Janeiro-Brazil

Introduction: Bariatric Surgery advantages on improvement of weight loss and

glycemic control are well established, especially in diabetic patients.

Methods: It was analyzed retrospectively, clinical and laboratorial data of the

first 7 diabetic obese patients submitted to surgery.

Results: All patients were female, mean age of 41.2 years, mean weight of

98.1 kg and baseline mean BMI was 38.1 Kg/m2. All patients were using oral

hypoglycemic agents; four of them were using insulin. Mean onset of diabetes

was 10 years and mean glycosylated hemoglobin (HgA1c) was 9.0. After the

first pos operative month, no patient was taking oral hypoglycemic agents and

one patient needed low doses of insulin. Mean weight was 85.8 kg; mean EWL

of 39% and mean glycosylated hemoglobin was 6.7. After the first month,

weight was positive correlated with HgA1c (r=0,86 p=0,02), EWL was negative

correlated with HgA1c (r=0,78; p=0,03) and pre-operative BMI was negative

correlated with EWL (r=0,82 p=0,03).

Conclusion: Despite the small number of patients and short analysis, pre-

operative data such as BMI and EWL can be good clinical tools to evaluate

patients that will have a precocious improvement in glycemic control.

P.006 Body Composition in Morbid Obesity: Correlation Between Body

Adiposity Index and Bioelectric Impedance

PRESENTER: M. Santo
4

Co-authors: R. de Cleva1, D. Pajecki2, A. Biasetto Bernhard3, D. Riccioppo3,

I. Cecconello3

1Hospital das Clinicas University of Sao Paulo School of Medicine,

Gastroenterology - Surgical Division, Sao Paulo-Brazil
2University of Sao Paulo School of Medicine, Gastroenterology – Surgical

Division, São Paulo-Brazil
3University of São Paulo School of Medicine, Gastroenterology – Surgical

Division, São Paulo-Brazil
4Hospital das Clinicas University of São Paulo School of Medicine,

Gastroenterology - Surgical Division, São Paulo-Brazil

Introduction: Obesity has become an important public health problem.

According, prevalence of morbid obesity is also growing. There is no consen-

sus about the best method to measure body composition in morbid obesity

individuals. A simple, easy, accurate, reproducible and inexpensive method is

desirable. The aim of this study was to compare two methods that estimate

body fat percentage (%BF), Body Adiposity Index (BAI) and Bioelectric

Impedance (BI).

Population and Methods: We prospectively evaluated 233 adults with indica-

tion for surgical treatment of morbid obesity at Bariatric and Metabolic Group

at Hospital das Clı́nicas, University of Sao Paulo Medical School. All patients

over eighteen years old were included after an Informed Consent and

Agreement (Ethics Committee protocol number 8848). The data were collect-

ed before any intervention.

Weight (Wgt) and height (Hgt) were measured in a Welmy scale.

The circumferences were made with an inelastic tape-measure in a horizontal

line. Waist circumference was the midpoint between the lower margin of the

last palpable rib and the top of the iliac crest. Hip circumference (HC) was the

maximum circumference of the buttocks.

BI was made using Biodinamics equipment (model 310) with the per-

son lies. Four electrodes were fixed in pairs in the right hand and bare

feet. An electrical signal is introduced and an impedance value is

obtained. This is then entered into an equation: BI= 23,25+(0,09xR)+

(1,00xWgt)-(0,08xHtg)+(0,13xYrs) (BI in kilograms of BF, R= resis-

tance in owns, Wgt in kilograms, Htg in centimeters and age in years). BAI was

determined according to the equation: BAI=(HC/Hgt x Hgt)-18 (BAI in %BF, HC

in centimeters and Hgt in meters);

Results: Mean age was 44±11.34 years and mean body mass index (BMI)

was 49.13±7.65kg/m2. The female prevalence was higher (78.5%) and

41.2% was super obese (BMI50kg/m2). Mean BF was 52.15% (±6.04%)

by BI and 51.49% (±8.22%) by BAI. The difference between than was

0.67% (±5.21%), interclass correlation of 0.74 (CI 95%:0.67-0.79). BAI

had no significant error in women (p=0.611) and in super obese (p=0.368).

A significant error was observed in men (p=0.06), in patients with BMI<50

kg/m2 (p<0.001) and when the waist-hip ratio (WHR) was more than 1.06

(p=0,010). We observed that BAI underestimated %BF BI in men (2,44%),

in patients with BMI<50 kg/m2 (1,49%) and when the waist-hip ratio (WHR) was

more than 1.06 (5,35%).

Conclusion: BAI is an inexpensive and non-invasive method that was

successfully used to determine BF in morbid obese adults, especially in

women and super obese patients with a WHR less than 1.06.

P.007 Mental Disorders Among Obese Patients Seeking Bariatric

Surgery

PRESENTER: Y. P. Wang
1

Co-authors: L. S. Duarte-Guerra1, M. A. Santo2

1Institute & Department of Psychiatry, University of São Paulo Medical School,

São Paulo, Brazil
2Departments of Gastroenterology, Clinical Surgery, University of São Paulo

Medical School, São Paulo, Brazil

Background: Obesity and mental disorders are burdensome health problems

commonly observed in general population and clinical samples. However, non-

standardized assessment and small size of the sample might hamper conclu-

sions of the investigations.

Objective: To estimate, through standardized interview, the frequency of men-

tal disorders and correlated factors among obese patients seeking bariatric

surgery.

Design: Cross-sectional
Methods: The sample was composed by 393 treatment-seeking obese pa-

tients (79.1% women; mean age 43.0 years, mean BMI: 47.8 kg/m2), who

were recruited from a university-based bariatric center. Trained clinicians

assessed the participants through Structured Clinical Interview for DSM-IV

Axis I Diagnosis (SCID-I).

Results: The rate of current frequency of any mental disorders was 57.8%

(57.6% men vs. 58.5% women). Anxiety disorders were the most frequent

diagnosis (46.3%) among those participants with current disorder. Age, edu-

cational level and global functioning were associated with the likelihood of

presenting current mental disorders. The lifetime rate of any mental disorders

was 80.9% (81.7 men vs. 80.7% women). Lifetime affective disorders were the

most frequent diagnosis (total 64.9%, bipolar disorders 35.6%, and depressive

disorders 29.3%). Among those respondents presenting any lifetime mental

disorders, about half of the sample presented 3 or more concurrent disorders.
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Conclusions: Mental disorders are frequent conditions among obese patients

before bariatric surgery. High rates of mental disorders suggest both disorders

might exert mutual causal relationships or share common etiological factors.

Prognostic implications of mental disorders on surgery outcome should be

demonstrated in follow-up study.

P.008 Bariatric Surgery in Regional Australia for Type 2 Diabetes

Mellitus

PRESENTER: P. Ting
1

Co-authors: J. Avramovic1, S. Baker2

1North Queensland Obesity Surgery Centre NQOSC, General Surgery,

Townsville-Australia
2North Queensland Obesity Surgery Centre NQOSC, General Surgery/Bariatric

Surgery, Townsville-Australia

Introduction: Type 2 diabetes mellitus (T2DM) due to obesity is increasing and

this study aims to determine whether the type of bariatric surgery performed in

a regional centre is a prognostic factor in the improvement or remission of

T2DM. Laparoscopic sleeve gastrectomy (LSG) and laparoscopic adjustable

gastric banding (LAGB) procedures were compared.

Method: A review of a single centre prospective database was undertaken on

181 LAGB and 98 LSG patients between 2007–11.

Fifty-two had T2DM and their percentage excess weight loss (%EWL) was

compared. Improvement and remission was measured based on glucose

tolerance test, HbA1c and pharmacological treatment pre-op and 1 year

post-op. Definitions were in accordance with WHO guidelines.

Result: 30 LAGB and 22 LSG patients had T2DM. Improvement /remission of

T2DM occurred in 25/30 (83.3%) LAGB patients and 22/22 (100%) LSG

patients 1 year post-op, this difference was not significant (two-tailed Fisher

exact test, p=0.07). LSG patients lost more weight 1 year post-op with mean

%EWL of 66±7% compared to 47±8% in LAGB (independant t-test,

P<0.01).All patients with a mean %EWL22% achieved improvement or remis-

sion of T2DM irrespective of type of surgery.

Conclusion: Improvement or remission of T2DM was related to the percentage

of excess weight loss at 1year and the type of surgery was not an important

factor in a regional centre. Patients with a BMI>30 and T2DM will continue to

be offered either operation according to their preference, with emphasis

placed on ensuring LAGB patients achieve at least 22% EWL through regular

follow-up.

P.009 10 Years of Adjustable Gastric Band - Retrospective Results

PRESENTER: J. Abbud Ferreira
1

Co-authors: B. Zilberstein1, C. Melo da Costa Bussons1, F. Furlan Nunes1,

R. de Araujo Pereira1, E. Dias Rodrigues Filho1, L. Cardoso Barchi1,

M. Youssef Franciss1

1GASTROMED - Intituto Zilberstein, Alimentary Tract Surgery, Sao Paulo-

Brazil

Introduction: Obesity has been considerate a world health disease and the

number of obese patients increases every year. Most of times it is associated

to co morbidities. Diet and exercises are the first method used to lose weight,

but many times it is unsatisfactory. In cases of morbid obesity, the best method

is the bariatric surgery. The surgery consists in two procedures including

restrictive or malabsorptive technique.

Methods: We evaluated all the pacientes that were submited to gastric adjust-

able band in the last 10 years a tour servisse in Sao Paulo, Brazil. There were

320 pacients both male and female aging between 15 and 69 years old. We

could evaluate the weight loss of 167 pacients who underwent to 5 year

segment and the complications as well.

Results: From the amount of 167 pacients, 12,5% didn’t have any weight loss

and gained weigh; 14,7% had to took the band out because of erosion or

migration, 9% converted to sleeve gastrectomy or Y en Roux Bypass. The

other 63,8% of the pacientes did have weight loss variating between 1-100%

of the excess of weigh. 20,3% lost 1-25% of the excesso of weigh,

16,5% lost 26-50%, 17,4% lost 51-75% and 37,8% of the pacientes lost

76-100% of the excess.

Conclusion: This present study shows that the adjustable gastric band is a

restrictive method to treat obesity, and the results are satisfactory in approx-

imated 60% of the pacientes, and the weight loss variate according to the

behavior and the emocional state of the pacients.

P.010 Bibliometric Analysis of Bariatric Surgery Literature

PRESENTER: A. Lazzati
1

Co-authors: M. Gheorghe1, R. Agueb1, D. Azoulay1

1Hôpital Henri Mondor – AP-HP, Department of Digestive,

HepatoPancreatoBiliary and Liver Transplantation Surgery, Créteil- France

Introduction: Bariatric Surgery has considerably increased in the past two

decades and the important scientific production in this area reflects this

trend. We present the first bibliometric study analyzing the evolution of

scientific publications in bariatric surgery

Methods: Data were extracted from the Scopus database for the period 1993–

2012, using the query "bariatric surgery", "laparoscopic gastric banding",

"sleeve gastrectomy", "gastric bypass". The analysis included the total number

of articles, geographical origin by country and continent, impact factor and

journal allocation.

Results: The number of publications has increased by more than 20 times in

the analyzed period. Gastric band, gastric bypass and sleeve gastrectomy

have been the subject of 148, 91 and 50 publications per year, respectively.

USA are the country with the highest number of publications (n = 3798),

followed by the UK (n = 484) and Italy (n = 470). When the number of

publications is weighted by the number of inhabitants, the most prolific country

is Switzerland with 20.1 publications per million inhabitants, followed by USA

(12.1) and Australia (11.1). The highest mean impact factor belongs to Canada

(4.02), followed by Italy (3.91) and France (3.88). Bariatric surgery literature is

scattered over a great number of surgical and medical journals: the two

specialized revues (Obesity Surgery and SOARD) publishing only 30%

of articles.

Conclusions: The significant growth of the literature reflects the diffusion of

bariatric surgery worldwide. This study describes the epidemiological and

geographical features in obesity surgery publications.

P.011 The Clinical Outcome and Cost-effectiveness of LRYGB in Obese

Patients with Type 2 Diabetes: Lithuanian Experience

PRESENTER: A. Maleckas
1

Co-authors: O. Deduchovas1, E. Danyte2, D. Pauliukiene2

1Lithuanian University of Health Sciences, Surgery, Kaunas-Lithuania
2 Lithuanian University of Health Sciences, Endocrinology, Kaunas- Lithuania

Introduction: Recently the LRYGB has been shown as a clinically and eco-

nomically effective treatment of obese patients with type 2 diabetes

mellitus (T2DM). However there is still few data from low-budget countries of

Eastern Europe.

Methods: This is a retrospective analysis on a prospectively collected data-

base of patients who underwent LRYGB for obesity and T2DM in a Lithuanian

University of Health Sciences Hospital between January 2005 and January

2010. The inclusion in study criteria were as follows: LRYGB performed, type 2

diabetes has been established before surgery, follow-up period more than 12

months after surgery. 63 patients matched inclusion criteria. SF-36 question-

naire and SF-6D conversion model were used to evaluate the QoL. To evalu-

ate and to compare the surgical and conventional treatment costs in obese

T2DM patients, the cost utility analysis model was used. Kaunas regional
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committee of bioethics approved the project. The data was processed and

analysed using SPSS 15.0.

Results: The follow-up rate rate was 81% (51 patient). The mean age of

investigated 34 women and 17 men was 56 years. The mean follow-up

time was 28 months (12–62). Remission rate of T2DM was 45.1%.

Physical components of QoL improved in operated patients (p<0.05).

The estimated direct costs of surgical and conventional treatment was

4805.4/10 years and 7417.5/10 years, respectively. The incremental

cost-effectiveness ratio of LRYGB in obese patients with T2DM was

968.2/QALY.

Conclusions: We found the overal improvement in clinical outcomes and QoL

after LRYGB in obese patients with T2DM. LRYGB is a cost-effective treat-

ment in these patients.

Before surgery After surgery p

Weight (kg) 149.3 ± 31.7
(range, 99–
261)

99.2 ± 18.3
(range. 62–
148)

<0.0001

BMI (kg/m2) 51.8 ± 8.7
(range, 34.4 -
81.7)

34.7 ± 6.6
(range, 23.6 -
46.8)

<0.0001

Arterial hypertension 35 (68.6%) 29 (56.8%) ns

Dyslipidemy 31 (60.8%) 2 (3.9%) <0.0001

HbA1c (%) 8.14 ± 1.7
(range, 5.5 –
12.1)

5.9 ± 0.6 (range,
4.4 – 7.1)

<0.0001

Fasting glycemia 8.7 ± 2.8
(range, 5.9 –
14)

5.4 ± 0.9 (range,
4.2 – 7.1)

<0.0001

Total cholesterol 5.9 ± 1.3
(range, 3.8 –
10.8)

5 ± 1.2 (range,
2.6 – 7.9)

0.002

LDL-cholesterol 3.7 ± 1.3
(range, 1.9 –
8.5)

2.9 ± 1.1 (range,
0.6 – 5.4)

0.02

HDL-cholesterol 1.1 ± 0.2
(range, 0.7 –
1.3)

1.6 ± 0.4 (range,
0.7 – 2)

0.001

Triglycerides 2.8 ± 1.9
(range, 1.3 –
8.3)

1.4 ± 0.8 (range,
0.4 – 3.5)

0.001

Antidiabetic drugs (n) 51 28 <0.001

Insulins (n) 19 9 <0.001

Insulin (av. dose, UA) 82 22 <0.001

Metformin (n) 47 27 <0.001

Metformin (av. dose,
mg)

1630 880 <0.001

Sulfonylamyds (n) 18 2 <0.001

Antihypertensive
drugs (quantity;
median)

3 1 <0.001

Anticholesteremic
drugs (n)

31 (61%) 2 (4%) <0.001

P.012 Bariatric Surgery in a Tertiary Centre in Oman: First Steps of a

Nascent Service- the Challenges and the Progress

PRESENTER: R. Almehdi
1

Co- authors: M. Mateen1, H. Almajrafi1

1The Royal Hospital, Surgery, Muscat-Oman

Introduction: Oman a nation on the Arabian Gulf has 2.8 million people

mostly of younger ages. While Obesity and its sequelae are on an

unrelenting roll in the Middle East and Gulf states, its prevalence in

Oman, is around 28% while the Metabolic syndrome is in excess of

25%. The Royal Hospital in Muscat is the biggest tertiary teaching centre

in the country. The Bariatric surgical service is one component of the

work provided by the Upper GI Unit, [e.g. benign and malignant diseases, esp.

Gastric Cancer] this is the first Bariatric surgery series reported from a major

centre in Oman

Methods: Descriptive, Retrospective study of all Bariatric procedures done

through 2012 and March 2013 at the Royal Hospital. Statistical analysis was

done using SPSS 16

Results: There were 28 cases of Sleeve Gastrectomy . The average BMI was

44. Of these 54% had the Metabolic Syndrome. Gastroscopy done preopera-

tively in all cases saw 22 (78 %) with positive Helicobacter Pylori. There were

no mortalities, no conversions, no anastomotic leaks, and no stenoses in this

series. EWL was around 64% after 12 months of follow up. Improvement or

resolution of Diabetes was seen in 82%

Conclusion: The challenges of offering full Bariatric surgery in the ab-

sence of a multidisciplinary structure is formidable. Nevertheless these

results are encouraging and comparable to other established centers. As

demand increases and patient awareness evolves, the view from this

early station is promising especially with recent improved dedication of resources

to this crucial target.

P.013 Results After Laparoscopic Roux-En-Y Gastric Bypass (Lrygb) for

Morbid Obesity, Five-Years Follow-Up Results

PRESENTER: A. Maleckas
1

Co-authors: L. Venclauskas1, A. Rackauskas1

1Lithuanian University of Health Sciences, Surgery, Kaunas-Lithuania

Introduction: A few data is available about long-term results of LRYGB for

the treatment of morbid obesity. The aim of study was to investigate

postoperative weight loss, diet changes and abdominal complaints 5

years after LRYGB.

Method: Retrospective study. The standardized questionnaire was send to the

patients who underwent LRYGB during 2005 – 2007y. Patients BMI, diet

changes and abdominal complaints were analyzed.

Results: One hundred and eighty six patients (75.6%) of 246 answered the

questionnaire. The mean age of patients was 40.45±10.9y. and BMI - 45.436

±7.1 kg/m2. The EWL% after 1 year was 62.67%, 2 years – 72.51%, 3 years –

71.9%, 4 years – 69.99% and 5 years 66.09%. Sixty-seven percent of patients

experienced weight increase during 5 years follow-up. The patients who

experienced weight increase had significantly more often continuous sensa-

tion of hunger (p<0.001), and lack of self-control when they were eating

(p<0.001). Patients who were able to eat fat food and sweets do not regain

weight more often than the others. Weight began to increase on the average

2.57 year after surgery. Food tastes changed in 32.3% of patients. Remission

rate of type 2 diabetes was 51.9%. Vomiting, regurgitation of food was ob-

served in 24.3% of patients. Most of patients (77.8%) had experienced dump-

ing syndrome. The patients evaluated their weight loss by 8.25 and eating

quality by 8.55 points (10 pointVAS scale).

Conclusion: LRYGB can achieve good long-term weight control, despite that

more than a half of the patients complain of weight increase.

P.014 Prevalence of Success, Failure and Regained Weight After Two

Years of Roux-En-Y Gastric Bypass

PRESENTER: S. Cravo Bettini
1

Co-authors: G. Farias2, L. Teixeira3, M. Figueiredo4, R. Rodominski3,

J. Prestes2

1Federal University of Paraná, Curitiba, Brazil, Surgery, Curitiba-Brazil
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2Federal University of Paraná, Curitiba, Brazil, Nutrition, Curitiba- Brazil
3Federal University of Paraná, Curitiba, Brazil, Endocrinology, Curitiba- Brazil
4Federal University of Paraná, Curitiba, Brazil, Psycology, Curitiba- Brazil

Introduction: Bariatric surgery is highly effective in reducing body weight and

improvement of comorbidities associated with morbid obesity. Most patients

lose more than 50% of excess weight (excess weight loss - EWL) after two

years of bariatric surgery, but about 30% do not reach that goal, or regain the

lost weight.

Objective: To determine the prevalence of success, failure and regained

weight after 2 years of bariatric surgery.

Methods: A retrospective study using data collection from medical records of

patients who underwent Roux-en-Y gastric bypass at public university hospital

of Paraná. Weights was evaluated preoperatively, after 2 years of surgery and

current weight was seen on 141 individuals (125 women) with a mean age of

50,60 ± 10,63 years. Results: In this sample, 11,35% (n =16) were not

successful with the surgical procedure (EWL = 27.74 ± 13.67%) and

26.24% (n = 37) recovered 21.83 ± 0 65% of the minimum weight

reached after two years postoperatively (EWL = 36.94 ± 10.83%).

Among those who were successful, the average EWL was 69.11 ±

11.37%. There was a significant difference in pre surgical BMI (Body

Mass Index) between patients that had insufficient weight loss after

surgery and patients with adequate weight loss (53,02 ± 7,69 x 48,91±

7,54 kg/m2 respectively, p = 0.0382).

Conclusion: Bariatric surgery is effective for weight loss, predisposing to a

better quality of life.Protocols and a multidisciplinary team are important

for adequate follow up, to reduce failure rates and/or regained weight

after gastric bypass.

P.015 Psychological Aspects of Evaluation in Patients Candidates for

Surgical Treatment of Obesity

PRESENTER: S. Cravo Bettini
1

Co-authors: M. Figueiredo2, L. Coutinho2, A. Araujo2, F. Possebom2,

G. Farias3, R. Radominski4

1Federal University of Paraná, Curitiba, Brazil, Surgery, 657-Brazil
2Federal University of Paraná, Curitiba, Brazil, Psycology, Curitiba- Brazil
3Federal University of Paraná, Curitiba, Brazil, Nutrition, Curitiba- Brazil
4Federal University of Paraná, Curitiba, Brazil, Endocrinology, Curitiba- Brazil

Objective: The aspects of depression, anxiety and compulsive eating are

common psychological disorders in the obese population and should be con-

sidered in evaluating psychological safety of the surgical treatment of obesity.

So we had as objective to characterize the sample population and evaluate

these aspects in patients who are candidates for surgical treatment.

Methods: An observational, cross-sectional in 300 obese patients of both

sexes selected for psychological evaluation and surgical treatment of obesity

in the period from 2007 to 2012. Depression and anxiety were assessed by the

Beck Depression Inventory (BDI) and Beck Anxiety Inventory (BAI). The

presence and intensity of binge eating were assessed by the Scale Binge

Eating (BES).

Results:We identified a mean age of 43.29 ± 11.45 years and BMI of 45.10 ± 6.57

kg/m2. Most were female (86.3%), married (57.3%), with lower level of education

for 8 years of study (48%) and occupation without formal employment (47.3%). At

the beginning of the evaluation, 52.0% of patients had depression, anxiety, 51.3%

and 25.7% binge eating.

Conclusion: The occurrence of severe psychological disorders postoper-

ative justifies the importance of an investigation of the emotional and

personality structure of the obese preoperatively. A psychological evalu-

ation should signal to the entire medical team possible risks and benefits

to the patient, building therapeutic strategies that may contribute to a

better quality of life and successful surgery. The psychological investiga-

tion in the preoperative period provides essential elements for best

treatment in the surgical process.

P.016 Nonalcoholic Steatohepatitis in Gastric Bypass: Lack of

Correlation with Obesity Grade and Aminotransferases

PRESENTER: M. Galvão Neto
4

Co-authors: L. Vilar1, L. Cordeiro2, V. Pinheiro2, L. Silva3, E. Lopes1,

J. Campos2, Á. Ferraz2

1Federal University of Pernambuco - UFPE, Department of Internal Medicine,
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2 Federal University of Pernambuco - UFPE, Department of Surgery, Recife-
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Gastro Obeso Center, Bariatric Endoscopy Department, São Paulo- Brazil

Introduction: Diagnosis of severe forms of nonalcoholic fatty liver disease

(NAFLD) in preoperative bariatric surgery is difficult. Liver biopsy is the ideal

method for diagnosis, and degree of insulin resistance is related to more

severe forms of NAFLD. In this study we aim to correlate metabolic factors

with liver histology in morbidly obese patients before gastroplasty.

Methods: Waist-hip ratio, BMI, blood glucose, cholesterol, triglycerides

and aminotransferases were measured, and liver biopsy was done intra-

operatively. NAFLD was classified as grade I: mild to moderate steatosis,

grade II: diffuse steatosis and inflammation, and grade III: periportal

fibrosis with steatosis, and grade IV: cirrhosis.

Results: 35 patients were included, mean duration of obesity 18 years, mean

BMI of 53.04 kg/m2. NAFLD was found in 31 patients (88.6%), being grade I in

10 (32.2%), grade II in 14 (45.2%) and grade III in 7 patients (25.6%).

Nonalcoholic steatohepatitis (NASH) cases had lower mean age (33.4 years)

and shorter average obesity length (14.1 years), compared with those who had

pure steatosis. Waist-hip ratio was associated with hepatic steatosis (p =

0.054) and hypertriglyceridemia was the marker best correlated with more

severe degrees of liver disease (p = 0.084). In this study, the aminotransfer-

ases were not correlated with the different degrees of NAFLD but to factors

related to markers of insulin resistance.

Conclusion: NAFLD is highly prevalent in severe obese, aminotransferases

and degree of obesity did not correlate positively with the degree of hepatic

histology, but with hypertriglyceridemia and waist/hip ratio.

P.017 Prevalence of Food Intolerances and Dumping Syndrome After

Two Years of Roux-En-Y Gastric Bypass

PRESENTER: S. Cravo Bettini
1

Co-authors: G. Farias2, L. Teixeira3, J. Prestes2, M. Figueiredo4,

R. Rodominski3

1Federal University of Paraná, Curitiba, Brazil, Surgery, 657-Brazil
2Federal University of Paraná, Curitiba, Brazil, Nutrition, Curitiba- Brazil
3Federal University of Paraná, Curitiba, Brazil, Endocrinology, Curitiba-Brazil
4Federal University of Paraná, Curitiba, Brazil, Psycology, Curitiba

Introduction: Food intolerances characterized by the presence of vomiting,

diarrhea and dumping syndrome are complications found in most patients

undergoing gastric bypass Roux-en-Y. Objective: To evaluate the prevalence

of food intolerance and dumping syndrome after two years of bariatric surgery.

Methods: A retrospective and prospective study to evaluate nutrition,

including application of a questionnaire for food intolerance and of the

Sigstad scale to determine the prevalence of dumping syndrome. To

date, 186 patients were evaluated (86% women) with a mean age of

50.01 ± 10.80 years and mean 65.98 ± 29.28 months after surgery.

Results: The prevalence of dumping syndrome in this sample was 44.09%.

Food intolerances occurred in 60.7% of patients, more often in women (65%)

than men (32%) (p = 0.002). The main foods mentioned were: candy (26.3%),

rice (17.7%), meat (14.5%), milk (12.4%) and leafy vegetables (9.7%).

Conclusion: Given the high prevalence of food intolerance and dumping

syndrome seen in this sample, post-operative nutritional monitoring
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should be done on an individual basis according to the intolerance and

the presence or absence of dumping syndrome with the goal of avoid

possible nutritional deficiencies associated with symptoms and optimize

the loss and / or maintenance of weight postoperatively.

P.018 The Effect of Grape Seed Oil on Diabetes

PRESENTER: M. Hamdiken
1

Co-author: Z. Kechrid1

1Université Badji Mokhtar, Biochemistry, Guelma-Algeria

Introduction: The objective of this study is the research antidiabetic effect of

the oil of grape pipin the adult mice while following the profit of the body weight,

the evolution of the biochemical parameters, the hepatic content of glutathion

as well as the study of the histology of the endocrine pancreas.

Method: It is an experimental study led to the laboratory on 16 mice divided

into four batches of 04 mice each one whose 02 batches are made diabetic by

the intrapéritonéale injection of 150 mg/kg of alloxane. The oil of grape pip is

managed daily by oral way with a concentration of 0.1ml/kg to body weight.

Mice receiving distilled water are used as witnesses and diabetic untreated.

After three weeks of treatment, the mice are sacrificed to jeun and the various

parameters are determined.

Results: From the analysis of the results, we observed that the diabetic mice

untreated have undergoes a fall of the body weight significant. The injection of

the alloxane also caused a very clear disturbance of the glucidic, lipidic and

proteinic metabolism where we noted an hyperglycemia, as well as a highly

significant increase in the plasmatic content of cholesterol and triglycerides,

uric acid, creatinin and albumin. On the other hand the concentration of total

and hepatic proteins decreased. However, the activities of transaminases

(TGO, TGP), were increased. Moreover, the diabetes disturbs the system of

detoxification related to the glutathion and the histology of the pancreas

showed the necrosis on the level of the small islands of Langerhans leading

to their total disappearance. In addition, the treatment of the diabetic mice by

the oil of grape pip showed an effect antihyperglycémiant by improving all the

biochemical parameters and especially a cytoprotectrice activity opposite the

pancreas by preserving the capacity of insulin secretion.

In parallel, the phytochimic study revealed that the grape is very rich in

flavonoı̈des, in tanis, sterols and terpenes. It contains, also, other families of

compounds.

Conclusion: In conclusion; the oil of grape pip is endowed with a antidiabetic

and antioxydant activity remarkable. This fact it can constitute a natural re-

source for the future studies on the sweetened diabetes and its complications.

P.019 Female Sexual Dysfunction in Women Seeking Bariatric Surgery

PRESENTER: K. Hur
1

Co-author: Y. Kim1

1SCH University, Surgery, Seoul-Korea

Background: Although female sexual dysfunction (FSD) in obese women is

common phenomenon, seldom studies have investigated FSD with validated

measure tools. Moreover, it is known that obese women who seek for bariatric

surgery have greater impairment of sexual function than who do not seek for

treatment. Chronic renal failure is well known disease which includes high FSD

rate. The aim of this study is to investigate a prevalence of FSD in a sample

with seeking bariatric surgery and to compare the details of sexual function

domains with age matched normal controls and chronic renal failure patients.

Materials and Methods: From August 2012 to December 2012, a total of 67

women agreed to check the sexual function during their preoperative evalua-

tion using a validated questionnaire, Female Sexual Function Index (FSFI).

Scores for individual FSFI domains (desire, arousal, lubrication, orgasm,

satisfaction, and pain) ranging from 0 (or 1.2) to 6 were summed to produce

a FSFI-total score (range = 2–36). A FSFI-total cut-off score of 26.55 was

used to identify participants with FSD. During those periods, FSFI was evalu-

ated in age matched normal healthy controls and chronic renal failure patients

who agreed with checking their sexual function. For statistical analysis, Fisher

exact test and one-way ANOVA with post hoc test were perfomed.

Results: The prevalence rate of FSD in obese women was 86.4%, and those of

normal controls and CRF patients were 87.5% and 72.2%. By Fisher exact

test, there was no significant difference among the three group (p=0.089). But

for FSFI, all domains except “desire” were significantly lower in obese and

CRF patients than normal healthy controls. The total score of FSFI was also

significantly greater in normal healthy controls than obese and CRF patients.

After post hoc analysis, there were no significant differences between obese

women and CRF patients including all domains of FSFI items and the total

FSFI score.

Limitation of this study: Although we matched the age for comparative analysis

and adjusted the confounding factors with exclusion of patients with neurologic

disorders, psychiatric disease, and early menopause, there still exist of affect-

ing confounding factors such as sociodemographic factors.

Conclusions: Although the prevalence showed no significant difference, sex-

ual domain scores were significantly decreased in obese women who seek for

bariatric surgery. The impairment of sexual function in this group is equivalent

with those CRF group. FSD is prevalent problem in obese women and further

studies are needed to investigate its real impact on life quality including

sociodemographic factors.

P.020 Quality of Life in Patients After Laparoscopic Sleeve Gastrectomy

and Laparoscopic Roux-en-Y Gastric Bypass

PRESENTER: P. Major
1

Co-authors: M. Matlok1, M. Pedziwiatr1, A. Budzynski1

1Jagiellonian University, 2nd Department of Surgery, Krakow-Poland

Introduction: Sleeve gastrectomy (SG) from laparoscopic approach as well as

laparoscopic Roux-en-Y gastric bypass (LRYGB) are considered to be effec-

tive methods of treatment of patients with morbid obesity.

The aim of the study is to analyze the quality of life in patients after sleeve

gastrectomy and laparoscopic Roux-en-Y gastric bypass.

Methods: The studied group included 146 patients who underwent SG (72) or

LRYGB (74). Prior to the procedure patients were interviewed about their

comorbidities and the main complaints that impeded their daily functioning.

Moreover every patient was asked to fill in questionnaires SF-36 and BAROS.

On the 12th month after surgery surveillance visit was scheduled during which

decrease of BMI, average loss of excessive body weight, regression of

comorbidities and the reduction of medication doses as well as the appear-

ance of new complaints were analyzed. Also the results of questionnaires filled

before and after surgery were compared.

Results: Average decrease in BMI was 28% and average loss of excessive body

weight was 37%. The results of SF-36 and BAROS questionnaires during sur-

veillance visit was statistically significantly better than the results from before the

surgery. Most striking improvement (300%) was noticed in the sphere of elimina-

tion of restrictions in social functioning, improvement of general well-being

(116%), rise of vitality (102,3%) and physical functioning (100%).

Conclusion: Bariatric surgery performed with laparoscopic sleeve gastrectomy

or Roux-en-Y gastric bypass even in the early post-operative period leads to

the significant increase in the quality of life in patients operated due to the

morbid obesity.

P.021 Effect of Roux-en-Y Gastric Bypass Surgery on Diabetes Neuropathy

PRESENTER: C. Le Roux
1

Co-authors: L. Chuah1, N. Baqai1, C. Graham1, A. Nicotra2, N. Khalil2, A. Miras1

1Imperial College London, Investigative Medicine, London-United Kingdom
2Imperial College Healthcare NHS Trust, Department of Clinical Neurophysiology,

London-United Kingdom
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Introduction: Roux-en Y gastric bypass surgery (RYGB) has significant impact

on improvement of glycaemic control in obese patients with Type 2 diabetes

(T2DM); however, its effects on diabetes related peripheral neuropathy are not

known. Previous studies had shown that rapid improvements in glycaemia

through medical therapy could result in paradoxical deterioration in microvas-

cular complications. Induction of rapid glycaemic control by RYGB may there-

fore have similar harmful effects.

Method: We investigated the impact of RYGB on peripheral neuropathy in

obese patients with T2DM. The primary endpoint was the progression of

neuropathy and the secondary outcomes were body mass index (BMI) and

HbA1c.

Results: Thirty-two patients underwent nerve conduction studies (NCS) and

thermal threshold testing (TTT) to assess large and small nerve fiber function

preoperatively and at 1 year. Of these, 5 had peripheral neuropathy preoper-

atively; and 7 at 1 year (p=0.75). Compared to baseline, 29 patients had no

change, and 3 deteriorated at 1 year.

Eighteen patients also underwent TTT. Of these, 8 had abnormal TTT preop-

eratively; 4 with normal pre-operative TTT developed abnormal TTT postop-

eratively (p=0.31). RYGB achieved significant reduction in BMI and HbA1c at 1

year (p<0.0001).

Conclusion: Our preliminary results do not show significant deterioration

in large and small fiber function in obese T2DM patients at one year

post surgery. RYGB appears to be safe for diabetes related peripheral

neuropathy.
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Figure 1. Progression of neuropathy following RYGB at 1 year.

P.022 Metabolic Profile of Patients Submitted to Roux-En-Y Gastric

Bypass: A Follow-Up Study

PRESENTER: E. Trindade
1,2

Co-authors: C. Blume1, V. Diemen1, E. Zanella2, M. Trindade2

1Hospital de Clı́nicas de Porto Alegre, Division of Digestive Surgery, Porto

Alegre-Brazil
2Univesidade Federal do Rio Grande do Sul, Department of Surgery, Porto

Alegre-Brazil

Introduction: Obesity is associated to several metabolic disorders which are

characterized by impaired glucose tolerance, type 2 diabetes mellitus (T2DM),

dyslipidemia and systemic hypertension. Bariatric surgery is the most effective

treatment to promote sustained weight loss, resulting in improvement or res-

olution of obesity-related diseases. The purpose of this study was to describe

the metabolic parameters and to evaluate the effectiveness of Roux-en-Y

gastric bypass (RYGB) in improvement and resolution of obesity-related

comorbidities.

Methods: Data collected from clinical records of patients submitted to

RYBG at Hospital de Clı́nicas de Porto Alegre since 2008. The following

variables were assessed: body mass index (BMI), waist circumference

(WC), excess weight loss (EWL), blood pressure, total cholesterol, tri-

glycerides, low-density and high-density lipoprotein cholesterol, fasting

glucose and glycated hemoglobin.

Results: 181patients (84% women) with mean age of 40,1±10,5 y, BMI of 49,2

±7,8 kg/m2, WC of 134,7±27,8 cm, 32,9% with hypercholesterolemia, 42,9%

with hypertriglyceridemia, 71,2% with low HDL-c, 64,8% with LDL-c >100

mg/dL, 71,6% hypertensive, 37,3% with impaired glucose tolerance and

18,7% with T2DM. At 36 months, EWL was 63,9%, 100% patients presented

with fasting glucose <126 mg/dL and HbA1c <6,5%, mean reduction for total

cholesterol was 31 mg/dL, triglycerides 76,9 mg/dL, LDL-c 25,1 mg/dL and

HDL-c increased 9,1 mg/dL.

Conclusions: The RYGB surgical procedure was effective to promote

sustained weight loss and significant improvement of obesity-related metabolic

disorders.

P.023 Laparoscopic Adjustable Gastric Banding (LAGB) in Private

Outpatient Center: Case Series and Outcome of 50 Morbidly

Obese Patients

PRESENTER: A. Hazrati
2

Co-authors: S. Nikzad1, E. Guirguis1

1Lakeview Surgical Center, Bariatric Surgery, Barrie-Canada
2Slimband Surgical Center, Bariatric Surgery, Toronto-Canada

Introduction: Intervention has been required where obesity and its related co-

morbidities have become a serious health problem. LAGB is considered a safe

surgical procedure to facilitate weight reduction and improvements in obesity

related illnesses.

Method: We analyzed the data from 50 adult patients who underwent LAGB

from January 2010 to March 2012. The study was focused on demographics,

post-operative complications, changes of BMI and obesity-related co-

morbidities and patient’s satisfaction.

Results: Female to male ratio was 4:1. The average age of the patients

was 52 years. The average BMI was 43.3 before the surgery and 33.4,

one year after the procedure. None of the patients showed serious post-

operative complications (infection, bleeding, band slippage, etc.). There

was a marked prevalence of diabetes (10%), hypertension (30%), hy-

percholesterolemia (40%), sleep apnea (40%), and GERD (20%) prior to

surgery. Diabetics showed 90% improvement rate. Hypertension re-

solved in 35% and improved in 65% of the cases. 50% of the patients

with high cholesterol levels had decreased cholesterol levels after the

surgery and 25% had complete resolution. Those experiencing sleep

apnea showed a 20% improvement rate. GERD became less severe in

half of the patients and resolved completely in the other half. 65% of the

patients were very satisfied with the results and they would recommend

LAGB to others.

Conclusion: The results in a private setting are similar to high-volume aca-

demic centers. At the same time, the results vary according to each patient’s

momentum to remain on the required maintenance regimes, and perform the

routine follow-ups.

P.024 Biochemical and Metabolic Course of Patients Submitted to

Bariatric Surgery

PRESENTER: G. Alvarez
1

Co-authors: E. Faria1, D. Girardon1, L. Patias1

1Federal University of Santa Maria, Surgery, Santa Maria-Brazil

Background: Surgical treatment has proved to be effective for weight loss,

improving the quality of life of obese individuals. However, metabolic and

biochemical deficiencies may occur during the late postoperative period.
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The objective of the present study was to assess the metabolic and

biochemical in obese individuals for 12 months after Roux-en-Y gastric

bypass (RYGBP).

Methods: Thirty patients with mean body mass index (BMI) of 48 +/ 8 kg/m (2)

were submitted to RYGBP. Anthropometric, metabolic and biochemical data

were obtained before and for 12 months after surgery.

Results: There was an average weight and excess weight loss of 35%

and 90%, respectively. We analyze C-peptide, cortisol, TSH and T4,

hepatic transaminase and uric acid during the 12th month. We obtained

interesting results, for example, serum uric acid elevation on first month

pos operatory associated symptomatic hyperuricemia. Iron and fiber in-

take was significantly reduced, remaining below recommended levels

throughout the study. Serum cholesterol, low-density lipoprotein cholesterol,

and glycemia were reduced.

Conclusions: RYGBP was effective for weight loss and for the reduction

of obesity rates and risk factors for co morbidities. This analyze of data

showed an improvement bioche mical and metabolic parameter during

12th month. The diet of these patients, who frequently present inade-

quate intake of macronutrients and micronutrients, should receive special

attention.

P.025 Bariatric Surgery Results on Metabolic Control of Diabetic

Patients

PRESENTER: M. Vicente
1

Co-authors: G. Martı́nez de Aragón2, P. Sierra1, N. González1, C. Cabrejas1,

I. Olaizola1, C. Fuentes1, M. Antón1, B. Serrano1, C. Martı́nez-Blazquez2

1Araba University Hospital (Txagorritxu), Endocrinology, Vitoria-Spain 2 Araba

University Hospital (Txagorritxu), Surgery, Vitoria-Spain

Introduction: Several studies have shown improvement in the metabolic con-

trol of type 2 diabetes mellitus (DM), and even complete remission, after

bariatric surgery (CB) in obese patients. Our aim was to evaluate the evolution

of DM in obese after CB.

Method: We reviewed the records of diabetic patients who underwent to

bariatric surgery between 1998 and 2012 in the Araba University Hospital

(Txagorritxu). Using SPSS, we did a descriptive analysis of the sample and

tried to seek an association between remission / persistence of DM and known

duration of diabetes, treatment intensity, surgical technique and % overweight

lost (%OWL).

Results: N = 49 Female: 32 (65%) Male: 17 (35%) CB average age: 49 ± 7

(28–60) Mean duration of known diabetes: 5.5 ± 5 years. CB: Sleeve

Gastrectomy (SG), 9 (19%); Standard Gastric Bypass (SGBP), 32

(65%); Metabolic Bypass (MGBP), 6 (12%) and Distal Gastric Bypass

(DGBP), 2 (4%).

Association with persistence / remission of DM with: years of known DM

before surgery, p = 0.002 at 2 years and p = 0.047 at 5 years; intensity of

treatment prior to CB, p = ns; surgical technique, p = ns; % OWL, p = ns.

Conclusions: -In our sample, at hospital discharge, there was a reduction of

the treatment needs of 60% and, 5 years after CB, the 48% of patients

remained in diabetes remission.

-The years of known diabetes before surgery are significantly higher in

those patients with persistence of DM at 2 and 5 years of the CB.

P.026 Preoperative Comorbidities of Morbidly Obese Patients

Undergoing Bariatric Surgery: Morbidity, Assessment and

Management

PRESENTER: X. Du
1

Co-authors: Z. Cheng1, Y. Li1, X. Zhang2, Z. Zhou1, H. Tian2

1West China Hospital, Sichuan University, Department of Gastrointestinal

Surgery, Chengdu-China
2West China Hospital, Sichuan University, Department of Endocrinology and

Metabolism, Chengdu-China

Introduction: Bariatric surgery is well established as a safe and effective treatment

for severely overweight and relatedmetabolic diseases. An extensive preoperative

assessment and proper management are warranted due to the increasedmorbid-

ity and mortality related to the high prevalence of comorbidities in morbidly obese

patients. This article aims to investigate a proper preoperative assessment and

management of preoperative comorbidities in morbidly obese patients.

Method: A general description of comorbidities in bariatric patients was

reviewed and a clinical practice path in assessment and management of

comorbidities was summarized.

Results: Morbidly obese patients frequently carried serious comorbidities in

cardiovascular, pulmonary and digestive systems. The most common abnor-

malities included hypertension, left ventricular wall hypertrophy, STand Twave

abnormalities, obstructive sleep apnea, ventilator dysfunction, and

nonalcoholic fatty liver disease. A routine specialized preoperative evaluation

could find the potential abnormality and screen the appropriate patients.

Prophylactic treatments obviously reduced the morbidity of peri-operative

complications. A brief clinical practice path in assessment and management

of preoperative comorbidities in bariatric surgery was summarized.

Conclusion: Comprehensive preoperative evaluation and proper management

is essential to appropriately select and prepare bariatric patients, and minimize

surgical risk.

P.027 Intra-Abdominal Pressure in Patients with Morbid Obesity

PRESENTER: I. Todurov
1

Co-authors: L. Bilianskyi1, O. Perekhrestenko1, O. Kalashnikov1,S. Kosiukhno1

1National institute of surgery and transplantology named by O.O. Shalimov,

Department of gastrointestinal surgery, Kiev-Ukraine

Treatment Previous
(n=49)

At hospital
discharge
(n=49)

2 years after
CB (n=46)

5 years after
CB (n=29)

Diet 23% 69% 72% 70%

Oral
antidiabetics
(OA)

47% 14% 24% 24%

OA + GLP-1
agonists

2% 0% 0% 0%

OA + insulin 18%
(80 ± 39 IU)

4%
(25 ± 15 IU)

2%
(37 IU)

3% (42 IU)

Insulin 10%
(70 ± 35 IU)

12%
(23 ± 10 IU)

2%
(26 IU)

3% (33 IU)

Previous (n=49) 2 years after
CB (n=46)

5 years after
CB (n=29)

BMI 46±7 30±5 32±8

% OWL 0% 75±20% 66±22%

Fasting glycemia
(mg/dl)

177±61 103±23 108±31

HbA1c 8±2% 5,9±1% 6,5±2%

DM 100% 29% 38%

Prediabetes 0% 17% 14%

Remission 0% 52% 48%
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Introduction: The tolerance of patients with morbid obesity to intra-abdominal

hypertension (IAH) after bariatric surgery remains unclear.

Methods: 53 patients with morbid obesity, 26 (49,1%) men and 27 (50,9%)

women, mean age 44,3±8,9 years, range 16–63, underwent open biliopancreatic

diversion with duodenal switch and sleeve–gastrectomy in 39 (73,6%) and 14

(26,4%) cases respectively. Intra-abdominal pressure (IAP) was measured

perioperatively via urinary catheter in line with WSACS recommendations.

Results: Mean body weight of patients – 153,9±27,6 kg (107–215), mean body

mass index (BMI) – 51,9±7,7 kg/m2 (40–75,4). The patients were divided into 2

groups: with BMI 40–49,9 kg/m2 (1st group – 22 patients) and with BMI50 kg/m2

(2nd group – 31 patients). Chronic IAH (IAP12 mm Hg) was diagnosed in all

patients. Mean initial preoperative IAP in group 1 – 13,1±1,4 mmHg (12,1–15,4),

in group 2 – 15,7±1,7 mm Hg (12,9–18,0) (=0,017). We observed increased IAP

to 17,4±1,6mmHg and 19,7±1,8mmHg in patients of group 1 and 2 respectively

in the day of bariatric surgery and the first postoperative day. The IAP in 2 patients

of group 1 and 9 patients of group 2 was above 20 mm Hg. Despite this, there

were no postoperative complications specific for IAH as well as cases of abdom-

inal compartment syndrome. IAH regressed to preoperative level due to medical

treatment during days 2 – 3 after surgery.

Conclusion: The patients with morbid obesity have demonstrated high tolerance

to IAH after bariatric surgery.

P.028 Rescue Revisional Bariatric Surgery: Which Choice When the

Second Operation is Worse Than the First Complication?

PRESENTER: L. Leuratti
1

Co-authors: F. Balsamo1, S. Cariani1

1University of Bologna, Bariatric Centre, Bologna-Italy

Introduction: With the increasing number of bariatric operations a consequent

increase in revisional procedures is expected. Despite most procedures are

potentially reversible, the aim is to offer to the patients a definitive treatment for

obesity. Moreover the revisional bariatric surgery should offer a definitive

treatment to the complication of previous surgery.

Methods: We present the case of a complicated vertical banded gastroplasty

(previously performed with open approach) after which the patient experi-

enced the erosion of the marlex band and was then converted to sleeve

gastrectomy in another centre. The marlex band was not removed during the

second surgery. The patient continued to complain abdominal pain and was

therefore referred to our centre. During the third operation,the residual

distorted gastric sleeve showed a whole-thickness defect on the medial gastric

wall extended over the 2/3 circumference,as the marlex band was

removed.The defect itself has been used for the further conversion to RYGB

with biliopancreatic limb of 40cm and alimentary limb of 150cm (the other

options being: bilio pancreatic diversion or total gastrectomy). Interestingly,it

wasn’t necessary to staple the gastric remnant since it resulted already ex-

cluded by the progressive erosion and scarring of the marlex band.

Results: The postoperative stay was uneventful. An easier alternative algorithm

to treat such complications is also proposed.

Conclusion: While primary bariatric procedures are highly standardized,

revisional surgery often require to adapt the techniques to the intraoperative

findings, reducing dramatically the degree of freedom of the surgical choice.

P.029 Amylase Value Anomalies Due to a Laparoscopic Sleeve

Gastrectomy Procedure - Causes and Implications

PRESENTER: A. Mahajna
1

Co-authors: A. Horn1, Aboud1, A. Assalia1

1Rambam Health Care Campus, The Technion- Institute of Technology,

Department of General Surgery, Haifa-Israel

Objective: In some patients undergoing Sleeve Gastrectomy for morbid obe-

sity, we observed a sharp increase in the level of Amylase enzyme in the drain.

The main purpose of this study is to examine the incidence of Amylase

enzyme amount increase , in the blood, the urine and the drain, after Sleeve

Gastrectomy procedure, and thereby inference conclusions which may enable

the use of this data for optimizing the treatment after the procedure.

Methods: A prospective controlled clinical study including all morbidly obese

patients undergoing laparoscopic sleeve gastrectomy at our institute during one

year period was conducted. The data being collected includes: demographic infor-

mation such as BMI, age, gender, weight, height, Co-morbidities, Complications

during surgery.Laboratory data, which is taken before the operation, a day after it

and two days after it. In cases of high Amylase, and a further laboratory testing

which includes Amylase is being performed after week. Complete blood counts,

outpatient complication, Additional hospitalization due to complications, and

Mortality during hospitalization or within 30 days of the procedure.

Results: The study is ongoing for the last seven months and will take place for

the next five months, and so far the study includes about 100 patients. Hence,

the results were not yet statistically validated.

Hyperamylasemia was observed in 4% of the patients who went through a

successful Sleeve Gastrectomy Procedure. No gastric leak was observed in

all patients. Nevertheless, we have found a correlation between a rise in the

amylase in blood, and leukocytosis, netrophilia, lymphopenia, and left shift

toward band cells.

Discussion: The ability to know who is likely to develop abnormal finding may

help diagnosing cases where this data is indeed requires intervention. In

addition, if there is a connection between the rise of the Amylase enzyme

and complications or life-threatening situations, the discovery of this finding in

patients after the procedure may help the medical team recognize them earlier,

while they are still asymptomatic.

P.030 Revisional Bariatric Surgery

PRESENTER: M. Sahin
1

Co-authors: H. Alptekin1, H. Yilmaz1, F. Acar1, E. Kafali1, G. Surucu1

1Selcuk University, General Surgery, Konya-Turkey

Background: Bariatric surgery has become more common due to the world-

wide growing incidence of obesity. Revisional surgery in bariatric field is

becoming an important issue. It has been associated with higher complication

rates, and there is no consensus on the standardized surgical approach to

revisional surgery. The aim of this study was to review the revisional pro-

cedures performed at our institute.

Methods: A retrospective review of a prospectively maintained database

was performed. Data were reviewed for all patients undergoing

revisional procedure. Data included age, gender, preoperative weight,

body mass index (BMI) (prebariatric and prerevisional surgery) and

postoperative complications.

Results: Seventeen patients (one male and sixteen females) had revisional

surgery. In the patients who had a previous vertical banded gastroplasty, failed

weight loss was the indication for 3 patients (75%) and outlet stenosis for one

patient (25%). In the patients who had previous laparoscopic adjustable gastric

banding, mechanical side effects were the indications (2 band slippage, 6 band

migration, 4 failed weight loss) of surgery. The gastrocolic fistula was the indica-

tion of surgery in the patient who had been revised from vertical banded

gastroplasty to sleeve gastrectomy. At the mean follow-up of 11.1 months (3–18

months), the mean BMI and percentage of excess BMI are 32.3 kg/m2 and

36.4%, respectively. There was one stapler-line leake.

Conclusion: Our study suggests that revision can be performed safely. Weight

loss is satisfactory. The type of revisional procedure as well as appropriate

patient follow-up and compliance will be important for the final outcomes.

P.031 Non Passage of Contrast in to the Alimentary Limb (Through the

Gastrojejunostomy (GJ)) in the Post-operative Gastrograffin Study

After a Gastric Bypass Surgery !

PRESENTER: M. Mehrotra
1

Co-author: P. Bundela2
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1Cosmos Hospital, Minimal Access Surgery, Moradabad-India
2Cosmos Hospital, Anesthesiology, Moradabad-India

Introduction: Non passage of contrast in to the alimentary limb (through the

gastrojejunostomy(GJ) in the post operative gastrograffin study after a gastric

bypass surgery(RYGBP) would generally be regarded as a sign of stomal

edema or obstruction due to hematoma – but does this hold true for a wide

linear stapled GJ also? The following case presentation shall further elaborate

on this fact.

Case presentation: A 45 year old diabetic male patient with a BMI of 44.2 was

operated for a RYGBP. The procedure was uneventful; a linear stapled GJ with

50 cm Biliopancreatic limb (BPL) and 150 cm Alimentary limb and a single

staple jejunojejunostomy (JJ) was performed. The patient was comfortable on

the day of surgery and the coming morning when he was taken to the radiology

deptt. for a gastrograffin study. The study demonstrated non passage of

contrast in the alimentary limb and pooling of the contrast in the gastric pouch,

however no leak was seen. A diagnosis of GJ edema was made and the

patient was not allowed orally. The patient started vomiting non bilious clear

fluid on POD 1, the pulse rate was 80/ min. and vitals were well maintained,

urine output was only 20ml/ hr.. On POD 2 patient developed sudden tachy-

cardia and breathlessness – NCCT abdomen demonstrated a leak (of the

previously ingested oral contrast) at the GJ site.

Management and treatment: A decision to re laparoscope was taken. On re

laparoscopy, dilated alimentary loop and BPL with a dilated stomach was seen

along with a leak at the GJ through the staple line. The common limb of JJ was

not dilated and thus the diagnosis of a JJ obstruction was made. The obstruc-

tion was corrected by a side to side anastomosis of the alimentary limb to the

common limb after ascertaining the patency between the BPL and alimentary

limb. A feeding gastrostomy was done along with repair of the GJ leak. The

patient aspirated fluid during tracheal intubation at the time of re laparoscopy

and required vigorous physiotherapy and antibiotic cover in the post-operative

period. The patient recovered gradually and was discharged 7 days after the

second procedure on gastrostomy feed. A gastrograffin study done after 4

weeks demonstrated no leak at the GJ, following which the gastrostomy was

removed and oral feeding was started.

Conclusion: We conclude that the common dictum of re laparoscopy if the

bariatric patient is not recovering well is of utmost importance. Secondly,

atleast two staple fires in different directions should be used for JJ anastomo-

sis to ensure a wide and patent JJ to avoid this complication.

P.032 Vascular Anomaly as a Rare Cause of Dysphagia After Bariatric

Surgery

PRESENTER: S. Kolec
1

Co-authors: A. Plamper1, K. Rheinwalt1

1St. Franziskus Hospital, Bariatric and Metabolic Surgery, Cologne- Germany

Introduction: We report on a 36 year old female with an initial BMI of 46

and Crohn’s disease who suffered from severe dysphagia after sleeve-

gastrectomy.

Method: Prospektively registered data were retrospectively evaluated and

compared with the literature.

Results: After an initially uneventful sleeve-gastrectomy and serial endoscopic

dilatations up to 40mm a transformation to Roux-en-Y bypass had to be done

for persisting dysphagia. While postprandial dysphagia continued, further

extensive diagnostic procedures could not demonstrate any anatomical or

functional pathology related to the gastric bypass. At a point when we were

considering referral for psychosomatic treatment we asked a further bariatric

centre for a second opinion. The cause of her symptoms was found to be an

extraluminal compression of the proximal esophagus by an atypical outlet of

the right subclavian artery, a so-called lusorian artery. By then, and unaware of

her vascular anomaly, a further external department unfortunately performed a

complete residual gastrectomy, which also failed to resolve her symptoms.

Apart from conservative swallowing training, the only remaining treatment

option is vascular surgery to resite the right subclavian artery. In the meantime

the patient’s quality of life had deteriorated further. Her present BMI is 22.

Conclusion: In cases of persistent postbariatric dysphagia for which extensive

diagnostic measures cannot find a morphological or functional explanation in

connection with the bariatric procedure it is thus recommended to consider a

causative vascular anomaly. In our case an earlier such diagnosis would have

prevented unnecessary redo-operations.

P.033 Value of Endoscopic Stenting in Complex Bariatric Complications.

The Surgeons and the Endoscopist Opinion Our Experience of

Positive Outcomes in Three Different Cases

PRESENTER: F. Villa
1

Co-authors: A. Góralczyk1, N. West1, K. Mannur1

1Homerton University Hospital, Bariatric Surgery, London-United Kingdom

Introduction: We have reviewed three complex cases that we have encoun-

tered in the last two years of our practice. The common factor was the difficulty

of managing the recurrent strictures because of the amount of scar tissue and

inflammation produced by several interventions and leaks. Endoscopic dilata-

tion offered temporary relieve and surgical approach was often unsuccessful.

Conservative management was poorly tolerated and in none of the cases led

to resolution.

Method: Review of three cases characterized by several severe complications

and failure of conventional surgical and endoscopical approaches.

Results: Endoscopic stenting has been for all three cases a valid aid for their

management and the key for their resolution

Conclusion: Covered stents are assuming a clear role in the management of

leeks and anastomotic strictures in the bariatric patient, when used by experi-

enced endoscopists, correctly positioned and kept in place for limited time. In the

absence of clear indications and guidelines we opted for the stenting on the basis

of previous experience, review of the limited literature but more than all as last

option available. One of the cases confirms our general perception that in case of

a leak, when conservativemanagement is not recommended, the positioning of a

stent must not be delayed and possibly performed on table together with an

eventual wash out and positioning of a drain. We believe that collecting a mean-

ingful number of similar cases will be an input for the Industry to produce stents

specifically designed for this purpose and an increase of their usage.

P.034 Hypoglycaemia Developing in a Patient After Laparoscopic

Duodenal Switch

PRESENTER: R. Aguilo
1

Co-authors: K. Mannur1, S. Coppack1, Y. Koak1

1Homerton University Hospital, Bariatric Surgery, London-United Kingdom

Introduction: Hypoglycaemia developing after bariatric surgery is a rare compli-

cation that is being increasingly reported in the literature. However there is only

one case report of hypoglycaemia (blood sugar 3.1mmol/l) developing after

laparoscopic duodenal switch.We report the first case in the literature of a patient

that developed profound hypoglycaemia (blood sugar < 2.8mmol/l) after 2nd-

stage duodenal switch operation.

Method: A super-obese 54 year old Asian female (BMI 58kg/m2, weight

148.8kg) with co-morbidities of type 2 diabetes mellitus (not on insulin), hy-

pertension and obstructive sleep apnoea underwent laparoscopic sleeve gas-

trectomy in January 2006. After an initial weight loss of 48kg she started to

gain weight. In Sept 2009 a laparoscopic duodenal switch was performed.

Results: Profound hypoglycaemia at a blood glucose level of 2.2mmol/l was

recorded two years after the duodenal switch operation. At this point an extra

49.6kg had been lost giving a BMI of 31.4kg/m2. It was associated with signs of

neuroglycopaenic hypoglycaemia. Intestinal hurry was present to which the

patient responded by decreasing food intake. She was aggressively managed

by vitamin and mineral replacement therapy, higher protein intake, better
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carbohydrate management and small bowel bacterial overgrowth treatment. At

her last clinic review her symptoms and vitamin deficiencies were improving or

stabilizing.

Conclusion: This is the first case report of a patient developing profound

hypoglycaemia after duodenal switch operation that was successfully managed

by aggressive carbohydrate manipulation and supplements.

P.035 Stapled Nasogastric Tube During Laparoscopic Roux-en-Y

Gastric Bypass: Two Cases

PRESENTER: C. Kayaalp
1

Co-authors: C. Aydin1, O. Gozeneli2

1Inonu University, Surgery, Malatya-Turkey
2Beydagi State Hospital, Surgery, Malatya-Turkey

Surgery is a rapidly emerging treatment method for morbid obesity. After endo-

tracheal intubation of a morbidly obese patient, just at the beginning of surgery, a

nasogastric tube placement is a common procedure. If the surgeon prefers a

restrictive type bariatric surgery, the nasogastric tube should be partially with-

drawn into the esophagus for prevention of tube entrapment. Here, we reported

two cases of stapling and sectioning of nasogastric tubes during laparoscopic

Roux-en-Y gastric bypass. Anesthesiologists were thought that the tubes were

withdrawn enough and the surgeons did not notice that the tubes were still in the

staple lines. In both cases, tubes were sectioned into two parts, one part was in

the gastric pouch and the other part was in the gastric remnant. Both cases were

diagnosed during surgery and just before gastrojejunal anastomosis. Both gastric

pouches and remnant stomachs were opened and the entrapped nasogastric

tubes were removed. There was no need for conversion and the remaining

procedures were completed without any problem. The operating times were

prolonged almost 50 minutes in both cases. The postoperative courses of the

patients were uneventful and their weight losses were as expected. Now, we ask

to the anesthesiologists to place a nasogastric tube at the beginning of the

procedure for decompressing the stomach and we request to remove the tube

completely. After completing all of the anastomosis, we ask for a new nasogastric

tube placement for anastomotic control with methylene blue and we remove this

tube completely again at the end of surgery.

P.036 Transitory Esophagostomy with Pezzer’s Catheter: A Novel

Therapeutic Solution to Upper Gastrointestinal Suture’s

Leakage or Rupture of the Esophagus

PRESENTER: M. Sepulveda
1

Co-authors: M. Alamo1, H. Guzman1, J. Hermosilla1, C. Astorga1, A. Maira2

1Hospital Dipreca, Bariatric Surgery, Santiago-Chile
2Hospital Dipreca, Surgery, Santiago-Chile

Introduction: Bariatric surgery has become one of the most common gastric

surgery, and as the number of procedures rise, so are the possible complications,

being the most relevant the anastomosis suture leakage, which leads to

intraabdominal sepsis, septicemia and dead. This complication is seen also in

esophagus rupture, and in the esophago-gastric anastomosis leakage in total

gastrectomy for cancer with high mortality. The therapeutic solutions are diverse,

like resuturing of the leakage, endoscopic autoexpandable stent, etc. None of them

has shown an acceptable resolution’s rate. The objective of this report is to present

the transitory esophagostomywith Pezzer’s catheter as a novel therapeutic solution

to upper gastrointestinal suture’s leakage or rupture of the esophagus.

Methods: Surgical Technique: Left cervicotomy anterior to the

Sternocleidomastoid Muscle. Cervical esophagus is identified and ligated with

a nº 1 poliglactin suture (Vicryl), about 4 cm distal to the cricopharyngeus

muscle, to exclude thoracic and abdominal esophagus (Fig. 1). A lateral

esophagotomy is performed proximal to ligature. A Pezzer’s catheter is

inserted and then the esophagus is sutured with an absorbable material.

Closure of superficial planes is performed to finish the procedure (Fig. 2).

This way saliva is derived and probability of closing of gastric fistulae is

enhanced within a period of around three or four weeks. Because of absorb-

able nature of esophageal ligature, diversion of saliva is self-limited when

recanalization of the esophagus is completed and Pezzer’s catheter extracted.

Results: A total of 4 patients were operated on as a result of three esophagus

rupture (one by dilatation after stricture secondary to sleeve gastrectomy fistula,

and two by forced stent insertion after gastroesophageal junction cancer) and one

gastrojejunal leakage after Roux-en-Y Gastric Bypass. Mean postoperative time

before extraction of the Pezzer’s catheter was 4.6 weeks. All of the patients

closed their primary wounds, with no relapse.

Conclusion: Transitory esophagostomy with Pezzer’s catheter should be con-

sidered as a safe and effective therapeutic solution to upper gastrointestinal

suture’s leakage or rupture of the esophagus.

P.037 M-MOSS Scores Predict Mortality in Laparoscopic Gastric Bypass

Surgery (LRYGB)

PRESENTER: K. Batte
1

Co-authors: T. Sousalis1, W. Lynn2, P. Sufi2, A. Ziyad1

1Whittington Health, Anaesthesia, London-United Kingdom
2Whittington Health, Surgery, London-United Kingdom

M-MOSS scoring (Modified Montefiore Obesity Surgery Score) is used by many

institutions to identify high risk patients prior to bariatric surgery [i]. Patients are

scored for age, male sex, type of surgery, BMI, significant co-morbidities and

previous abdominal surgery. We present a retrospective analysis of the M-MOSS

scores of 385 consecutive patients undergoing LRYGB at a single institution

Methods: This is a retrospective study based upon prospectively collected

data from 385 patients undergoing LRYGB for morbid obesity between 2007

and 2013. Each patient was retrospectively analysed for an M-MOSS Score.

Clinical databases and records were then assessed for return to theatre,

anastomotic leak, readmission and death. Paired T tests were used to com-

pare the mean M-MOSS scores between the groups.

M-MOSS

Results: The average age of patient was 44.6 with a range of 21 to 71 years.

The average M-MOSS score in patients that returned to theatre was 2.87,

compared to 2.5 in those patients that did not require further. However this was

not statistically significant (P = 0.22). Seven patients developed anastomotic

leaks (average M-MOSS 3) compared to those without anastomotic leak

(M-MOSS 2.5). However this was not statistically significant (p=0.35).

The M-MOSS score in patients that died (n=5 M-MOSS 3.8) was significantly

Figure 1 Figure 2
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higher than those who where discharged successfully (n=380 M-MOSS 2.5)

p = 0.025.

Conclusion: This study indicates that a higher M-MOSS score was associated

with a higher mortality p=0.025. M-MOSS score is a predictor of mortality in

patients undergoing LRYGB.

P.038 The Management of Sleep-related Breathing Disorders in Obesity

PRESENTER: Z. Temiz
1

Co-author: N. Kanan1

1University of Istanbul Florence Nightingale Faculty of Nursing, Surgical

Nursing Department, Istanbul-Turkey

Prevalence of obesity have increased at a dramatic rate in the past few

decades. Obese adults are at increased risk of morbidity and mortality

from medical conditions, including hypertension, dyslipidemia, coronary

heart disease, diabetes mellitus, and respiratory disease. Obesity is a

serious disorder resulting in significant health impairment. In addition,

individuals who are obese may experience a reduced quality of life owing

to impairments in health. Sleep problems are commonly reported by

obese adults and insufficient sleep has been identified as a risk factor

for the development of obesity. Literature demonstrates relationships

between sleep and obesity. Sleep duration has decreased as parallel to

prevalence of obesity has increased. The increased prevalence of obe-

sity has led to an increase in sleep disorders related to excess weight,

such as the obstructive sleep apnea syndrome and the hypoventilation

syndrome. Obesity-related sleep disorders remained a secondary con-

cern. Management of obstructive sleep apnea syndrome and

hypoventilation syndrome includes positive airway pressure for short-

term management and weight loss for long-term management. Positive

airway pressure (PAP) can be used as continuous PAP (CPAP) and

bilevel PAP. Tracheostomy may be necessary in cases of PAP failure.

Weight loss may be the most effective management for obstructive sleep

apnea syndrome and hypoventilation syndrome. There are no large stud-

ies that examine the role of weight loss and weight reduction surgery in

the treatment of hypoventilation syndrome. Patients who experienced

hypoventilation only during sleep may also benefit from nocturnal nonin-

vasive positive airway pressure.

P.039 An Early Rare Complication of Laparoscopic Gastric Bypass

Surgery

PRESENTER: H. Altun
1

Co-authors: O. Banlı2, A. Karip1, S. Tezer1, F. Celik1, R. Karakoyun3

1Fatih Sultan Mehmet Hospital, General Surgery, Istanbul-Turkey
2Cag Hospital, General Surgery, Ankara-Turkey
3Antalya Education and Research Hospital, General Surgery, Istanbul- Turkey

Introduction: Different postoperative complications after bariatric surgery may be

seen. Nonspecific gastrointestinal complaints following gastric bypass surgery are

very common. Altered anatomy makes diagnostic testing difficult. Imaging of the

jejunojejunostomy can be limited. Persistent symptoms and nondiagnostic testing

may necessitate exploratory surgery. Mechanical intestinal obstruction following

laparoscopic Roux-en-Y gastric bypass surgery (LGBP) is seen rarely in early

postoperative period.When this problem is identified, revisional surgery is indicated.

Case description: A 56-year-old female patient underwent LGBP. Patient was

presented with nausea and vomiting on the postoperative day 5. Abdominal

CT scan showed dilated Roux limb and no passage of oral contrast from

jejunojejunostomy. Upper gastrointestinal series showed evidence of contrast that

didn’t pass beyond the jejunojejunostomy. Contrast was filling the remnant stom-

ach. These findings raised concern for an obstruction at the jejunojejunostomy.

Diagnostic laparoscopy was performed after 2 days of hospital admittance. The

Roux limb appeared deflated and somewhat larger in diameter. An adhesion of

jejunojejunostomy to abdominal wall was determined. This adhesion was sepa-

rated and laparoscopy didn’t reveal any other pathology. Postoperative recovery

was uneventful.

Conclusion: The incidence of mechanical obstruction is approximately 2% to

3% following LGBP. The level of obstruction is commonly at the jejunojejunal

anastomosis leading to dilation of the Roux limb, biliopancreatic limb, or both.

Causes of early mechanical obstruction include narrowing of the

jejunojejunostomy, angulation of the Roux limb, and obstruction of the Roux

limb at the level of the transverse mesocolon. Conservative management of

presumed mechanical obstruction has been attempted with some success.

However, because of the complexity and multitude of causes not easily distin-

guishable by radiologic imaging, diagnostic laparoscopy is often needed.

P.040 Nursing Care of Patients with the Risk of Pulmonary Embolism

and Deep Venous Thrombosis Following Bariatric Surgery

PRESENTER: D. Oztruk
1

Co-author: S. Oztekin1

1University of Istanbul, Surgical Nursing Department, Istanbul-Turkey

Background: Obes patients undergoing bariatric surgery have particularly high

risk of postoperative deep venous thrombosis and/or pulmonary embolism.

Aim: This review was conducted to determine the risk of deep venous throm-

bosis and/or pulmonary embolism following bariatric surgery, and summarize

nursing interventions.

Methods: Searching the PubMed database, a computerized search of

PubMed, ScienceDirect, Google Scholar, and OVID (CINAHL) (from 2008 to

present) identified literature for this article.

Discussion: Preoperative teaching is an important component in order to relieve

patient anxiety, prevent complications, and improve outcomes. The risk of deep

venous thrombosis can be lowered by turning and positioning of the patient in

every 1–2 hours and performing foot and ankle exercises. After taking preoper-

ative patient history and physical findings, health care professionals should be

notified to not to place pressure on the anesthetized patient to avoid circulatory

compromise. Extra padding on pressure points can prevent tissue damage and

circulatory impairment. Operating room nurse reports the intraoperative events

verbally and submits electronic documentation to the postanesthesia nurse. After

assessing the airway, breathing, and circulation should be maintained, and ex-

tremities should be inspected for clinical manifestations of deep venous throm-

bosis. Elastic stockings or sequential compression devices may be applied. The

low-molecular-weight heparin can be used for profilactic reasons.

Conclusion: In bariatric surgery, individual differences should be considered

during perioperative nursing care.

P.041 Rhabdomyolysis After Bariatric Surgery: Case Report

PRESENTER: T. Tansug
1

Co-authors: A. Erdemir1, A. Cakmak1, A. Yucel2, Y. Ozer3, E. Atasoyu4

1Anadolu Medical Center, Department of General Surgery, Istanbul- Turkey
2Anadolu Medical Center, Department of Pain Management, Kocaeli- Turkey
3Anadolu Medical Center, Department of Anesthesiology and Reanimation,

Kocaeli-Turkey
4Anadolu Medical Center, Department of Nefrology, Kocaeli-Turkey

Introduction: Rhabdomyolysis is a rare but fatal complication of bariatric surgery.

It is characterized by skeletal muscle necrosis with release of muscle enzymes

into the circulation. We presented a case that developed postoperative rhabdo-

myolysis, acute kidney injury and neuropathy after robotic sleeve gastrectomy.

Method: A 33 year-old woman with BMI 72 kg/m2 underwent robotic sleeve gas-

trectomy. Diabetes and high blood pressure were the associated illnesses. Patient

was positioned on the operation table with the legs placed on stirrups with pads.

Results: Sleeve gastrectomy procedure was completed without any

intraoperative unexpected event. The patient was hemodynamically stable
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perioperatively. Duration of surgery was 7 hours. She was complaining of

severe pain on lower legs postoperatively. Amount of urine was low

despite sufficient fluid administration and its color was reddish-brown.

Plasma creatine kinase (CK) was 81650 U/L. Blood urea nitrogen

(BUN), creatinine, and hepatic transaminases were elevated.

Aggressive fluid replacement and diuretics were initiated with the diag-

noses rhabdomyolysis and acute kidney injury. BUN and creatinine levels

decreased to normal in one week and CK level in several weeks.

Findings of neuropathy were present on both lower extremities.

Mobilization of the patient was delayed because of pain and weakness.

Tramadol, duloxetine, pregabalin were given and physical therapy program

initiated. The patient could walk without support two months after the operation.

Conclusion: Mortality rates of rhabdomyolysis may decrease by early diagno-

sis. Padding pressure points during surgery, positional changes and reducing

operative time are preventive measures. Routine CK level monitoring for

bariatric surgery patients is proposed.

P.042 Value of Gastric Bypass and Sleeve Gastrectomy Following Failed

or Complicated Gastric Banding

PRESENTER: P. Busch
1

Co-authors: S. Wolter1, A. Duprée1, J. Izbicki1, O. Mann1

1University Medical Center, General-, Visceral- & Thoracic Surgery, Hamburg-

Germany

Introduction: Laparoscopic gastric banding (LAGB) is a common bariatric

surgery with a very low compication rate but the long term follow up shows

us a high rate of late complications like slippage, migrations and failure of

weight loss. What should be done with these patients?

Method: We analyzed our revisional surgery after LAGB to gastric bypass (GB)

or sleeve gastrectomy (SLG) between 2006 and 2012 to consider perioperative

complications, short and longterm outcome asa retrospective single center study.

Results: GB and SLG are safe procedures after LAGB, sometimes it is nec-

essary as a two-step procedure. GB and SLG are effective after weight loss

failure in gastric banding. In some cases with good long term results after

LAGB and followed revisional surgery caused by complication we found a

weight regain.

Conclusion: GB and SLG are feasable with a low complication rate and good

results, but not in every case.

P.043 Nursing Care in Bariatric Surgery

PRESENTER: G. Altun Ugras
1

Co-author: S. Yuksel2

1University of Istanbul, Florence Nightingale Faculty of Nursing, Surgical

Nursing, Istanbul -Turkey
2University of Abant Izzet Baysal, Bolu Health School, Surgical Nursing, Bolu-

Turkey

Introduction: Obesity is the most common disease all over the world and

affects the life quality and life expectancy. Bariatric surgery is one of the

effective treatments of obesity. The popularity of bariatric surgery in the treat-

ment of extreme obesity has raised awareness of the unique considerations in

the care of patient population. Preoperative patient care for bariatric surgery

requires multidisciplinary involvement. Minimizing the risk of perioperative

complications that contribute to morbidity and mortality requires comprehen-

sive preoperative evaluation of the patient. Therefore, skilled nursing care is

very important for these patients. Critical points in nursing care that are patient

safety, comprehensive admission assessment, patinet education, careful peri-

operative care and discharge planning. The aim of this review was to discuss

the effect of nursing care in healing process of bariatric surgery patients.

Methods: Studies, compilations and meta-analyses, published between 2000

and 2013 in English and Turkish, were reviewed in this study.

Results: Bariatric surgery is an effective and increasingly common treatment

for obesity and obesity related comorbidities. However, quality nursing care

and effective patient teaching are essential to achieve positive patient

outcomes.Early recognition of perioperative complications and education of

the patient including drinking/eating, caring for drainage tubes, skin and wound

care, ambulation, self-care and signs and symptoms that require medical

attention, can decrease morbidity and mortality.

Conclusion: Patients may seek severe adverse effects and complications have

occures as a result of the bariatric procedure. Perioperative nurses must be

knowledgeable about how to care for bariatric surgery patients.

P.044 Gastric Obstruction After Laparoscopic Sleeve Gastrectomy: A

Rare Complication

PRESENTER: Y. Tsai
1

Co-author: M. Lee1

1China Medical University Hospital, Metabolic and Bariatric Surgery

Department, Taichung City-Taiwan

Laparoscopic sleeve gastrectomy is one of procedures for morbid obesity, which

is a safe and reproducible. The common complications about laparoscopic sleeve

gastrectomy are post-operative bleeding and leakage. Other complications of

post-sleeve gastrectomy are gastro-esophageal reflux and volvulus. Additional

fixation between gastric tube and pancreatic capsule or greater omentum wound

be performed by some surgeon to decrease the incidence of gastro-esophageal

reflux and volvulus.

We present a rare complication about gastric obstruction. This patient

received the operation of laparoscopic sleeve gastrectomy. We placed

panendoscopy for lumen guide during operation. We then fixed sleeve

tube to pancreatic capsule for preventing gastric volvulus. Before we

finished the operation, panendoscopy was checked again for the lumen

and axis. On post-operative 2 days, upper GI series revealed total

obstruction of gastric lumen. The final diagnosis was made by the sec-

ond laparoscopic examination, revealing gastric twist. After we removed

additional fixation, the lumen obstruction resolved and intra-operatively

panendoscopy showed no more obstruction.

P.045 Intragastric Balloon Increases Safety of Bariatric Surgery

PRESENTER: S. Mammolotti
1

Co-authors: S. Sabri1, S. Cameron1, A. Mitchell1, A. Gilliam1, A. Samier1

1County Durham & Darlington NHS Foundation Trust, Darlington Memorial

Hospital, Department of Bariatric Surgery, Darlington- United Kingdom

Introduction: High BMI is associated with high risk of bariatric surgery mortality

[1]. IFSO suggest new bariatric centres avoid super obese patients for 1–2 years.

We present our experience of BioEnterics intragastric balloon (BIB) to facilitate

preoperative weight loss in super super morbid obese (BMI >60) patients.

Method: Patients with BMI >60 were offered BIB before surgery and were

identified from a prospectively collected database. Data available by March

2013 were analysed.

Results: Between October 2011 and March 2013 25 BIB placements were under-

taken. Median age was 48 years (range 27–62 years). Median BMI at insertion was

59.8Kg/m2 (40–75). Planned balloon removal in 17 patients after median 6 months

(range 3–7), one balloon removed early (patient intolerance).8 balloons in-situ at

time of analysis. Four patients had not been followed up yet so no weight loss

information was available. Median weight loss was 21.4Kg (range 5–45), eight

patients lost > 30Kg. Median BMI loss was 6.8Kg/m2 (range 1–13). Progress

following balloon removal: sleeve gastrectomy (n=6), gastric bypass (n=1), awaiting

surgery (n=6), surgery deferred due to cancer diagnosis (n=2) & discharged due to

lack of lifestyle change (n=2). No postoperative morbidity or mortality.

Conclusions: Daycase BIB can be safely placed without general anaesthesia

and facilitate weight loss prior to definitive surgery [2].
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Obesity is a growing issue, increasing the need for effective minimally invasive

techniques [3]. 45kg weight loss in 6 months after placement makes it a very

good option for patients not fit for surgery or with poor general condition.

P.046 Obesity is Associated with a Decreased Expression Of Type 2

5- Iodothyronine Deiodinase Gene in Adipose Tissue

PRESENTER: A. Kurylowicz
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Epigenetics, 2Department of Geriatrics and Gerontology, Warsaw- Poland

Introduction: Thermogenesis constitutes an important part of energy expenditure

and its disturbances may contribute to the development of obesity. Type 2 5’-

iodothyronine deiodinase catalyzing the conversion of thyroxin to triiodothyronine,

is a key enzyme in the regulation of thermogenesis, involved in activation of this

process in adipose tissue, and therefore – in the increase of energy expenditure.

The aim of the study was to compare the expression of the DIO2 gene (encoding

type 2 5’-iodothyronine deiodinase) in visceral (VAT) and in subcutaneous (SAT)

adipose tissues from obese and from normal weight individuals.

Methods: Adipose tissue samples were obtained from 55 obese (BMI>40) patients

during bariatric surgery procedures and from 38 control individuals (BMI=20-24). To

assess the expression of the DIO2 gene on mRNA level, real-time PCR was used.

The results were performed in duplicate, and normalized against the expression of

the ATCB gene.

Results: The mean expression of the DIO2 was significantly lower in the

adipose tissues of obese patients than in those of the control group

(P=0.0003), and the difference concerned both VAT (P=0.004) and SAT

(P=0.02). In obese patients, the mean DIO2 expression was significantly lower

in VAT than in SAT (P=0.001). A similar observation regarding adipose tissue

subtypes was made in normal-weight individuals (P=0.04).

Conclusions: We show that the expression of the DIO2gene is significantly

lower in visceral adipose tissue of obese individuals compared to slim individ-

uals. We suggest that this might impair thyroid hormone-dependent control of

thermogenesis and be one of the molecular mechanisms of obesity.

P.047 Disturbance of Physiological Negative Feedback Between Active

Vitamin D and VDR in Adipose Tissue in Obese Subjects

PRESENTER: M. Jonas
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Introduction: Vitamin D deficiency is common in Central Europe population,

expecially in obese patients. Sequestration of vitamin D in adipose tissue in

obese individuals is hypothetical reason of decreased 25OHvitaminD serum

concentration, but changes in vitamin D metabolism locally in adipose

tissue are suspected. We assessed differences in expression of vitamin

D metabolizing enzymes and VDR genes in adipose tissues in obese vs

slim patients.

Methods: Subcutaneous and visceral adipose tissue samples were collected

from: obese subjects (62 patients, BMI 39-68kg/m2) during bariatric surgery

(RYGB or VBG) and control group (30 patients, BMI 20–26), undergoing

a routine, scheduled surgery procedure. Serum 25OHvitaminD and

1,25(OH)2vitamin D concentrations were measured by Roche Diagnostics

Vitamin D Total Assay and IDS manual immunoassay. Expression of VDR
and 25O HvitaminD1-hydroxylase gene were measured by realtimePCR (AU,

arbitrary units).

Results: There was a significant statistical difference between expression of

VDR in obese vs slim individuals in subcutaneous fat (median 5.38AU vs

median 1.50AU, respectively), and in visceral fat (median 3.95AU vs.

1.92AU, respectively; p<0.01). There was no differences between expression

of 25OHvitaminD1hydroxylase gene in obese vs slim in visceral fat (median

1.13AU vs. 1.37AU, respectively) and in subcutaneous fat (median 1.34AU

vs 1.30AU, respectively). We observed strong negative correlation be-

tween serum 1,25O HvitaminD and VDR expression (R=0.8) in visceral

and subcutaneous adipose tissue in slim, but not in obese subjects.

Conclusions: In obese patients we observed significant disturbance of the

physiological negative feedback between most active vitamin D metabolite

and its receptor in subcutaneous and visceral adipose tissue.

P.048 Homocystein a Risk Factor for Coronary Artery Disease Case–

control Study in West Population of Algeria

PRESENTER: S. Fenni
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Introduction: The Homocysteine is an amino acid derived from methionine

metabolism. Its concentration in plasma depends on many factors, including

folate status vitamins B12, B6 and genetic defects affecting one of the en-

zymes involved in its metabolism .This research was carried out to assess the

relationship between elevated plasma homocysteine (Hcy) and the risk of

developing coronary artery disease (CAD).

Method : In this work a case–control study was conducted in coronary patients

aged between 32 and 80 years (n = 51, M / W 37/14) admitted in service of

Cardiology EHU Oran, and 56 healthy subjects taken as controls were

recruited from general population. Subjects with coronary syndromes and /

or expressing one or more cardiovascular risk factors (CRDF): hypertension,

diabetes, hypercholesterolemia were included in our study. People with kidney

disease and patients with thyroid dysfunction were excluded. Blood samples

were performed on EDTA tubes, the plasma levels of lipids (total cholesterol,

LDL-cholesterol and triglycerides) and fasting glucose were measured by

enzymatic methods. Homocysteine was measured using an enzyme immuno-

assay ELISA competitive (enzyme-linked immunosorbent assay)

Results: The results demonstrated highly significant differences in homocys-
teine concentrations between CAD patients and controls (13,89 ± 6,73 μmol/L
versus 6,21± 2,30 ; p < 0,001)
Conclusion: We can conclude that coronary disease is highly associated with

homocysteine levels in the population studied. .It follows that homocysteine is

an independent risk factor for coronary disease.

P.049 Early Postoperative Changes of HDL Subfraction Profile and HDL

Associated Enzymes After Laparoscopic Sleeve Gastrectomy

PRESENTER: M. Aslan
1

Co-authors:S. Dogan1, I. Aslan2, R. Eryılmaz3, C. Ensari3, T. Bilecik3,

OBES SURG (2013) 23:1017–1243 1123



1Akdeniz University Faculty of Medicine, Medical Biochemistry, Antalya-Turkey
2AntalyaResearch and Education Hospital, Endocrinology Clinic, Antalya-Turkey
3Antalya Research and Education Hospital, Surgery Clinic, Antalya- Turkey

Introduction: This study aimed to determine early postoperative changes of

LDL/HDL subfraction profile and HDL associated enzymes following laparo-

scopic sleeve gastrectomy (LSG).

Method: Thirteen obese patients (mean BMI: 52.74 ± 10.97 kg/m2) underwent

LSG and normal weight control patients (mean BMI: 23.56 ± 1.92 kg/m2)

underwent laparoscopic abdominal surgery. Fasting blood samples were collect-

ed prior to surgery, at day 1 after surgery and after postoperation oral feeding.

LDL and HDL subfraction analysis was done by continuous disc polyacrylamide

gel electrophoresis. Plasma levels of cholesteryl ester transfer protein (CETP),

lecithin-cholesterol acyltransferase (LCAT) and apolipoprotein A-1 (apoA-I) were

determined by enzyme-linked immunosorbent assay (ELISA). Measurement of

CETP and LCATactivity was performed via fluorometric analysis.

Results: LDL subfraction profile showed no change in both LSG and control

group patients. No significant difference was observed in HDL-cholesterol,

HDL-subfraction distribution and apoA-I levels in the control group. LSG patients

showed a significant increase in HDL-large and a significant decrease in HDL-

small fractions at postoperation day 1 compared to preoperation. HDL cholesterol

significantly decreased and apoA-I significantly increased in LSG patients after

postoperation oral feeding compared to both preoperation and postoperation day

1. Changes in HDL subfraction profile at postoperation day 1 after LSG was

accompanied by a significant decrease in CETP protein, LCAT protein and LCAT

activity as compared to preoperation levels.

Conclusion: Early changes in HDL subfraction profile and HDL associated

enzymes following LSG suggests that the surgical procedure, irrespective of

changes in body weight, affects reverse cholesterol transport.

P.050 Parasitic Diseases Diagnosed In Immunocompromised Patients at

Annaba. Algeria

PRESENTER: R. Mansouri
1

Co-authors: N. Beldi2, N. Boudiaf3

1Faculty of Medecine of Annaba, Pharmacy, ANNABA-Algeria
2Faculty of Medecine, Pharmacy, Annaba-Algeria
3Faculty of Medecine of Annaba, Medecine, Annaba-Algeria

Introduction: The states of immunodepression are more and more numerous

and varied. They are often complicated by opportunistic infections in particular

parasitic infectious which responsible agents are mainly protozoa.

Objective: The aim of this study is to evaluate the frequency of parasitic

diseases in immunocompromised patients diagnosed in the laboratory of

Parasitology-Mycology of the CHU Annaba.

Materials and Methods: This is a prospective study ranging from January 2008

to December 2012 and based on the study of various samples of immuno-

compromised according to a diagnostic procedure that includes specific tech-

nical as Ziehl Neelsen staining modified and sero-immunological diagnosis by

indirect immunoflurescence, ELISA and Western blotting.

Results and discussion: The authors report the prevalence of visceral leishman-

iasis cases, toxoplasmosis and cryptosporidiosis and the undeniable contribution

of western blot. Leishmania serology was positive in 24.28% of HIV+ and toxo-

plasma serology positive in 35% of cases.

Conclusion: parasitic opportunistic infections are often characterized by atyp-

ical clinical manifestations hence the necessity of biological evidence to prove

the affection, and this in a context of collaboration between parasitologists and

clinicians therapists for better management of immunocompromised patients.

P.051 Changes in Gut Hormone Profile Following RYGB. Systematic

Review

PRESENTER: J. El Kafsi
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3Oxford Radcliffe Univeristy Hospitals, Surgery, Oxford-United Kingdom
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Introduction: This systematic review was conducted to evaluate the evi-

dence for changes in metabolic outcomes following Roux-En-Y gastric

bypass surgery in obese patients, specifically changes in glucose ho-

meostasis and GLP-1 as well as other gut hormone profile.

Methods: MEDLINE (from 1952), EMBASE (from 1980) and the Cochrane

Library were searched. Studies that reported the metabolic outcomes of pa-

tients undergoing Roux-En-Y gastric bypass (RYGB) surgery were reviewed.

Only studies with more than 10 participants in the intervention group were

considered.

Results: From 753 retrieved abstracts, 24 studies of interest that reported

metabolic outcomes were identified. A total of 527 participants, 338 of whom

underwent surgery, were included. Metabolic outcomes were reported up to 3

years post-operatively: Fasting and peak glucose decreased significantly in

13/16 studies. HbA1c showed a significant reduction in 4 /4 studies. HOMA-IR

decreased significantly, reflecting a rise in insulin sensitivity, in all 12 studies.

PYY levels were significantly increased in 9/11 studies but there was no

significant difference in Ghrelin levels in 7/10 studies. Post-prandial GLP-1

levels were significantly raised in 21/21 studies. 12 studies concluded that

improvement of glucose homeostasis, insulin sensitivity and diabetes remis-

sion is directly associated with gastric bypass surgery rather than weight loss.

Conclusion: Patients who have undergone RYGB surgery have improved

metabolic outcomes post-operatively. Consideration of RYGB bariatric surgery

as an alternative treatment for obesity and type 2 diabetes resistant to medical

management would be prudent as the complications arising from these

conditions are costly.

P.052 Impact on Energy Expenditure and Caloric Intake in an

Experimental Model of Duodenal Exclusion
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A. Sánchez1, J. Sánchez1, E. Raga1, M. Parı́s1, M. Socı́as1, J. Domènech1,

J. Jara1

1School of Medicine, University Hospital of Sant Joan, IISPV, Rovira i Virgili
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Introduction: We analyze the technique of duodenal exclusion as example of

metabolic surgery. We analyze changes on daily intake and expenditure

energy (EE) measuded by indirect calorimetry.

Methods: Sprague–Dawley rats. Cafeteria diet: 4 weeks, Surgical Intervention

/ Sham and Sacrifice in 4 weeks. 4 experimental groups: non obese n = 15

(surgery and sham) and obese by cafeteria diet n = 15 (surgery and sham).

Intervention: duodenal exclusion. Daily control of weight, intake, and indirect

calorimetry for determine basal energy expenditure (EE) before and after

surgery. Results: In the no obese animals, there are significant changes in

the subgroup intervention with a decrease of 20% of caloric consumption.

Obese group: in intervention group there is a significant decrease in caloric

intake at the expense of an increase in feed intake (mean increase 8.5 ± 3 gr /

rat, equivalent to 30% of the intake) and a decrease in consumption of

cafeteria diet (mean decrease of 6.7 ± 2 gr / rat). Paradoxically, a decrease

in EE was observed in duodenal exclusion more significant in non-obese

animals. Duodenal exclusion normalizes blood glucose.

Conclusions: In non-obese animals, changes are transient, and no effect was

observed at the end of experiment. In obese animals, a significant decrease of

the intake is maintained throughout the experiment.This suggests that the

surgical technique can influence the EE, but intake and changes of appetite

are a potent regulator of thermogenesis.
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Introduction: Nitrergic innervation is pivotal in mesenteric blood flow control.

Diabetes induces vascular complications associated with increased oxidative

stress and peroxynitrites (ONOO-) synthesis. However, Joslin Medalist Study

suggests the existence of endogenous protective factors on type 1diabetes.

We analyzed the possible modulation of toxic ONOO- synthesis on diabetes.

Methods: De-endothelized segments from control and streptozotocin-induced

diabetic rats (55mg/kg; 8 weeks) were used. The effect of L-NAME (0.1mM),

and AMT (5 nM) on electrical field stimulation (EFS)-induced vasoconstriction,

and the vasodilation to nitric oxide (NO) donor, DEA-NO, were analysed. NO,

release in presence and absence of specific neuronal NO synthase inhibitor 7-

NI (0.1 mM) was measured. Superoxide anion (O2
.-) and ONOO- levels were

also determined.

Results: L-NAME increased EFS vasoconstriction in both experimental

groups, but to a greater extent in segments from diabetic rats. AMT did not

alter EFS vasoconstriction. DEA-NO-induced vasodilation was similar in both

experimental groups. 7-IN practically abolished EFS-induced NO release. NO

and O2
.- productions were significantly increased, while ONOO- synthesis was

not modified by diabetes.

Conclusions: EFS induced neuronal NO release from nitrergic innervation

through neuronal NO synthase. Type 1 diabetes increases NO and O2
.- levels

meanwhile does not alter ONOO- synthesis, indicating that the toxic ONOO-

synthesis is limited. These results suggest that O2
.- could be implicated in

another metabolic route limiting ONOO- synthesis, contributing to the mainte-

nance of nitrergic innervation function in diabetes.

P.054 Investigation of the Effects of RYGB Surgery on the Intensity and

Consummatory Reward Value of Combined Fat and Sweet Taste

PRESENTER: S. Jackson
1
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1UCD Conway Institute, University College Dublin, Biomolecular and
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Introduction: Bariatric surgery is the most effective treatment for obesity. After

gastric bypass surgery (RYGB), patients and animal models show a de-

creased preference for sweet and fatty foods. The underlying mechanism

may include alterations in taste function.

Method: 11 obese patients (8 female, 3 male) due to undergo RYGB, aged

46.4±4.8 years, BMI of 42.7±1.7 kg/m2, were tested 2weeks before and

10weeks after surgery and 14 obese patients (10 female, 4 male) aged 44.4

±3.9 years, BMI of 43.6±0.4kg/m2 were tested before and 2weeks after a very-

low-calorie diet (VLCD) of 800–1000 kCal/day.

Each participant taste sampled 7 milk/cream solutions with varying fat con-

centrations but the same sucrose content (0.68g), in 3 trials using the sip and

spit technique. Visual-Analogue-Scales (VAS) were used to rate the intensity

and ‘just about right’ (JAR) concentration of fat. The JAR scale was anchored

with “too fatty/creamy, I would never drink it”, “not at all fatty/creamy, I would

never drink it”, with the ideal ‘Just Right’ in the middle of the scale.

Results: After intervention, the intensity of fat/sweet mixtures increased signif-

icantly but similarly in both groups (p=0.87 between groups). However, JAR

ratings decreased significantly only in the RYGB group (p=0.005 between

groups), in that the JAR concentration shifted from a fat concentration of

4.5% to 1.0%.

Conclusions: RYGB and VLCD both affected the sensory domain of taste, but

the consummatory reward from fat and sweet was only reduced in RYGB

patients. This mechanism may in part explain the healthier food preferences

observed after RYGB.
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Graph 1: Intensity ratings as a function of the 7 concentrations of fat and sweet

in obese bypass (RYGB) pre vs. post treatment
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Graph 2: Just About Right ratings as a function of the 7 concentrations of fat

and sweet in obese bypass (RYGB) pre vs. post treatment
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Introduction: Obesity causes an increase in workload for a given exercise and

therefore probably obese individuals have lower functional capacity. However,

there are few studies that demonstrate the relationship between body adipos-

ity index (BAI) and functional capacity, considering that this measure is a more

reliable alternative for measuring body fat than body mass index (BMI), used

more often.

Objective: To evaluate the functional capacity of morbidly obese women and

correlate it with the BAI and BMI.

Methods: It was evaluated 15 morbidly obese women, aged between 35 and

53 years and BMI 48,27,10 ± 6.85 kg/m2. With the aid of a measuring tape

were measured height and hip circumference of patients for calculating the

IAC by the formula: [Hip / (height x height-18)]. Functional capacity was

assessed using the Shuttle Walk Test (SWT).

Results: It was observed a significant reduction in functional capacity verified

by the shorter distance of all patients (301.25 ± 71.24 m) compared with the

predicted values (427.37 ± 62.77 m). Furthermore, there was a high and

negative correlation between the IAC and the walking distance (r = 0.8281,
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p = 0.0003) and a moderate and negative correlation between the BMI and the

walking distance (r = 0.5656, p = 0.035)

Conclusion: Morbid obesity decreases the functional capacity and this is

mainly influenced by the body adiposity index.

P.056 Comparison of Respiratory Muscle Strength in Diabetic and

Nondiabetic Obese Women
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Introduction: Diabetes is a disease that can develop several complications

such as muscle problems. When obesity and diabetes are combined they can

maximize the damage to peripheral and respiratory muscle function.

Objective: To compare respiratory muscle strength in diabetic and nondiabetic

obese women.

METHODS: It was evaluated 38 morbidly obese women (BMI> 40 kg/m2),

aged between 20 and 50 years, sedentary, nonsmokers without respiratory

disease and of these, 18 were diabetic and the other 20 were nondiabetic. It

was recorded age, weight, height and waist and hip circunference. Respiratory

muscle strength was evaluated by measuring the maximal static respiratory

pressures - maximal inspiratory pressure (MIP) and maximal expiratory pres-

sure (MEP) - expressed by absolute values and percentage values predicted.

Results: The diabetic and nondiabetic obese women were similar with respect to

age (39.55 ± 9.69 vs 35.15 ± 5:39 years), BMI (43.45 ± 2.56 vs 43.26 ± 2:44

kg/m2) and waist / hip ratio (0.92 ± 0.07 vs 0.91 ± 12:08).Respiratory muscle

strength, was lower in patients with diabetes, for absolute values (MIP = 77.77 ±

22.89 vs 92.51 ± 19.96 cmH2O and MEP = 92.22 ± 22.11 vs 111.51 ± 36.16 cm

H2O, p <0.05 ) and for the percentage of predicted values (MIP= 85.19 ± 23.66 vs

99.25 ± 21:36 and MEP = 100.33 ± 21.76 vs. 118.36 ± 38.21, p <0.05).

Conclusions: The diabetic obese women have respiratory muscle strength

lower than nondiabetic obese women, demonstrating that diabetes impairs

the respiratory muscle strength in obese women.

P.057 Vitamin D, Calcium and Parathormone levels in Obese

Singaporeans

PRESENTER: A. Cheng
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Introduction: In obese subjects, Vitamin D and BMI have an inverse

relationship. This is not linear but variable. There has been no report

of bone health parameters of the obese in multi-ethnic Singapore. We

measured certain bone health parameters in a group of morbidly obese

individuals referred for bariatric surgery.

Method:We prospectively collected data from a total of 32 obese Singaporean

referred for Bariatric surgery. Each subject has blood taken for 25 hydroxy

Vitamin D, Calcium, Albumin, Parathormone, Phosphate and c-Telopeptide. A

DEXA scan was carried out. Anthropometric measurement was taken as well

as detail body composition.

Result: 32 subjects were recruited. There were 12 Malays, 9 Indians, 9

Chinese, and 2 others. All subjects recorded normal and corrected serum

Calcium and Phosphate. There was only one subject whose Vitamin D

level was recorded as normal (above 30). 7 of these recorded a Vitamin

D level of < 10, with lowest recorded was 1.79. 8 subjects have recorded

Vitamin D level at 10–20. There were 4 recorded cases of raised para-

thormone levels. Of these 4, two had normal or near normal Vitamin D

levels, one was below 5, and the other one at 11. The on with the lowest

recorded Vitamin D of 1.79, had normal parathormone level. The rela-

tionship between BMI and Vitamin D level was not linear.

Conclusion: Very low Vitamin D levels were recorded in this cohort of racially

mixed Singaporeans. The numbers collected is too small to reach any conclu-

sion. We are now analysing the other bone health parameters, as well as

extending the collection to those who are merely overweight to see if the same

applies.

P.058 Learning Curve and Technical Aspects of Gastric Bypass in

Experimental Animal Model
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Introduction: Actually obesity evolving likes one of the major health problems.

Only the bariatric surgery has proved a long-term efficacy in weight loss and in

the treatment of comorbidity. With the development of surgical animal model

we try to elucidate the mechanism of this global positive effect of the surgery

Materials and methods: Two groups of male Wistar was enrolled in this study

In the first thirty one a normal chow diet were offered for four months in the

second group of twenty five a high fat diet were offered for the same period of

time After anesthesia and laparotomy, a gastric bypass, were performed. A

group of rats underwent sham surgery.

Surgery duration, anesthesia complication, postoperative complications

were carefully noted. Three weeks after surgery radiographic shallow

study and OGTT was performed in selected animals.

Results: Globally 25% of mortality was observed. There was not a statistically

significant difference between the NSD and the HF diet group. There is a clear

increasing of the efficacy with the training. After twenty bypass the mortality

achieve the 10% and the operative time decreased in 44 min. The images of

the radiographic sallow study are presented. We observed a surgery effect in

the weight curve and in the OGTT of the normal chow diet group also.

Conclusion: Animal models can be a powerful research instrument in the study

of morbid obesity. We present our experience and we discuss the technical

aspect for the gastric bypass.

P.059 Learning Curve and Technical Aspects of Sleeve Gastrectomy in

Experimental Animal Model
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L. Gillard2, J. Marmuse1, A. Bado2

1Bichat Hospital, Surgery, Paris-France
2CRB3, INSERM, Paris-France

Introduction: Actually obesity evolving likes one of the major health prob-

lems. Only the bariatric surgery has proved a long-term efficacy in weight

loss and in the treatment of comorbidity. With the development of surgical

animal model we try to elucidate the mechanism of this global positive effect

of the surgery

Materials and methods: Two groups of male Wistar was enrolled in this study

In the first fifty eight a normal chow diet were offered for four months in the

second group of twenty nine a high – fat diet were offered for the same period

of time After anesthesia and laparotomy, sleeve gastrectomy, were
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performed. A group of rats underwent sham surgery. Surgery duration,

anesthesia complication, postoperative complication was carefully noted.

Three weeks after surgery radiographic shallow study and OGTTwas performed

in selected animals.

Results: Globally 11% of mortality was observed. There was not a statistically

significant difference between the NSD and the HF diet group. There is a clear

increasing of the efficacy with the training. After thirty fifty sleeve the mortality

achieve the 3% and the operative time decreased in 13 min. One leak was

discovered after radiographic sallow study. We observed a surgery effect in the

weight curve and in the OGTTof the normal chow diet group also.

Conclusion: Animal models can be a powerful research instrument in the study

of morbid obesity. We present our experience and we discuss the technical

aspect for the sleeve gastrectomy

P.060 Changes in Chemerin, Leptin and Ghrelin Levels After

Bariatric Surgery: Roux-En-Y Gastric Bypass (RYGB) vs
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Introduction: The aim of our study is to determine the levels of Leptin, Ghrelin

and Chemerin in morbidly obese patients before and after weight loss due to

the action of two different bariatric surgeries: Roux-en-Y Gastric Bypass

(RYGB) and Sleeve Gastrectomy (SG).

Methods: We examined the levels of Ghrelin, Leptin and circulating Chemerin in

30 women withmorbid obesity (MO) (BMI> 40 kg/m2) (n = 17 SV / RYGB n = 13),

and 60 control women (BMI <25 kg/m2) Breakpoints study: at the time of surgery,

at 6 and 12 months after surgery.

Results: Preoperative levels of Leptin and Chemerin are significantly higher in the

MO compared to controls. Ghrelin is lower respect to controls. Leptin and Chemerin

levels in MO decreased significantly after 6 and 12 months of surgery (p <0.05).

Ghrelin levels increase significantly at 12 months after surgery (p <0.001). Leptin

levels at 12 months after surgery were significantly higher in the SG group (76.44 (±

27.71)) than in BPGY group (48.85 (± 23.78)) (p <0.05). No differences between

two types of surgery on Ghrelin or Chemerin levels are reported.

Conclusions: Longitudinal changes in Ghrelin levels and Chemerin unrelated

to the type of surgery, but with reduced weight after surgery. Postoperative

Ghrelin levels are situated at the same levels as the non-obese patients

(possible feedback regulation and / or extragastric synthesis). Leptin changes

may be due to the strong association with the fat mass, since patients with

higher BMIs are those that have undergone a SG.

P.061 Efficacy and Satisfaction Level of Intragastric Balloon Among

Patients in Kuwait

PRESENTER: F. Al-Ghareeb
1

Co-authors: A. Al-Adwani1, S. Al-Sabah1
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Introduction: Traditional methods of treating obesity have shown only limited

efficacy. Intragastric balloon (BIB) is considered a new potential alternative

method in the management of obesity. There is limited information in the

literature about the outcome of BIB. This study examined the efficacy and

satisfaction of BIB in obese patients in Al-Amiri Hospital in Kuwait.

Method: A retrospective review of BIB in patients from October 2009 through

December 2013at Al-Amiri Hospital, Kuwait, included 179 patients. Weight

loss, complications, satisfaction level, and weight gain after removal of the

patients was assessed. The weight loss was analyzed further according to

different demographic groups.

Results: A total of 179 patients were included in the study. Their data was

collected, and the pre-insertion and post-removal body mass index (BMI) were

calculated. Before insertion of the BIB, there was a mean weight of 99.7 kg (SD,

26.7); after removal they showed ameanweight of 88.9 kg (SD, 25). There was a

mean weight loss of 10.9 kg (SD, 8). The patients experienced a median excess

weight loss (EWL) of 38.5%. There was no significant variation in the weight loss

according to age, gender, and nationality. There was a satisfaction level of 44%

among the patients. Weight gain after removal was experienced by 34.7% of

patients.

Conclusion: BIB seems to be an effective method of significant weight

reductionwith little complications,making it a goodalternative in themanagement

of obesity.
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Introduction: The Spatz 3 Adjustable Balloon utilizes an insertion facilita-

tor for implantation. The facilitator is a tubular silicone sleeve that is

fitted on to the end of the endoscope which forms a pocket into which

the distal 2 cm of the balloon fits. The endoscope then pulls the balloon

passively into the stomach. The balloon comes fitted with a pusher and

guidewire which help stabilize the device during the insertion procedure.

However, given the stability of the balloon within the insertion facilitator,

the pusher and guidewire appeared to be superfluous. Insertion utilizing

the insertion facilitator, but without the pusher and guidewire was

performed.

Method: Utilizing the aid of the insertion facilitator, 22 endoscopists implanted

35 patients in 12 medical centers with the Spatz 3 Adjustable Balloon System

without the guidewire and pusher. Upon entry into the antrum the endoscope

was retroflexed to confirm position of the balloon below the GE-junction.

Following inflation with 200 ml, the endoscope was pulled back to the GE-jct

to confirm separation of the balloon from the endoscope. The balloon was then

fully inflated to 500 ml.
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Results: All 25 devices implanted without difficulty. Patients tolerated the

procedure well. Procedure times ranged from 7–10 minutes.

Conclusion: Safe implantation can be performed with the insertion facilita-

tor, without the guidewire and pusher. This can reduce device preparation

time and procedure time. The device without guidewire and pusher is less

bulky and should diminish patient discomfort

P.063 Intragastric Balloon Treatment of Obesity Before Bariatric Surgery

PRESENTER: O. Karagulle
1

Co-authors: M. Akuras1, H. Bilge1, E. Sevim1, F. Celebi1, R. Kutanis1

1Bagcilar Egitim Arastirma Hastanesi, General Surgery, Istanbul-Turkey

Introduction: Intragastric balloon is a effective but insufficient and tempo-

rary therapeutic modality for obesity treatment. This study aimed to

evaluate the effect of intragastric balloon on before Sleeve gastrectomy

or gastrik plication.

Method: Thirty-five patients (9 male, 26female) who selected intragastric

balloon method for weight loss before bariatric surgery were included in the

study. Their mean age was 38.3±14.7 and mean body mass index was 47.9

±20.1kg/m2. Four Patients who had contraindication for endoscopic

intragastric balloon placement were excluded.(1 female, 3 male) intragastric

balloon was performed under deep sedation with propofol. 26 patients com-

pleted the six-month period. There were no complications in any patient. Three

patients (3 women) in the third month intra gastic balloon was removed due to

pain. One patient (male) in the first month was removed due to the pain and

vomiting. In this study, patients followed by the application of an intragastric

balloon in the first and sixth months of BMI status was made. At the end of 6

months, patients body mass index were studied for download under 45 kg/m2

for bariatric surgery.

Results: Twenty-six patients completed the initial phase. At the end of the

initial one months, the mean body mass index was 1.7±0.3kg/m2 and mean

excess weight loss was 5.3±1.1 kg. At the end of the initial six months, the

mean body mass index was 14.4±1.6kg/m2 and mean excess weight loss was

7.2±1.4 kg.

Conclusion: The treatment of morbid obesity by intragastric balloon

placement must be prepare method before bariatric surgery procedure.

In this study, 5 patients with BMI over 45 kg/m2 at the end of the sixth

month fell below BMI 45kg/m2. Thus, for bariatric surgery patients

gained more dynamic body condition. Losing weight by intragastric

balloon before bariatric surgery will improve the morbidity and mortality rates of

this modality

P.064 Peptic Ulcer; A Possible Complication of Adjustable Gastric

Balloon

PRESENTER: T. Bilecik

Co-authors: C. Ensari1, B. Mayir1, U. Koc1, R. Eryilmaz1

1Antalya Education and Research Hospita, l General Surgery, Antalya-Turkey

Introduction: Intragastric balloon is a less invasive and reversible method

compared to surgical intervention for obesity treatment. In this article we aim

to present a case that adjustable intragastric balloon cause to peptic ulcer.

Case: 45 year-old female patient could not success weight loss with diet and

exercise. She weighs 184kg and 1.65cm tall, her BMI is calculated as

67.4kg/m2. The patient is informed about the alternative surgical methods.

Laparoscopic sleeve gastrectomy procedure is chosen. In order to reduce

surgical morbidity, ingastric balloon will be implemented. Nothing has detected

during patient’s endoscopic check. The adjustable ingastric balloon was

performed and inflated with 700cc methylene blue solution. Consequently,

the patient lost a total of 38kg with the first 18kg by the end of first month.

After 5 months she began to experience short episodes of severe epigastric

pain,nausea and vomitting, which were related to food intake . Upper

endoscopy revealed that the intragastric device had completely migrated into

the pylor, occluding its lumen by instruments of gastric balloon. Endoscopic

treatment has been utilized. As a result of another attack on the 6th month

endoscopic procedure was followed. Amechanical ulcer measured approximate-

ly 2 cm diameter in the incisura angularis were diagnosed by decubitis, and the

device was removed by endoscopy. Medical treatment started for ulcer, after 2

months of treatment, recovery from ulser has been observed during endoscopy.

Nevertheless in themeantime the patient put on 15kg in spite of dietary treatment.

Discussion: Although adjustable intragastric balloon is a safe and effective

method for obesity treatment the successful results seems temporary. As soon

as the balloon is removed, rapid weight gain starts. The most common com-

plications resulting intragastric balloon implementation are nausea, vomiting

and stomachache. Vomiting can be controlled by avoiding oral intake and

medical treatment. However vomiting could be unresponsive to treatment. If

that is the case, the balloon has to be removed. Other rare complications could

be listed as peptic ulcer, esophagitis, gastroesophageal reflux, gastrointestinal

bleeding, pancreatitis, esophageal perforation, gastric perforation .One of the

late complications is deflation and/or dislocation of the balloon leading bowel

obstruction. In our case we have twice observed temporary stomach outlet

obstruction caused by displacement of balloon’s instruments. This was cured

through endoscopy. Finally the balloon had been removed in consequence of

ulcer developing at incisura angularis.

Conclusion: Endoscopic placement of an intragastric balloon in obese patients

is a nonsurgical intervention that allows for effective weight loss, without

excessive risk of complications.

P.065 Early Results of Endoscopic Intragastric Balloon; Our Experience

PRESENTER: T. Bilecik
1

Co-authors: U. Koc1, U. Dogan1, N. Bulbuller1, R. Eryilmaz1

1Antalya Education and Research Hospital, General Surgery, Antalya-Turkey

Introduction: Obesity is a major health problem causing morbidity and mortal-

ity. One of the commonly performed non-surgical treatment is intragastric

baloon. In this study we aimed to evaluate the early results of patients who

underwent intragastric balon procedure.

Method: 19 patients were analysed (12 female, 7 male) in this study.

Intragastric balloon were placed to eight superobese patients for weight re-

duction before planned surgery. Process was performed under sedation.

Patiets were discharged with 1000 kcal/day diet for 6 months.

Results: Initial mean BMI was 53.2kg/m2 (between 43.9 and 63.7) and

average weight was 146.4 kg (between 108–206). Two patients showed

intolerance and resulted balloon removal. At the end of the 6 months

average of 17 patients’ BMI was 45.7kg/m2, and average body weight

was 123.6kg.

Conclusion: Intragastric balloon method in obese patients is effective and safe

way for weight loss.

P.066 Air- and Liquid-filled Intragastric Balloons in Treatment of Obese

and Super-Obese Patients

PRESENTER: E. Kolesnikov
1

Co-authors: D. Halmi2, A. Radzichovsky1, V. Kryjevsky1, N. Kolomiets3,

O. Tarapon4, A. Podvisocky5, G. Baida6, V. Braslavets, M. Bodnariuk1

1National Academy of Postgraduate Medical Education named after

P.L.Shupik, General and Emergency Surgery, Kiev-Ukraine
2BLUEPOINT Surgical Group, Bariatric surger, Woodbridge,VA- United States
31st Infirmary, Intensive Care and Anestesiology, Kiev-Ukraine
41st Infirmary, General Surgery, Kiev-Ukraine
56th Infirmary, General Surgery, Kiev-Ukraine
66th Infirmary, Intensive Care and Anestesiology, Kiev-Ukraine
7National Academy of Postgraduate Medical Education named after

P.L.Shupik, General Surgery Kiev-Ukraine
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Introduction: The indications, clinical effect, difficulties and complications

of the air-filled (AF) (Heliosphere, France) and liquid-filled (LF)

Bioenterics intragastric balloons (IGB) (BIB or Allergan, CA, USA) were

studied for the weight loss in obese and super-obese patients.

Method: 207 obese and super-obese patients were treated with liquid-filled BIB

(124), Allergan (15) and air-filled (68) IGB. AverageBMIwas 46.1±3.3 kg/m2. IGB

placement and extraction were performed under general anesthesia. Indications

for IGB placement were: - unsatisfactory results after diet therapies; -patient’s

request and/or doctor’s decision for non-operative treatment; - preoperative

weight loss in obese patients before bariatric or cosmetic surgery; -super-obese

patients with high risk for surgery. Balloons were extracted, in average, after 198

±4.9 days. In five patients IGB were extracted after much longer, that

manufacturer’s recommended time (16–24 months).

Results: Average preoperative weight loss was 16.8±3.1 kg, average BMI

decrease was 5.0±3.7 kg/m2, and average excess weight loss was 26.4%.

Complications and difficulties: 1) mild erosions of gastric mucosa 12 (11 with

LF and 1 patient with AF IGB); 2) nausea and/or vomiting and heaviness in

epigastria 28 (26 with LF BIB and 2 with AF) patients; 3) earlier IGB extraction

2 (LF); 4) no possibility to insert the IGB- 1 (very short neck and small mouth);

5) no possibility of the IGB retrieving - 1 (IGB was removed through the

gastrotomy during bariatric operation; 6) did not loose weight at all 9 patients,

who did not follow the program accurately. There were no deaths, full spontane-

ous deflation or moving IGB from stomach to the bowel.

Conclusion: The AF and LF IGB use was safe and successful procedure in weight

loss in obese and super-obese patients. The AF IGB had equivalent efficacy on

weight loss and demonstrated a better patient’s tolerance and less complications

rate compare to a liquid-filled balloons. The motivation, changing eating habits and

accurate following the program - are the ways to successful weight loss.

P.067 Intra Gastric Preoperative Balloon in Super Obese Patients

PRESENTER: J. Abbud Ferreira
1

Co-authors: B. Zilberstein1, C. Bussons1, R. Ribeiro de Araujo Pereira1,

F. Furlan Nunes1, M. Youssef Franciss1, L. Cardoso Barchi1, E. Rodrigues

Dias Filho1

1Gastromed - Instituto Zilberstein Gastrintestinal and Bariatric, São Paulo-

Brazil

Introduction: Obesity surgery is accompanied by postoperative complications

and presents mortality rates ranging from 0.5% to 3%.The higher the body

mass index (BMI), the greater the risk of complications and mortality. In order

to reduce these undesirable effects, it is recommended to induce weight loss

preoperatively, especially in cases of super obese, with a BMI> 55 kg/m2 and

comorbidities. The purpose of this presentation is to analyze the progress and

results of immediate postoperative patients in whom weight reduction preop-

eratively was induced by placement of intra-gastric balloon.

Material and Methods: Four super obese male patients, with a BMI rang-

ing from 57 to 65.96 kg/m2, aged 20 to 67 years, were subbmited to pré-

op wheight reduction utilizing a gastric baloon. All patients showed

weight reduction ranging from 20% to 28.8%, when compared to the

initial weight. Subsequently they underwent to surgery performing a

sleeve gastrectomy without postoperative complications.

Conclusion: The use of intra gastric ballon preoperatively in super obese

patients is a valid method to induce weight loss, showing high rate of

weight loss and helping to reduce postoperative complications.

P.068 A New Algorithm to Treat Common Bile Duct Stones After Gastric

Bypass: The Role of PTC

PRESENTER: M. Alfa-Wali
1

Co-authors: L. Leuratti1, J. Mc Call1, G. Bonanomi1

1Chelsea and Westminster Hospital, General Surgery, London-United

Kingdom

Introduction: common bile duct (CBD) lithiasis can represent a challenge

following gastric bypass surgery, since the endoscopic treatment with

sphinterotomy (ERCP) is not possible because of the Roux-en-Y reconstruc-

tion. Alternative approaches include invasive procedures such as the laparo-

scopic assisted transgastric ERCP, the CBD surgical clearance or the double

balloon enteroscopy. We propose an algorithm for treating symptomatic CBD

stones following RYGB, based upon our experience with percutaneous

transhepatic cholangiography (PTC) under local anesthesia.

Methods: a 59 year-old female who underwent a laparoscopic RYGB in 2009

followed by laparoscopic cholecystectomy in 2012, complained of intermittent

epigastric pain and derangement of liver function tests with increased bilirubin, a

few months after gallbladder surgery. A magnetic-resonance-cholangiography

confirmed the presence of stones in the distal CBD, with duct dilatation. A PTC

through a right-sided segmental duct was undertaken under local anesthesia. A

balloon was used to dilate the Oddi sphincter up to 9 mm to allow the progression

of the stone through the sphincter.

Results: the success of the procedurewas confirmed by the relief of symptoms and

normalization of blood tests and CBD size. The hospital stay was uneventful. A

surgical procedurewas avoided in this case.Conclusion:PTCshould be included in

the algorithm for treating CBD stones post gastric bypass especially for high risk

patients. Bariatric surgeons should be aware about the management options and

the possibility to involve the interventional radiologist in this clinical scenario.

P.069 Potential Effect of Combination Therapy by Exenatide, Metformin,

and Pioglitazone on Adiposity Syndromes That Surgery Is Not

Approved For

PRESENTER: S. Okahata
1

Co-authors: K. Sakamoto1, T. Mitsumatsu1, T. Shiba1

1Toho University, Ohashi Medical Center, Division of Diabetes and

Metabolism, Tokyo-Japan

Introduction: There are controversies around the optimal treatment to those

for whom bariatric surgery is not effective or indicated, and some recent

reports suggest benefit of GLP1-receptor agonist (GLP-1) on these subjects

with co-administration of insulin sensitizer.

Method: Case analysis

Result: A case of 24 yrs. old woman with Prader-Willi syndrome (PWS), hereditary

adiposity syndrome not indicated for bariatric surgery, occurred with diabetes

mellitus. Combination therapy with Exenatide (EX) and metformin (MET) was

introduced and proved effective in short period. Afterwards, by contrast to a previ-

ous report, in which addition of MET(1500mg/day) on EX(10g/day) improved blood

glucose, body weight(BW), and visceral fat (VF), however, our case rather showed

HbA1c increase (7.4 to 9.1), without change in BW in 3 Months. Moreover, VF to

total fat ratio (V/T) increased (18.7 to 23.9) although hepatic transaminases in

serum and the abdominal fat (AF cm2) decreased (240 to 219). Then we added

pioglitazone (PIO) (30mg/day) attempting to improve a ratio of fat disposition. After

6months of PIO therapy, in spite of BMI increase, AF andV/Twere decreased (219

to 201, 23.9 to 15.9, respectively) accompanied with improvement in HbA1c (9.1 to

7.3), BMI (29 to 31), and transaminase.

Conclusion: PWS was effective and was suggested to be also an indication for

those on whom bariatric surgery has failed or is not adopted. This combination,

addition of PIO to EX with MET therapy on genetically obese patient, amelio-

rates visceral obesity, a prominent risk for cardiovascular disease, represented

by V/T ratio as well as glucose control.

P.070 Laparoscopic Gastroileal Bypass for Diabetes Treatment in

Nonmorbidly Obese Patients

PRESENTER: J. Resa
1

Co-authors: J. Ferrando1, L. Cipres1, M. Valero1, J. Lagos1

1Montpellier Clinic, Uclom, Zaragoza-Spain
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Background: Since 2000 year we have perfored more than 500 laparoscopic

biliopancreatic diversion without gastrectomy (LBPD-G) for morbid obesity

treatment with excellent results. In 2008 year we began to treat diabetes in

nonmorbidly obese patients through LBPD-G with 92% of diabetes resolution.

To simplify the technic and aboid steatorrhoea we developed the laparoscopic

gastrileal bypass.

Methods: Prospective study on oral glucose loads in 73 severe diabetic

patients (body mass index [BMI] >30 and <35, HbA1C >7.5%) before and at

1, 3, 6, 12, 18 and 24 months after laparoscopic gastroileal bypass with a

horizontal gastric trasection and 300 cm gastroenteral anastomosis from

ileocecal valve.

Results: Of the 73 patients enrolled, the mean age was 45.6 years, mean

BMI was 33.42, mean fasting plasma glucose was 191.6 and mean

HbA1C was 8.7. The mean BMI at 1, 3, 6, 12, 18 and 24 months after

operation were 30.25, 28.37, 27.32, 26.41, 25.58 and 25.43, respectively.

The mean HbA1C at 1, 3, 6, 12, 18 and 24 months after operation were

7.3, 5.9, 5.7, 5.5, 5.7 and 5.6, respectively. Resolution of type 2 diabetes

was achieved in 58 patients at 3 months and 69 at 12 months after

gastroileal bypass. The mean operating time was 33 minutes, without

complications and mortality.

Conclusion: Laparosopic gastroileal bypass seems to be a promising proce-

dure for the control of T2DM and the metabolic syndrome.

P.071 Biliopancreatic Diversion with Duodenal Switch: The Experience

in Ukraine

PRESENTER: I. Todurov
1

Co-authors: L. Bilianskyi1, O. Perekhrestenko1, O. Kalashnikov1, S. Kosiukhno1

1National Institute of Surgery and Transplantology Named by O.O. Shalimov,

Department of Gastrointestinal Surgery, Kiev-Ukraine

Methods: A prospective study of 45 patients with morbid obesity, 22 (48.9%)

men and 23 (51.1%) women, mean age 44.8±8.1 years, range 30–63,

underwent open BPD-DS from 2010 to 2012. Severity of obesity related

comorbidity was evaluated using Ali-Wolfe scale.

Results: Mean preoperative body weight of patients – 158.2±26.7 kg (110–

215), mean body mass index– 52.8±7.9 kg/m2 (40.1–75.4), mean excessive

body weight – 92.1±23.2 (47–141). Arterial hypertension, dyslipidemia, type 2

diabetes mellitus (T2DM), gastroesophageal reflux disease (GERD) were

diagnosed preoperatively in 37 (82.2%), 38 (84.4%), 14 (31.1%) and 34

(75.5%) patients respectively. Patients attending follow-up visits at 3 (n=43),

6 (n=40), 12 (n=31) and 24 (n=18) months postoperatively experienced medi-

an percent excess weight loss of 27.4%, 60.3%, 79.6% and 87.1%, respec-

tively. Hypertension, dyslipidemia, T2DM, GERD were resolved in 27 (72.9%),

25 (65.8%), 13 (92.8%) and 14 (41.2%) patients with regression of severity of

comorbidity (in comparison with preoperative evaluation) from 3.2±0.7, 3.1±0.9,

2.4±1.4, 2.0±0.5 to 0.7±1.6, 0.9±1.2, 0.4±0.9, 0.9±0.9 respectively (p<0,05).

There were no major postoperative complications and mortality.

Conclusion: BPD-DS is safe and effective technique to weight loss, resolution

of metabolic disorders and comorbidity in patients with morbid obesity.

P.072 SILS-Gastric Banding

PRESENTER: V. Egiev
1

Co-authors: E. Zorin1, N. Ermakov1, J. Mayorova1, I. Karev1

1Treatment and Reabilitation Center Ministry of Health and Social

Development the Russian Federation, Department of Surgery and Oncology,

Moscow-Russia

Introduction: Laparoscopic adjustable gastric banding (LAGB) is a simple and

effective bariatric intervention.

Materials and Methods: 12 LAGB «SILS +1» were performed from 2010 to 2012.

Patients’ body mass index (BMI) was 32–39 kg/m2, 1 male, 11 female. We used a

«Covidien» 4-channel port, 5 mm 30˚ extended laparoscope, a standard

«Covidien» multifunctional tool set. Multichannel port was placed in the navel and

an additional 5-mm trocar in epigastrium.

At first a retractor was introduced through the trocar to remove the left liver lobe,

then a flexible retractor for the bandpassage, and finally a band catheter. In 3 cases,

the band was reinforced by serous-muscular stomach suturing with EndoStitch

(Polysorb 2/0). The distal catheter was passed to the incision area of the navel

through the subcutaneous tissue tunnel formed after the umbilical port removal, and

connected to the port. Port was fixed in the navel after the aponeurosis suturing.

Results: The operative time was 35–135 minutes. No early postoperative compli-

cations observed. 26 months follow-up revealed weight loss. Average% EWL at 6

and 12 months was 34, 56%, the same as for the standard laparoscopic methods.

Patients noted good cosmetic outcomes due to lack of visible scars on the anterior

abdominal wall (the post-multichannel port introduction scar is in the navel). One

case required band removal after 26 months because of slippage syndrome.

Conclusions: Our first results prove the possibility, safety and efficiency of

SILS-gastric banding. This method allows the best cosmetic effect due to

intraumbilical incision.

P.073 Changes in the Quality of Life in Patients with Morbid Obesity

After Gastric Banding Surgery

PRESENTER: V. Egiev
1

Co-authors: E. Zorin1, J. Mayorova1, I. Karev1, A. Meleshko1

1Treatment and reabilitation Center Ministry of Health and Social

Development the Russian Federation, Department of Surgery and Oncology,

Moscow-Russia

Introduction: Improving quality of life determines the gastric banding (GB)

result.

Materials and Methods: GBwas performed in 630 patients (mean age 38,5+/2.6

years, average BMI 39+/3.2 kg/m2). The control group included 50 people with

normal weight. GB patients available at 5 years after surgery (n=380) were

divided into two groups. First group A (n=240) presented body mass decrease

with subsequent stabilization. The second group B (n=140) presented weight loss

with subsequent regain. The study was questionnaire-based.

Results: The life quality index (LQI) in the control group was 125,7±6,8 points.

LQI in patients with morbid obesity before surgery (n=630) was 76,8 ± 3,25

points (p<0,001). In 5 years after the operation, the LQI in available patients

(n=380) was 101,6±4,8 (p <0,001). The group A patients have retained a

stable reduced body weight, their LQI was almost similar to healthy individuals

(115,3±2,83 points). Group B patients with increased body mass presented an

LQI closer to preoperative level (83,13±7,24 points) (p0,05).

Conclusions: The lower theweight, the higher the LQI. LQI level was high inGroupA
and similar to healthy individuals’ level in long-term period after the surgery. Dynamic

study of LQI has shown relationship between patient’s appearance and quality of life.

The better the appearance after obesity reduction and body weight stabilization, the

higher the LQI. Therefore, plastic surgery is necessary and of practical importance for

the results of obesity treatment.

P.074 Remote Results of Gastric Banding Surgery

PRESENTER: V. Egiev
1

Co-authors: E. Zorin1, J. Mayorova1, I. Karev1, A. Meleshko1

1Treatment and Reabilitation Center Ministry of Health and Social

Development the Russian Federation, Department of Surgery and Oncology,

Moscow-Russia

Introduction: Analysis of gastric banding results shows a fairly high efficiency,

especially during first years after the operation. In most patients overweight de-

creases by over 70% and comorbidity manifestations significantly reduce or disap-

pear. Nevertheless, there’s evidence of relapses in the late postsurgical period.

About 1/4 of patients require repeated surgery.

1130 OBES SURG (2013) 23:1017–1243



Materials and Methods: We performed 630 gastric banding from 2006 to 2012

(Patients mean age 38+/2.6 years). Prior to surgery, average body mass index

(BMI) was 39+/3,2 kg/m2. In the late postoperative period, 380 patients were

examined (60.3%). Operation effectiveness assessed by criteria: excellent results -

weight loss >30%, good 21-30%, satisfactory 15-20%, unsatisfactory - <15%. In

addition, the comorbidities frequency evaluated.

Results: In 1–1.5 years after surgery 311 patients (81.8%) had excellent and good

results; only 32 patients (8.4%) had poor results. The dramatic change occurs after

five years, when the poor results frequency increases almost 4-fold, reaching

42.2%. The analysis of comorbidities revealed that the frequency of hypertension,

diabetes, osteoarthritis, respiratory failure during first 1–4 years is greatly reduced.

The preoperative frequency of hypertension was 58% and 11% 4 years after,

diabetes - 14% and 2.3%, osteoarthritis - 71% and 29.6%, respiratory failure -

56.7% and 15.7%. Pickwick syndrome frequency is reduced by 20 times.

Conclusions: One of the effectiveness criteria is the decline in BMI by 25% and

it’s stability in 5 years period. Our data at 5 years after surgery show the 25.6%

rate, which is considered an acceptable result.

P.075 Slippage-syndrome Prevention After Laparoscopic Adjustable

Gastric Banding

PRESENTER: V. Egiev
1

Co-authors: E. Zorin1, J. Mayorova1, I. Karev1, A. Meleshko1

1Treatment and reabilitation Center Ministry of Health and Social Development

the Russian Federation, Department of Surgery and Oncology, Moscow-Russia

Introduction: Laparoscopic adjustable gastric banding (LAGB) is one of the

most effective bariatric operations. Slippage-syndrome is a late specific com-

plication in 2 - 25% of cases.

Materials and Methods: 630 patients were operated from2006 to 2012. 268 (43%)

patients required simultaneous fundoplication for hiatal hernia (Mainly Toupet 270 º

210 patients). Mean age 38±2,6 (22–62) years, mean body mass index (BMI) 39 ±

3,2 (31–51) kg/m2, 171 female, 97 male. Patients were divided into 2 groups (with

and without fundoplication). 81% and 70% of patients were available for examina-

tion at 1 and 2 years from surgery. Themaximum observation termwas 42months.

Results: Comparative early postoperative period observation gave no significant

difference between the groups. The average LAGB operative time 26,8+/8,3

minutes. Laparoscopic simultaneous operations average time was 39,4+/8,9

minutes. % EWL (% reduction of excess body weight) at 12, 24, 36 months for

both groups were comparable and averaged 76%, 78%, 67%, respectively.

Slippage-syndrome diagnosed in 20 cases (3.3%). 11 patients (1.8%) underwent

surgery, in 9 (1.5%) cases, a successful conservative treatment conducted.

Analysis revealed that slippage-syndrome developed in 17 cases (4.5%) after

gastric banding (n = 382), 10 patients were operated (band removed in 5 cases).

Notably that slippage-syndrome emerged only in 2 cases (0.75%) after banding

with simultaneous fundoplication (n = 268), both were operated (1 band position

correction, 1 band removed). (P>0,05)

Conclusions: The analysis shows fewer slippage-syndromes after gastric

banding with simultaneous fundoplication.

P.076 Connecting Tube Dehiscence During Abdominoplasty in Patients

with Gastric Band

PRESENTER: Y. Peker
1

Co-authors: H. Kar1, N. Cin1, E. Durak1, F. Tatar1

1Izmir Katip Celebi University, Ataturk Training & Research Hospital, Surgery,

Izmir-Turkey

Introduction: Connecting tube of gastric bands can be damaged during

abdominoplasty operation performed by plastic surgeons. Here we present two

cases of connecting tube dehissence as a result of extensive dissection during

abdominal wall reconstruction. This problem was corrected laparoscopically in

these patients successfully.

Method: Two female patients 32 and 33 years old (44 and 38 initial BMI scores

respectively) with the history of laparoscopic gastric banding underwent

abdominoplasty operation.The expected weigth loss stopped immediately

after this operation in both patients.

Results: During radiologic investigation the contrast material given through the port

was detected in free space and leak was seen through the connecting tube. It was

discovered that the distal end of the tube was also retracted to the abdomınal cavity.

This retracted part of tube was identified by using laparoscopy and the integrity of the

system was established laparosocpically. It was also retrospectively learned that the

connecting tube was cut during the abdominoplasty procedure performed by plastic

surgery team.

Conclusion: The connecting tube of gastric band can be damaged during

abdominoplasty procedure. This rare complication may interfere with consistent

weigth loss establihed after the index operation. However reconstructive surgery

teams should be informed by general surgery teams about the location of

this connecting tube within the abdominal wall in order to prevent its damage.

P.077 Single Center Experience of the Transumbilical Subfascial Port

Implantation in Adjustable Gastric Banding Surgery: A 3-year

Series of 83 Cases

PRESENTER: S. Kim
1

1Gil Medical Center, Gachon University of Medicine and Science, Department

of Surgery, Incheon-Korea, South

Introduction: The present study was retrospective review of the outcome of our

port implantation techniques in adjustable gastric banding surgery.

Method: We retrospectively reviewed the medical records of the patients who

underwent transumbilical subfascial port implantation between January 2010

and March 2013. After the intraabdominal procedure was completed, the left

anterior rectus sheath was incised about 2 cm longitudinally. A subfascial

space was created by muscle retraction and sponge stick swabbing. The

end of the tubing was grasped and pulled into the subfascial space, then the

port was connected to the tubing. The port was located under the rectus

muscle without fixation suture.

Results: In total, 83 consecutive patients were enrolled into our study. 70 were

female patients. The median age was 31 (16~54) years. The median BMI was

33.5 (28.7~50.1) kg/m2. In two patients, right subfascial space was used for

port implantation due to technical reason. There was not a single case show-

ing port infection during the immediate postop period. The median follow-up

was 20.8 (0.4~38.3) months. During the follow-up period, there was not a

single case showing skin erosion around the port, port site hernia, port protru-

sion, port leak, and port-tube disconnection. One patient showed partial port

inversion during her second trimester of pregnancy. All patients were satisfied

cosmetically due to the absence of large scar at port implantation site.

Conclusion: Our midterm results beyond the first postop year show that

subfascial implantation of the laparoscopic adjustable gastric banding port mini-

mizes port-related complications and is cosmetically acceptable.
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P.078 Laparoscopic Gastric Banding: A Review of First 25 Patients After

5 Years
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2
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Introduction: There are conflicting results concerning the efficiency of

Laparoscopic Adjustable Gastric Banding (LAGB). The aim of this study is to

determine the long term results of our first 25 patients after five years.

Method: Between December 2006 and September 2007, 25 consecutive

patients underwent to LAGB. All operations were performed with the same

surgeon by using pars flaccid a technique. The following data were analyzed:

The BMI before operation, Body Mass Index (BMI) loss at 1,2 and 5 years,

complications and reinterventions.

Results: Mean age of patients was 35.3 years (range, 22–56). The operative

mortality rate was zero. The mean BMI at preoperatively, 1 year, 2 and 5 years

was 43.6, 33.6, 31.7 and 36.5 respectively (p <0.01). Five patients (20%)

experienced minor complication with related port. Nine (36%) underwent

reoperations (two port problems, one pouch dilatation, 6 regaining of weight).

Of these 6 patients, 3 were switched to sleeve gastrectomy, one to roux-en-y

gastric by pass, one to biliopancreatic diversion and one only band removal.

Conclusions: As a conclusion, LAGB appeared to be a promising intervention

when the results at two years were analyzed. However, these results do not

persist in the long term according to our small series data.

P.079 Our Experience in Revisional Bariatric Surgery for Failed

Adjustable Gastric Banding

PRESENTER: H. Celik
1

Co-authors: O. Banli2, H. Altun1, R. Karakoyun3, A. Karip1, O. Aras1, F. Celik1,

K. Memisoglu1

1Fatih Sultan Mehmet Education and Research Hospital, General Surgery,

Istanbul-Turkey
2Ankara Cag Hospitals, General Surgery, Ankara-Turkey
3Antalya Educations and Research Hospital, General Surgery, Antalya- Turkey

Introduction: Complications of laparoscopic adjustable gastric bands (LAGB) are

well documented and may include migration, erosion, slippage, infection, pouch

dilatation and, rarely, gastric perforation. We describe our experience in revisional

bariatric surgery in patients with LABG.

Method: Between March 2008 and February 2013, 48 patients underwent

surgery for failed gastric banding. The most common reason for band removal

was failure to lose adequate weight. Forty patients were converted to other

bariatric procedures. Twenty-two patients underwent sleeve gastrectomy, 5

patients gastric bypass, 1 patient mini gastric bypass, 2 patients rebanding.

Results: The median duration of surgery was 85 minutes.

There was no need for conversion to open surgery. There was no leak

postoperatively and no other major postoperative complication.

Conclusion: We found that although LAGB appeared to be beneficial for

weight reduction and improving co-morbidities, significant rate of treatment

failure might limit the long-term effectiveness of LAGB. Concomitant revisional

procedure after removal of gastric band is safe and feasible. The operative

morbidity and mortality rate is low.

P.080 Is Gastro-Gastric Suturing Necessary in Laparoscopic Adjustable

Gastric Banding?

PRESENTER: V. Egiev
1

Co-authors: E. Zorin1, J. Mayorova1, I. Karev1

1Treatment and Reabilitation Center Ministry of Health and Social

Development the Russian Federation, Department of Surgery and Oncology,

Moscow-Russia

Introduction: Laparoscopic adjustable gastric banding is one of the safest and

most effective bariatric operations. Usual gastric band application technique impli-

cates gastro-gastric suturing around the band to secure it and prevent slipping.

Materials and Methods: From 2006 to 2012 we have performed 362 gastric

banding. From 2006 to 2010 the operations were performed with band

fixation with gastro-gastric suture (270 operations, group A). From 2011 to

2012 the operations were performed without band fixation (92 operations,

group B). Groups were compared by gender, age structure, body mass

index. The maximum observation period in Group A - 36 months, in group

B - 20 months.

Results: The average time of laparoscopic surgery stage in Group A was 28,3±6,1

(15–90)minutes; in groupB - 14±5 (9–25)minutes. In the late postoperative period

in group A slippage syndrome developed in 16 (4.4%) cases. Of these, 9 patients

were operated. The band was removed in 4 patients. In group B slippage

syndrome developed in 3 (3.2%) cases. Of these, 2 patients were operated. In

1 patient slippage syndrome was eliminated endoscopically without surgery.

Weight loss degree did not significantly differ between the groups. (P<0,05)

Conclusions: The analysis shows that lack of the band fixation leads to a signifi-

cant reduction in operative time, with no effect on slippage syndrome incidence.

P.081 Laparoscopic Gastric Banding for Obesity, a Single UK Centre

Experience

PRESENTER: M. Alfa-Wali
1

Co-authors: J. Hollingshead1, J. Skipworth1,G. Bonanomi1, J. Smellie1,

J. Thompson1, E. Efthimiou1

1ChelseaandWestminsterNHSFoundationTrust, Surgery, London-UnitedKingdom

Introduction: Obesity is a pandemic problem that has multifaceted effects on

public health. Surgery for obesity has shifted from primarily being for weight

loss to being for metabolic disease such as diabetes. (LAGB) We present the

13-year outcome of LAGB from a single UK centre.

Methods: A prospective bariatric database was used to identify patients that

had Laparoscopic adjustable gastric bands LAGBs placed between 1999 and

2012. The demographic details, co-morbidities, weight loss and complications

associated with the placement of the gastric bands were identified.

Results: There were 731 LAGB (144 males and 587 females) placed during the

period with a median age of 37 (range 17–71) years. This included patients with

type 2 diabetes (n=129), type 1 (n=9), hypertension (n=251) and obstructive

sleep apnoea (n=83). The initial median weight of the patients was 125.7kg with

a median BMI of 42.3 (range 24.7-80.0) kg/m2. Twenty-two patients (3%) had

complications associated with their bands due to slippage. Seventy patients

(10%) went on to have further bariatric procedures. The percentage excess

weight loss (% EWL) and follow up over 5 years shown in the table. There was

no mortality associated with the LAGB surgery in our patient cohort.

% Excess weight loss Year 1 Year 2 Year 3 Year 4 Year 5

<25 40% 36% 22% 23% 23%

25-49 43% 36% 40% 42% 33%

50-74 13% 20% 27% 24% 28%

>75 4% 8% 11% 11% 16%

% Follow up 97 91 82 75 75

Conclusion: LAGB is a safe option for the management of obesity in patients

with metabolic disease as a primary procedure. Patients achieve an accept-

able and sustained good weight loss over a 5 year follow-up period.
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Introduction: Laparoscopic greater curvature plication (LGCP) is an emerging

procedure. Its potential advantages are simplicity, good weight loss, low com-

plication rate and reversibility.

Methods: In the time from 1.1.2011 to 15.2.2013 together 100 proce-

dures were performed. The antropometric parameters, weight loss and

complication rate was measured prospectively. Until September 2012

two rows of continuos stitches for inversion of the greater curvature

were used, afterwards only one row plication was performed. Indication

for the procedure was done according standard IFSO criteria. Expected

good patients compliance according psychologic examination was

needed.

Results: In the group there were 21 mean and 79 women, average age

was 44,83 years, average weight 118 kg and BMI: 41.3. The excess

weight loss (EWL) in the whole group was 39,06 % ( mean follow up

time 7 month). In the subgroup of patients with follow up minimally one

year the EWL was 51,94%. Total complication rate was 13 %.

Perforations of gastric wall was observed in 4 cases. The urgent reoperation

was necessary. In 9 cases the plication release was found. From these in 6 cases

the re-plication was done. Total reoperations rate was 10 % so far. Zero mortality

was observed.

Conclusion: Laparoscopic greater curvature plication was presented as a

simple, safe procedure, with low complication rate and good EWL. The authors

results has proved that LGCP has good results in short time in weight loss, but

there is higher complication and reoperation rate. The introduction of LGCP

into surgical practice should be very careful.

P.083 Retrospective Analysis of Three Different Techniques in

Laparoscopic Gastric Greater Curvature Plication

PRESENTER: R. Kutanis
1

Co-authors: M. Tokocin1, H. Bilge1, S. Arici1, O. Karagulle1, F. Celebi1

1Bagcilar Training and Research Hospital, Surgery, Istanbul-Turkey

Introduction: Gastric plications can be done to the front side of the stomach or

to the greater curvature. The main reason we preferred gastric greater curva-

ture plication (ggcp) is to limit the volume of stomach as much as possible with

its own wall curves. Our aim was to find the most suitable technique by using

and comparing the results of 3 different techniques that we had used in the

operations.

Methods: From November 2010 we managed n=296 operations. In the first

n=113 patients we applied 2 row plications (n=95;0 silk suture, n=5;0

polyproplene). The patients experienced intensive dyspeptic symptoms and

we observed complications in the endoscopic evaluation such as gastric webs,

ulcerations and invagination of the plicated stomach (conclusion of

disrupted/broken stitches). Following n=20 patients we applied continuous

suture with 3 row plications (0 polyproplene). We observed a decrease in the

gastric symptoms. We developed this technique by applying continuous suture

with 4 row plications (0 polyproplene). We observed significant decrease in the

dyspeptic symptoms and complications such as gastric webs or disruption of

the fold.

Results: In the article we compared 3 different methods with the details of the

techniques and the mortalities through the follow-ups and we wanted to attain

the most suitable technique.

P.084 Mini Gastric Bypass in the Treatment of Prader Willi Syndrome. A

Case Report with Two Years of Follow Up

PRESENTER: M. Musella
1

Co-authors: M. Milone1, M. Leongito1, P. Maietta1, P. Bianco1, A. Pisapia1,

C. Taffuri1, D. Gaudioso1

1"Federico II" University, Advanced Biomedical Sciences Dept. – General

Surgery, Naples-Italy

Introduction: Prader-Willi syndrome (PWS) is a genetic disorder mainly char-

acterized by hyperphagia and early-childhood onset obesity. Because of be-

havioral and cognitive problems causing the failure of any dietary control

program, bariatric surgery appears to be the appropriate therapy in these

patients. In this study we present our experience of treating PWS-associated

obesity with laparoscopic mini-gastric bypass (LMGBP). This is the second

published case of PWS treated by LMGB so far.

Patient and Method: A 16 y.o. boy with PWS, BMI of 54,8 Kg/m2 , hypertension

and frequent severe sleep apnea crisis, was referred to our department. The

patient underwent a LMGB at about 190 cm from the Treitz ligament. Main

preoperative parameters as BMI, ghrelin levels, CPK. Hb A1C, arterial pres-

sure and EGA were respectively: 54,8 Kg/m2 ; 1163,7 pg/ml; 148 u/L; 5,9%;

150/100 mm/Hg; 95% sat O2.

Results: The postoperative period was uneventful and the young patient was

discharged five days following surgery. Two years later main parameters are:

BMI 40.6 with an EWL of 44 %; fasting plasma acyl ghrelin 353,1 pg/ml; CPK

65 u/L; Hb A1C 5,1 %; arterial pressure 130/75 mmHg without therapy and

99% sat O2. The resolution of sleep apnea disorder has been recorded as

well. An oral multivitamin and iron implementation is daily administered in

order to treat iron deficiency anemia.

Conclusion: Although larger series and longer follow up are needed, according

to these data, LMGBP seems to be a valid approach for the treatment of PWS-

associated obesity.

P.085 Immediate Results of Laparoscopic Gastric Bypass Surgery

PRESENTER: V. Egiev
1

Co-authors: E. Zorin1, J. Mayorova1, I. Karev1, A. Meleshko1

1Treatment and Reabilitation Center Ministry of Health and Social

Development the Russian Federation, Department of Surgery and Oncology,

Moscow-Russia

Introduction: Gastric bypass surgery is a "gold standard" in bariatric

surgery.

Materials and Methods: 139 operations performed from 2005 to 2012. Of

these, 112 (80.5%) were laparoscopic (study group), and 27 (19.5%) were

open (control group), male/female ratio 1:4 and 1:1.7, mean age 37,8±9,8 and

46,4±9,4 years (p>0.05), BMI was 45,3±6,3 kg/m2 and 50,5±8,6 kg/m2, re-

spectively (p>0.05). 77.7% of study group patients and 88,8% of control group

had co-morbidities. Three cases (2.7%) in study group required conversion to

laparotomy due to severe visceral obesity and technical difficulties in

gastrojejunostomy. 5 simultaneous operations performed - 4 cholecystecto-

mies and 1 phlebectomy, their frequency in control group was 40.7% (11

patients).7 cases required herniotomy for postoperative hernia, 2 - for umbil-

ical hernia and one - inguinal herniotomy and cholecystectomy.

Results: Operation time was 178,5±32,8 min in the study group and 122,4

±23,9 in control,(<0,05). No lethal cases. Study group had 10 cases of early

complications (8.9%): intra-abdominal bleeding (2); subhepaticus abscess (1);

torsion of the abductor intestinal loop (1); omentum and intestine strangulation

in the trocar-site (2); anastomotic stenosis (2). Control group: 3 complicated

cases (11.1%) - obstructive bronchitis, festering wound, anastomotic ulcer.

Mean hospital stay was 5,6±1,4 days in main group and 10,4±2,1 in control

(p<0.05). Study group patients required less potent painkillers and had shorter

rehabilitation period.
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Conclusions: Reported data suggest that laparoscopic gastric bypass doesn’t

increase the incidence of complications (8.9% vs. 11.1%), and significantly re-

duces the hospital length-of-stay and rehabilitation period.

P.086 Barbed Suture and Endo-Lineal Stapler for Closure of the

Gastrojejunal Anastomosis in Laparoscopic Gastric By-pass

PRESENTER: F. Garcia-Moreno Nisa
1

Co-authors: J. Galindo Alvarez1, J. Herrador1, I. Botella1, P. Carda Abella1

1Hospital Ramon Y Cajal, Obesity Surgery Unit, Madrid-Spain

Introduction: Laparoscopic Roux-en- Y gastric bypass is the bariatric most used

surgical procedure for morbid obesity treatment. The procedure is best standard-

ized but there are different ways to performer the gastrojejunal anastomosis. The

aim of this study is to establish the safety and efficacy of this type of anastomosis.

Methods: A retrospective study of 60 consecutive patients between May 2011

and January 2013 was performed. The surgical techniques was standardized

and a retrogastric antecolic gastrojejunal anastomosis was performed with a

12 mm endo- lineal stapler and a continous barbed suture in the anterior

anastomosis side. Oral intake was progressively increased after a metiline-

blue test control. The following data were recorded: age, sex, body masss

index, American Society of Anaesthesiology Score, operative time, leght of

hospital stay and complications (mainly gastric fistula or anastomotic steno-

sis). All the patients were monitored at postoperative months 1 and 3.

The aim of this study is to establish the safety and efficacy of this type of

anastomosis.

Results: There was no mortality or conversion to laparotomy. There was only 1

fistula. No strictures were observed in any of 60 patients. The length of hospital

stay was 4.7 days. No significant postoperative bleeding was observed.

Conclusions: The used of barbed suture and endolineal stapler for closure the

gastrojeunal anastomosis in laparoscopic gastric by-pass is safe in terms of

leaks and stenosis. This technique could be included in the standard LRYGB.

P.087 Revision of Nissen Fundoplication to Roux-En-Y Gastric Bypass

with the Robotic System Da Vinci

PRESENTER: C. Pappis
1

Co-authors: N. Pararas1, D. Kotsakou1

1DTCA Hygeia, 3rd Surgical Department, Athens-Greece

Introduction: Gastroesophageal reflux disease (GERD) is highly prevalent

among morbidly obese patients. Most of the morbidly obese patients presenting

for laparoscopic Roux en-Y gastric bypass (RYGB) have symptoms of chronic

GERD. In these patients, antireflux procedures such as Laparoscopic Nissen

Fundoplication (LNF) are reported to have a higher failure rate. Laparoscopic

Roux en Y gastric by-pass is becoming the treatment of choice for GERD in the

morbidly obese population.

Methods:We describe a case of a 63-year-old patient with a previous LNF and

significant weight gain. The patient presented with BMI 42kg/m2 and recurrent

GERD. We decided to reverse the fundoplication and perform a RYGB using

the robotic Da Vinci system.

Results: 2 years after surgery, a significant weight loss was achieved with

excess weight loss 77% and a BMI of 33kg/m2. Parallel to that, complete

remission of sleep apnea, back pain and arthritis of the right hip have been

noted together with amelioration of hypertension. GERD symptoms have

been eliminated.

Conclusions: The conversion of a Nissen fundoplication to RYGB is always a

challenge to the surgeon. RYGB though, appears to be the best alternative for

the morbidly obese patient with GERD and previous antireflux surgery. The

surgeon has to choose between keeping the wrap or revise it. With the robotic

system, the revision of the upper gastric area is much facilitated. Thus, a

standard RYGB can be performed without any residuals from the previous

operation. No morbidity has been noted.

P.088 A Rare Case of Hypothalamic Obesity Treated with Long Limb

Gastric By Pass in a Patient Who Was Priorly Operated for

Craniopharyngioma

PRESENTER: C. Pappis
1

Co-authors: D. Kotsakou1, N. Pararas1

1DTCA Hygeia, 3rd Surgical Department, Athens-Greece

Introduction: Obesity deriving from hypothalamic disorders is a serious condi-

tion that lacks any documented therapeutic protocol. Only a few cases have

been presented in the global literature.

Method: We, hereby present our experience with a 29 years old female

patient with hypothalamic type morbid obesity, who was priorly operated

at the age of 8 years for a craniopharyngioma. The patient presented

with Body Mass Index (BMI) 38kg/m2, with obstructive sleep apnea and

musculoskeletal problems.

Results: The patient underwent long limb gastric by- pass. 3 years after

surgery, she keeps an Excess Weight Loss (EWL) of 75%, and her BMI has

significantly diminished to 27.5 (Height 1,65m, Weight 75kgr). Parallel to that,

sleep apnea, back pain and arthritis have been cured.

Conclusions: Patients with hypothalamic type obesity may be treated with a

long limb gastric by-pass but physicians of multiple specialties, such as sur-

geons, endocrinologists and neurologists, must cooperate in order to achieve

the best expected results in such patients.

P.089 Incidence of Symptomatic Ulceration Post Laparoscopic Roux-en-Y

Gastric Bypass (LRYGB)

PRESENTER: W. Lynn
1

Co-authors: A. Butler1, S. Ramar1, A. Al-Hamdani1, M. Howlader1, D. Heath1,

P. Sufi1

1Whittington Health, Bariatric Surgery, London-United Kingdom

Background: Studies demonstrate no difference in complication rates between

sutured and stapled anastomoses. Previous studies have also shown post-

operative anastomotic ulceration rates of 1-16%1 which may be associated with

Helicobacter pylori (HP) infection. Evidence suggests conservative management

for post-operative anastomotic ulceration is effective2.We report the incidence of

anastomotic ulceration after 357 consecutive LRYGB performed at our institution.

Methods: This is a retrospective study based upon prospectively collected

data from 357 patients who underwent a LRYGB between 2007 and 2012. All

procedures were carried out by two consultant surgeons; one used staples to

close the gastro-enterostomy for the gastro-jejunal anastomosis while the

other used sutures. The incidence of ulceration, the number of endoscopies

required, the incidence of HP detection and the prevalence of smoking in the

group were all recorded.

Results: Ten patients presented with anastomotic ulceration (2.8%). In the

stapled group (n=154) seven (4.5%) patients represented with symptomatic

anastomotic ulceration within the study period. In the sutured group (n=203)

three patients (1.5%) represented with symptomatic ulceration. No statistical

significance was found between the groups (p=0.08). All patients were treated

conservatively and healing confirmed by repeat gastroscopy. Helicobacter

pylori was tested for in 3 out of the 10 patients. This was negative. Two of

the 10 patients were smokers, both of whom were in the stapled group (p>0.1)

Conclusion: A trend of increased incidence of anastomotic ulceration was

observed in stapled closure of the gastrojejunal enterostomy when compared

to sutured closure. Conservative management of gastric ulceration post

LRYGB is a valid treatment.

P.090 The Redo Experience of Two Bariatric Surgery Center
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Co-authors: C. Kayaalp2, M. Sertkaya1, O. Gozeneli3

1134 OBES SURG (2013) 23:1017–1243



1Sutcu Imam University, Department of Surgery, Kahramanmaras- Turkey
2Inonu University, Department of Surgery, Malatya-Turkey
3Malatya Government Hospitals, Department of Surgery, Malatya- Turkey

Introduction: Although Redo surgery in bariatric surgery is becoming as an

important issue it has high complication rates, and there is no consensus on

the standardized surgical approach to redo surgery. We aimed to review the

redo surgery procedures performed in two institute.

Method: A retrospective review of a prospectively maintained database

was performed in two institute. Seventeen of four hundred and sixty-eight

(Prior Laparoscopic Sleeve gastrectomy (LSG) or gastric bypass (GB)

predominantly) were reoperated due to mechanical complications or in-

adequate weight loss. Data including age, gender, indication of redo

surgery, preoperative body mass index (BMI), percentage of excess

BMI and postoperative complications were reviewed for all patients un-

dergoing a redo surgery.

Results: Mean age was 35±3 years, and 12 were female. In thirteen patients

with previous laparoscopic adjustable gastric banding (LAGB), there were

mechanical side effects (10 cases), inadequate weight loss (two cases) and

one patient with priory success but taken off the LABG himself. In one patient

with previous intragastric balloon, mechanical complications was the indication

of redo surgery. Inadequate weight loss was the surgery indication for one

patient with previous LSG and one patient with previous laparoscopic

gastric plication.

Open or laparoscopic GB was performed 13 of 16 patients; LSG was

performed to 3 patients and revision of open non diverted gastric bypass to

open diverted gastric bypass, cholesistectomy and ERCP for one patient with

gastrocolic fistula. At the mean 16 months follow up, the mean BMI and

percentage of excess BMI were 32.4kg/m2 and 45.3 %, respectively. There

were three wound infection.

Conclusion: Our study suggests that redo bariatric surgery can be performed

with satisfactory shortterm weight loss and low complication rates.

P.091 Intussusception: Acute Abdominal After Roux-en-Y Gastric

Bypass

PRESENTER: G. Alvarez
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Co-authors: E. Faria2, D. Girardon2

1SOBED, Surgery, Santa Maria-Brazil
2Surgery, Santa Maria-Brazil

Background: Retrograde (reverse) intussusception of the jejunum is thought to

be a very rare occurrence. In a series of 2.000 patients undergone RYGB

surgery, 2 patients present abdominal acute obstruction for intussusceptions

of the jejunum.

Methods: We describe the clinical and radiologic presentation of a case of

jejunojejunal intussusception in 2 patients after Roux-en-Y gastric bypass.

Results: A 39-year-old female presented 1 year after opening Roux-en-Y

gastric bypass with colicky abdominal pain, vomiting and inability to pass

flatus. She had lost 100% of her excess weight after surgery and her body

mass index had dropped from 40 to 25 kg/m(2). The computer tomography

showed target signal in sausage. At exploration, a retrograde intussusception

of the small bowel was noted distally to the jejunojejunostomy causing

obstruction of the alimentary and biliopancreatic limb and gastric rem-

nant. The intussusception was irreducible with signs of bowel ischaemia

and required excision. The second patient 32-year-old female presented

8 months after opening Roux-en-Y gastric present the same symptoms and

undergone surgery a intussusception was identify in jejunum limb. The patients

made an uneventful recovery. Colicky abdominal pain in a bariatric patient

persistingmore than 4 hmandates urgent investigation with abdominal computed

tomography.

Conclusion: Retrograde intussusception of the jejunum after gastric by-

pass is probably more common than previously believed. Although resec-

tion and revision of the area of intussusception appears to be effective,

more information is needed about the treatment and possible prevention

of this disorder.

P.092 ACS NSQIP Experience of Super-Super Obese Undergoing

Laparoscopic Gastric Bypass

PRESENTER: B. Schirmer
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Co-authors: B. Turrentine1, M. Dahman2

1University of Virginia, Surgery, Charlottesville-United States
2Mercy Fairfield Hospital, Surgery, Ohio-United States Minor Outlying Islands

Introduction: There is limited outcome data for super-super obese patients,

those with BMI 60 kg/m2, who seek surgical treatment with gastric restrictive

procedures.

Methods:We reviewed ACSNSQIP data for a single institution’s experience with

laparoscopic gastric bypass in patientswith a BMI 60 or greater fromFebruary 20,

2002 through November 23, 2012 which represents 13% (146/1125) of laparo-

scopic gastric bypass procedures performed at this institution.

Results: Table

BMI 60 BMI 70 BMI 80

Volume 105 32 9

Age 42 37 39

LOS 3 2.4 3.1*

Gender/ female 78% (82/105) 69% (22/32) 67% (6/9)

Race/ white 70% (74/105) 66% (21/32) 56% (5/9)

Preoperative Weight/pounds 388 448 518

Preoperative BMI 64 73 82

Preoperative Comorbidities 204 69 17

Dyspnea on exertion 68% (71/105) 75% (24/32) 67% (6/9)

Hypertension 64%(67/105) 72% (23/32) 56% (5/9)

Diabetes 36% (38/105) 44% (14/32) 33% (3/9)

Operation time (minutes) 190 190 180

Complication events 21 4 11

Patients with complications 11 3 2

Reoperation within 30 days 7% (7/105) 6% (2/32) 33% (3/9)

Readmission 1% (1/105) 0 0

6 month BMI 48 54 58

1 year BMI 43 45 54

2 year BMI 40 41 50

3 year BMI 41 40 35

4 year BMI 41 40 36

Mortality 2% (2/105) 0 11% (1/9)

*removed one outlier with 108 day hospitalization

Conclusion: Laparoscopic gastric bypass procedures provide durable weight

loss although with increased risks of mortality for patients with BMI 60 or

greater with multiple comorbidities.

P.093 Revision Laparoscopic Roux-en-Y Gastric Bypass After Open

Nissen Fundoplication
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Background: We present a case of a morbidly obese patient with previous

open Nissen fundoplication who was successfully treated by revision to a

laparoscopic Roux-en-Y gastric bypass (RYGB).

Methods: The morbidly obese patients with body mass index (BMI) of 42 kg/m (2)

underwent laparoscopic revision of laparoscopic Nissen fundoplication to RYGB by

our group. Important steps of the revision include lysis of all adhesions between the

liver and the stomach, dissection of the diaphragmatic crura and gastroesophageal fat

pad, reduction and repair of hiatal hernia and complete take-down of the

wrap to avoid stapling over the fundoplication which can create an obstructed,

septated pouch.

Results: The operative time was 3 hours and length of stay was 72 hours.

There were no anastomotic leaks. At a mean follow-up of 4 months, body

mass index (BMI) loss was 33 and comorbid conditions were improved.

Gastroesophageal reflux disease evaluation with the Gastroesophageal reflux

disease health-related quality of life (GERD-HRQL) scale showed a significant

reduction of Gastroesophageal reflux disease scores postoperatively.

Conclusions: Although laparoscopic RYGB after antireflux surgery is technically

difficult and carries higher morbidity, it is feasible and effective in the treatment of

recurrent Gastroesophageal reflux disease in morbidly obese patients.

P.094 Longitudinal Versus Transverse Gastrojejunostomy During RYGB

for Morbid Obesity: Impact on Marginal Ulcer Rate and Excess

Weight Loss

PRESENTER: A. Okrainec
1–2

Co-authors: F. Saleh1–2 , L. Ambrosini2, S. Cassie1–2, J. Gnanasegaram2,

C. Mueller1–2, T. Jackson1–2

1University Health Network, University of Toronto, General Surgery, Toronto-

Canada
2University Health Network, General Surgery, Toronto-Canada

Introduction: We have previously shown that transverse enterotomy closure

significantly reduces gastrojejunostomy (GJ) stricture rates after laparoscopic

Roux-en-Y gastric bypass (RYGB) for morbid obesity compared to longitudinal

closures. The objective of this study was to compare marginal ulcer (MU) rates

and percent excess weight loss (%EWL) between the two closure techniques.

Methods: Retrospective review of consecutive RYGB patients between 2009–

11. MU rates based on endoscopy findings and %EWL were recorded.

Multivariable logistic and linear regression was used to compare MU rates

and %EWL in the different GJ closure techniques respectively.

Results: Of the 197 total patients, 97 (49.2%) had longitudinal closures and 100

(50.8%) had transverse closures.Meanage andBMI of the study populationwere

44.4 (SD 10.0) and 48.1 (SD 7.1) respectively. There were no statistical differ-

ences between baseline characteristics. MUs occurred in 23 (11.6%) patients, 7

(7.2%) in the longitudinal and 16 (16.0%) in the transverse groups, OR 2.45 (0.89,

7.37; P=0.055). Controlling for obstructive sleep apnea and hyperlipidemia in our

multivariate model, MU rate was significantly higher in the transverse closure

group, OR 2.63 (1.02, 6.79; P=0.046). The mean %EWL was 69.1% in the

transverse and 71.3% in the longitudinal groups (P=0.67). There remained no

statistical difference in %EWL after adjusting for baseline characteristics.

Conclusions: In exchange for a lower postoperative GJ stricture rate, there is a

significant increase in MUs after transverse GJ closure post-RYGB, while

%EWL appears unaffected. Further research is needed to determine potential

causes of this increase in MU rate.

P.095 Outcome Analysis of Single Incision vs Traditional Multiport

Sleeve Gastrectomy: A Matched Cohort Study

PRESENTER: A. Salamat
1

Co-authors: A. Gomberawalla1, A. Torquati2, R. Lutfi1

1Saint Joseph Hospital Chicago Institute of Advanced Bariatric Surgery,

Surgery, Chicago-United States
2
Duke Universtiy, Surgery, Durham-United States

Introduction: Single incision laparoscopy continues to gain momentum in

laparoscopic surgery, but remains controversial due to technical challenges.

In the sleeve gastrectomy (SG), these technical challenges are thought to

cause suboptimal outcomes. This study aims to evaluate the feasibility and

equivalency of the single incision SG (SISG) when compared to the traditional

multiport (MPSG) approach in a matched cohort.

Method: This is a retrospective analysis of prospectively collected data in a

consecutive cohort of 113 SG (MPSG=77, SISG=36). The 36 patients who

underwent SISG were included as the case group for a matched cohort study.

Thirty-six MPSG patients were included in the control group, in 1:1 ratio with

cases after matching for BMI, race, age and gender.

Operative time (OT) in minutes and length of stay (LOS) in days was mea-

sured and excess weight loss (EWL) at six months and one year was collected

for these patients.

Results: Mean BMI for the two groups was equivalent (SISG 42.06, MPSG

43.72, p=0.06). Mean OT for the SISG group was 116.78 and 118.25 for the

MPSG group (p= 0.84), and mean LOS was 1.80 for the SISG group and 1.75

for the MSPG group (p=0.75). EWL at six months was 58.4% for the SISG

group and 58.5% for the MPSG group (p= 0.98) and 72.3% and 74.1%

(p= 0.77) for one year respectively.

Conclusion: Sleeve gastrectomy can be performed safely using single incision

techniques with equivalent outcomes for weight loss while offering

better cosmesis.

P.096One-stepConversion of Failed Adjustable Gastric Banding to Sleeve

Gastrectomy: A Short-term and Medium-term Effective Option

PRESENTER: J. Soufron
1

1Clinique Notre Dame, Digestive Surgery, Vire-France

Introduction: Gastric banding (GB), a low risk procedure, has a significant

incidence of long term failure. When removing the band, a one-step conver-

sion to sleeve gastrectomy (SG) is an option.

Methods: retrospective analysis of our series. 12 patients benefited from

a conversion from GB to SG on a 27 months period. We did no two-step

procedure during this period.

Results: No patient was lost to follow up. All were female, mean age 49

(34–63), wearing an adjustable band for 10 years on average (5–15). The

causes of failure were: band at the oesophagogastric junction (5), esoph-

ageal dilation (3), mechanical problem (2), gastric dilation (1), psycholog-

ical intolerance (1). There was no infection, no intra-gastric migration. The

average weight excess (WE) was 47 kg (37 to 63), the average BMI was

39.2 (34 to 44).

The operating time was 117 minutes (55–224), and 107 minutes by excluding

the particular case of the patient presenting with a dilation of the proximal

stomach which was herniated as a large paraoesophagal hernia. The

length of stay was 5.1 days (4–6). There was no immediate post-

operative complication.After an average of 12.9 months (1–27) the % of WE

loss is 52 %, or – 8.25 points of BMI. For the six patients with more than 12

month follow up, these figures are 68 % and - 10 points. The main medium-term

problem was reflux.

Discussion: A one-step procedure is a reliable option. An evaluation on larger

and longer-term studies is necessary.

P.097 Hand-assisted Laparoscopic Sleeve Gastrectomy

PRESENTER: M. Sahin
1

Co-authors: H. Yilmaz1, H. Alptekin1, F. Acar1, E. Kafali1, A. Calisir1

1Selcuk University, General Surgery, Konya-Turkey

Introduction: Laparoscopic sleeve gastrectomy (LSG) is emerging as a popu-

lar bariatric procedure. LSG is typically necessitates four to seven trocars and

five to nine laparoscopic linear stapling device. We have modified the tech-

nique about stapling.
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Methods: Twenty-two patients underwent LSG between February 2012 and

January 2013. We performed hand assisted LSG in seven of them. In this

technique, standard LSG procedure was performed except laparoscopic linear

stapling stage. After the mobilization of great curvature, we made approx-

imately 5 cm incision above the umbilicus. We placed 80 mm linear stapling

device, which is used in open surgery, into the abdomen. The stapling was

performed by using 80 mm linear stapler device. The stapling necessitates

four 80 mm linear stapler device.

Results: The procedures were successfully performed in all patients. None of

the patients required conversion to an open procedure. LSG and Hand-

assisted LSG techniques were not different in postoperative hospital stay

and operative time. There were no mortalities or postoperative complica-

tions noted during the follow-up period. The cost of LSG is eight times

higher than that of Hand-assisted LSG because of expensive laparoscopic

stapling devices.

Conclusion: Hand-assisted LSG is not only safe and technically feasible but

also has lower cost.

P.098 Sleeve Gastrectomy in Surgical Treatment of Obesity

PRESENTER: I. Todurov
1

Co-authors: L. Bilianskyi1, O. Perekhrestenko1, O. Kalashnikov1, S. Kosiukhno1

1National Institute of Surgery and Transplantology Named By O.O. Shalimov,

Department of Gastrointestinal Surgery, Kiev-Ukraine

Introduction: The prevalence of obesity is increasing worldwide. Single-stage

sleeve gastrectomy (SG) may represent an effective surgical option for obe-

sity. The aim of this study was to examine the effectiveness and safety of SG

as a primary step for reduction of obesity-related co-morbiditie.

Methods:We studied 35 patients (10 males, 25 females), mean age – 42±11.7

years (range 16–68 years), mean body weight – 127.9±37.7 kg (range 85–240

kg), mean excessive body weight – 65.9±31.4 (32–168), mean BMI 44.3±9.5

kg/m2 (range 33.5-77.5 kg/m2) who underwent SG (laparoscopic – 17, open –

18) from 2010 to 2012.

Results: Arterial hypertension, dyslipidemia, type 2 diabetes mellitus (T2DM) were

diagnosed preoperatively in 20 (57.1%), 19 (54.2%) and 8 (22.9%) patients respec-

tively. Mean risk of morbidity and mortality was calculated from P-POSSUM – 10.2

±6.7% and 0.5±0.4% respectively, due to influence of cardiovascular and respira-

tory obesity-related diseases. Mean operative time was 110±19.4 min (range 78–

198 min), mean intraoperative blood loss – 102.9±48.4 ml (range 50–200 ml).

There were no major perioperative complication, necessity of readmission and

mortality in our patients. Median percent excess weight loss – 57.1% and 67.8%

at 12 and 18 months after operation respectively. Hypertension, dyslipidemia,

T2DM completely resolved in 14 (70%), 13 (68.4%), 5 (62.5%) patients with

sufficient reduction of co-morbidities in other cases.

Conclusion: SG is a safe and effective restrictive technique to achieve marked

weight loss as well as significant reduction of obesity-related co-morbidities

with an acceptable operative time, intraoperative blood loss and perioperative

complication rate.

P.099 Laparoscopic Sleeve Gastrectomy with Psd-V Staple Line

Reinforcement

PRESENTER: F. Garcia-Moreno Nisa
1

Co-authors: J. Galindo Alvarez1, S. Corral Moreno1, J. Herrador1, P. Carda

Abella1

1Hospital Ramon Y Cajal, Obesity Surgery Unit, Madrid-Spain

Introduction: Laparoscopic sleeve gastrectomy (LSG) as a primarily restrictive

bariatric surgical procedure has been shown to be effective in produccing

marked weight loss. However, LSG associated gastric leakage and hemor-

rhages remain the most important challenges postoperatively. PSD-Vstaple

line reinforcement has been suggested to reduce these postoperative

complications. Our objective was to asses this reinforcement system in mor-

bidly obese patients undergoing LSG focusing on postoperative complications.

Methods: Between November 2010 and March 2012, we retrospectively reviewed

the medicals records of 85 consecutive patients that underwent LSG with PSD-V

staple line reinforcement at an universitary hospital with large experience in bariatric

surgery. Study endpoints included mean BMI, operative data, conversion to laparoto-

my, intraoperative complications, bleedingand fistula ratesanddurationof hospital day.

Results: Mean weight was 130.5 kg (range,05 -171) and mean preoperative

BMI was 45.1kg/m(2) (range38-64). The mean operating time was 95 minutes

(range50-210). One patient required conversion to laparotomy. The incidence

and severity of intraoperative staple line bleeding was not specifically calcu-

lated but was visually noted to be minimal in all cases. The 97% of patients had

not significant drain fluid and blood transfusion was necessary in one case.

Postoperative course was uneventful in 98% patients, not gastric fistula was

observed in any case. The median duration of hospital stay was 3.5.

Conclusions: LSG is a safe procedure. PSD-V is easy to load on the stapler, and

no operative complications related to the use. Not significant intraopaerative or

postoperative bleeding was observed with PSD-V collagen matrix and it is safe

line reinforcement in terms of prevent bleeding and gastric leakage.

P.100 Outcomes of Sleeve Gastrectomy and Predictors of Success

PRESENTER: A. Goulart
1

Co-authors: J. Maia da Costa1, F. Manso1, M. Pereira2, A. Fernandes3, P. Leao4

1Hospital of Braga, General Surgery, Braga-Portugal
2Hospital of Braga, Endocrinology, Braga-Portugal
3Hospital of Braga, Nutricionist, Braga-Portugal
4Life and Health Sciences Research Institute (ICVS) University of Minho,

Braga-Portugal

Introduction: Laparoscopic sleeve gastrectomy (SG) is currently emerging

as a bariatric surgery technique. We report our experience with SG and

identify possible predictive factors of weight loss.

Methods: Observational retrospective study of 250 SG. All SG preformed in

our institution were included despite of having been done as primary surgery

or redo surgery in the context of failure or complication of a previous bariatric

surgery. Weight loss data was collected only in patients who underwent SG as

primary surgery. Multifactorial analysis was conducted.

Results: Mean operative time was 119 minutes, with conversion to open SG

being necessary in 2,0%of the patients. The 30-day overall morbidity was 15,6%,

mostlyminor complications (10,8%). There were two deaths (0,8%) related to the

surgery. The readmission rate was 9,3% and the reintervention rate was

5,6%.There were leaks in 2,8% of patients. Mean percentage excess weight loss

was 79,9% at one-year after surgery and 80,5% at two-years. Factors that related

to weight loss were: bodymass index (BMI) pre-surgery, young age (less than 40

years) and absence of comorbidities. In the multifactorial analysis, BMI pre-

surgery and agewhere the factors thatmost influenced the amount of lost weight.

Conclusion: Despite laparoscopic SG surgery being one of the most recent

bariatric procedures, the results of this study support its use in the surgical

management of morbid obesity.

P.101 Quality of Life After Sleeve Gastrectomy: What can Be Improved?

PRESENTER: A. Goulart
1

Co-authors: J. Maia da Costa1, F. Manso1, M. Pereira2, A. Fernandes3, P. Leao4

1Hospital of Braga, General Surgery, Braga-Portugal
2Hospital of Braga, Endocrinology, Braga-Portugal
3Hospital of Braga, Nutricionist, Braga-Portugal
4Life and Health Sciences Research Institute (ICVS) University of Minho,

Braga-Portugal

Introduction: Quality of life (QoL) improvement is one of the most important

aspects of bariatric surgery alongside with weight loss and comorbidity
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resolution. The present study aims to evaluate the improvement of quality of

life (QoL) in obese patients submitted to sleeve gastrectomy (SG).

Methods: Cross-sectional study of 57 obese patients in a waiting-list for

bariatric surgery and 105 patients who underwent SG in a Portuguese surgical

center. For QoL assessment, the Moorehead-Ardelt Questionarire II (M-A-

QoLQII) was used.

Results: There was no difference between groups in respect to sex, age,

prevalence of comorbidities and body-mass index (BMI) before the sur-

gery. BMI was significantly different between the pre and post-surgery

groups (42,7 ± 8,3 Kg/m2 vs 31,6 ± 5,5 Kg/m2, p<0,001).

The M-A-QoLQII showed differences in patients’ QoL (0,13 vs 1,72, p<0,001)

between the pre and post-surgery groups with statistical significance (p<0,05)

in all domains. The average results of QoL were lower in the group of patients

over one-year after surgery when compared to patients in the first year,

despite not being statistically significant (1,87 vs 1,62, p=0,24). The results

of M-A-QoLQII didn’t correlate with the loss of excess of BMI.

Conclusion: Patients submitted to SG surgery show better results of QoL than

patients in the waiting list with the M-A-QoLQII.

However, it appears that results may be better in patients within their first year

after surgery but this needs to be confirmed with a prospective trial.

P.102 Laparoscopic Gastric Mini Bypass vs. Laparoscopic Sleeve

Gastrectomy for Treatment of Morbid Obesity. Preliminary

Results of a Prospective Randomized Study

PRESENTER: K. Albanopoulos
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Co-authors: D. Tsamis1, M. Natoudi1, N. Memos1, I. Flessas1, A. Louizos2,

G. Zografos1, E. Leandros1

1University of Athens, Endoscopic Department of 1st Propaideutic Surgical

Clinic, Athens-Greece
2Hippokration Hospital Of Athens, Anesthiology Department, Athens- Greece

Introduction: Gastric mini by pass and sleeve gastrectomy are two of the most

common operations for morbid obesity.

Patients and Methods: Patients who fulfilled the criteria for surgical treatment

of their morbid obesity were randomized for undergoing laparoscopic mini by

pass or sleeve gastrectomy. Demographic data and data from the operation,

the perioperative clinical course and data from a three months time period of

follow up were prospectively collected and statistically analyzed.

Results: A total 142 patients were randomized and prospectively collected in 21

months. The 33,8% of the patients were male and the 66,2% were female. The

116 patients were undergone laparoscopic sleeve gastrectomy and the 26

were treated with a laparoscopic mini bypass. The mean BMI and the

hospital stay for the two groups were not statistically different. Statistical

significant differences were observed in the duration of the operation

(sleeve vs mini bypass: 44,82 min vs 60,21, p< 0,001), the number of

trocars which were placed (sleeve vs mini bypass: 4 vs 5) and the number

of intraoperative complications (sleeve vsmini bypass: 22,7% vs0,7%, p< 0,009).

Postoperative complications were not statistical different in the two procedures.

Discussion:Gastricmini by pass and sleeve gastrectomy are two operations safe

and efficacious for morbid obesity. Nevertheless, laparoscopic sleeve gastrecto-

my is a less time consuming operation but has more intraoperative com-

plications than the laparoscopic mini bypass. The postoperative complications

during three months postoperative follow up are similar for the two procedures.

P.103 Gastric Leaks After Laparoscopic Sleeve Gastrectomy:

Endoscopic Treatment Approach

PRESENTER: A. Barão
1
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M. Gomes1, A. Ruivo1, H. Bicha Castelo1
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Introduction: Laparoscopic sleeve gastrectomy (LSG) is one of the most

effective surgical treatments for morbid obesity. Gastric leak (GL) is the

main complication and is associated with higher morbidity when re-

operated.

Method: From April 2007 to January 2013, 415 morbidly obese patients

underwent LSG. Thirteen of the 415 patients (3%) developed post-

operative GL. Their treatment is challenging. In this retrospective study,

we intend to show the improvement of therapeutic outcomes, based on

the endoscopic approach, which has been the common practice in our

department since August 2010.

Results: The gastric leak orifice was located within the upper third of the staple

line near the esophago-gastric junction in all thirteen patients and its diameter

ranged between 3 and 8mm. The time between surgery and endoscopic

detection rounded 28 days (4–146). The average number of endoscopic pro-

cedures for patient was 4. In 8 patients, the first therapeutic attempt was done

with clips, with a successful result in 3 cases. In 3 patients, metallic stent were

introduced; 1 of these achieved closure of the leak. In 2 cases was inserted a

plastic stent.

Three cases with recurrence of gastric leak were successfully treated by

endoscopic procedures (stent and naso-enteric tube). Primary closure with

endoscopic techniques was not possible in 3 patients. Only 1 patient was re-

operated maintaining gastric leak postoperatively. Definitive closure of all

leaks took an average of 111 days (27–300).

Conclusion: Endoscopic treatment of gastric leaks after LSG should be

considered the first therapeutic option, as it appears to be an effective and

safe procedure.

P.104 The Stapled Line in Sleeve Gastrectomy

PRESENTER: P. Zonca
1

Co-authors: M. Buzga2, L. Martinek3, P. Holeczy4
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3University Hospital Ostrava, Dpt. of Surgery, Ostrava-Czech Republic
4Hospital Ostrava Vitkovice, Dpt. of Surgery, Ostrava-Czech Republic

Introduction: Postoperative leak and bleeding from the staple line are the main

complications in the early postoperative course after laparoscopic sleeve

gastrectomy.

Aim: This study aims to assess the effectiveness of oversewing of the staple line

following the laparoscopic sleeve gastrectomy in our group of patients.

Material and Methods: This trial included patients after laparoscopic

sleeve gastrectomy. Two different principles of oversewing of the staple

line (selective vs. mandatory) were analyzed. The design of this trial

was retrospective-prospective. Postoperative complications were

recorded.

Results: From September 2006 to December 2011, 638 laparoscopic sleeve

gastrectomies were carried out by using the standard laparoscopic technique.

297 of these patients belonged to the group with selective oversewing of the

staple line. 341 consecutive patients belonged to the group with the

oversewing of the staple line in all the cases. Both the groups were compara-

ble in basic parameters.

Postoperative leak affected one patient in both of the groups, 0.30 percent

versus 0.29 percent (p = 0.9203), respectively. The rates of postoperative

bleeding were 2.7 per cent (selective oversewing) versus 0 per cent (manda-

tory oversewing) (p = 0.0023), respectively.

Conclusion: In our study no significant differences were observed regarding

postoperative leak after oversewing of the staple line. The rates of postoper-

ative bleeding were significantly lower in the group with the mandatory

oversewing of the staples line.
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P.105 Our Experience in Sleeve Gastrectomy: 153 Patients
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2Fatih Sultan Mehmet Hospital, General Surgery, Istanbul-Turkey

Introduction: Laparoscopic sleeve gastrectomy (LSG) is a single stage bariatric

procedure nowadays. It is gaining more popularity. We report our 4 years expe-

rience in two centers with LSG regarding to complications and follow-up results.

Methods: Between February 2009 and March 2013, 153 patients underwent

LSG in two centers. There were 114 women and 39 men. Mean age was 37

years (min 19, max 64 years). Mean preoperative body mass index was 46.1

kg/m2. All patients underwent LSG.

Results:Mean hospital stay was 3.6 days. Overall major complication rate was

3.2%. There were 3 complications (3 leaks, 2 bleedings). Operation was

converted to open surgery in one patient. There was one mortality (0.6%).

Excess weight losses at 1 month, 6 months and 1year were 18.4%, 32.8% and

66.6%, respectively.

Conclusion: LSG as a single-stage bariatric procedure is safe and durable.

Weight loss is comparable to other bariatric procedures in terms of complica-

tion and early weight loss. Its complication rate is low. This procedure can be

accomplished with low complication rate and high success rate.

P.106 Clinical Experience in 130 Morbid Obesity Surgery from a Single

Institution

PRESENTER: A. Karip
1

Co-authors: H. Altun1, S. Tezer1, M. Okuducu1, E. Onur1, O. Bat1,
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Introduction: Morbid obesity traditionally defined as a BMI of 40 or more,

or a BMI of 35 or more in the presence of comorbidities. In Turkey

morbid obesity is not epidemic but its prevalance is getting higher day

by day. In this study we published our single clinic experience in morbid

obesity surgery.

Method: We have prospectively collected of 130 patients data since March

2009 to December 2012.

Patients age, gender, preoperative BMI, type of operation, post-operative

complications, excess weight loss (EWL) at the first, 3rd, 6th and 12th

months were collected. Data were analyzed. There were total 130 pa-

tients, 97 female and 33 male. One-hundred and forty-five operations

were performed during this period. Operations were, 16 gastric banding

(GB), 11 band removal, 103 sleeve gastrectomy(SG), 4 gastric by-

pass(GBP), 9 mini-gastric by-pass(MGBP) and 1 SILS gastric banding.

Mean age was 36.23 years (min 19-max 64) and mean hospital stay was

3.02 days (min 1-max 13 days).

Results: Preoperative mean weight was 126.7 (min 85-max 210) kg, and

mean BMI was 45.8 kg/m2 (min 29.7-max 64.1). At 1st postoperative

month, mean BMI was reduced to 42.1. EWL of the procedure’s were,

%18.4 for GB, %18.4 for SG, %18.4 for GBP and %16.3 for MGBP. At

3rd postoperative month mean BMI was 38.7. EWL for GB was %29.3,

%33 for SG and %39 for MGBP and %40 for GBP. The EWL calculations

were %32, %53, %32 and %54 for GB, SG, MGBP and GBP respec-

tively. We had no GBP or MGBP patient in 12 month follow up group, so

our 12th month EWL was%39 for GB and %66 for SG. Our morbidity

and mortality ratios were % 15.4 and %0.9, respectively.

Conclusion: We presented our experience of our center in bariatric surgery.

Our morbidity and mortality ratios are comparable to the literature. EWL is

successful at 1 year after surgery. Bariatric surgery remains a safe and effective

intervention for select patients with obesity.

P.107 Laparoscopic Sleeve Gastrectomy - Treatment for Morbid Obesity:

5 Years Analysis
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Introduction: This study analyzes the results of Laparoscopic Sleeve

Gastrectomy (LSG) as treatment for patients with morbid obesity.

Method: It includes 415 patients, evaluated at an outpatient follow-up, during

five years after surgery, according to the following protocol: Clinical assess-

ment: percentage of weight loss, decreased body mass index and percentage

of excess weight loss; Evolution of co-morbidities; Quantification of ghrelin pre

and post-operative, as well as the relation ghrelin / obestatin, PYY and GLP-1;

Changes in gastric emptying, determined before and after surgery.

Conclusion: The authors examine also morbidity and mortality in their series,

concluding that LSG are no longer a simple restrictive technique, but a

procedure that evolves a restrictive approach and also a metabolic one

(Hindgut Theory).

P.108 Laparoscopic Gastric Sleeve and Metabolic Syndrome

PRESENTER: A. Barão
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Introduction: TheMetabolic Syndrome (MS) is a complex disease, usually associat-

ed with an increased cardiovascular risk, due to central fat distribution and peripheral

insulin resistance. Nowadays, there are several treatments for MS, including bariatric

surgery, which reduces cardiovascular risk.

Method: This study presents a group of 69 patients with MS, submitted to

laparoscopic sleeve gastrectomy, that were evaluated annually after surgery,

regarding their body mass index, body weight and all MS criteria for a period of

60 months.

Results: The MS improved with weight loss in all patients, sometimes with full

regression.

Conclusion: The authors conclude that laparoscopic sleeve gastrectomy is a

valid option for treating MS in obese patients.

P.109 Compare Two Different Methods About Single Incision Sleeve

Gastrectomy

PRESENTER: M. Lee
1

1China Medical University Hospital, Surgical Department, Taichung- Taiwan

Introduction: Single incision laparoscopic sleeve gastrectomy is a safe and repro-

ducible procedure. In laparoscopic sleeve gastrectomy, most complication is leak-

age. For reduce this complication, the reinforcement suture is suggeted after

laparoscopic sleeve gastrectomy. But reinforement suture is difficult to approach

under single incision procedure. So many surgeons will add additional port for

complete this procedure.

Method: We compare two methods about single incision laparoscopic sleeve

gastrectomy, first method is used by hand-made single wound method, second

method is used by two penetrate sites via umbilcus.We compare the operative time,

complications, post-operative pain score and final reduced BMI and body weight.

Results: In operative time, post-operative pain, and complications, the second

method is better than 1st method. There is no significant difference between

this two methods.
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Conclusion: This two methods for single incisional laparoscopic sleeve gas-

trectomy or reduce port surgery are feasible, and they can reduce cost.

Especially in 2nd method, it is convenient and reduces pain and save

operative time.

P.110 Anti-diabetic Efficacy of Obesity Surgery in Germany: A Quality

Assurance Nationwide Survey

PRESENTER: R. Weiner
1

Co-authors: I. El-Sayes1, T.Manger2, S.Weiner1, H.Lippert3, C.Stroh2

1Sachsenhausen Hospital, Surgery, Frankfurt am Main-Germany
2
SRH Wald-Klinikum Gera, Surgery, Gera-Germany

3University Hospital Magdeburg, Surgery, Magdeburg-Germany

Introduction: Obesity surgeries proved to ameliorate the diabetic profile in

morbidly obese diabetics.

Method: Data on nationwide bariatric practice between 2005 and 2011 were

collected. Post-operatively, patients were followed up at 1, 2 and up to 6 years,

focusing on alterations in diabetic profile.

Results: Among 17,670 patients, follow up was accomplished in 7,695 patients

(43.55%). 2,398 patients (31.16%)were diabetic. Of those, 798 patients (33.28%)

were insulin treated (IT) and 1,600 patients (66.72%) were non-insulin treated

(NIT). Roux-en-Y Gastric Bypass (RYGB) was the most commonly performed

procedure (1061 operations, 44.25%), followed by Sleeve Gastrectomy (SG)

(805 operations, 33.57%), Gastric Banding (GB) (397 operations, 16.56%),

Biliopancreatic Diversion with Duodenal Switch (BPD/DS) (72 operations, 3%)

then Biliopancreatic Diversion (BPD) (30 operations, 1.25%). After surgery, pa-

tients showed no change/deterioration/newly diagnosed diabetes (NDN) or

remission/improvement (RI) of their diabetic state. RI% at 1 year postoperatively

was 86.54%, 82.5%, 67.8%, 95.45% and 84.85% with RYGB, SG, GB, BPD and

BPD/DS, respectively. At 2 years, RI% was 86.96%, 79.56%, 67.67%, 100% and

90.91% after RYGB, SG, GB, BPD and BPD/DS, respectively. At 6 years, RI%

was 83.24%, 63.49%, 58.9%, 100% and 86.36% after RYGB, SG, GB, BPD and

BPD/DS, respectively. Malabsorptive procedures (RYGB, BPD and BPD/DS)

showed insignificantly higher RI% at all follow up points. IT patients showed

insignificantly higher RI% at all follow up points. Malabsorptive procedures

showed ascending anti-diabetic efficacy at 6 years.

Conclusion: RYGB and SG are the most common nationwide obesity pro-

cedures. Malabsorptive procedures showed a higher anti diabetic efficacy.

P.111 The Early Clinical Results of Bariatric Surgery of a Low Volume

Center in Korea

PRESENTER: J.Kim
1

1The Catholic University of Korea, Surgery, Incheon-Korea, South

Introduction: Morbid obesity is still not an emerging social problem in

Korea. Therefore, there are a lot of low volume centers in Korea. We

report our early clinical results of bariatric surgery in order to evaluate

the safety and efficacy of bariatric surgery at a low volume center.

Method: Eight patients who underwent various types of bariatric surgery between
May, 2011 and March, 2013 at the Department of Surgery, Incheon St. Mary’s

Hospital, The Catholic University of Korea were enrolled into this study. There

were 1male and 7 female patients, themean age was 34±9.5 yrs, the mean body

weight was 112.3±19.6 kg and, the mean BMI was 43.6±7.2 kg/m2. Two patients

had type 2 diabetes (T2DM) and 2 patients had sleep apnea. The types of surgical

procedure were 2 cases of laparoscopic adjustable gastric banding (LAGB), 3

cases of laparoscopic sleeve gastrectomy (LSG) and, 3 cases of laparoscopic

Roux-en-Y gastric bypass (LRYGBP). Among 3 LRYGBP cases, resection of the

gastric remnant was added according to the patient’s preference in 2 cases.

Results: The mean operation time was 159±45 min (LAGB, 168 min; LSG, 123

min; LRYGBP, 190 min), the mean blood loss was 36±38 mL and, the mean

hospital stay was 5±1 day. There was no postoperative morbidity nor mortality.

Blood sugar level in the 2 patients with T2DM returned to normal without

medication at the time of discharge. During the mean 10±8 months of follow

up, the mean percentage of excess weight loss at postoperative 1st, 3rd, 6th

and, 9th month were 24.5±11%, 36.8±9%, 51.8±4.5% and, 59.6±6%.

Conclusion: Bariatric surgery could safely be done even at a low volume

center in Korea. The early postoperative weight loss was acceptable.

P.112 One Year Activity of a High Volume Bariatric and Metabolic

Centre: Towards a Tailored Surgery

PRESENTER: L. Leuratti
1

Co-authors: A. Steval1, V. Sivam1, R. Chohan1, D. Cocker1, M. Alfa-Wali1,

J. Smellie1, E. Efthimiou1, J. Thomson1, G. Bonanomi1

1Chelsea and Westminster Hospital, General Surgery, London-United Kingdom

Introduction: Bariatric procedures have been performed worldwide for more

than 50 years. An ideal procedure which could fit for all patients does not exist

yet. Aim of this study was to audit the outcomes of a high volume centre which

provides a multidisciplinary team approach and a broad range of operations

based on the single patient’s needs.

Methods: Data were collected from a prospective database from June 2011 to

June 2012 comparing the results with clinical notes and electronic discharge

summaries.

Results: The overall number of bariatric procedure was 362. The median

age of patients was 45 years, with 4:1 female to male ratio. The average

body mass index for female and male patients was 48.6 and 50.2 kg/m2,

respectively. Comorbidities at the time of surgery included hypertension

(39.6%), type 2 diabetes (28.9%) and obstructive sleep apnoea (15.2 %).

The most common procedures performed were gastric bypass (RYGB

41%), gastric banding (AGB 38%), sleeve gastrectomy (SG 5.5%). A

laparoscopic approach was achieved in 98% of cases. Median postoper-

ative stay was 3 days for RYGB and SG, and 1 day for AGB. The overall

complication rate was 10.2%, with post-operative strictures making up

35%, and wound infections 14% of all complications. There was no mortality in

the series.

Conclusion: Bariatric surgery can be undertaken with low complication

rates, short hospital stay and no mortality in high volume bariatric cen-

tres where a dedicated pathway and multidisciplinary team are in place.

Those prerogatives are essential for achieving a tailored approach to

surgery.

P.113 Use of Open-source Software Solution for Electronic Capture of

Data in Perioperative Care of Patients Undergoing Bariatric

Surgery Procedures

PRESENTER: I. Štotl
1

Co-author: T. Pintar2

1University Medical Centre Ljubljana, Department of Endocrinology, Diabetes

and Metabolic Diseases, Ljubljana-Slovenia
2University Medical Centre Ljubljana, Department of Abdominal Surgery,

Ljubljana-Slovenia

Introduction: A multidisciplinary approach is necessary for perioperative

care of patients undergoing bariatric surgery procedures. Medical data

collected during assessment is therefore often scattered around different

information systems and departments and is sometimes stored only on

paper based medical records. An effective information system is needed

for successful quality control, patients followup, data collection for re-

search protocols and collaboration/communication between different team

members.

Method: Research electronic data capture (REDCap) is a novel workflow

methodology and open-source software solution based on LAMP architec-

ture, designed for rapid development and deployment of electronic data
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capture tools to support clinical research. REDCap is available for free for

all REDCap consortium partners. Our team has tried to implement

REDCap system in our clinical settings for perioperative data collection about

bariatric patients.

Results:We have experienced a high rate of stability and reliability in everyday

practice during our use of REDCap system. Excellent usability of REDCap for

end-users resulted in a very short learning period for new users. Automated

live data analysis enabled monitoring of process of care measures.

Centralized data storage creates an extended electronic health record that is

accessible on different points of care. Data model was easily extendable and

modifiable with efficient and easy to use online designer.

Conclusion: Multidisciplinary clinical and research teams can greatly improve

clinical data management of bariatric patients with using open source research

and collaboration tools like REDCap.

P.114 Significant Reduction in Ten Year Cardiovascular Risk Following

Bariatric Surgery

PRESENTER: R. Radwan
1

Co-authors: N. Beveridge1, A. Clark1, N. Eyre1, S. Caplin1, J. Barry1

1Morriston Hospital, Welsh Institute of Metabolic and Obesity Surgery,

Swansea-United Kingdom

Introduction: The prevalence of obesity and metabolic syndrome is rising in

the UK. Bariatric surgery is the only evidence-based method of long-term

weight control in obese individuals. The reduction in individual cardiovascular

risk following bariatric surgery has not yet been quantified. QRISK2 is a UK

designed, validated and widely used algorithm to predict cardiovascular risk

over a ten year period. In this study we calculated the QRISK2 scores for

patients pre-and post-bariatric surgery at our institute in an effort to objectively

assess cardiovascular risk reduction following bariatric surgery.

Method: The QRISK2 score was calculated pre- and post-operatively for all

bariatric patients. Post-operative score was calculated at the point of longest

available follow up duration.

Results: A preliminary data set of 104 patients was analysed. Mean follow-up

post-operatively was 33 months (median 24 months, range 1–108 months).

The majority (n=62; 59.6%) of patients underwent a Sleeve Gastrectomy, 22

(21.2%) patients had Biliary-Pancreatic Diversion (BPD),12 (11.5%) patients

had a Roux-en-y Gastric Bypass, and 8(7.7%) were fitted with Gastric Bands.

Median pre-operative 10-year QRISK2 score was 5.8% (mean 9.4%, range

0.3% - 45%). Median post-operative 10-year QRISK2 score in these patients

was lower at 4.8% (mean 7.2%, range 0.2% - 36.1%); p<0.001.

Conclusion: This study demonstrates a significant reduction in cardiovascular

risk following bariatric surgery.

P.115 3-Years Follow-up Data from app. 300 Conservatively and

Operatively Treated Patients in Giessen, Germany

PRESENTER: J. Albrecht
1

Co-authors: I. Busse2, A. Hauenschild2, W. Padberg1

1UKGM, General and Visceral surgery, Giessen-Germany 1

2UKGM, Endocrinology, Giessen-Germany

Introduction: The treatment of morbidly obese patients has a long tradition in the

university hospital of Giessen, Germany. However, conservative treatment has a

longer history than bariatric surgery and a multimodal conservative therapy is

presented to the patients for several years. The bariatric procedures are

performed since 2008 in increasing numbers and consist mainly of the gastric

sleeve and the fundus resecting Roux-Y-gastric bypass. All operative procedures

are mainly performed by two bariatric surgeons. In our poster presentation we

want to give an overview on the results of our conservative and operative

treatment and underline the necessity of a very direct link between these two

treatment arms and the interdisciplinary understanding of the patients.

Method: Between 2009 and today, more than 300 patients were treated in the

interdisciplinary University Center for the treatment obesity (UAZM) in Giessen

and inserted into an accurate follow up. The longest follow up period is 4

Years, more than 100 patients are seen for more than two years. Development

of weight and comorbidities were documented as well as the shift from the

conservative to the operative treatment arm.

Results: Both, operative and multimodal conservative treatment lead to a

significant weight loss. Defintive data, including two and three Year follow up

data will be actualized by July 2013. Patients receiving bariatric surgery after

initial multimodal therapy at the UAZM have a better weight loss than those

with uncoordinated conservative treatment in the past.

Conclusion: Both, conservative and operative treatment of morbid obesity in

Giessen have a significant impact on the patients weight and comorbidities.

Centers that treat obese patients must consist of intersdisciplinary teams and

be able to adapt the therapy to the patients necessities.

P.116 The Effect of Gastric Cancer Surgery on Type 2 Diabetes Mellitus:

Short-term Outcome Analysis After Gastrectomy

PRESENTER: J. An
1

Co-authors: Y. Kim1, S. Lee2, Y. Choi1, S. Noh1

1Yonsei University College of Medicine, Department of Surgery, Seoul- Korea,

South
2Inje University College of Medicine, Department of Pediatrics, Busan- Korea,

South

Introduction: With increasing proportion of EGC and improved survival, post-

operative quality of life becomes more important in gastric cancer surgery.

Because diabetes mellitus (DM) is one of the most difficult to address health

problems worldwide, the organized evaluation of the impact of conventional

gastric cancer surgery on diabetes appears to be necessary.

Methods: Data from 64 patients with EGC and type 2 DM were prospectively

collected. All patients underwent curative gastrectomy (36 STG BI, 16 STG

BII, 12 TG) and their physical and laboratory data were evaluated at, before, 3,

6 and 12 months after surgery.

Results: FBS, HbA1c, insulin, C-peptide, and HOMA-IR were significantly

improved 3 months after surgery regardless of operation type and the signif-

icant improvement in all measured values, except HbA1c, was sustained until

the postoperative 12 month. 3.1% of patients stopped medication for diabetes

and had HbA1c < 6.0% and FBS < 126 mg/dL. 54.7% of patients decreased

their medication, and had FBS < 126 mg/dL or HbA1c < 7.0%. In multivariate

analysis, the good diabetic control was not associated with the operation type

but the diabetic duration.

Conclusion: After gastric cancer surgery, diabetes was improved in more than

50% of patients during the first year after surgery and the degree of diabetes

control was related to diabetes duration in each patient. However, the effect of

gastric cancer surgery type on diabetic control should be further evaluated.

P.117 Oral and General Health Conditions in Class III Obese Patients

PRESENTER: C. Passeri
1

Co-authors: A. Freitas2, F. Bonato2, J. Caracik3, S. Sales Peres2

1Hospital Amaral Carvalho, Cirurgia Tóraco-Abdomİnal, Jau-Brazil
2Faculdade Odontologia Bauru, Odontologia Preventiva, Bauru-Brazil
3Hospital Amaral Carvalho, Endocrinologista, Jaú-Brazil

Purpose: Obesity is increasing considerable in the world and most likely

SHcontributes substantially to the burden of chronic health conditions. The

aim of this study was to evaluate oral and general health conditions in class III

obese patients.

Methods: The sample was composed of 72 obese patients, 10 males and

62 females, attending at Amaral Carvalho Hospital-Jau, Brazil. Body
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mass index (BMI), dyslipidemias, blood pressure, glucose levels and

gastroesophageal reflux disease and tobacco use were obtained from

the patient’s medical reports. Oral conditions evaluated were tooth loss

and use/need of prosthesis. Data were analyzed using univariate analysis and

Odds ratio (P<0.05).

Results: The mean age was 38.65±9.77 and BMI was 53.09±9.39 kg/m2.

Patients with BMI 50 kg/m2 or more presented 3.69 times higher chance of

presenting diabetes (p<0.0003) and 4.77 times of dyslipidemias (p<0.0001).

Diabetes patients showed more tooth loss and need prosthesis than individ-

uals no-diabetes (p<0.0001). The super-super-obese patients require especial

attention in their general conditions and diabetes individuals in their oral

conditions.

Conclusion: Based on these results, there is requirement for concerted efforts

to prevent and treat obesity rather than just its associated comorbidities.

P.118 How Effective Is Concomitant Therapy for Helicobacter Pylori

Eradication in Obese Patients Undergoing Gastric By-pass

Surgery?

PRESENTER: R. Cerqueira
1

Co-authors: M. Correia1, M. Manso2

1Centro Hospitalar entre Douro e Vouga, Gastroenterology, Porto- Portugal
2University Fernando Pessoa, Biostatistic, Porto-Portugal

Introduction: The high prevalence of Helicobacter Pylori (HP), 70.7%, in

our obese population undergoing bypass gastric surgery (GB), and the

finding that HP infection seems to have the potential to cause or aggra-

vate foregut symptoms and to predispose to marginal ulcer post GB lead

us to adopt a policy of HP eradication in this group of patients. Our aim

was to assess the HP eradication rate by adopting a 14 days concom-

itant therapy at first-line treatment as proposed by the Maastricht IV

consensus (4) in areas of high clarithromycin resistance rates – proton

pump inhibitor bid, clarithromycin 500mg bid, amoxicillin 1000mg bid and metro-

nidazole 500 mg bid.

Methods: Single centre prospective study over a 3 year period. Endoscopy

and HP assessment (by histology or C13 urea breath) were performed at

baseline and post treatment HP status was assessed by C13 urea breath test

4–6 weeks after the end of therapy.

Results: The study cohort consisted of 408 adult obese HP positive patients

[(16.2% male / 83.8% female, age 40.6 (10.1) years] consecutively scheduled

for HP concomitant therapy. HP was eradicated in 268 patients [65.7%

(95%CI: 61.8%-70.1%)] and the eradication was independent of gender,

age, endoscopic diagnosis and smoking status (p > 0.05).

Conclusions: Two weeks concomitant therapy did not achieve Maastricht

recommended first-line acceptable HP eradication rates (at least 80%) in

obese Portuguese patients undergoing GB.

P.119 The Impact of Bariatric Surgery on Idiopathic Intracranial

Hypertensive Patients

PRESENTER: N. Sanmugalingam
1

Co-authors: O. Khan1, A. Bond1, G. Vasilikostas1, A. Wan1

1St George’s Healthcare NHS Trust, Department of Upper GI Surgery,

London-United Kingdom

Introduction: The purpose of this study was to assess the potential impact of

bariatric surgery on morbidly obese patients with idiopathic intracranial hyper-

tension (IIH). In the literature there is limited data on the role of bariatric

surgery in this patient group.

Methods: Between2009-2012 a total of 5 patients with IIH who underwent

bariatric surgery were identified from a prospectively collated database. Their

symptomatology and medication were recorded pre- and post- operatively.

Results: All patients were female with a mean age of 45years (range 34–

51) and a mean BMI of 58 (range 43– 75). They all had long standing

IIH > 7yrs, with associated debilitating symptoms (headaches, transient

visual obscuration and pulsatile tinnitus). 5 patients underwent laparo-

scopic sleeve gastrectomy and were followed up of a mean period of 17

months. The mean BMI had reduced to 37. All patients remained having

symptoms associated with IIH, but 4 of the 5 had improvement in their

symptoms; specifically fewer attacks and reduction in the severity of their

symptoms. In terms of treatment there was a marked reduction in patients

requiring decompressing lumbar punctures andmedications on average reduced

by 50%.

Conclusion: Bariatric surgery may be an effective adjunct in the treatment of

IIH in obese patientswith benefits in terms of symptom resolution and reduction in

therapeutic lumbar punctures.

P.120 Functional Assessment of Older Obese Patıents Candidates for

Bariatric Surgery

PRESENTER: M. Santo
1

Co-authors: A. Kanagi1, D. Pajecki1, R. de Cleva1, I. Cecconello1

1University of São Paulo School of Medicine, Gastroenterology – Surgical

Division, São PAulo-Brazil

Introduction: Obesity in the elderly is associated with exacerbation of func-

tional decline that occurs with aging and therefore to loss of independence and

autonomy impairing quality of life.

Objective: To describe profile functionality in obese elderly referred to a bar-

iatric surgery program.

Methods: Patients with age 60 and BMI 35 underwent comprehensive

geriatric assessment that evaluates co morbidities, medication use, and pain,

mability to perform basic activities of daily living (ADL), instrumental activities

of daily living (IADL) and the "Timed Upand Go" test (TUG) whose cut-off point

was 10 seconds.

Results: 60 subjects with a mean age of 64.1 years (60–72) and 75%

women. They had an average 121.1kg (72.7-204) and mean BMI 47.2

kg/m2 (35–68.9). About 80% of patients had a BMI 40 and almost half

(47.5%) reported some difficulty in IADL. 31 (77.5%) complained of daily

pain. TUG test was compromised (>10 sec.) in half the population and the

need for auxiliary instrument for walking in 10 patients (25%). No corre-

lation was found between BMI and impairment of IADL or ADL in this

study. Moreover, there was a significant association between impairment

of IADL and TUG, 2 (1) = 8.12 (p <0.05), as well as impairment of IADL

and complaint of pain daily, 2 (1) = 6.16 (p <0.05), and use of auxiliary

instrument for walking, 2 (1) = 5.64 (p <0.05).

Conclusion: The prevalence of functional limitation in elderly candidates

for bariatric surgery is high as well as complaints of dailypain. The

association between impairment of IADL and use of auxiliary instrument

and difficulty for walking emphasizes and demonstrates the importance

of functional assessment in planning strategies for obesity treatment.

Functional impairment should be considered a comorbidity in surgical

indication.

P.121 Operational Cost of Obesity Surgery for Turkey

PRESENTER: G. Kockaya
2

Co-authors: G. Ergin1, K. Atikeler1, M. Tatar3, M. Ozmen4, M. Gorgun5,

H. Coskun6, H. Alis7, M. Sahin8, Y. Uresin9, F. Yenilmez10, B. Karadayi11,

A. Unal11, O. Sener11, M. Taskin12

1Polar, Healthcare Economics, Ankara-Turkey
2Covidien, Healthcare Economics, Policy and Reimbursement, Istanbul-

Turkey
3Hacettepe University, Health Economics and Administration, Ankara- Turkey
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4Hacettepe University, General Surgery, Ankara-Turkey
5Tepecik Training and Research Hospital, General Surgery,Izmir-Turkey
6Bezmialem Vakıf University, General Surgery, Istanbul-Turkey
7Sisli Training and Research Hospital, General Surgery, Istanbul-Turkey
8Selcuk University, General Surgery, Konya-Turkey
9Istanbul University, Faculty of Medicine, General Surgery, Istanbul- Turkey
10Hacettepe University, Nursing, Ankara-Turkey
11Directory of Health Research, Dep. of. Health Technologies Assessments,

Ankara-Turkey
12Istanbul University, Cerrahpasa Faculty of Medicine, General Surgery

Istanbul-Turkey

Introduction: Obesity and its comorbidities are among the primary challenges

that health systems face globally. Obesity is rapidly becoming a problem inTurkey

as well. Recent research has revealed that 30.3% of the population is obese

(20.5% of males, 41% of females) of which 2.9% of the obese population is

classified under the morbid obese category. The 2003 Burden of Disease Study

also concluded that 26.006 deaths for males and 31.136 deaths for females could

be averted by decreasing the ratio of obese population.

Objective: The objective of this study is to find out the economic impact of

obesity with cost of surgical treatment of obesity for Turkey.

Methodology: Literature search and expert panel are the main methodologies

used in the study. A comprehensive literature search was undertaken with key

words in PubMEd to find out the extent of obesity and its comorbidities and

treatment methods in Turkey. An expert panel questionnaire form was

designed after the literature search aiming at finding the cost. The form was

sent to the experts in advance and a panel discussion was undertaken to

reach a consensus. After the consensus building phase the cost of surgical

treatment of obesity were estimated based on the price tariff declared by the

Social Security Institution.

Conclusion: The conclusions of the study will be revealed in the conference.

P.122 Cost of Obesity for Turkey

PRESENTER: G. Kockaya
3

Co-authors: M. Tatar1, G. Ergin2, K. Atikeler4, M. Ozmen5, M. Gorgun6,

H. Coskun7, H. Alis8, M. Sahin9, Y. Uresin10, F. Yenilmez11, B. Karadayi12,
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1Hacettepe University, Health Economics and Administration, Ankara-

Turkey
2Polar, Healthcare Economics, Ankara-Turkey
3Covidien, Healthcare Economics, Policy and Reimbursement, Istanbul-

Turkey
4Polar, Health Economics, Ankara-Turkey
5Hacettepe University, General Surgery, Ankara-Turkey
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7Bezmialem Vakıf University, General Surgery, Istanbul-Turkey
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9Selcuk University, General Surgery, Konya-Turkey
10Istanbul University, Faculty of Medicine, General Surgery, Istanbul- Turkey
11Hacettepe University, Nursing, Ankara-Turkey
12Directory of Health Research, Dep. of Health Technologies Assessmments,

Ankara-Turkey
13Istanbul University, Cerrahpasa Faculty of Medicine, General Surgery,

Istanbul-Turkey

Introduction: Obesity and its comorbidities are among the primary challenges

that health systems face globally. Obesity is rapidly becoming a problem inTurkey

as well. Recent research has revealed that 30.3% of the population is obese

(20.5% of males, 41% of females) of which 2.9% of the obese population is

classified under the morbid obese category. The 2003 Burden of Disease Study

also concluded that 26.006 deaths for males and 31.136 deaths for females could

be averted by decreasing the ratio of obese population.

Objective: The objective of this study is to find out the economic impact of

obesity with its comorbidities for Turkey.

Methodology: Literature search and expert panel are the main methodol-

ogies used in the study. A comprehensive literature search was undertak-

en with key words in PubMEd to find out the extent of obesity and its

comorbidities and treatment methods in Turkey. An expert panel question-

naire form was designed after the literature search aiming at finding the

cost. The form was sent to the experts in advance and a panel discussion

was undertaken to reach a consensus. After the consensus building

phase the cost of obesity was estimated based on the price tariff declared

by the Social Security Institution.

Conclusion: The conclusions of the study will be revealed in the conference.

P.123 Economic Value of Obesity Surgery for Turkey

PRESENTER: G. Kockaya
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4Hacettepe University, General Surgery, Ankara-Turkey
5Tepecik Training and Research Hospital, General Surgery, Izmir- Turkey
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Ankara-Turkey
12Istanbul University, Cerrahpasa Faculty of Medicine, General Surgery,

Istanbul-Turkey

Introduction: Obesity and its comorbidities are among the primary challenges

that health systems face globally. Obesity is rapidly becoming a problem inTurkey

as well. Recent research has revealed that 30.3% of the population is obese

(20.5% of males, 41% of females) of which 2.9% of the obese population is

classified under the morbid obese category. The 2003 Burden of Disease Study

also concluded that 26.006 deaths for males and 31.136 deaths for females could

be averted by decreasing the ratio of obese population.

Objective: The objective of this study is to find out the economic impact of

obesity with its possible economic benefit of obesity surgery for Turkey.

Methodology: Literature search and expert panel are the main methodologies

used in the study. A comprehensive literature search was undertaken with key

words in PubMEd to find out the extent of obesity and its comorbidities and

treatment methods in Turkey. An expert panel questionnaire form was

designed after the literature search aiming at finding the cost. The form was

sent to the experts in advance and a panel discussion was undertaken to

reach a consensus. After the consensus building phase the economic benefit

of obesity surgery were estimated based on the price tariff declared by the

Social Security Institution.

Conclusion: The conclusions of the study will be revealed in the conference.

P.124 Measure the Quadriceps Angle in Severe Obese Women

PRESENTER: S. Fabris de Souza
1

Co-authors:E. M Ikegami1, N. Primo Junior1, J. Souto1, S. Fabris Luiz1

1Londrina State University, Physiotherapy, Londrina-Brazil

Introduction: Obesity is a nutritional disorder related to the risk of developing

musculoskeletal disorders, which affect specific joints of the lower extremities,

as the knee.
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Objectivs: The aim of this study was to evaluate the influence of excess weight

on the quadriceps angle of severe obese women.

Methods: Assessment of quadriceps angle was performed using computerized

photogrammetry. Were evaluated 20 women, divided into two groups (G1 and

G2), G1 with BMI 40 Kg/m2 and G2 with BMI between 18.5 to 24.9 Kg/m2. The

images obtained by photographic records were analyzed in Image J software.

Statistical analysis considered the Qui Quadrado (2) test, the Mann–Whitney test

and Pearson correlation coefficient, with a significance level of p<0.05.

Results: According to the Pearson correlation coefficient was checked

positive correlation (p = 0.04 and r = 0.64) between body mass index

and bilateral quadriceps angle of the obese group, which shows that the

higher the body mass index greater the quadriceps angle.

Conclusions: Excess body weight is associated with increased angle mea-

surement quadriceps when comparing such as severe obese and non-obese

patients. The increase in this measure predisposes to the development of

pathologies of the knee joint, affecting the quality of life of these patients.

P.125 A Case Series Illustrating Successful Treatment of Obesity in

Renal Transplant Patients with Sleeve Gastrectomies
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Introduction: Obesity is increasingly prevalent amongst renal transplant re-

cipients and is a major risk factor for graft failure and mortality. Conservative

and medical treatment options are relatively ineffectual in weight reduction and

so bariatric procedures should be considered. Roux-en-Y Gastric Bypass has

been reported in a case series to be successful in renal transplant patients.

However, there is limited data on the use of sleeve gastrectomy (SG), a

procedure with reduced morbidity, in these patients. This report represents

the first case series of five obese renal transplant patients who underwent

successful SG.

Methods: A retrospective review of notes was performed from a database of

bariatric surgery at our centre.

Results: Five renal transplant patients had SG at our centre between

November 2008 to August 2010 (table 1). Four were female and their mean

age was 52±4 years. Weight loss Absolute percentage weight loss one year

after surgery was 25±9 %, p<0.05. The mean %EWL was 0±19 %. No patient

experienced any peri or post-operative complications. Co-morbidities Three

patients had T2DM prior to SG. After one year all had improvements in their

glycated haemoglobin allowing for down titration of their medication and one

patient was able to stop their diabetic medication. There was a reduction in

HbA1c of 1.3±0.5% from a baseline of 7.4±0.3%, p=0.04.With respect to

hypertension, two patients were able to cease their antihypertensive

medication.

Conclusion: This case series demonstrates that SG can be a successful

treatment for obesity in patients with renal transplants.

Table 1.

P.126 The Effect of Severe Obesity in Lumbar Lordotic Angle in Women

PRESENTER: S. Fabris de Souza
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Introduction: Obesity presents itself as a relevant factor for the changes in the

lumbar spine, since fat accumulation causesmechanical loads on the intervertebral

joints and predisposes body misalignment. The aim of this study was to evaluate

and quantify the angle of lumbar curvature in obese and nonobese patients.

Methods: Were evaluated 20 women divided into two distinct groups, the obese

group (G1) was composed of 10 women with a mean age of 43 ± 11 years, BMI

47.18 ± 5.04 kg/m2, the nonobese group (G2) formed by 10 women with a mean

age of 39 ± 11 years and BMI 23.31 ± 1.32 kg/m2. Skin markers were placed on

the spinous processes of the first and fifth lumbar vertebrae (L1-L5), the se-

quence volunteers were positioned and photographed in a sagittal view and

angular evaluated by photogrammetry.

Results: There were no statistically significant differences in age and

height in both groups (p>0,05). The angle of lumbar lordosis in the

obese group was 30.24 ± 11.9 and the nonobese group had a mean of

13.49 ± 2.36.

Conclusion: Obese subjects had a higher angle of lumbar lordosis compared

to non-obese group.

P.127 Impact of Two Levels of Severe Obesity on Osteoarticular and

Functional Changes of Knee and Foot

PRESENTER: S. Fabris de Souza
1

Co-authors: S. Souza Luiz1, J. Faintuch2, E. Mendes3, I. Cecconello2, S. Brienze4

1Londrina State University, Physiotherapy, Londrina-Brazil
2University of São Paulo, Gastroenterology, São Paulo-Brazil
3São Jose do Rio Preto, São Paulo, São Paulo-Brazil
4São Jose do Rio Preto, Surgery, -Brazil

Obesity can promote a variety of musculoskeletal disorders and is associated

with pain and functional disability. This study aimed to analyze the influence of two

levels of severe obesity (40 to 50 kg/m2 versus 50 kg/m2 higher) on osteoarticular

and functional changes of the knee and foot in candidates for bariatric surgery.

Methods: We analyzed 81 subjects which were stratified according to BMI in two

groups, with BMI1 (40,0 to 49,6 kg/m2) and BMI2 (50,0 to 81,3 kg/m2). The

population underwent radiological analysis for knee osteoarthritis (Kellgren-

Lawrence scale); x-ray of the foot to measure the talus-first metatarsal angle

Patient Age Gender 1=M, 2=F Date of surgery Weight (kg) eGFR (ml/min) HbA1c (%)

Presurgery 12 months Presurgery 12 months Presusrgery 12 months

1 57 1 2008 123 78 74 73 7.7 6.4

2 55 2 2009 128 89.2 53 67 7.1 5.4

3 57 2 2010 112 96.2 70 68 7.4 6.6

4 49 2 2010 102 77 47 50

5 45 2 2010 100 80 49 49
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(T1M); footprint to calculate the Staheli index (SI) and functional questionnaires ,

Western Ontario and McMaster Universities Ostheoarthritis Index (WOMAC) and

Foot and Ankle Outcome Score (FAOS). Statistical analysis for categorical vari-

ables was performed the chi-square or Fisher’s exact test (expected frequency 5).

Results: The predominant gender was female (77,8%), mean age was 40,7 ±

10,0 years and mean BMI 50,2 ± 7,7Kg/m2. There was a significant association

between BMI/T1M (p = 0,03) and not significant for BMI / knee osteoarthritis and

BMI / SI (p> 0,05). Pain and functional disability were equally prevalent in both

groups (p <0,05).

Conclusions: Superobesity promotes additional alteration of the morphology of

the plantar arch, favoring the installation of pronated foot. It has an important

influence on symptoms of pain and functional changes of the knee and foot.

P.128 Dealing with Short-Term Cancellations in Bariatric Surgery:

Management Strategy

PRESENTER: R. Aguilo
1

Co-authors: C. Schwiebert2, D. Bushell1, S. Agrawal1, K. Devalia1, S. Coppack1, Y.

Koak1

1Homerton University Hospital, Bariatric Surgery, London-United Kingdom
2Homerton University Hospital, Anaesthesia, London-United Kingdom

Introduction: Bariatric surgery patients who are cancelled at short-term (within

two weeks of the surgery date) are difficult to replace, not least because of 2–4

week pre-operative liver shrinkage diet. We aimed to identify the number of

patients cancelled within a fiscal year period, the reasons for cancellation and

whether the cancellations were avoidable.

Method: Review of a prospectively maintained database was carried out. All-cause

and short-term cancellations duringApril 2012 toMarch 2013were identified. Analysis

of the case notes was performed by Bariatric MDT members. Descriptions of details

were collected and formative plans for recommendations were made.

Results: During the year-long study period 704 cases underwent MDT review.

36 (8.3%) patients were identified with short-term cancellations. Of these, 13

(36%) were avoidable (3 prohibitively large liver, 2 anticoagulant errors by

patients, 2 cancelled on the day, 2 requiring further investigations, and 4

others). The remainder of the cancellations were unavoidable.

Conclusion: In order to prevent short term cancellations four proposals were

made as follows:

1. Screening investigations of vital signs, oxygen saturation, ECG, and

capillary blood glucose measurement can be performed at the initial

consultation to identify relevant medical conditions.

2. A “green light” mechanism can be introduced by which the MDT gives the

go-ahead for surgery.

3. The patient pathway can be strengthened further by robust warning signs

in Preadmission Clinic.

4. Unavoidable cancellations need to be taken into account in formulating

the costs of providing a bariatric surgery service.

P.129 Stabilometric Analysis in Bariatric Surgery Candidates

PRESENTER: S. Fabris de Souza
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Aim: To analyze the postural stability in candidates a bariatric surgery and non-

obese individuals.

Methods: A total of 50 subjects (age 28.7 ± 3.4 years, 71.4% female gender,

BMI 36.1 ± 14.9 kg/m2) were analysed during a static posture trial on a force

platform in standardized conditions. Subjects were stratified into two groups,

GI, bariatric candidates (n = 25, age 30.1 ± 2.9 years, 71.4% female, BMI

50.2 ± 3.0 kg/m2), GII, non-obese group (n = 25 , age 27.2 ± 3.5 years, 71.4%

female, BMI 21.8 ± 2.4 kg/m2). Stabilometric analysis was performed in the

standing position on the force platform for 30 seconds with eyes open and

closed. The variables were antero-posterior (AP), mediol-lateral displacement

(ML), elliptical area and average speed of oscillation. A descriptive analysis

and Mann–Whitney test for the variables described, was performed using

the statistics software (SPSS 21.0). Differences were considered significant

when p < 0.05.

Results: Mann–Whitney test showed a significant difference (p = 0.04) for the

displacement AP (eyes open and closed) and the average speed of oscillation

(eye closed, p = 0.02), in group I than in group II. For variable elliptical area

and medio-lateral displacement (eyes open and closed) there was no statisti-

cal difference. It was evidenced by Spearman correlation association between

BMI and antero-posterior displacement (p = 0.03; rs = 0.56)

Conclusion: Despite the significance levels are not high, deserve attention. In

this study, candidates a bariatric surgery had a postural instability compared with

non-obese subjects.

P.130 Comparison of Children of Obese Mothers and Children of

Operated Mothers (Preliminary Data)

PRESENTER: M. Pufal
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Introduction: Besides the high probability of genetic inheritance to gain

body fat mass, children of obese parents grow up in a particularly

favorable context for the development of phenotypic evidences.

Genetic studies have hypothesized that both epigenetic modifications,

caused by intrauterine conditions of obese mother, and genetic varia-

tions may predispose children to obesity. In order to understand the

impact of epigenetic factors in the development of obesity, we

conducted a cross-sectional study involving children of obese and

mothers who underwent bariatric surgery.

Method: Twenty-one and 12 children of obese mothers and operated mothers

were evaluated respectively. The two groups were compared regarding time of

delivery (pre-term and at term), newborn weight and mother total weight gain

during gestation.

Results: There was a statistically significant difference when compared the

babies’ average weight in the group of operated mothers (group 1) 2,93 ± 0,29

Kg to that of obese mothers (group 2) 3,31 ± 0,52 Kg (P=0,018). The mothers

total weight gain showed a tendency to be higher in group 2, 16,14 ± 7,03 Kg

than in group 1, 12,25 ± 9,55 Kg, P=0,190. Babies from group 1 tended to born

pre-term, 4 (33%), when compared to those from group 2, 2 (10%), P=0,102.

Conclusions: These preliminary data indicate a trend of operated mothers to

gain less weight during pregnancy than obese women. Moreover, children

born after surgery had lower birth weight and more prevalent preterm

births. However, it is necessary to increase the number of individuals to

confirm these results.

P.131 Dietary Intake and Body Composition Following a Laparoscopic

Sleeve Gastrectomy
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Introduction: The irreversible removal of a substantial portion of the stomach, and a

long-term possibility of gradual enlargement of the remaining portion of the stomach

due to excessive dietary intakecount as disadvantages of this procedure.

Methods: Study set comprised 37 subjects (29 females and 8 males) 24 to 68

years old. The subjects were obese patients with BMI 43.0 ± 4.9 kg/m2, who

underwent sleeve gastrectomy. Body composition was determined by DXA

(Hologic, Discovery W). Dietary habits and intake frequency of selected food and

beverage groups were monitored by a questionnaire method. Follow-up examina-

tions were carried out in scope identical to the pre-operative examination, 6 and 12

months after surgery, respectively.

Results: The average patient weight loss 12 months after surgery was 31.7 kg.

BMI was reduced by 11.1 kg/m2, body fat amount was reduced by 21.4 kg. The

lean body mass (LBM) was by 8.9 kg lower than before surgery. Excess weight

loss was 55.2 ± 20.6 %. Patients reported educed appetite (P < 0.001),

increasingly regular food intake (P<0.001), intake of more meal portions per

day (P = 0.003) and a decrease in consuming the largest portions during the

afternoon and evening P = 0.030). atients consumed lesshigh-fat smoked

meat products and distillates (P = 0.021; P = 0.026).

Conclusion: Sleeve gastrectomy and follow-up nutritional therapy resulted in a

significant body weight reduction body fat in particular within one year after

surgery. An improvement of certain dietary habits in patients was also registered.

P.132 Bariatric Patient Preoperative Education Session – Preparing for

Surgery

PRESENTER: R. Aguilo
1

Co-authors: C. Fong1, Y. Koak1
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Introduction: Preoperative education sessions for Bariatric patients help to

increase their awareness of changes in lifestyle required after surgery. Our

Preparing for Surgery Group (PfSG) is the second stage pre-operative nutri-

tion education that is delivered by the Bariatric dietitians. Our aim was to

ascertain if patients find PfSG helpful.

Method: A literature search was carried out using PICO for existing clinical

guidelines for pre-operative patient education. A questionnaire survey was de-

vised based on the ASMBS Allied Health Nutritional Guidelines for Surgical

Weight Loss Patients to evaluate how the bariatric service at our unit is

performing at the point of PfSG. The objectives were to answer these questions:

1. Is the education programme meeting any identified practice?

2. What do our patients think of this group session?

Results: Literature search using PICO found no standardised clinical guide-

lines for pre-operative patient education. 200 questionnaire forms consisting of

5 questions were collected from Nov 2010 to Jul 2011, inclusive. The mean

score was 3.8 (out of 5) for providing enough information in the session, and

3.5 for pitching the session at the right level of understanding for pre-operative

patients. Patients liked the session being informative, found it to be delivered

well by the specialist dietitians and had their questions answered appropriate-

ly. Comments and suggestions by the patients were acted upon.

Summary: PfSG sessions are informative for the patients and well received.

Questionnaire evaluation can be extended to examine the whole education

programme.

P.133 A Descriptive Study on the Psychosocial Characteristics of

Morbid Obese-Bariatric Surgery Candidates in Comparison with

a Non-Morbid Obese Group
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Introduction: Morbid obesity has multi-negative consequences for psychological

health. Individuals with morbid obesity present with problems in physical

health/health, and eating behaviours. Compared to normal and non-morbid obese

individuals, they have higher psychopathological symptoms. Theaimof this study is

to investigate how physical health, health/eating behaviour of morbid-obese bariat-

ric surgery candidates (MO) differ from those of non-morbid obese individuals

(NMO), and to further assess the prevalence of psychopathology in MO.

Method: Fifty participants (14 females/11males in bothMOandNMO; age:17–63

years, mean/sd:37.3-12,7; Body Mass Index:30.87-69.03, mean/sd:44.8-10.6)

formed the samples. All completed The Demographic Information Form, Eating

Attitudes Test. Psychopatholoy in MO were examined using Structured Clinical

Interview for DSM-IV/Axis-I Disorders (SCID-I) and Structured Clinical Interview

for DSM-III-R/Axis-II Personality Disorders (SCID-II).

Results: MO and NMO were significantly different in terms of physical health and

health behaviour. Smoking and eating attitude/behaviour problems were higher in

MO. Prevalence of Axis-I and Axis-II psychopathology in MO were 64% and 12%

respectively. Most prevailing were past (52%) and current major depression (20%),

dysthymia (16%), borderline (12%), and histrionic personality disorders (8%).

Conclusion: This study suggests that as morbid obese individuals seem

to have higher problems in terms of health/eating status-behaviour than

non-morbid obese individuals, and present with high prevalence of DSM

Axis-I and Axis-II psychopathology, they have to be carefully observed

before their bariatric surgeries. Evaluation of bariatric surgery patients’

preoperative psychiatric-health-eating status may play an important role

in maximizing successful postoperative outcomes.

P.134 Antioxidant and Antidiabetic Effect of Aqueouse and Methanolic

Extracts of Cistanche Tinctoria in Streptozotocin Diabetic Rats

PRESENTER: A. Bouzitouna
1

Co-authors: K. Ouali2, H. Rahmoun2, M. Bensouilah2

1Faculty of Science Annaba University, Biochimestry, Annaba-Algeria
2Faculty of Science Annaba University, Biology, Annaba-Algeria

Introduction: The present study was planned to observe the antidiabetic effect

of ‘Cistanche tinctoria ’ in strptozotocin induced diabetes mellitus. This study

was performed to study the possible role of indigenous medicinal plants in the

regeneration of pancreatic b- cells in treatment of diabetes mellitus.

Methods: The aqueous (AC) and methanolic (MC) extracts were administered daily

in doses of 200-mg/kg body weight to streptozotocin induced diabetic rats for a period

of 21 days. The blood glucose levels wase estimated before and 1, 7, 14 and 21 days

after the administration of the extracts.

Results: The methanolic and aqueous extracts exerted a significant (P<0.0001)

antidiabetic effect in streptozitocin diabetic rats. By determination of blood glu-

cose, total cholesterol, total triglyceride (TG) and total lipids, it revealed that the

(MCE) has beneficial effects on the biochemical parameter in a way more

effective than the ACE. Daily treatment with 200mg/kg body weight of MCE and

ACE for 21 days not only brought a significant decrease on blood glucose level in

STZ-induced diabetic rats, but also increased the hepatic glycogen content.

Conclusion: From this study it may be concluded that the aqueuse and

methanolic extracts of C.tinctoria causes antidiabetic activity in Streptozocin

induced in diabetic rats.

P.135 The effect of Ruta Graveolens and Beta Vulgaris on the

Complications of Diabetes Caused by Zinc Deficiency
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Introduction: Zinc plays an important role in numerousessential processes including

protein synthesis, nucleic acids synthesis, and carbohydrate and lipid metabolism,

and it has long been recognized as essential for the activity of a wide range of

enzymes. It is a constituent of various enzymes and proteins such as alkaline

phosphatase, lactate dehydrogenase and carbonic anhydrase, steroid hormone re-

ceptors, and transcription factors. Zinc deficiency is associatedwith increases in bone

mass and osteoblast DNA synthesis. It is required also for normal insulinmetabolism.

Therefore, it seems reasonable that changes in body Zn status could affect the

production, storage and secretion of insulin. A relationship between Zn and

insulin storage is also suggested by the finding that acute stimulation of insulin

secretion in rats also reduces Zn content in the cells of the pancreas. Zinc may

also regulate insulin sensitivity in peripheral tissues. Consequently, there are

several reasons for suspecting that an abnormal Zn metabolism could play a

role in the pathogenesis of diabetes mellitus and in some of its complications

Method: This study was carried out to investigate the effect of the methanolic

extracts of Ruta graveolens and Beta vulgaris var cicla on experimental diabetes

in albino Wistar rats fed on low zinc diet. Rats were injected intraperitonally with

streptozotocin, and divided into two groups; the first group was fed on zinc

adequate diet (54 mg zinc/kg). The second group given low zinc diet (1 mg

zinc/kg).methanolic extracts of Ruta graveolens and Beta vulgaris administered

to diabetic rats for 21 days. rats.

Results: The results which have been obtained indicated that low zinc diet signif-

icantly decreased body weight gain; serum zinc concentration, and various tissues

zinc level (liver, kidney, pancreas and femur). The findings were also showed that

the mean serum glucose, serum lipids, serum triglycerides, serum cholesterol,

serum urea, serum creatinine, serum uric acid and serum bilirubin concentrations

were increased in low zinc animals as compared to their counterparts fed on an

adequate zinc diet. In addition, the consumption of low zinc diet led to decreasing

serum protein concentration and glutathione level in liver .Moreover serum trans-

aminases (GOT,GPT) activities were significantly increased . Meanwhile,

methanolic extracts of Ruta graveolens (R. graveolens) and Beta vulgaris var cicla

treatment was ameliorated all the previous physiological and biochemical parame-

ters approximately to their normal levels.

Conclusion: To conclude, this research demonstrated that Ruta graveolens

and Beta vulgaris reduced the severity of diabetes development caused by

zinc deficiency.

P.136 Diabetes Resolution Following Bariatric Surgery. Efficacy of Mini

Gastric Bypass and Sleeve Gastrectomy
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Introduction: Type 2 diabetes mellitus is now a global health priority. The

World Health Organization estimates that between 2000 and 2030 the

number of diabetic patients will increase by 114%. Although it is worth

notice that bariatric surgery could treat the diabetes, little is known about

which procedure should be preferred. In order to evaluate the efficacy of

sleeve gastrectomy (LSG) and mini gastric by-pass (LMGB), we have

designed a comparative study on obese diabetic patients who undergone

bariatric surgery.

Methods: We have retrospectively evaluated a prospective database of all

obese and diabetic patients who have undergone bariatric surgery, between

January 2010 and January 2012, including for the analysis 15 LSG and 16

LMGB. We have assessed the efficacy of these procedures in the treatment of

diabetes evaluating fasting blood glucose (FPG) and glycosylated

haemoglobin (HbA1c) level.

Results: Demographical and clinical outcomes were similar between the groups

(p = NS). Whereas no statistical difference were found, a trend towards better

results was obtained among the patients who undergone LMBG in order to

treatment of diabetes. More in details, after one year of follow-up, 87,5% of

patients who underwent LMGB and 72,5% of patients who underwent LSG have

a normal value of FPG (p = 0,2). Similarly we obtained a normal HbA1c respec-

tively in 75% and 63,3% of patients who underwent LMGB and LSG (p = 0,1).

Conclusions: Although more comparative studies are needed to give definitive

conclusion, a trend towards better results was obtained after mini gastric bypass.

P.137 Application of the International Diabetes Federation and American

Diabetes Association Criteria in the Assessment of Metabolic

Control After Bariatric Surgery
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Introduction: The International Diabetes Federation (IDF) and the American

Diabetes Association (ADA) have introduced specific criteria to define the “remis-

sion” of T2DM. Our objective was to assess for the first time the percentages of

patients achieving the IDF and ADA criteria for optimization of the metabolic state

and remission of T2DM espectively.

Methods: Data were collected retrospectively for body mass index (BMI),

glycaemic markers, lipids, blood pressure, hypoglycaemia and medication usage

from 396 morbidly obese patients with T2DM who underwent bariatric surgery in

two centres and were followed up for two years.

Results: Patients underwent gastric bypass, sleeve gastrectomy, gastric

banding or duodenal switch. Complete data on all parameters pre-

operatively and at one and two years were available for 90 patients from the

larger cohort. BMI, glycated haemoglobin, fasting glucose, total cholesterol,

triglycerides, systolic/diastolic blood pressure and medication usage de-

creased significantly both at one and two years after surgery. At one year,

14% of patients achieved the IDF criteria of optimization of the metabolic state

and 38% the ADA criteria for complete glycaemic remission, whilst at two

years 8% and 9% satisfied these criteria respectively.

Discussion: According to the IDF and ADA criteria a relatively low proportion of

patients achieved optimization of the metabolic state and remission of T2DM

after bariatric surgery. These findings suggest that T2DM patients may benefit

from the combination of bariatric surgery and adjuvant medical therapy to

achieve optimal metabolic outcomes.

P.138 Leptin and Insulin Resistance After Sleeve Gastrectomy in Adults
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Introduction: Metabolic surgery is the evolution of bariatric surgery. Sleeve

gastrectomy is an operation with encouraging results in long term weight loss.

The aim of our study is to present the results of the operation in insulin and

leptin resistance.

Method: Ten morbidly obese patients underwent sleeve gastrectomy. Blood sam-

ples were taken pre-operatively after overnight fasting and after a standardized

meal in the fashion of a glucose tolerance like test . The same protocol of blood

sampling was repeated three years after the initial surgery. Blood samples were

analyzed for insulin, leptin and glucose.
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Results: Average BMI decreased from 45.36kg/m2 to 30.05 kg/m2. Leptin

levels were significantly decreased with a trend of postprandial reduction of

plasma levels after sleeve gastrectomy, opposed to the trend before the

surgery. Initial blood glucose values were indicating impaired glucose toler-

ance, whereas after the sleeve gastrectomy blood patients had a more normo-

glycemic profile.

Conclusion: Sleeve gastresctomy is a safe operation which results not only in

significant weight loss but also improves metabolism by restoring leptin and

insulin tolerance.

P.139 Gastric Plication Surgery. First Experience in Ukraine
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Introduction: Some patients don’t want to implant prosthetic devices or resect

part of stomach. That’s why we try to use a new operation for Ukraine - gastric

plication.

Methods: 14 patients were operated. First 6 patients were operated by using

laparotomy. Next 8 patients were operated laparoscopicaly. In both types of

operations great omentum was dissect by dividing of short gastric vessels.

Then great curvature was folded inward, with 2 suture lines to reduce the

gastric capacity.

Results: The average preoperative body mass index was 41.6 kg/m2 (range

35.9–48.1). Two patients were men, all other wonens. For patients completing 1

year of follow-up, the percentage of excess weight loss was 26.1%. No bleeding

or infectious complications developed.

Conclusion: Our first experience has suggested that a reduction in gastric

capacity can be achieved by way of laparotomic or laparoscopic plication of

greater curvature of stomach. The early weight loss results have been perfect,

especially at patients who underwent laparoscopic procedure. The use of

laparoscopic gastric plication can be recomented as a first line bariatric

procedure.

P.140 Effect of Cistanche Tinctoria Aqueous Extract on the Maternal–

Fetal Outcome, Oxidative Stress Status and Lipid Profile in

Streptozotocin-Induced Diabetic Rats

PRESENTER: A. Bouzitouna
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Co-authors: K. Ouali2, H. Rahmoun2, M. Bensouilah2
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Introduction: Cistanche tinctoria (Desf.) Beck., commonly known as « danoun »,

is widely used in Algerian Sahara folk medicine for the treatment of diabetes.

Aim of this study to evaluate the effect of Cistanche tinctoria aqueous extract

treatment on maternal lipid and oxidative stress profile, reproductive out-

comes, and also fetal anomaly incidence from diabetic and non-diabetic rats.

Materials and methods: Virgin female Wistar rats were injected with 50 mg/kg

streptozotocin before mating. Oral administration of an aqueous extract of

Cistanche tinctoria was given to non-diabetic and diabetic pregnant rats at dose

of 200 mg/kg from 0 to 19 th day of pregnancy. At day 20 of pregnancy the rats

were killed and a maternal blood sample was collected for the determination of

biochemical parameter. The gravid uterus was weighed with its contents and

fetuses were analyzed.

Results: Oral administration of the aqueous extract (200mg/kg) produced a

significant decrease on blood glucose in STZ diabetic rats (p<0.001) the blood

glucose levels were nearly normalised 2 weeks after daily repeated oral admin-

istration .No height significant changes observed in normal rats. In diabetic dams,

plant treatment caused reduced cholesterol, triglycerides and LDL levels, and

decreased resorption, placental weight, placental index, and fetal anomalies as

compared to diabetic group. The fetuses from diabetic rats treatedwithCistanche
tinctoria extract had lower frequency of skeletal anomalie as compared to diabetic

group.

Conclusion: Cistanche tinctoria treatment had hypogycemic effect, contribut-

ing to reduce incidence of internal anomalies in offspring from diabetic dams.

P.141 Improvement of Glycemic Control in the Gastric Cancer Surgery

Patients with Type 2 Diabetes

PRESENTER: K. Seo
1

Co-author: K. Yoon1

1Kosin University College of Medicine, Surgery, Busan-Korea, South

Introduction: The aim of this study is to evaluate effects of gastrectomy and

reconstruction on diabetes control in patients with type 2 diabetes mellitus

(t2DM) and gastric cancer.

Methods: We retrospectivel collected data from 44 patients with gastric cancer

diagnosed t2DM and preoperatively medicated, from June 2001 to Februrary

2008. All of patients underwent curative gastrectomy for primary gastric can-

cer and laboratory data were measured after surgery.

Results: Subtotal gastrectomy with gastroduodenostomy (BI) was performed

in 11 patients, subtotal gastrectomy with gastrojejunostomy (BII) in 8 patients,

and subtotal or total gastrectomy with Roux-en-Y (R-Y) in 25 patients.

Changes of fasting blood glucose (FBG), HbA1c and liver enzyme after

surgery is not significant. But, 35 patients (79.5%) stopped or reduced medi-

cine for diabetes. Fourteen patients (32%) stopped medicine and had normal

HbA1c levels and FBG. Depending on reconstruction type, BII and R-Y was

more effective in glycemic control than BI. (p=0.011)

Conclusion: After gastrectomy and foregut bypassed reconstruction, diabetes

was improved. More clinical study and evaluation was needed for glycemic

control mechanism.

P.142 Prospective Clinical Trial of Laparoscopic MGB/One Anastomosis

Bypass versus Roux-en-Y Gastric Bypass for Morbid Obesity

PRESENTER: M. Bhandari
1

1SAIMS, Metabolic & Bariatric Surgery, Indore-India

Although Roux-en-Y gastric bypass (RYGB) is considered by many to be a

good bariatric procedure, there are numerous reports of its limitations. The

Laparoscopic Mini-Gastric Bypass/One Anastomosis Bypass (M1Bypass) is a

newer procedure that is now being done with increasing frequency around the

world.

Aim: To assess the efficacy and safety of Mini gastric Bypass versus RYGB in

the treatment of morbid obesity and obesity-related co morbidities.

Material And Methods: 100 morbidly obese patients were treated with

either RYGB (50 patients) or M1Bypass (50 patients). Both groups were

comparable regarding age, gender, body mass index (BMI) and co mor-

bidities. The follow-up period was 6 to 12 months.

Baseline and 6 and 12 month outcomes were analyzed including assessment

of percent excess weight lost (%EWL), reduction in BMI, morbidity (minor,

major, early and late complications), mortality, reoperations, co morbidities and

nutritional deficiencies.

RESULTS: There was no 30-day mortality and no major complication rate.)

Minor complication rate (2% after RYGB and 1% after Mini gastric Bypass).

Early reoperations after RYGB and after M1Bypass were not there. Weight

loss was significant after RYGB and M1Bypass the difference between both

groups at 6 and 12 months of follow-up. At 12 months %EWL in RYGB and

M1Bypass groups was 55% and 65% respectively. The overall prevalence of

co morbidities and nutritional deficiencies is 5%.

Conclusions: Both M1Bypass and RYGB produce significant weight loss at

6 and 12 months after surgery. The M1Bypass has the advantages of

decreased complexity shorter operative time, less bleeding, shorter
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hospital stay, greater weight loss and easier revision, if necessary. present

study reports on a trial comparing M1Bypass and RYGB in an active

bariatric practice intertiary healtcare system of India.

P.143 Laparoscopic Sleeve Gastrectomy to Correct Failed Gastric

Banding

PRESENTER: G. Cesana
1
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Introduction: Gastric Banding is a frequently performed bariatric procedure

with a high failure rate. Laparoscopic Sleeve Gastrectomy (LSG) could be a

good option to correct failed gastric banding. Aim of the present study is to

evaluate whether to perform Laparoscopic Banding Removal (LBR) + LSG

during the same intervention or at different time.

Methods: From January 2011 to December 2012 all patients undergoing

either LBR + LSG at the same time (Group 1) or LSG after having band

removed before (Group 2) were retrospectively reviewed and compared

using the student t test and the paired samples t test.

Results: During the study period, 24 patients underwent LBR + LSG at the

same time (Group 1) and 18 underwent LSG after having band removed a

few months before (Group 2). Before surgery, BMI was significantly higher

in Group 2 (p<0.05): 45.2±4.7 kg/m2 versus 35.9±7.8 kg/m2. Time of

intervention was similar (p=0.97) between the two groups. No surgical

complications were noted in both groups. After 18 months follow-up we

observed a significant (p<0.05) mean BMI reduction in both groups, with a

lower value of BMI in Group 1 (24.6±2.5 kg/m2 versus 31.7±9.5 kg/m2).

Conclusion: No significant differences were noted in terms of time of surgery

or complications between performing LBR + LSG at the same or different

times.Patients who underwent LBR + LSG during the same intervention had

not weight regain after band removal and obtained better results in terms of

weight loss.

P.144 Laparoscopic Sleeve Gastrectomy as Revisional Procedure for

Failed or Complicated Laparoscopic Adjustable Gastric Banding:

A Two-stage Technique

PRESENTER: F. De Angelis
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Introduction: The aim of this paper was to review our experience on two-stage

conversion from LAGB to Laparoscopic Sleeve Gastrectomy (LSG).

Materials and methods: From January 2008 to December 2011, 55 two-stage

revisional LSG (10 M/45 F, mean age 44 years, mean BMI 42.7m/kg2) were

performed. A control group of 277 primary LSG has been selected. Operative

time, postoperative complications and weight modifications (%EWL) at 6, 12

and 18 months post-LSG were evaluated.

Results: The two groups did not differ in terms of age, gender and BMI. The

mean operating time for band removal was 45 minutes for failed LAGB and 50

minutes for complicated LAGB (p<0,05). The mean operating time for LSG

was 78 minutes for revisional and 65 for primary surgery (p<0,05). After

revisional LSG we registered a complications rate of 23,6% (3 Clavien grade

I complications and 10 Clavien grade II complications). In primary LSG group

the complications rate has been 10.1% (22 Clavien grade II complications, 3

Clavien grade III complications and 2 Clavien grade IV complications). At 6

months the %EWL was 46,8 in the revisional LSG group and 51,3 in the

primary LSG group(p>0,05). At 12 months the %EWL was 66,6 in the

revisional LSG group and 74,7 in the primary LSG (p>0,05). At 18 months

the %EWL was 74,2 in the revisional LSG group and 71,6 in the primary LSG

(p>0,05).

Conclusion: LSG is an effective revisional procedure for failed or complicated

LAGB. A two stage approach reduce significantly the major postoperative

complications rate.

P.145 A Single, Oral Dose of Corticosteroids Alleviates Postoperative

Nausea after Laparoscopic Gastric Bypass (LGBP)

PRESENTER: L. Nordin
1

Co-authors: A. Nordlund1, C. Vilstrup1, J. Hedenbro1

1Aleris Obesity Kristianstad-Sweden

Background: Nausea commonly occurs after general anaesthesia. Therapy

with repeated injections with corticosteroids is known to be of benefit to

patients. This study investigates the efficacy of a single and oral dose

betamethasone 8 mg.

Patients and Methods: In a double-blind study 47 patients scheduled for

elective LGBP were randomly assigned to receive either 8 mg betamethasone

orally (n=24) or served as controls (n = 23). Information on risk factors for

postoperative nausea was noted. All patients were subjected to the same

anaesthetic technique, with Propofol and Remifentanil in a Target Controlled

Infusion. Data were collected at baseline, on arrival to the recovery room (RR),

and at four more time points during the first postoperative day. Nausea and

fatigue were assessed using 100 mm visual analogue scales.

Results: Average operation time was 25–40 minutes. Neither demo-

graphics nor risk factors for nausea differed between groups. No differ-

ences between groups were found at any time point for fatigue. The

number of given injections of antiemetics was the same for both groups.

Patients in the control group had a higher nausea score compared to the

betamethasone group from 4h postoperatively until 7 pm. This difference

was significant (p = 0.02239).

Comments: A single and oral dose of Betamethasone significantly reduces

nausea during the first 24 hours after LGBP. Further studies are needed to

compare the effect of oral and intravenous administration.

P.146 Clinical Practice Effectiveness of Glidescope Video Laryngoscope

in Morbid Obese Patients. Seven Years of Experience

PRESENTER: D. Kotsakou
1

Co-authors: N. Pararas2, C. Pappis2

1Hygeia Hospital Anesthesia Athens - Greece
2Hygeia Hospital Surgery Athens - Greece

Introduction: The everyday clinical value of Glidescope Video Laryngoscope

(GVL) in morbid obese patients is poorly characterized. Our airway man-

agement algorithm includes GVL as the primary technique for intubation in
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all patients with Body Mass Index (BMI) over 40kg/m 2. This is a retrospective

review of its clinical use.

Methods: We recorded all the GVL intubations attempted from December

2005 until December 2012 on patients with BMI above 40kg/m2. We analyzed

the success rate of GVL intubation, the Cormack-Lehane view achieved and

the adjunct devices used for intubation after GVL failure. The incidence and

character of complications associated with GLV were also recorded. Finally,

predictors of GLV intubation failure were determined using a logistic regression

analysis.

Results: We recorded 3228 cases with BMI between 40kg/m2 and 82kg/m2.

Nineteen cases were excluded because awake fiberobtic intubation was

used as primary technique. Overall success was 98.7% (3170/3209).

Success for patients with predictors of difficult direct laryngoscopy was

98.6% (2557/2593). Cormack- Lehane view was I II: 92.6% (2973/3209),

III:6.6 % (211/3209), IV: 0.8% (25/3209). Fiberoptic intubation with the help

of GVL or alone was used in 30/39 and 9/39 failed intubations respectively.

Complications included minor soft tissue injuries in 0.34% (11/3209) and

pharyngeal injury in 0.2% (7/3209) cases. The strongest predictors for GVL

failure was alteration of neck anatomy due to radiation, scars, or mass and

thyromental distance less 4cm.

Conclusion: GVL seems to be an excellent choice for airway management in

morbid obese patients. However, extra care should be given in patients with

altered neck anatomy.

P.147 Utility of Awake Endoscope Tracheal Intubation in Gastric

By-pass

PRESENTER: G. Martinez De Aragon
1
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Introduction: Anesthesia in bariatric surgery patients should be safe so is

very important reduce the risk. One of the techniques that we thought

could be safer is awake tracheal intubation with bronchoscope.

Objectives: The main objective is to reduce or even eliminate the risk

during the tracheal intubation, without problems of poor oxygenation

during this maneuver. Also to have sufficient experience in order tumuse

this technique in other patients with difficult airway intubation.

Methodology: Eligible patients are all gastric by-pass done in the past 5 years

in our hospital, approximately 200. The technique of intubation in awake, half

sitting, under sedation, with flexible fiberoptic scope and vision monitor was

performed to all the patients. The technique was explained in the

preanesthetic visit, and why we do it. We do not exclude any patients. Once

in the operating room, patients are premedicated with atropine and

midazolam, then were instilled lidocaine spray on the tongue and its base,

and continues to sedation based infusion of remifentanil, along with oxygen

nasal cannulas. As we advanced the fiberoptic we instilling, through an epidu-

ral catheter that goes through the working channel, lidocaine 2% (spray as you

go) in all structures (epiglottis, arytenoids, cords and trachea), when the carina

is seen the endotracheal tube is introduced at the time of a deep breath. It is

found that the tube is in the air way by obtaining capnography, and the patient

is asleep. After completing the intervention, in the first postoperative day, they

were asked for comfort during intubation.

Results: 100% to achieve intubation without desaturation or hemodynamic

changes. The subjective sensations of patients were not unpleasant in all of

them except one patient that reports shortness of breath and nervousness. All

we objectify in the maneuver was a coughing fit in almost all patients. It has

given us enough experience to deal with other cases of difficult airway acces.

Conclusions: A wake fiberoptic tracheal intubation in patients about to undergo

bariatric surgery is the first choice to minimize the risks of such intubation

without causing trauma to the patient. It´s important to be performed by

experienced hands.

P.148 Is There a Co-relation Between Difficult Airway and BMI-

Prospective Analysis in 150 Bariatric Cases

PRESENTER: H. Azeez
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Introduction: 150 consecutive cases of patients who underwent laparoscopic

sleeve gasrectomy for morbid obesity were included in the study. Only patients

with BMI more than 40 were included in the study .difficult intubation were

graded as Grade A, Grade B, Grade C. Grade A-successful intubation use of

McCoy blade, Grade B successful intubation using Intubating bougie and

Grade C using Fibreoptic bronchoscope. Malampatti grading was done in all

150 patients as part of routine preanaesthetic checkup. All patients were

intubated by same anaesthetist and in the same theatre settings

Methods: of the 150 patients difficult airway was encountered in 60 patients.

Of these 37 patients fell under GradeA,19 patients were under Grade B ,5

patients fell under GradeC.BMI and Mallampatti grading of patients with diffi-

cult airway were compared.

Results: there was no relation between BMI and difficulty of intubation. In other

words an increase in BMI did not predict possibility of difficult airway. How ever

there was a direct relation between severity of Mallampatti score and grade of

difficulty of intubation

Conclusion: For an anaesthetist it would be logical to assume that more the BMI

the more the chance for difficult intubation. However our experience show that

there is no relation between BMI and difficulty of intubation .Malampatti grading

proves to an excellent predictor of difficult intubation.

P.149 Is Esophagogastroduodenoscopy Prior to Roux-en-Y Gastric

Bypass Really Mandatory?

PRESENTER: U. Coblijn
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Introduction: Roux-Y Gastric Bypass is often used in surgery for morbidly obese

patients. Postoperative anatomy is altered by creating a remnant stomach,

inaccessible for future Esophagogastroduodenoscopy (EGD). There is no defi-

nite consensus about preoperative assessment of the stomach. Some institutions

choose to investigate the future remnant stomach by EGD, others do not. Aim of

this study is to quantify the yield of preoperative EGD in our institution.

Methods: Patients, planned for laparoscopic Roux-Y Gastric Bypass (LRYGB)

from December 2007 until August 2012, were screened by EGD. These files

were reviewed for EGD results and comorbidities, medication and other pa-

tient characteristic. All data were analyzed.

Results: 662 patients (79% female, median age 44.2 years, average BMI 45.6)

underwent preoperative EGD. In 341 patients no abnormalities were found (A), 115

had findings without consequences (B1), 109 (of 417) needed HP eradication

therapy (B2), 90 needed treatment by proton pump inhibitors (B3) and

6 required follow up EGD (C). In one patient the operation was cancelled

because preoperative EGD showed esophaguscarcinoma (D). Regarding

the treatment consequences, the number needed to treat to find one serious

abnormality (group C or D) is 95.
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Conclusion: Based on our results and the literature we state that standard preop-

erative assessment by EGD is questionable. The number needed to treat is high.

UndergoingEGD for patients is not to be taken lightly and also the economic burden

of performing EGD in all patients is noteworthy.

P.150 The Effect of Gastric Bypass on Resistin, and Insulin Resistance

in Morbidly Obese Individuals

PRESENTER: R. Mabrouk
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Introduction: Resistin as an adipocyte cytokine that is also secreted by the mono-

cytes. It was proved to stand as an interface between metabolism and immunity in

not only modulating inflammation, but also insulin resistance in morbid obesity. The

circulating resistin levels were reported to be increased and significantly positively

correlated to insulin resistance and inflammation. Aim of the work: The aim of this

study is to determine and correlate the resistin levels, insulin resistance, and

inflammation inmorbidly obese before and after 6months and year post the bypass

procedures.

Methods: Serum resistin , hs CRP, and HOMA were determined in Fifty three

morbidly obese 53morbidly obese patients before Roux-en Yprocedures and six

and one year after the procedure. The results were compared to 30 healthy

matched age and sex control group. The resistin levels were statistically corre-

lated to the other parameters and to the BMI

Results: Serum resistin, HOMA -IR, and hs CRP were all significantly higher in

the morbidly obese than the normal control before the procedures. Six month

after the operation revealed an increase of resistin that was not correlated to

the decrease of both hsCRP and HOMA-IR and excess weight loss. After one

year follow up, the resistin level decreased and was significantly correlated

with the decrease of the HOMA-IR and hs CRP, and excess weight loss.

Conclusion: Insulin resistance and inflammation and BMI are decreased inde-

pendent of the resistin level after six month post Roux –en Y. However they are

all positively correlated after one year post bariatric

P.151 Outcomes in Patients with T2DM Undergoing Laparoscopic

Sleeve Gastrectomy at 1 Year Follow Up

PRESENTER: G. Ermerak
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Introduction: Whilst the association between obesity and T2DM is well

established, the potential of bariatric surgery to achieve glycaemic control

has only more recently gained interest. The place of bariatric surgery in

algorithms for treating diabetes is still being defined. It is the purpose of this

study to add to the evidence by reviewing 74 patients with diabetes 1 year post

laparoscopic sleeve gastrectomy

Method: A retrospective cohort analysis was performed 1 year post-

operatively on 74 patients with T2DM. Included were 19 males and 55 fe-

males, mean age 46.7 with mean BMI 44.4 and mean pre-operative HbA1C

7.2 (range 5.3 – 11.4). Relevant patient parameters as defined by the

International Diabetes Federation were assessed including HbA1C, blood

pressure, % weight loss, impact on medication usage and occurrence of

hypoglycaemia at 0 and 12 months

Results: All 74 patients experienced a reduction in pre-operative fasting glucose

and HbA1C with a mean HbA1C of 5.7. 52 out of 74 patients had all

hypoglycaemic agents ceased by their family physician or endocrinologist by 12

months. Mean % excess weight loss was 76.5% (range 25.9 – 122.3). Of 48

patient with comorbid hypertension 39 had achieved a BP <135/85. There were

no reported occurrences of hypoglycaemia.

Conclusion: Sleeve gastrectomy results in objective clinical and biochemical

improvements in glycaemic control and associated comorbidities in patients

with T2DM. More date is required to conclusively evaluate long term mainte-

nance of remission.

P.152 Effect of Roux-en-Y Gastric Bypass versus Laparoscopic

Adjustable Gastric Band Operations on Resistin, Apelin and

Visfatin Peptides
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Introduction: Operations which decreases food ingestion such as Roux–en–Y

gastric bypass (RYGBP) and laparoscopic adjustable gastric banding (LAGB) are

popular with restrictive effects and are performed in common recently. This study

aimed to measure and compare apelin, resistin, visfatin levels in patients who

underwent to RYGBP and LAGB.

Methods: Fifteen patients underwent to RYGBP, 15 to LAGB were includ-

ed in study. Apelin, resistin, visfatin levels in blood samples obtained

from patients were measured before and six months after surgery.

Operations, complications developed in six months follow-up period, stay

time in hospital, body weight before and six months after surgery were

recorded.

Results: There was no significant statistical difference for age, gender, pre-

operative BMI. Stay time in hospital for RYGBP was more than LAGB. There

was no difference for weight loss ratio. Apelin plays role on obesity, glucose

metabolism. Apelin levels were decreased after operation in both groups but

there was no statistically meaningful difference. Resistin is a peptide causing

insulin resistence via disturbing glucose production in liver with high blood

levels in obese animals. Resistin levels were significiantly decreased in LAGB,

RYGBP but there was no statistically meaningful difference. Visfatin is an

insulin-mimicking peptide acting by binding to insulin receptor, significiant

decrease in both groups after surgery but no statistically meaningful difference

is observed.

Conclusion: A significant decrease was observed in both groups for resisitin,

apelin, visfatin values at six months after surgery but there were no significiant

difference. It seems that RYGBP, LAGB has similar effect on these peptides.

P.153 Inadequacy of BMI as Single Criterium for Bariatric Surgery: Age

and Comorbidities Should Be Relevant for Selection
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Introduction: BMI-oriented indications to bariatric surgery lead towards an

unrealistic load of procedures, with unacceptable expenses, complications

and recurrences. (Livingstone EH, 2012; Gill RS, 2011; Weiner JP, 2013).

Selection considering age and comorbidities offer substantial benefit to more
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compromised subjects (Sjostrom L., 2013). We demonstrate that obese pts

with high surgical risk may face bariatric procedures with good results.

Methods: We studied 200 DBP patients, 60 % included in stages 2/3 of

Edmonton classification (Gill RS, 2011), which identifies the risk of mortality

in the 3rd degree obesity: in comparison to 2/3, stages 0/1 include very low risk

patients.

Results: Our stage 2/3 pts showed: age >50 yrs 50% and >55 30%; BMI > 50

70%; diabetes 40%; respiratory disfunction 80%; hypertension 82%; other

15%. 20% underwent a second procedure; 20% postoperative ICU; 12%

bronchoscopic intubation. No mortality; hospital stay was 15 days vs 7 of 0/1

stage. 2-yrs control showed no differences between the two groups. 93%

diabetes, 70% hypertension, 90% respiratory insufficiency resolved.

Conclusion: The more compromised obese patients obtain very good results.

Edmonton classification seems reliable in selecting cost-effectiveness. Ethically,

waiting lists need to reflect these criteria, preventing deterioration of pts in critical

conditions and adequately orienting the use of health resources. Surgery should

be considered therapeutic rather than preventive. Inadequate weight loss fre-

quently observed after some forms of procedures (Spivak H, 2012; Arapis K,

2012, Livingstone 2013) enforces this approach. A new score based on prospec-

tive studies may better define clinical guidelines.

P.154 Laparoscopic Sleeve Gastrectomy for Type 2 Diabetes Mellitus: 4

Years Experience from Kuwait
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Introduction: Type 2 Diabetes Mellitus (T2DM) comprises 90% of diabetics and is

largely the result of excess body weight. Prevalence of T2DM in the Kuwaiti adult

population is increasing. There is enough evidence in the literature to suggest that

laparoscopic sleeve gastrectomy (LSG) produces effective weight loss and cure or

improvement of co-morbidities such as T2DM. The objective of this study is to

assess the treatment outcomes of LSG on patients with T2DM associated with

obesity.

Method: A retrospective study on 1202 obese patients who underwent LSG at

Al-Amiri Hospital from October 2008 to October 2012 was conducted. 15%

found to be diabetic (n=185) were found to have T2DM preoperatively. (Data

analysis-SPSS program).

Results: Themeanage of the patientswas 42 (10.4) years; 68% females;Median

preoperative BMI was 46kg/m2 (30.4– 87.4) and median postoperative follow up

period was 18 (2 – 48) months. Pre and postoperative fasting blood glucose and

HbA1C were measured. Resolution and improvement of T2DM was 53.3%

(n=57) and 38.3% (n=41) respectively. %EWL was 72% at 1 year and 73% at 4

years. Duration based analysis showed that most of the resolved patients had

diabetes for less than 5 years. Overall complication rate 5.4% and no mortality.

Conclusion: LSG resulted in a 53.3% remission of T2DM which is consistent

with the international literature. LSG is more effective for the treatment of

patients with short term duration of T2DM. Larger study with longer follow up

is required to validate the results.

P.155 Proper Korean Ideal Body Weight Formula as a Postoperative

Reporting Tool of Weight Loss After Laparoscopic Adjustable

Gastric Banding

PRESENTER: M. Cho
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Introduction: For the ideal body weight (IBW) used to calculate %EWL and %EBMI,

metropolitan life table and 25 kg/m2 is generally used, respectively. However, both the

IBW and BMI25 are higher than that of an average Korean and are viable to cause a

distortion in the bariatric surgery result report. The purpose of this study is to find the

ideal IBW formula for a Korean.

Method: A survey about their desired weight was conducted on patients who

undertook LAGB surgeries at Seoul 365mc Hospital. Methods like Broca,

Devine, Robinson, Miller, Hamwi formula and Metropolitan life table were used

to calculate various IBWs, and were compared to the patient’s desired weight.

Results: 360 patients were enrolled in the study for 1 year. The average age,

weight, height and BMI was 36.5, 95.3kg, 166.6cm, and 34.1 kg/m2. The average

desiredweight andBMIwas 60kg and 21.5 kg/m2.Male and female patient showed

large variations in desired weight (female 55.6kg vs. male 78.5kg, p<0.001). The

Broca formula yielded an IBWof 57.3kg,Miller a 61.4kg, andmetropolitan a 67.9kg,

all showing statistically significant differences with the desired weight(p<0.001). The

Devine formula yielded an IBWof 59.2kg, Robinson a 59.2kg, andHamwi a 59.1kg,

this time showing similar calculations to the desired weight.

Conclusion: The desired weight was most similar to the IBW calculated with

Devine, Robinson, and Hamwi formula. Using the Devine, Robinson, and

Hamwi formula is the ideal method rather than Metropolitan life table to report

the results of a weight loss surgery in Korea.

P.156 23 Hour Stay Following Laparoscopic Roux-En-Y Gastric Bypass

and Laparoscopic Sleeve Gastrectomy, Is It Safe and

Achievable?

PRESENTER: M. Adamo
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Co-authors: J. Nicholls1, N. Carter1, M. El-Kalwaay1, M. Hashemi1, A. Jenkinson1

1University College London Hospital Centre for Weight-loss, Metabolic &

Endocrine Surgery London-United Kingdom

Background: Bariatric surgery average length of stay (LOS) is reducing. High

volume centres with standardised pathways and increasing experience are

reporting shorter LOS. Increasingly patients are keen to be discharged next

day after surgery.

Method: A prospective study was carried out of all patients who had a 23-hour

stay (23HS) following Laparoscopic Roux-en-Y Gastric Bypass (LRYGB) or

Laparoscopic Sleeve Gastrectomy (LSG) during the last three years. All pa-

tients were reviewed early on the morning of the first post-operative day by

surgeon, specialist nurse (CNS) and dietician. Those who were willing to go

home and deemed fit were allowed. A dedicated telephone clinic was also

arranged with the CNS at 3 days and two weeks after discharge. Criteria for

23HS. Included: 1.patient desire and willingness to go home; 2.tolerating oral

fluids; 3.Minimal pain and no opiate analgesia requirement; 4.appropriate logis-

tical support and care at home; 5.full understanding of early post-operative

dietary requirements.

Results: In the first year being studied 8 (3.3%) patients had a 23HS. This

increased to 15 (7.4%) in the second year and to 22 (12.4%) in the third year.

21 (47%) had a LSG and 24 (53%) a LRYGB. Mean age 43yrs (20–64) with

76% being female. Mean BMI 44.7 (35–61). 17(38%) patients were diabetic.

There were no complications and no readmissions in this group.

Conclusion: 23 hour stay after LSG and LRYGB is becoming increasingly

popular amongst surgeons and patients. Our results show that a tailored

enhanced recovery pathway makes 23HS safe and achievable.

P.157 Significant Diabetes Resolution After Omega Bypass: A Two-year

Follow-up
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Introduction: Laparoscopic Roux en Y gastric bypass resulted in significant

weight loss and resolution in type 2 diabetes mellitus (T2DM). Omega Gastric

bypass has been reported to be a simple and effective treatment for morbid

obesity but little is known on its efficiency on T2DM.

Method: Between October 2006 and December 2012, 804 patients received

an Omega Bypass in our comprehensive obesity surgery center. We identified

100 patients (12.4%) who suffered from T2DM at operation. Mean age was

48.8+/10.8 yo, mean preoperative weight 132.9 +/28.6 Kg, mean BMI 47.1 +

/8.5 Kg/m2. Mean preoperative HbA1C was 7.7 +/1.9%. 8% (n=7) had no

treatment, 37% (n=30) one, 32% (n=26) two, 7% three (n=6) and 14% (n=12 )

received insulin. The mean follow up was 26.4 months. The mean weight

decreased to 97+/23.5 Kg, the mean BMI to 33.9 +/7.7 Kg/m2.

Results: Successful treatment of T2DM was defined by HbA1C<7% without

treatment. Resolution happened in 87.6% (71/81) and reduction of treatment

in 12.34%. Insulin could be stopped in 58.3% (n=7).

Conclusion: Laparoscopic Omega gastric bypass resulted in sustained weight

loss with successful treatment of T2DM up to 87 % after two years. Long term

data are now mandatory.

P.158 Indirect Costs to Society After Gastric Bypass (LGBP): A One-year

Pre- and 2 Years Postoperative National Cohort Study

PRESENTER: J. Hedenbro
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2Swedish Social Insurance Analysis Department Stockholm-Sweden

Background: Obesity-related diseases cause direct and indirect costs. We

studied the costs to public health insurance caused by absenteeism from work

the years before and after LGBP.

Patients and methods: Payments from the Swedish Social Insurance

Agency are centrally registered. Operations are monitored using the

Scandinavian Obesity Surgery Registry (SOReg) covering >98 % of all

operations in Sweden. Cross-matching these registries for all operations

performed in 2010 (n= 7201) gave us complete data sets for 3970

unique individuals; analysis was performed on those with employment

(n= 3264) on days of absenteeism from work during 365 days prior to

and after operation. (The Swedish Board of Health and Welfare recom-

mendation for recovering is 2–4 weeks.) Two-year postop data will be

available in April. We also had data on comorbidities, standard anthro-

pometry, educational level and annual income.

Results:Mean increase in sick-days for the first postop year was 15.5 full days.

Patients undergoing preop. treatment for obesity-related comorbidity in-

creased number of sick-days both pre- (30.7 vs. 48.6) and postoperatively

(44.1 vs. 59.5). Patients with diabetes had more preoperative sick-leave than

patients without (26.1 vs. 23.2) and this difference was increased postopera-

tively (55.9 vs. 42.3). Surgical access predicted length of convalescence;

laparoscopic operation had 42.1 days postoperative sick-leave vs. 72.7 for

open access cases, without any difference in preop BMI.

Discussion: The indirect costs of obesity surgery are small, but one year is not

enough to show an overall reduction in societal costs. The two-year postop-

erative data will be interesting.

P.159 Oral Carbohydrate Provocation in Patients with History of

Hypoglycemia-like Symptoms After Roux-en-Y Gastric Bypass
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Introduction: Roux-en-Y gastric bypass (RYGB) surgery is an effective weight

reducing procedure with mechanisms of action through several physiological

principles. After RYGB some patients experience symptoms suggestive of

hypoglycemia 1–3hours after food intake. However, it is unclear if these symptoms

are associated with objective hypoglycemia.

Methods: Eight RYGB patients with a history of hypoglycemia-like symptoms

(SY) and eight patients with no symptoms suggestive of hypoglycemia (ASY)

ingested a liquid carbohydrate meal of 443 kcal. Insulin, plasma-glucose,

glucagon-like peptide 1 (GLP-1) and glucagon were assessed intermittently

up to 180 minutes postprandial. In addition, pulse rate, blood pressure and

perceived symptoms (Sigstad scale) were assessed at each time point.

Results: Plasma glucose at 120 min was lower in the ASY compared to the SY

group (group means being 2.4 mmol/L vs. 3.0 mmol/L, p=0.050). The ASY

group had larger reduction in plasma glucose than the SY group from pre-

prandial to 120 min post meal (2.2 mmol/L vs. -1.1 mmol/L, p=0.011). The

concentrations of insulin, GLP-1 and glucagon did not differ significantly be-

tween groups. Blood pressure was on a similar level between groups, but the

area under the curve (AUC) for pulse rate was larger in the SY than ASY

groups (13009 vs. 11569; p=0.038). The SY group reported more symptoms

than the ASY group during the test (p=0.050).

Conclusion: Patients with history of hypoglycemia-like symptoms after RYGB

neither demonstrate lower plasma glucose nor greater insulin response com-

pared to asymptomatic patients in response to a liquid carbohydrate meal, but

perceive more symptoms.

P.160 Variation in Public Funding for Bariatric Surgery in England: Turn

for the Worse?
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Introduction: NICE clinical guideline for obesity is the benchmark for public

funding of obesity services in England. There is a growing perception that the

criteria for funding bariatric surgery have become tighter recently. The aims of

this study were to review the funding criteria of Primary Care Trusts (PCTs) in

England for the last financial year 2011–12 as compared to 2009–10.

Methods: We sent out questionnaires to all 147 PCTs in England asking about

their funding criteria for bariatric surgery and requested the number of pro-

cedures that were funded in the two financial years.

Results: 124/147(84.4%) PCTs replied to our questionnaires, of which 3 provided

data only for the last financial year. The number of PCTs who fund surgery in line with

NICEguideline reduced significantly from69/121(57%) in 2009–10 to 36/124(29.03%)

in 2011–12. The funding of surgery was also variable in the presence of co-morbidity

with differing BMI threshold for individual co-morbidity as shown below:

BMI without
Co-morbidity

BMI with Co-morbidity

40+ 50+ No funding 35-40 40-45 45-50 50+

Year, 2009-10 58% 27% 15% 63% 6% 23% 8%

Year, 2011-12 30% 46% 24% 47% 14% 30% 9%

60/121(49.6%) PCTs provided the number of procedures that were funded in

the two financial years. The numbers of funded procedures reduced from 2783

in 2009–10 to 2486 in 2011–12.

Conclusion: This study demonstrates that there is variation in the funding

criteria for bariatric surgery on the NHS in England which has become more

stringent recently. This study is the first comprehensive review of funding for

bariatric surgery in England.

P.161 Use of Upper GI Series in Preoperative Evaluation is Helpful, and

Not just for the Anatomy
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Introduction: GERD and hiatal hernia are well known obesity related

comorbidities. Upper GI series (UGIS) are performed as preoperative workup

before bariatric surgery. Aim of study is to evaluate usefulness of UGIS and

clinical correlation with GERD and hiatal hernia.

Methods: Chart review of bariatric surgery patients between Dec2010 and

Jan2012 from single surgeon practice.

Results: 642 patients underwent primary bariatric surgery. Average age was

44(sd = 12), 75%female, 45%Hispanic, 28%African American, 23%Caucasian,

and 4%other race. Surgery type was Gastric Bypass(67%), Sleeve(28%) and

Band(5%). Hiatal hernia was seen in 36%onUGISand repaired surgically. Reflux

was present on UGIS in 32% of patients, and clinical GERD severity ranged from

none (48%), mild(32%) and moderate-severe(20%). The overall accuracy of

UGIS for correctly identifying hiatal hernia was 0.62. There was no significant

correlation between radiological and clinical GERD. Patients with moderate to

severe GERD were 1.88 times more likely to have a hiatal hernia at the time of

surgery than patients without GERD (p=0.006). Clinically important findings

(anatomic and functional abnormalities) were present in 46 patients (7.16%) that

would need further workup (EGD, manometry, chest scan, gastric scintigraphy).

12 patients (1.6%), with esophageal dyskinesia (10 pts) or esophagitis (2 pts),

could possibly be offered a nonrestrictive procedure.

Conclusions: Routine preoperative UGIS before bariatric surgery is of benefit .It

reveals anatomical as well as physiologic pathologies in 7.16% that would change

the surgical approach or postpone surgery with additional workup. Clinical GERD

was associatedwith an increased incidence of hiatal hernias found intraoperatively

P.162 A Study on Nutritional Assessment After Sleeve Gastrectomy-

Analysis of 50 Patients

PRESENTER: M. Khaitan
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Introduction: Sleeve Gastrectomy is recognized as a safe and more physio-

logical procedure for weight loss all over. This study analyzes the long term

nutritional effects with and without supplementation into two subgroups.

Methods: A data of 50 Patients with BMI between 72 and 33 Kg/m2 who

underwent Sleeve Gastrectomy at our Center between 2008 to 2010. Study

includes all patients receiving supplements for first year and then first sub-

group continued on supplements and another group not receiving them. The

effect on blood levels of Hemoglobin, Iron, Calcium, Vitamin B12 and Protein

was analyzed at the end of each year.

Results: All 50 patients received supplements up to one year. At the endof one year

the mean of Hemoglobin, Iron, Calcium, Vitamin B12 and Proteins are 13.9 gm %,

74.58ug/dl, 9.09mg/dl, 750pg/ml and 6.85gm/dl respectively. After one year follow

up patients were divided into two subgroups, one continuing supplementation and

other group on normal diet under supervision. No significant difference in the results

was found between two groups after following up the patients for one further year.

Conclusion: Sleeve gastrectomy being a more physiological procedure may

not require long term supplementation.

P.163 Bariatric Surgery on Super Obese Patients: Comparative Analisys

of the Results with 35–50 BMI Patients
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Introduction: Bariatric surgery is nowadays the most effective treatment for

obese patients. We noted recentely an increasing demand of surgery for BMI

>50 patients, that are more than 50% in our waiting list.

Method: We evaluated 90 patients who underwent bariatric surgery from january

2011 to june 2012 (BMI 35–50 n=51, group 1, BMI 50 n=49, group 2).Themedian

BMI was respectively 44 (± 19.04s.d , range 37–48) and 56 ( ± 7.74, range 50 –

81).We calculated for the two groups respectively the BMI/ewl %, at six and

twelve months, perioperative complications, operative time. We excluded pa-

tients who underwent gastric banding, re-do, patients lost to follow up.

Results: Group 1: BMI/ewl % at 6 months was respectively 32 (± 4.74 sd) and

54.5% (± 19.04 sd ) and 28 (±4.62sd ) and 73% ( ±17.06sd )at 12 months.

Group 2: BMI/ewl% at 6 months was respectively 41(±5.76 sd) /44% (±10.93

sd) and 34 (±4.26) / 52 %(±12.62) at 12 months, p<0.004 Perioperative

complications were 3 for each group. Operative time was 81 mn. (±18.1sd)

for group 1 and 95 mn.(±22.1) for group 2, p=0.04.

P.164 Obesity and Metabolic Surgery in Type 1 Diabetes Mellitus
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Introduction: The prevalence of obesity and type 2 diabetesmellitus is increasing

worldwide. Obesity surgery is an effective method for treating obesity and diabe-

tes type 2. But little is known about bariatric surgery in type 1 diabetes.

Method: We report of eight female patients with diabetes type 1. Four patients

underwent Roux-en Y gastric bypass. They were 33–50 years old with diabe-

tes since 9–34 years. They controlled it with CSII (continuous subcutaneous

insulin infusion), respectively two of them with an intensive insulin-therapy

(ICT). One patient had sleeve gastrectomy. She was 38 years old, had had

diabetes since 19 years and controlled it with CSII. Three patients had

biliopancreatic diversion/duodenal switch. At surgery they were 42–52 years

old, with diabetes since 8–25 years. They were treated with an ICT.

Results: Our results showed a remarkable weight reduction as well as an

improvement in blood glucose control and the insulin requirement. Pre-surgery

BMI ranged between 37,3-46,0 kg/m2 and improved to 25,3–29,0 kg/m2 one year

after surgery. HbA1c decreased from 6,7-10,9% prior to 5,7-8,5 % one year post-

surgery. The insulin requirement was reduced from 0,54-1,13 IU/kg body weight

pre-surgery to 0,14-0,62 IU/kg after one year.

Conclusion: The results are impressive and show an improvement in insulin

sensitivity following obesity surgery. However, an optimal blood glucose con-

trol still remains very important in the therapy of diabetes type 1 to avoid long-

term complications. Obesity surgery is an effective method not only for type 2

diabetes but also for obese type 1 diabetes patients.

P.165 C.O.R.E: A Simple System of Risk Assessment for the Obese Patient
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Introduction: Medical and surgical teams have not a routine, reliable measure

to identify the risk assessment of the obese patient. BMI which is widely used

to categorized and graded patient with obesity, only measures how big you

are, not how sick you are. The purpose of our study is to validate a new
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Conclusions: bariatric surgery in BMI50 patients is as safe and effective as in

BMI 35–50 patients. No great difference in terms of complication and operative

time, obviously a statistically significative difference in terms of BMI/ewl%.

Nevertheless, we consider mandatory the remittance of BMI ≥50 patients in a

referential centers, in order to reduce the risks and improve the results.



scoring system that adds a pathophysiological value to BMI evaluating all

obesity-related co-morbidities.

Methods: We developed and tested C.OR.E (comorbidity obesity-related eval-

uation) using medical data from patients who underwent operations at the PTV

Departement of Surgery from January 2011 to December 2012. In our

Departement, properative assessments include: blood test, bone densitome-

try, gastroscopy, pulmonary function tests, electrocardiogram and doppler US,

liver US and psychological test. To each diagnostic investigation is assigned a

score. We have assimilated obese patient to a sphere: comorbidities and risk

factors are associated with an increased volume of the sphere. A large sphere

indicates a high risk.

Results: Preliminary results support the use of our score system for accuracy

and applicability in clinical practice.

Conclusions: C.O.R.E. could serve several important purposes: it would allow

to identify the real state of health and the appropriate therapy for the patient

and would also provide a target for surgical teams and researchers aiming to

improve outcomes.

P.166 Superior Weight Loss and Improvement in Comorbidities After

Duodenal SwitchCompared toGastric Bypass in Patientswith BMI>48
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Introduction: Bariatric surgery achieves massive weight loss; however, in ex-

treme overweight, the procedure of choice is unclear. In patients with BMI >48,we

offer Duodenal Switch (DS) with 1m common channel, or Gastric Bypass (GBP).

Methods: Short and long-term results for consecutive 311 patients, 165 DS

(BMI 55 (48–89), 69% women, open surgery) and 146 GBP (BMI 51 (48–64),

73% women, 30% laparoscopy) were taken from our prospective database.

Results are presented in median (range).

Results: For DS and GBP, operating time was 150 (92–268) and 109 (57–239)

min, respectively. Six DS, including 3 leakages from the gastric tube, and 2 GBPs

were reoperated. Length of stay was 5 (3–109) and 4 (1–21) days. Excess weight

losswas 73% vs. 60% at 1 year and 88% vs. 64% at 5y, resulting in BMI 31 for DS

(n=40) and 36 for GBP (n=116). In accordance, plastic surgery had been

performed in 55% and 26%, respectively. Obesity-related comorbidities improved

overall in both groups. Glucose control (HbA1c) was superior after DS. As judged

by SF 36, self-evaluated physical health improved in both groups. At 5y, patient

satisfaction was very high, and in both groups, 95%would recommend surgery to

a friend. Severe hypoproteinemi was treated by reversal of the excluded small

bowel in 2 DS-patients.

Conclusion: Duodenal switch results in superior weight loss and improvement

of comorbidities compared to gastric bypass. DS is, however, technically more

demanding and patients need intensified follow up.

P.167 The Effects of Gastric Plications (GP) and Sleeve Gastrectomy

(SG) on Patients with Type 2 Diabetes and Their Insulin Regimens
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Introduction: GP and SG are the techniques which are used in bariatric

surgery. These techniques couldn’to be examined sufficiently because of the

comorbidities and lack of long term studies. Our aim in this study is to examine

the effects of the GP and SG operations on patients who have type 2 diabetes.

Methods: 89 patients (27,21%) have insulin resistance; n=28(8,56%) use oral

anti-diabetics, n=26 patients use insulin (n=16 patients underwent GP, n=10

patients underwent SG). Follow-ups of these patients we evaluate the need of

insulin. n=11(68,75%) who underwent GP and n=9(90%) patients who

underwent SG have a significant decrease in insulin resistance and don’t need

insulin for treatment anymore.

Results: Type 2 diabetic patients who had GP and SG surgery lost weight and

there are significant changes in their metabolic and endocrine profile. In our

opinion to define the reason of decreased insulin resistance is a conclusion of

losing weight or plication technique itself, more clinical researches and out-

comes are needed.

P.168 Prevalence of Obesity and Overweight Among Mascarien Children
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Introduction: According to the World Health Organization (WHO) definition,

the Overweight and obesity as an abnormal accumulation or excessive fat

that may impair health. The importance of this problem makes a several

references to the definition of the set for overweight and obesity. This study

aims to assess the prevalence of overweight, obesity in a group of 9-10-

year-old children using three references.

Methods: We performed this work on a sample of 1085 students (527 boys

and 558 girls) aged 9 to 10 years. Anthropometric variables (weight, height)

were measured for all students to calculate the body mass index (BMI). To

define overweight and obesity we used three international references corpu-

lence: International Obesity Task Force IOTF (2000), WHO (2007) and

Centers for Disease Control and Prevention (CDC 2000).

Results: According to the references IOTF, WHO and CDC, the overall prev-

alence of overweight (including obesity) is (8794%, 12.35% and 10.88%)

respectively. Obesity affects one (1.57% 4.52% and 3.78%) respectively.

Overweight is more common in girls than boys, and it doesn’t matter some

reference corpulence applied.

Conclusion: The prevalence of overweight and obesity is increasing very

rapidly in Algeria which requires completion curves Algerian local growth.

P.169 Revisional Surgery After Failed LAGB; Results of One Stage

Conversion to RYGB in 195 Patients
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Introduction: The most performed restrictive bariatric procedure is the

Adjustable Gastric Band (AGB). With large number of patients receiving an

AGB, inevitably the number of complications increase. For many complica-

tions revisional bariatric surgery is necessary. This study presents the out-

comes of one stage AGB conversion to a Roux-en-Y Gastric Bypass (RYGB)

from our institution.

Method: Patients were retrospectively selected using a prospectively collected

database. The AGB had to be in situ for at least one year and minimum
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postoperative follow up had to be 12 months. The RYGB had to be performed

as a one step procedure.

Results: 195 Patients were included. In total 175 (90%) procedures were

performed without perioperative complications and only 8 (4%) patients required

re-operation within 30 days. Mean Excess Weight Loss (EWL) increased from

25% (± 26.0 (50;120%)) before conversion to RYGB to 60% (± 21.2 (0;130)), 65%

(± 23.5 (0;131)), 63% (± 24.2 (2;132)), 60% (± 24.1 (0;111)) and 53% (± 28.7

(39;109)) in the first five postoperative years.

Conclusions: Converting a AGB to a RYGB in a one stage procedure is a

safe and feasible procedure with acceptable complication rates when

performed in a specialized institution. The RYGB conversion results in

a EWL of 65% after two years, however proper patient selection is of

utmost importance.

P.170 Health-related Quality of Life in Patients With and Without

Obesity-related Disease Before and After Gastric Bypass
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Introduction: The use of bariatric surgery in morbidly obese patients without

any obesity-related comorbid conditions is controversial. This study aimed to

explore changes in health-related quality of life (HRQoL) after bariatric surgery

in patients with and without obesity-related disease.

Method: Patients who completed HRQoL questionnaires before surgery and

at follow-up visits 1 and/or 2 years after surgery were included. Generic and

obesity-specific HRQoL was measured with the Short-Form 36 Health Survey

(SF-36) and the Obesity-related Problems scale (OP-scale). Obesity-related

disease was defined as the presence of at least one of the following condi-

tions: type 2 diabetes, hypertension, dyslipidemia, obstructive sleep apnea,

gastroesophageal reflux disease and osteoarthritis. Linear mixed models were

used to analyze repeated measurements in patients.

Results: A total of 232 patients were included, mean (SD) age was 41

(9.0) years, mean BMI 46 (5.3) kg/m2 and 68% were women. 86 (37%)

patients had no obesity-related disease. From baseline to two years after

surgery, all aspects of HRQoL were significantly improved. The improve-

ments in SF-36 scores were in the range of 18 (95% CI 14.1–20.9) to 38

(95% CI 33.7–41.4) in patients with obesity-related disease and 24 (95%

CI 19.3–28.2) to 41 (95% CI 35.9–45.8) in patients with no obesity-related

disease. Except from a small but not clinical important difference in one of

the SF-36 domains, the changes in the two patient groups were

comparable.

Conclusion: Gastric bypass surgery confers similar improvements in HRQoL

in patients both with and without obesity-related disease prior to surgery.

P.171 Quality of Life After Laparoscopic Sleeve Gastrectomy with

Jejunal Bypass Based on Bariatric Analysis and Reporting

Outcomes System (BAROS)
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Introduction: Sleeve Gastrectomy with Jejunal Bypass (SGJB) is

performed in our institution since 2004 for the treatment of obese

patients. This technique has been subjected to evaluations in terms of

weight loss and comorbidities resolution. The aim of this study is to

assess the quality of life (QoL) of patients undergoing SGJB based on

BAROS Moorehead–Ardelt survey.

Methods: BAROS was applied in a series of 92 obese patients operated with the

three surgical techniques at DIPRECA Hospital in Santiago, Chile (SGJB, RYGB

and LSG) between May 2012 and February 2013. Incomplete surveys were

excluded. Patients had at least 6 months of follow-up. 24 met the inclusion

criteria, operated between September 2007 and August 2012. To facilitate statis-

tical analysis, was established as successful surgery an score>3 (Good, Very

Good and Excellent). Scores<3 were defined as poorly evaluated (Regular and

Poor).

Results: Mean time of follow up was 19.1 months. Mean score was 6.8

(Very Good). Of the 24 patients, 96% (23) evaluated the technique as

succesful (21%=Good, 29%=Very Good, 46%=Excellent). Only one

had a score below 3 (2.9=Regular). None of them was clasified as

Poor.

Conclusion: Sleeve Gastrectomy with Jejunal Bypass is evaluated as a

succesful technique in improving quality of life of patients, based on BAROS

Moorehead–Ardelt survey.

P.172 Early Survival Outcomes Following Bariatric Referral for 3766

Patients
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Introduction: Operative mortality rates following bariatric surgery are 0.3%. Short

term mortality rates for bariatric patients not undergoing surgery are less well

known. This study aims to compare the survival data for patients referred for

bariatric surgery and to identify causes of death.

Methods: A prospectively maintained database was used to identify pa-

tients referred for bariatric surgery by their primary care provider based

on NICE guidelines between April 2008 and May 2012. Survival status

was assessed using the Connecting for Health website Batch Service

database. Demographics, BMI and survival status was compared be-

tween the operative and non-operative cohorts. Cause of death was

identified from hospital notes and GP records. Follow up was censored

on 1/3/2013.

Results: 3766 patients were referred. 1046 underwent bariatric surgery

(LAGB: 246, RYGB: 633, LSG: 169). The non-operative and operative

groups were comparable for age (mean 43vs44 (range 17–78)) and BMI

48.1vs48.2 (range 33–98). 1in5 of the operated patients were male

compared to 1in3 of the non-operative group. Mean follow-up was 30

months. There was no operative 30 day mortality. 4 died from surgically

related late (>30day) complications and 2 from cardiac disease (0.6%).

Of 2720 patients not undergoing surgery 27 died (1%). Cause of death

was identified in 20 patients (malignancy 3, cardiac disease 8, sepsis 5,

PE 2, other 2)

Conclusions: The risk of mortality for the non-operative group is 1% over 30

months. Whilst the risk of death following surgery is low the risk for the non-

operative patients is higher than expected and in excess of the early mortality

as a result of surgery.
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Objective: To evaluate the short-term outcome of laparoscopic gastric

bypass and minigastric bypass on obesity patients with type 2 diabetes

mellitus.

Methods: 50 obesity patients with type 2 diabetes mellitus received laparo-

scopic gastric bypass (n=25) or laparoscopic minigastric bypass (n=25), and

their data of treatment outcomes were analyzed.

Results: The operations were all successfully performed without any compli-

cations. The average operation time was 125 minutes (range: 100 to 170

minutes). The patients underwent 1,6 &9 months follow-up after operation.

Diabetic indicators returned to normal without any medication and body weight

reduced by on average of 24.3 kg.

Conclusion: Laparoscopic gastric bypass and minigastric bypass have good

short-term outcome in the treatment of obesity patients with type 2 diabetes

mellitus.

P.174 Remission or Control of Diabetes After Laparoscopic Gastric

Bypass
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Introduction: Diabetes is a well-recognized and treatable risk factor for cardiac

disease, and one of many co morbidities associated with obesity.

Objective: The aim of this study was to evaluate the clinical outcome of

morbidly obese patients with documented diabetes who underwent laparo-

scopic Roux-en-Y gastric bypass.

Method: Fifty-nine patients with sufficient follow-up were included in the study.

Mean preoperative duration of diabetes was 68 months. At 1 month postop-

eratively, mean excess body weight loss was 17 per cent with 29 patients

(49%) showing improvement and 21 patients (36%) having remission of their

disease. Mean excess body weight loss was 67 per cent at 12 months

postoperatively with 25 patients (42%) showing improvement and 34 patients

(58%) having remission of diabetes. Mean preoperative fasting blood glu-

cose level decreased from 152 g/dL preoperatively to 100 g/dL at 12

months (P = 0.02),where as glycosylated hemoglobin decreased from 7.9

per cent to 5.7 per cent, respectively (P < 0.01). Patients with remission of

diabetes had a shorter length of condition compared with patients with only

improvement (43 vs 103 months, P < 0.01).

Conclusion: Weight loss associated with laparoscopic gastric bypass

significantly improves diabetes control and results in discontinuation

or marked reduction of antidiabetic medications in the majority of pa-

tients. Improvement in glucose control occurs as early as 1 month

postoperatively.

P.175 Gastric Bypass V/S Sleeve Gastrectomy as a Treatment for T2DM

in Patient with BMI>35

PRESENTER: D. Mohamed
1

Co-authors: M. Rajagopal1, M. Shereef1, Hafiz1, S. Nair1

1Moulana hospital, Bariatric & Minimal Ascess Surgery, Perinthalmanna-India

Introduction: The prevalence of obesity-induced type 2 diabetes mellitus is

increasing worldwide objective to evaluate the efficacy of Laparoscopic

Gastric bypass (LGBP)v/s laparoscopic sleeve gastrectomy (LSG) on improv-

ing glycemic control of morbidly obese patients with type 2 diabetes mellitus.

Method: Study of 50 type 2 diabetes mellitus (T2DM) patients with BMI > 35

undergone LGBP &LSG Pre- and post-operative clinical parameters associat-

ed with diabetes mellitus 6 months & 1 Year after operation were evaluated.

Data collected included weight loss (BMI, EWL%), diabetes control (FPG,

HbA1C)

Conclusion: At 1 year after surgery, LSG seems to be as effective as LGBP for

the management of T2DM in patients with BMI >35.

In addition to reducing the functional capacity of the stomach, this procedure

eliminates the ghrelin-rich gastric fundus, which may play a role in its mech-

anism of action.

P.176 The Epidemiology of Obesity, A survey on 1000 Iranian Patients
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Introduction: The high prevalence of obesity in various ethnic groups, empha-

size the importance of epidemiologic studies among these groups of patients.

The recent study is an epidemiologic survey on one thousand patients refer-

ring to a private weight loss center in Tehran-Iran.

Method: The study was a cross-sectional survey which has been performed

during a one year period from 2011 to 2012 in a private weight loss center in

Tehran-Iran. One-thousand patients being admitted in our center, seeking for

weight loss procedures were randomly selected and enrolled in the study.

Patients underwent a thorough history, physical examination and psychiatric

evaluation. Laboratory tests and also an abdominopelvic ultrasonography

were ordered for all patients.

Results: The prevalence of overweight, obesity grades I and II and morbid

obesity were 8.8%, 27.9%, 29.4% and 33.6% respectively. The presence of at

least one comorbid disease, including diabetes, hypertension and hyperlipid-

emia were reported in 24.8% of the patients. Polycystic Ovarian Syndrome

was reported in 19.3% of the female patients and weight-induced infertility was

present in 7.5% of the married couples. Depression and anxiety disorders

were reported in 40.4% of patients. The frequency of obesity was 3.7% in

children between 10–18 years old, in which 28.9% were morbidly obese.

Conclusion: The high prevalence of obesity in the selected population, accom-

panied by comorbid diseases will acknowledge the necessity of accordingly

preventive and treatment modalities. Prompt actions are needed to apply

drastic changes in life style and dietary programs in order to decrease the

trends toward a heavier world.
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Introduction: Hypoglycaemia following Roux-en-Y Gastric Bypass (RYGB)

leads to various non-specific symptoms like fatigue, hunger, tachycardia

sweating or weakness. While the real incidence of hypoglycaemia might still

be underestimated, identification of patients at risk is crucial.

Methods: We performed a mixed meal tolerance test (MMTT) in 51 patients

(46 female, 5 male, mean age 40± 3,4 years , mean BMI 31,8 ± 1,7 kg/m2) at

median 93 months (60–96) after gastric bypass performed between 2005 and

2007 . At time of the study, all patients were off T2DM medication. The patients

underwent a MMTT with blood testing for Insulin, C-Peptide and Blood

Glucose at 10, 0, 15, 30, 60, 120 and 180 minutes. Hypoglycaemia was

defined as a blood glucose value <=65mg/dl (= 3,6 mmol/L).

Results: Hypoglycaemia was found in 55% (28) of the patients (n=51) at 30 to

180 minutes of the test. The lowest blood glucose level observed was 38 mg/dl

(= 2,1 mmol/L). No significant difference was found for sober Insulin comparing

non-hypoglycaemic to hypoglycaemic patients 3,7 ± 2,2 ng/ml vs. 2,5 ± 1,4 ng/ml,

OBES SURG (2013) 23:1017–1243 1157



p=0.205). In contrast, sober C-Peptide (at – 10 minutes) was found to be signif-

icantly lower in patients with MMTT hypoglycaemia compared to patients with a

normal MMTT result (1,48±0,39ng/ml vs. 2,213±0,57ng/ml, p=0.004).

Conclusion: Sober C-Protein was found to be significantly lower in patients

presenting with hypoglycaemia than in patients with normal blood glucose

levels at MMTT. Thus, sober C-Peptide might serve as a predictive marker

for post gastric-bypass hypoglycaemia.

P.178 Relationship Between Tabaquism and Weight Loss After Bariatric

Surgery
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Introduction: Bariatric surgery is the most effective treatment for obesity.

Discontinuing tobacco use has been typically associated with weight gain.

Our objective is to evaluate the relationship between tabaquism and weight

loss in patients of bariatric surgery.

Methods: Retrospective analysis of prospective collected data of smokers

undergoing bariatric surgery. Demographics, weight loss at 6, 12, and 24

postoperative months were evaluated. Tobacco use at the time of the opera-

tion and heavy smoker status was considered.

Results: 150 patients underwent sleeve gastrectomy between January 2006

and June 2012. Patients were classified as Smokers= 50 patients, Ex-

smokers= 50, and Non-smokers= 50. Mean age: 42 yrs; 88 (59%) were

female. Initial BMI was 46±8 kg/m2. Mean follow up was 23months. For the

total group, % EWL (% excess weight loss) at 6, 12, and 24 months was 65

±17, 75±20, and 77±22 respectively. Comparison of weight loss among groups

there was not statistically significant difference. Smokers were then divided in

Severe smokers= 13, and Non severe smokers= 37. Moreover, smoking

status was reassessed after surgery within the smokers group: 29 patients

were still actively smoking while 21 had abandoned the habit. Again, there was

not statistically significant difference in weight loss when compared severe vs.

non severe smokers, and actively smokers vs. patients who had quit smoking

after the operation.

Conclusion: Short term results demonstrated that smoking status does not

influence weight loss after bariatric surgery. Furthermore, abandoning the habit

after surgery and severity of tobacco consumption did not affect the results either.

P.179 Incidence of Symptomatic Hypoglycaemia at 5 Years After Roux-En-Y

Gastric Bypass (RYGB) Assessed by a Questionary Scoring System

PRESENTER: R. Kefurt
1

Co-authors: F. Langer1, C. Reiler2, S. Shakeri1, A. Turkcan1, K. Schindler3,

A. Hofer3, B. Ludvik3, G. Prager1

1Medical University of Vienna, Surgery, Wien-Austria
2KH Wr. Neustadt, Wr. Neustadt-Austria
3Medical University of Vienna, Inner Medicine, Vienna-Austria

Introduction: Vertigo, attack of sweating, daze, tachycardia and loss of con-

centration are some of the various unspecific symptoms of hypoglycaemia

after RYGB. In this study we screened gastric bypass patients for symptomatic

hypoglycaemia using a questionary scoring system.

Methods: 51patients (46 female, 5 male, mean age 40± 3,4 years , mean BMI

31,8 ± 1,7 kg/m2 ) at median 93 months (60–96) after gastric bypass performed

between 2005 and 2007. Were included in this study. The patients had to fill out a

questionary addressing hypoglycaemia symptoms as vertigo, attack of sweating,

daze, weakness, loss of concentration, shivering, tachycardia, fatigue, hunger,

headache and loss of concentration by a numeric scoring system. A minimum

score of 9 (no symptoms) up to a maximum score of 84 (strong symptoms) could

be reached. A score above the level of 42 was considered as symptomatic. A 5

days continuous glucose monitoring (CGM) was used for validation.

Results: By this scoring system, 25,5% of the patients (n=13) were assessed

to suffer from symptomatic hypoglycaemia while 60,5% of the patients (n=31)

were defined to be asymptomatic. 14% (n=7) of the patients were excluded

due to insufficient completion of the questionary. All of the patients scored for

symptomatic hypoglycaemia also showed hypoglycaemic episodes at the

CGM. Nevertheless, in 70% of the asymptomatic patients, GCM also revealed

hypoglycaemic episodes..

Conclusion: This questionary scoring system focusing on symptoms of

hypoglycaemia had a 100% specifity to diagnose hypoglycaemia in RYGB

patients but a sensitivity of only 30%.

P.180 Hypoglycaemia in Mixed Meal Tolerance Test (MMTT) and
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Introduction:Hypoglycaemia in commonly observed, butmight be underestimated

after Roux-en-Y Gastric Bypass ,As alterations have been found for the post-

prandial GLP-1 response, hypoglycaemia might also occur after SG..

Methods: We performed MMTT and CGM in 5 patients (3 female , 2 male,

mean age 48±27 years) at median 74 months (69–48) after SG. At time of the

study, all patients were off diabetes medication and presented with a mean

BMI 27,2kg/m2. 1Patient reported symptoms of hypoglycaemia All patients

underwent 5 days of CGM and MMTTon day 6 with blood testing for Insulin,

C-Peptide and Blood Glucose at 10, 0, 15, 30, 60, 120 and 180 minutes.

Results: Hypoglyceamia was found in 2 out of 4 (50%) patients at MMTT,

while blood testing failed in 1patient due to poor vessels. The lowest

blood glucose level observed was 62mg/dl (3,4mmol/l). In the patients

with normal MMTT mean sober insulin at -10min was 11,5 U/ml com-

pared to 3,115 U/ml in hypoglycaemic patients. Mean sober C-Protein at

-10min was 3 ng/ml versus 1,7 ng/ml CGM showed hypoglycaemic episodes

in all of the patients, without any correlation between hypoglycaemia, insulin or C-

Peptide. MMTTand CGM confirmed hypoglycaemia in the patient who reported

hypoglycaemia symptoms.

Conclusion: Within our very small group of patients, hypoglycaemia was

confirmed by MMTT in 50% and by GCM in 100% of the patients. Thus, the

incidence of hypoglycaemia seems to be massively underestimated after SG.

P.181 Hormone and Metabolite Profile After Reversal of Gastric Bypass
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Introduction: Gastric bypass (GBP) is currently the most common surgical

treatment of obesity. Remission of obesity-associated type 2 diabetes is fre-

quently observed long before substantial weight-loss. Clues to the enigma of

change in glycemic control post-GBP may lead to pharmacological treatment

of diabetes and obesity.

Method: We hereby describe a unique case with a GBP-patient with former

diabetes. Due to abdominal pain the remnant stomach was examined by

gastroscopy (normal finding) and a gastrostomy was placed. Mixed meals

were given on three occasions: orally before GBP-reversal, through the tem-

porary gastrostomy before GBP-reversal, and orally after GBP-reversal.
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Results: Hormonal and metabolomics analyses revealed that GBP-reversal ele-

vated levels of insulin, GIP, cholesterol and cysteinewhile levels of glucose, GLP-

1, glucagon, ghrelin, fatty acid, ketone body and -hydroxybutyrate were lowered.

Conclusion: Our results suggest that reversal of GBP does not immediately

restore the pre-GBP state.

P.182 Comparative Analysis of Sleeve Gastrectomy vs Gastric Banding

and vs. Gastric Bypass in BMI <35
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Introduction: The surgical treatment of obese patients between 30 and 35

Kg/m2 still remain under debate. Sleeve Gastrectomy (SG) has been recently

introduced in bariatric surgery gaining an exponential use among surgeons,

but its results in low BMI patients are still lacking. A retrospective comparison

of prospectively collected data among I stage obesity patients submitted to

different bariatric procedures (sleeve SG, gastric bypass [GBP] and adjustable

gastric banding [LAGB] ) is performed.

Methods: From a prospectively collected database 59 patients (15 M/44F, mean

age 37+/10yrs, weight 92+/10kg, BMI 33+/1 Kg/m2, %excess weight 50+/9) who

underwent different laparoscopic bariatric procedures from 2002 to 2011 with a

minimum18months of follow up have been selected. Patients were informed that

they did not meet the current NIH guidelines for bariatric surgery and signed a

special informed consent before surgery. Weight loss outcomes were registered

yearly. 11/11 (100%) patients in SG group, 8/12 (66.6%) patients in GBP group

and 20/36 (55.5%) patients in LAGB group had at least one comorbidity.

Results: Eleven I stage obesity patients were submitted to SG; at 1 year of follow-

up they showed a mean weight of 70+/11kg, BMI of 23+/3 Kg/m2, %EWL 87+/22.

They were comparable to 12 patients submitted to GBP at 1year (mean weight,

BMI and %EWL of 75+/9kg, 25.8+/2.7 Kg/m2, 64+/24% respectively) (p=ns). SG

patients showed better weight loss results at one year compared to 36 LAGB

patients (mean weight, BMI and %EWL of 77+/7kg, 29+/3 Kg/m2, 36+/24% re-

spectively) (p=.001). At two and three years, SG and GBP BMI and %EWL

continued to be comparable and still better than those of LAGB (p=.001). There

was no mortality. One GBP patient had a peri-anastomotic bleeding treated endo-

scopically. Three LAGB patients had band removal after a minimum of 3 years for

insufficient weight loss. None of the patients presentedwith a BMI <18,5 Kg/m2. All

patients experienced improvement or remission of comorbidities.

Conclusions: Bariatric surgery is safe and effective in low BMI patients. Short-

term weight loss of SG patients is comparable to GBP patients and better than

LAGB patients.

P.183 Sleeve Gastrectomy and Type II Diabetes at 5 Years Follow Up
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Introduction: Laparoscopic sleeve gastrectomy (LSG) has become one of the

most common technique of bariatric surgery. Regarding the long term results

on type II diabetes there is only limited data in the literature. This retrospective

study presents the results of LSG on type II diabetes and other comorbidities

after 5 years follow up.

Methods: A total of 41 patients with type II diabetes (12 men and 29 women) and

morbidly obese with mean BMI = 48.58 (range=36-82 kg/m2) who underwent LSG

from2005 to 2008wereanalyzed.Changes in the status of co-morbidities at the end

of 5 years were calculated. Complete remission was defined as complete cessation

of treatment and improvement as a decrease of medication for type II diabetes.

Results: 5 out of the 41 patients need insulin to treat their diabetes. 10 patients

were superobese (BMI> 50). The 5-year results found : complete remission in 26

patients (63.41%), improvement in 7 patients (17,07%), unchanged treatment in

5 patients. The follow up for this period was of 92.68%. For 21 patients the Hgb

A1C levels were available preoperatively and 5 years later with an average

difference of 1.96%. 12 out of 22 patients with preoperative hypertension had a

complete remission. Sleep apneea was cured in 25 out of 34 patients (73.52%).

The postoperative morbidity was represented by: 1 case of fistula (2.44 %) and 2

cases of bleeding (4.88%). Later we had one case of umbilical hernia, 1 case of

cholelithiasis and 11 cases of GERD (26.82%)

Conclusion: In our experience, the LSG is an effective procedure in terms of

remission of type II diabetes and other comorbidities at 5 years follow up

P.184 A Prospective Study to Compare the Efficacy and Complications

Associated with Laparoscopic RYGB and SG

PRESENTER: A. Nandan
1

Co-authors: R. Goel1, N. Babu1

1Fortis Hospitals, Bariatric and Metabolic Surgery, Mumbai-India

Aims and Objectives: 1.To study the incidence of morbidity and mortality

associated with bariatric surgery. 2. To study the efficacy of bariatric surgeries

in attaining weight eduction, controlling Hypertension, Diabetes Mellitus and

Hypercholesterolemia.

Materials and Methods: The patients who were obese and were having a BMI of

more than 32.5kg/ m2 with or without co-morbidities and who were advised

surgical treatment for obesity were evaluated. The bariatric surgeries done were

laparoscopic sleeve gastrectomy and laparoscopic Roux n Y Gastric bypass.

ATP III criteria was used for diagnosing metabolic syndrome. Patients were

followed up for 6 months. Comparison of the groups done using Unpaierd T test

or Mann- Whitney test as per the results of Normality test. Association among

study group is assessed with the help of Chi-Square test.

Results: The EBW lost at 6 months after RYGB and SG were 68.25% and 57.9%.

RYGB and SG cured 100% and 70 % of hypertensives respectively. RYGB gave an

80% of complete remission and 20% partial remissions of Diabetes Mellitus while with

SG it was only 37.5% and 50% respectively. Metabolic syndromewas cured 100% and

70% after RYGB and SG respectively. One of the SG patients had an episode of

reactionary bleed and two RYGB patients had paralytic ileus. No mortalities were

observed.

Conclusion: Both RYGB and SG are safe and equally effective Bariatric surgical

options. Long term follow up is required to delineate their differences better.
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Introduction: Gh plays a role in food intake and insulin secretion/suppression

and is involved in weight-loss after LSG.The aim of this prospective study was

to evaluate differences of the Gh-gene expressions and Gh-cells density in the

LSG resected specimens.

Methods: 62 patients (mean BMI 42.6) underwent LSG (primary 45, revision

17. DMT2 10). TaqMan real-time quantitative PCR and immunohistochemical

Gh expression were evaluated in fundus, body and pre-pyloric region of the

specimens. RNA was extracted by using SV Total RNA Isolation System. RNA

was reverse-transcribed in a final volume of 20uL using High Capacity cDNA

Reverse Transcription Kit. Gh-gene expression in each areas of stomach was

evaluated.Gh-protein expression was detected by immunohistochemistry in
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FFPE tissues using anti-ghrelin antibody. For each area of resected stomach,

ghrelin cells per high power field (x400) were counted and mean values were

calculated.Total plasma ghrelin levels were obtained before and 1 month

postoperatively in 31 Patients ( Primary 25 , revision 6,DMT2 4).

Results: The mean Gh-mRNA expression was 2,5 throughout the stomach.

Immunohistochemistry showed a mean Gh cells percentage of 24,7% (fundus

27,3%, body 23,9%, antrum 22,8%)BMI was negatively correlated with protein

and Gh-gene in tissues specimens. Gh cell density decrease from the proximal

stomach to the distal stomach (p 0,007). No significant differences in Gh-

expression in primary vs. revisional LSG were found.A significant difference

was found in the gastric body Gh expression in diabetes vs no diabetes 27,5%

vs 22,9 % respectively (p0,008)One month after surgery , ghrelin serum levels

decreased more in the revisional group (6 patients) (from 76,3pg/ml to 5,7pg/ml)

than in the primary group (25 patients) ( from73,7 pg/ml to 15,1 pg/ml).

Conclusion: Gh-mRNA and Gh-cell density didn’t show any statistical

differences between primary vs revisional. LSG.Diabetic patients showed

an higher Gh cell density in the gastric body than no diabetic.One month

after surgery the decrease of Gh serum concentration is similar to

primary and revisional group.These results support the evidence that

mid-term EWL of revisional LSG are comparable with the primary and

suggest the Gh involvement also in revisional LSG where eventual ana-

tomical and physiological changes seems not interfere with Gh-

expression and early serum concentration reduction.

P.186 Patterns and Predictors of Short-Term Weight Loss After Bariatric

Surgery
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Introduction: By 2015 it is estimated that 36% of males and 28% of females

aged between 21and 60 will be obese. Bariatric surgery is a very effective

treatment alternative for patients with morbid obesity but a proportion of

patients fail to achieve successful weight loss. Our objective was to identify

factors predictive of short-term weight loss following bariatric surgery.

Method: The study examined the prospectively collected data of 159 consec-

utive patients operated in a single center. Data included variables such as:

age, gender, height, initial weight, height, co-morbidities, type of operation and

subsequent BMI. Logistic regression was used to determine predictive variables.

Results:Mean body mass index (BMI) was 49.3 ± 8.04 kg/m2 (37.1 – 82.4). An

independent samples t-test showed that the mean difference of excess body

weight loss at one year between male (62.5 ± 13.07%) and female patients

(58.36 ± 19.2%) was not statistically significant, 4.2% (95%CI, -3.2 to 11.6), t =

1.12, p = .265. There was a small correlation between the preoperative weight

loss and the excess weight loss at one year, r = .152 that did not reach

statistical significance p = .087. The mean difference of excess body weight loss

at one year was not statistically significant between non-diabetic and diabetic

patients, 5.36% (95%CI, -2.8 to 13.5), p = .196.

Conclusion: Predicting which patients are at risk of unsuccessful weight loss

could help tailor the interventions to address the specific needs of this subset

of patients.

P.187 The Association Between Deprivation and Metabolic Surgery
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Introduction: Poor health has been associated with areas of deprivation

based on measures such as social resources and behavioural determinants.

With the increase in the incidence of obesity and the associated metabolic

diseases, we investigated the outcomes of metabolic surgery based on UK

deprivation measures.

Methods: A prospective database was used to identify all patients that had

undergone bariatric surgery between 2002–2012. Their demographic details,

location area, type of surgery and percentage excess weight loss were analysed.

The UK Index of Multiple Deprivation (IMD, 2010) and the IMD domain of the

Health deprivation and disability (HDD) score were used to assess deprivation

(where 1 is the most deprived in rank order and 32,482 is the least deprived).

Results: Data was included from 983 patients involving 3663 patient episodes,

178 male, 805 female. This comprised of laparoscopic gastric bands (n=533),

gastric bypass (n=362), gastric balloons (n=88), banded gastroplasty (n=2). The

mean and standard deviation of the deprivation scores and ranks according to

procedures between 3 months and 3 years are shown in the table. The average

percentage excess weight loss overall was 38% over a follow up period (3months

- 9 years). There was no correlation between weight loss and IMD/HDD rank

scores. Post-hoc (Tukey) tests indicated that weight loss was more effective with

gastric bypass than the other two procedures (p<0.001).

% Excess Weight Loss IMD Score IMD Rank HDD Score HDD Rank

Balloon 14.05±8.34 25.60
±12.17

13112.40 −0.11±0.68 17077.59

Bypass 41.67±19.86 24.21
±12.37

13427.09 −0.08±0.69 8208.20

Banding 22.95±17.65 24.74
±13.05

13526.40 −0.15±0.78 17449.18

Conclusion: Patients regardless of deprivation score achieve good weight loss.

Therefore, more resources may need to be invested in less deprived areas in

terms of cause and effect so the benefit of metabolic surgery is attained.

P.188 No difference in Weight Loss Outcomes by Financial Class at

Time of Bariatric Surgery

PRESENTER: H. Haidar Ahmad
1

Co-authors: L. Gilbert1, D. Wong2, N. de la Cruz-Munoz1

1University of Miami Miller School of Medicine, Surgery, Miami- United States
2University of Miami Miller School of Medicine, Surgey, Miami-United States

Introduction: It is commonly felt that weight loss outcomes after bariatric surgery

depend on follow up and post-operative interdisciplinary care. Access to this care

may vary by financial class. Correlation between insurance status and positive

outcomes over one year follow up have not been researched.

Methods: A retrospective review was performed from a prospectively maintained

database from a surgical practice from 2003until 2010. 2515 patient charts were

analyzed comparing outcomes at 1month, 3months, 6months and 1 year including

percentage excess weight loss and percentage follow-up. The groups were sepa-

rated by insurance status- private insurance, Medicare, Medicaid and Self-Pay.

Results: Overall follow-up at 1 year post-op was 50.14% (84.29 at 1 month,

61.35 at 3 months, and 55.03 at 6 months).Follow-up percentage was best

among LABG patients (68.34% at 1 year n=259) and worst with LSG (28.92%,

n=204). Self-pay patients had the best follow-up (56.9%, n=413) and private

insurance was the worst (47.88%, n=1602). Weight loss outcomes agreed with

prior studies and did not statistically vary by insurance status (LRYGB=

67.68%, LSG= 62.59%, LABG= 32.85%).

Conclusion: Self-pay patients and those that underwent LABG were most

likely to follow up, while LSG and private insured patients were the least likely.

Financial class did not appear to significantly effect weight loss outcomes.
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P.189 Prevalence of Metabolic Syndrome in the Obese Indian
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Aim: The objective of this study was to determine the prevalence of type 2

Diabetes, hypertension and dyslipidemia in an obese Indian population

Method: this was retrospective analysis on 800 obese patients who presented at

our centre for bariatric Surgery. Anthropometric measurements, pre-operative

blood parameters, medications and duration of co morbidities were recorded.

Results: The median age was 42 years (range 16 - 75years). The median BMI

was 44 kg/m2 (range 29–88 kg/m2). All patients had a waist circumference the

cut – off norms by WHO for Asians. The prevalence of all 3 components of

metabolic syndrome was 11%. 28% had type 2 diabetes / 69 % of tehse were

on oral hypoglycemic agents or insulin or both. 82% of these patienst were on

medication for hypertension. 28% were on medication for dyslipidemia.

Conclusion: Central Obesity is one of the major contributing factors for prev-

alence of major components of the metabolic syndrome. Routine investigative

scanning and anthroprometric measurements concentrating on central obesity

should be undertaken to document presence of type 2 diabetes , hypertension

and dyslipidemia in the obese Indian population.

P.190 Surgical Weight Reduction Improves Obesity-Associated

Morbidity and Patients’ Quality of Life
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Introduction:Morbid obesity-associatedmedical conditions include pulmonary disor-

ders, hypertension, diabetes mellitus type II, dyslipidemia and musculoskeletal pain.

Methods: Our team retrospectively reviewed 140 patients with morbid obesity,

who had undergone two types of laparoscopic procedures; Sleeve Gastrectomy

(SG), (n=73) and Total Vertical Gastric Plication (TVGP), (n=67), twelve to twenty

two months, prior to the beginning of the study (mean follow up: nineteen months

postoperatively). Mean BMI of SG patients was 50,1 kg/m2 pre- and 31,8 kg/m2

post-operatively and of TVGP patients, was 40,2 kg/m2 before and 30,8 kg/m2

after operation. The goal of the study was to detect whereas the reduction of

excess body weight affects the above mentioned obesity-associated diseases

and to compare those two methods. Our team measured how many patients

takingmedications for those diseases, were able to stop or reduce the prescribed

medicines after the surgical intervention. In addition, a second scope of the study

was to recognize how weight loss affected the patients’ quality of life, using the

Moorehead-Ardelt Quality of Life Questionnaire II scoring key.

Results: S. tables.
Conclusion: Both weight reduction procedures, proved to be effective in

confining the studied disorders. SG was significantly superior to TVGP in

the improvement of pulmonary disorders (p=0.036) and hypertension

(p=0.048). Quality of life was improved after both procedures with SG

having significantly better results (p=0.003).

Table 1.

Sleeve

73 patients

pulmonary
disorders*

diabetes hypertension musculo-
skeletal
pain

dyslipidemia

before operation 55 17 36 57 14

after operation 2 0 6 11 2

improved 53 17 30 46 12

% improvement 96,36% 100,00% 83,33% 80,70% 85,71%

TVGP

67 patients

pulmonary
disorders*

diabetes hypertension musculo-
skeletal
pain

dyslipidemia

before operation 27 12 11 36 2

after operation 5 1 5 11 0

improved 22 11 6 25 2

% improvement 81,48% 91,67% 54,55% 69,44% 100,00%

Table 2.

quality of life post-operatively

Sleeve TVGP

73 patients 67 patients

better same worse better same worse

68 2 3 48 9 10

%
improvement

93,15% 2,74% 4,11% 71,64% 13,43% 14,93%

P.191 Conversion of Failed Laparoscopic Adjustable Gastric Banding:

Sleeve Gastrectomy or Roux-En-Y Gastric Bypass?
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In the literature, late complications and treatment failures in laparoscopic

adjustable gastric banding (LAGB) have been reported. When the patient

presents with failure of LAGB, surgeons have the option to convert it to a

different procedure. The aim of our study is to evaluate and compare the safety

and efficacy of converting LAGB to laparoscopic sleeve gastrectomy (LSG)

versus laparoscopic Roux-en-Y gastric bypass (LRYGB).

Between January 2008 and August 2012, a total of 39 patients underwent

conversion of LAGB at our institution. Of these patients, 28 (71.8%) were

converted to LRYGB, and 11 (28.2%) patients were converted to LSG. A retro-

spective review of a prospectively collected database was performed, noting the

outcomes and complications of the procedure.

Mean body mass index (BMI) at the time of conversion was 40.6±5.5 kg/m2 in

LRYGB, and 38.7±6.3 kg/m2 in LSG. Mean percentage of excess weight loss

(EWL) was 48.1±22.7% in LRYGB, while it was 47.4±25.9% in LSG (p>0.93) at a

mean followupof 19months. Four (14.3%)of LRYGBpatientswere readmitteddue to

abdominal pain, dehydration, and nausea/vomiting, and 2 (7.1%) patients required

reoperation. Of 11 LSG patients, 1 (9.1%) patient was readmitted for new onset of

severe reflux and underwent hiatal hernia repair. She was converted to LRYGB 32

months after the LSG procedure. Readmission rate (p>0.80) and reoperation rate

(p>0.42) did not show statistical difference between the two procedures.

Both LSG and LRYGB seem to be effective in weight loss after failed LAGB.

P.192 Intractable Marginal Ulcer After Laparoscopic Gastric Bypass for

Morbid Obesity: The Role of Laparoscopic Management
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Background: Laparoscopic gastric bypass is a standard procedure to treat

morbid obesity. Marginal ulcer may be the most common gastro-intestinal

complication after gastric bypass and may become intractable in some pa-

tients. Our aim was to evaluate the incidence, presentation and outcome of

intractable marginal ulcer.

Methods: The database of all patients in our bariatric center was retrospec-

tively reviewed.

Results: From Dec 2000 to Dec 2012, 2130 patients underwent laparo-

scopic gastric bypass (680 RY bypass, 1430 mini-bypass) were included.

Twelve (0.6%) patients developed intractable ulcers and required surgical

intervention, including perforation in 7, Stenosis in 3 and intractable pain

in 2. The incidence is similar between RY and mini-bypass. Laparoscopic

surgery was performed in 8 patients and the other 4 patients received

open surgery. Truncal vagotomy as an acid reducing procedure was

performed in 6 patients. Smoking was the predictor of development of

intractable ulcer.

Conclusions: Intractable ulcer requiring surgical intervention may develop in

1% of gastric bypass patients and can be managed by abstinence of tobacco

usage with early laparoscopic management.

P.193 Outcome after Non-Operative Management of Acute Staple Line

Leaks Following Laparoscopic Sleeve Gastrectomy
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Introduction: Staple line leak is themost dreaded complication after laparoscopic

sleeve gastrectomy (LSG). However there is no standardized treatment protocol

for the management of leak. The aim of this presentation is to share our experi-

ence with non-operative management of staple line leaks following LSG.

Methods: Retrospective review of prospectively collected data of 260 patients

of LSG operated at our institution from January 2008 to February 2013 was

carried out. The staple line leak was diagnosed with a combination of clinical

features and demonstration of leak on imaging.

Results: Three patients, two of them being super-obese, had staple line

dehiscence within 30 days following LSG. Leak was diagnosed on the 3rd

day in 2 patients. All the patients were managed conservatively with image-

guided percutaneous drainage of the intra-abdominal collections, naso-jejunal

feeding and intravenous antibiotics. In two patients, the leak healed completely

within four weeks without any further intervention. In one patient, a super-

obese female, the leak got converted to a chronic low output fistula. She

continued to drain about 50–100 ml. However, this patient succumbed to

pulmonary embolism 3 months after surgery.

Conclusions: Non-operative management helped in successful closure of

acute leak in two patients and failed in one patient. However, the initial sepsis

could be controlled successfully in all the three patients with intravenous

antibiotics and CT guided percutaneous drainage of infected collections.

Non-operative treatment should be the initial approach for all patients with

leak, who are hemodynamically stable and do not have generalized peritonitits.

P.194 Early Complications by Closing Mesenteric Defects at

Laparoscopic Gastric Bypass. A Randomized Prospective Study
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Introduction: The incidence of internal hernia, bowel obstruction or stran-

gulation in the mesenteric defects after LGBP has been reported to be 9-

16%. Although it could be assumed that closure of the Petersen’s space

and the defect below the jejunojejunostomy can reduce rates of internal

herniations, it is not known if this could be done without an increase in

early complications.

Method: 2508 patients undergoing LGBP between May 2010 until October

2011 at 12 Swedish surgical departments were randomized to either closure of

mesenteric defects with a running, non-absorbable suture (n=1259) or leaving

them open (n=1249). The study was administrated by the Scandinavian Obesity

Surgery Registry. Here we report 30-days results focusing on complications.

Results: Follow-up was 99.5 %. The groups were comparable regarding age,

gender, weight and other risk factors. Operating time and hospital stay were longer

in the closure group: 83 vs. 69 min (p<0.001) and 2.3 vs. 2.1 days (p=0.032). The

number of patients with any complication during the first 30 postoperative days was

8.3 vs. 7.9 % (p=0.690), and with serious complications (Clavien-Dindo 3b) 4.2 vs.

2.8 % (p=0.051). Small bowel obstruction through kinking of the jejunojejunostomy

was more common in the closure-group (1.28 vs 0.16 %; p<0.001).

Conclusion: Closure of the mesenteric defect during LGBP increases operating

time and hospital stay but not the rates of overall or of serious complications after

30 days. However, there seems to be an increased risk of early bowel obstruction

by kinking of the jejunojejunostomy. Long-term results are still waiting.

P.195 Redo Bariatric Surgery: from Band to LRYGBP in "Single Step"
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Introduction: The ideal operation to control morbid obesity has not yet been

defined. From10 to 30% of patients undergoing bariatric surgery will require a

revision, either for unsatisfactory weight loss or for complications. Revisional

weight loss surgery is more invasive than primary bariatric surgery and is

associated with a higher morbidity. The purpose of this study is to establish

the safety and efficacy of redo surgery, using a laparoscopic procedure in

a“single step”approach. Method: from 2003 to 2012, 3361 patients underwent

gastric band.As rescue procedure, for insufficient weight loss, we have carried

out 89(2,64%) LRYGBP.

Technique:-complete mobilization and clear visualization of angle of His, with

the band still in place -construction of the pouch in a well blood supplied gastric

tissue

Results: There was no mortality in the study. No conversion to open surgery,

no leaks, no major complications except a case of UGIH treated

conservatively.In 3 patients the RYGBP was performed in a two-step surgery

for local anatomical impediment. The average BMI was 35.9 kg/m2 (range 27

to 45.5) 12 months after surgery. Compared with a preoperative BMI of 46.7

kg/m2, the weight loss was statistically significant. Average EWL was 68% at

24 months.

Conclusions: Patients who fail to achieve satisfactory weight loss after gastric

restrictive operations are a difficult subset of patients to treat. Laparoscopic

reoperative surgery is technically challenging and needs to be performed by

surgeons well-trained in both bariatric and minimally invasive surgery. This study

found that "the single step" laparoscopic approach to gastric band failure, al-

though not free from complications and requiring a longer operative time, is safe

and effective.
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Introduction: Gastric pouch necrosis post RYGBP is a rare complication. The

key for the management of this complication is its detection based primarily in

clinical suspicion and early treatment.

Methods: This is the case of a 38 year old woman with previous history of

adjustable gastric band removal for band reservoir infection 5 years earlier

who underwent LRYGBP and presents 48hrs later with tachycardia,

tachypnea and hemoglobin loss. The team decides to surgically explore her,

finding hemoperitoneum with a punctiform leak on the anterior aspect of the

gastric reservoir. The hematic content gets drained, the bleeding site is su-

tured and a fibrin seal is put in, leaving a drain in place. The patient improves

clinically over the next 48 hours to then present dark, foul liquid through the drain

accompanied by halitosis like the drain liquid, tachycardia and tachypnea. The

team decides to re-explore her, finding the same liquid without leak and a violet

gastric reservoir. We decided to resect the reservoir performing a primary

esophageal-yeyunal anastomosis, lavage and a yeyunostomy. AWittmann patch

was put in place for a schedule in advance re-exploration. The patient evolved

satisfactorily. The new exploration revealed no leaks. A 5th day exploration did

not show anything relevant and we proceed to perform a definitive closure. The

patient was discharged 2 weeks later.

Pathology report: Gastric pouch necrosis secondary to massive venous

thrombosis.

Conclusion: The clinical evaluation of the patient was the keystone that took

the team to an early exploration allowing the resection and primary anasto-

mosis without any major complication. This should always be the approach in

these cases. The surgeon should not rely on laboratory or radiodiagnostics to

decide whether or not to re-explore a patient.

P.197 Early Hemorrhage After Laparoscopic Gastric By Pass
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Introduction: Laparoscopic gastric bypass remains one of the main therapeutic

options formorbid obesity.Among the potential complications, early hemorrhage is

relatively uncommon with an incidence ranging from 0.6%to4.4%. The inaccessi-

bility of the gastric remnant and the risks associated with the early postoperative

endoscopy, make the diagnosis and treatment of early hemorrhage after RYGBP

a challenging task. The objective of the study is to focus on clinical presentation of

postoperative bleeding, review the incidence, the management,the options for

treatment and emphasize the methods for prevention.

Method: Over a 6 years period, the medical records of patients who had

hemorrhage after LRYGBP were reviewed for clinical resentation, diagnostic

evaluation and management.

Results: Of 1169 patients who underwent RYGBP,14(1,19%)developed

postoperative hemorrhage.11 with melena,1 with emathemesis,2 intra-

peritoneal. Comparing bleeders to non bleeders,the average BMI,gender distri-

bution, gastro-jejunal anastomotic technique,were not significantly different. 4

patients required surgery to control hemorrhage (gastric remnant,J-J

anasthomosis,gastric vassel). 9 patients were treated conservatively, with blood

transfusion in 3 patients.The administration of ketorolac was related with an early

acute anastomotic ulcer and hematemesis: endoscopic therapy was ultimately

successful in controlling the hemorrhage, but requiring a second EGD for

rebleeding.

Conclusions: Hemorrhage is a potential concern in the postperative manage-

ment of patients undergoing laparoscopic RYGBP.The surgeon performing

laparoscopic gastric bypass should understand the need for early recognition

and management of this complication,as it can be life-threatening. Endoscopic

management of bleeding from the gastric pouch,may be successful.

Reoperative intervention is indicated in patients presenting with hemodynamic

instability,decreasing hematocrit despite blood transfusion.Preventive measures

include the use of staples with shorter staple height,the staple-line reinforcement

products,the staple-lines oversewing and fibrin sealant on sutures.

P.198 Value of Routine Contrast Radiology Following Bariatric Surgery!!
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Introduction: The practice of routine contrast radiology varies between bariatric

centres. The aim of this study was to quantify the sensitivity and specificity of

routine post-operative contrast radiology in detecting leaks following laparoscopic

sleeve gastrectomy or bypass.

Method: A retrospective study of bariatric cases which had a post-operative

contrast swallow in our tertiary designated bariatric centre between January

2012 to February 2013. Results were analyzed with respect to a) whether their

routine post-operative radiology showed a leak and b) whether they ever

presented with a leak.

Results: In a total of 166 patients, there were no clinically significant leaks

detected by routine contrast radiology. Three patients’ images showed a “radio-

logical” leak; follow-up on these patients prior to discharge subsequently ruled out

any leak. Three patients were readmitted with leaks; all of these patients had

normal swallows on discharge. The sensitivity and specificity of routine contrast

radiology in detecting a leak were 0% and 98.1% respectively. Furthermore, the

positive predictive value of a “radiological leak” was 0, and the negative predictive

value (NPV) of normal radiology was 0.981. Yates’ corrected chi-squared statistic

was 0 (p>0.99 that any correlation between radiological “leaks” and clinically

significant leaks is due to chance).

Conclusion: Routine post-operative contrast radiology has minimal value in

detecting clinically significant leaks. Normal images on routine post-operative

contrast radiology are not correlated with a lower risk of future leaks. In patients

in whom there is a clinical suspicion of a leak in the post-operative period,

immediate laparoscopy must be performed.

P.199 No Benefit from Routine Upper Gastrointestinal Imaging After

Laparoscopic Sleeve Gastrectomy and Laparoscopic Roux-en- Y

Gastric Bypass
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Introduction: Stapleline or anastomotic leaks are serious complications during the

early clinical course after bariatric operations. Radiological examination with oral

intake of a contrast agent is a possibility to detect leakages in the upper gastroin-

testinal tract. The aim of this study was to evaluate early routine upper gastrointes-

tinal imaging (UGI) after primary bariatric procedures in a single center.

Method: All data was collected prospectively and analyzed retrospectively.

From 01/2009 to 12/2012, 198 sleeve gastrectomies (SG) and 83 Roux- en-Y

gastric bypasses (RYGB) as primary laparoscopic bariatric procedures were

performed. Other primary procedures and revisional surgery were not
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included. Routine UGI was performed between the first and the third day after

surgery independently from clinical aspects. The evaluation captured leakages.

Results: In 198 SG, 8 leakages occurred (4%, all proximal staple line). All

patients showed clinical symptoms; in one case the leakage was verified by

UGI. No leakage was documented in normal clinical course. One leakage of

the gastrojejunostomy (1,2%) and one of the jejunojejunostomy (1,2%) oc-

curred in 83 laparoscopic RYGB. In both cases the initial UGI was normal.

Conclusion: In our study there was no benefit from routine UGI after bariatric

procedures with a normal clinical course, so UGI can’t be recommended. At the

time UGI leakages were either not proved or occurred only later in the clinical

course. Due to later occurrence stenoses also couldn´t be detected byUGI. In the

management of leakages we favor computertomography or early relaparoscopy.

P.200 Primary Nonclosure of Mesenteric Defects During Laparoscopic

Roux en Y Gastric Bypass – Reoperations and Intraoperative

Findings in 116 Patients

PRESENTER: T. Delko
1

Co-authors: T. Kostler2, R. Droeser1, O. Daniel1, Z. Urs2

1University Hospital, Surgery, Basel-Switzerland
2Limmattal Hospital, Surgery, Zürich-Switzerland

Background: One of the major life threatening complications after Roux-en-Y

gastric bypass (RYGB) are internal hernias, which have been reported with an

incidence of 3%-6% in the literature. If not diagnosed early, internal hernias

can lead to major morbidity and mortality via bowel incarceration and consec-

utive necrosis. Therefore strong advice to close mesenteric defects during

RYGB has been proposed. The aim of our study is to analyze intraoperative

findings in a cohort of 116 patients which had reoperations after primary

nonclosure of mesenteric defects during their RYGB.

Methods: We searched for reoperations in patients with nonclosure of mes-

enteric defects during the RYGB procedure in our prospectively collected

database. Intraoperative findings were collected from the operative notes

dictated by the attending surgeon. All operative notes with examined mesen-

teric defects were included.

Results: We identified 116 patients (17 male, 99 female) with a mean age of

44.9 (SD 10.6). 94 patients had reoperations because of pain (34 emergent,

60 elective) and 22 patients had reoperations for other reasons (weight regain,

prophylactic inspection of mesenteric defects). Median time from RYGB to the

reoperation was 36 months (range 3–144), mean EWL before the reoperation

was 61% (SD 20.6). The incidence of internal hernias was 11.2%, with internal

hernias at petersen’s space in 5 and internal hernias at the mesojejunal space

in 8 patients respectively. Petersen’s space was found closed spontaneously

in 4 and mesojejunal space in 19 cases. Mortality of nonclosure was 1 be-

cause of bowel ischemia with consecutive necrosis. 111 reoperations were

performed laparoscopically and 5 led to conversion to open surgery. Early

surgical complications because of the reoperations occurred in 5 patients (1

wound infection, 1 cystic stump leak, 3 bowel obstructions).

Conclusion: Nonclosure of mesenteric defects can lead to constant or inter-

mittent pain due to internal hernia with consecutive bowel necrosis and death

after RYGB. Spontaneous closure rate of Petersen’s or mesojejunal defects is

low. Diagnostic laparoscopy is mandatory in patients with primary nonclosure

of mesenteric defects and clinical presentation of pain to rule out potential life

threatening bowel necrosis. Secondary closure of mesenteric defects can be

performed laparoscopically with low morbidity.

P.201 Revisional versus Primary Roux-en-Y Gastric Bypass: A Case

Matched Analysis

PRESENTER: T. Delko
1

Co-authors: T. Koestler2, M. Peev2, D. Oertli1, U. Zingg2

1University Hospital, Surgery, Basel-Switzerland
2Limmattal Hospital, Surgery, Zürich-Switzerland

Background: Gastric banding has been a widely used bariatric procedure.

Band problems led to revisional bariatric procedures. Data comparing

revisional gastric bypass vs. primary gastric bypass is scarce.

Methods: Retrospective Analysis of 48 revisional VVLL RYGB that were

matched one to one with 48 primary VVLL RYGB was done. Outcome mea-

sures were operating time, conversion to open surgery, weight loss, surgical

early and late morbidity.

Results: Surgical and medical morbidity was not significantly different.

Revisional VVLL RYGB led to significantly greater exces weight loss (EWL)

after 12 (27.1% vs. 54.3%, p< 0.001) and 24 months (27.1% vs. 57.2%, p <

0.001). After 12 months of follow-up the revisional group showed an excess

weight loss of 41.8% (SD 17.9) and after 24 months 45.1% (SD 21.4) when

calculated on the basis of the pre-revisional weight. Calculating the total

excessive weight loss based on the weight before the LAGB it was 54.3 %

after 12 months and 57.2% after 24 months, respectively. Excess weight loss

in the primary RYGB group was significantly higher for both types of calculation

41.8%/54.3% vs. 64.1% (p< 0.001, p< 0.01) after 12 months and 45.1%/57.2%

vs. 70.4% (p< 0.001, p< 0.002) after 24 months.

Conclusions: Revisional VVLL RYGB is safe and can be performed

laparoscopically as a one stage procedure but shows less effective excess

weight loss than primary gastric bypass procedures.

P.202 Predicting Complications and Preoperative Risk Assessment in

Bariatric Surgery Patients

PRESENTER: S. Hofland
1

Co-authors: R. Gadiot1, B. Grotenhuis1, L. Biter, G. Mannaerts1

1Sint Franciscus Gasthuis, Surgery, Delft-The Netherlands

Introduction: Obesity is associated with several comorbidities. Obese patients

that undergo surgery are at higher risk for developing complications, such as

respiratory complications. The aim of this study was to investigate the compli-

cation rate after bariatric surgery and to assess potential predictive factors.

Material and Methods: Between 2007 and 201 a total number of 1069

patients (male N=219, female N=850) underwent laparoscopic bariatric

surgery (sleeve gastrectomy 68,9%, gastric bypass 25,1%, gastric by-

pass and removing of gastric band 6.0%). Outcome data have been

stored in a prospectively maintained database; univariate analyses and

logistic regression were performed to identify predictive factors of

complications.

Results: Median hospital stay was 4 days (2–70 days). Overall complica-

tion rate was 7.5%, seven patients died due to complications (mortality

rate <1%). There were no differences in demographics between patients

in whom complications did or did not occur. Surgical technique did not

influence postoperative morbidity. Patients with complications sustained a

longer operation time (82 minutes versus 61 minutes, p=0.02). Patients

with complications had significantly worse lung function tests preopera-

tively (median FEV1 86% and median FVC 94% of predicted values)

compared to patients without complications (FEV1 91% and FVC 98%,

p<0.01 and p=0.02). Logistic regression analysis revealed a medical

history of hypertension (OR 1.85) and a FEV1<85% of predicted (OR

2.57) as independent predictive factors.

Discussion: Overall morbidity and mortality rates are low after bariatric surgery.

Preoperative lung function may predict postoperative complications. Further

research will be necessary to investigate the usefulness of preoperative condi-

tioning to improve pulmonary function.

P.203 Revision Surgery for Bariatric Patients in a Single Centre

Institution

PRESENTER: R. Gadiot
1

Co-authors: B. Grotenhuis1, S. Hofland1, L. Biter1, G. Mannaerts1

1Sint Franciscus Gasthuis, Surgery, Rotterdam-The Netherlands

1164 OBES SURG (2013) 23:1017–1243



Introduction: Because obesity is a chronic disease, any proposed obesity

treatment should be expected to demonstrate long-term durability to be con-

sidered effective. Nevertheless a considerable number of patients need revi-

sion surgery, mainly due to inadequate weight loss. The aim of this study was

to investigate the revision rate after bariatric surgery and to assess potential

predictive factors.

Material and Methods: Between 2007 and 2012 a total number of 1069

patients underwent laparoscopic bariatric surgery (sleeve gastrectomy

N=729, gastric bypass N=340). Outcome data have been stored in a prospec-

tively maintained database and were analysed to identify potential predictive

factors for failure of primary bariatric surgery.

Results: A total number of 82 patients (8%) underwent a surgical revision after

primary bariatric surgery. 55 of these patients received revisional surgery

due to inadequate weight loss and 27 due to GERD or gastro-esophageal

immobility. Median BMI before primary surgery was 46 kg/m2 and was

comparable to patients not receiving revision. Complication rate (29% vs.

8% overall) and mortality (6% vs. <1% overall) was relatively higher

following revisional surgery

Conclusion: A higher rate of morbidity and mortality rate was found in patients

receiving a revision due to failure of the primary bariatric procedure. Following these

findings the question was raised if special care and work-up could be

helpful in reducing the complication and mortality rate in this selected

patient group.

P.204 Blood Pressure and Risk of Post Bariatric Surgery Bleeding

PRESENTER: F. Shaban
1

Co-authors: J. Brown1, B. Maureen1, K. Mahawar1, S. Balupuri1, P. Small1

1Sunderland Royal Hospital, Bariatric Surgery, Durham-England

Introduction: Post-operative bleeding is a serious early complication after

bariatric surgery. Some surgeons advocate pharmacological elevation of

intra-operative blood pressure to identify potential bleeding sites. This study

was conducted to assess the usefulness of such a strategy.

Methods: Patients who had serious post-operative bleeding (POB) following

LRYGB and LSG were identified from a prospectively maintained database.

POB was defined as bleeding requiring transfusion, confirmed on CT or

at re-operation. These patients were compared for pre-operative, intra-

operative and immediate post-operative (recovery) blood pressures with a

control cohort.

Results: Since 2011 we have performed 652 LRYGB and 265 LSG. We

have had nine patients with POB, five after primary LSG and four after

primary LRYGB. Thirty-five patients were randomly selected to serve as

control with no significant difference in gender, age, BMI or ASA. There

was no difference in pre-operative and recovery systolic blood pressures

between the two groups. However, significantly higher intra-operative

systolic blood pressures were recorded in cases with POB. Blood pres-

sure in recovery was significantly higher in all cases than pre- and intra-

operatively. In cases with POB seven required surgical control, all re-

quired transfusion.

Mean Systolic BP 95%CI p-value

Pre-OP Control 134.3 128.3-140.4 0.31
POB 141.1 126.3-155.9

Intra-OP Control 132.3 125.5-139.0 0.02
POB 148.6 137.0-160.2

Recovery Control 157.4 150.3-164.5 0.32
POB 165.0 148.8-181.2

Conclusion: Therewas no difference in post-operative blood pressure between the
two groups and the POB group had higher intra-operative blood pressures despite

no pharmacological intervention. Elevation of intra-operative blood pressure is

unlikely to be helpful in preventing POB.

P.205 Transfusion Requirement Post Bariatric Surgery

PRESENTER: F. Shaban
1

Co-authors: J. Brown1, M. Boyle1, K. Mahawar1, S. Balupuri1, P. Small1

1Sunderland Royal Hospital, Bariatric Surgery, Durham-England

Introduction: The reported incidence of post-operative bleeding following bar-

iatric surgery ranges from 0.5% to 4%. Published local audit data found rates

of 2.1% after RYGB and 0% after LAGB. There has been some debate as to

the necessity of routine group and save sampling. We re-audited rates of

transfusion and looked at their timing.

Methods: All post-operative morbidity has been prospectively collected in a

locally held database since 2011. All cases requiring transfusion for post-

operative bleeding were identified. Transfusion requirements were noted as

well as time to first unit transfused.

Results: Since 2011 we have performed 652 LRYGB and 265 LSG and 72

LAGB in our unit. Ten patients had postoperative bleeding requiring transfu-

sion. Five cases had undergone primary LSG, four LRYGB and one revisional

surgery. Incidence of transfusion was 1.01% overall, 0.61% after LRYGB and

1.89% after LSG. Median units transfused was 3.5 (range 2–11). The median

time from going into recovery until first unit transfused was 27 hours and 42

minutes (range 10hr44 to 73hr15). No one required intra-operative transfusion.

The cost of running a group and save in our hospital is £5.06 per sample giving

a total cost of £4,640 since 2011. Our rate of post RYGB bleeding has reduced

from 2.19% to 0.61%.

Conclusion: Routine group and save samples for all bariatric patients comes at

a significant cost. Given the absence of immediate need for blood products,

routine group and save sampling may be unnecessary.

P.206 LAGB: A Historic Procedure and a Future Headache?

PRESENTER: F. Shaban
1

Co-authors: J. Brown1, N. Jennings1, W. Carr1, M. Boyle1, K. Mahawar1,

S. Balupuri1, P. Small1

1Sunderland Royal Hospital, Bariatric Surgery, Sunderland-England

Introduction: Our unit has over a decade’s experience in the use of LAGB.

Local audit data identified high rates of LAGB removal and need for secondary

procedures. This study examines the fate of our LAGBs and compares out-

comes for patients undergoing revisional surgery.

Methods: A prospectively maintained database was used to identify all cases

of LAGB. Logistic regression modelling and Kaplan Meier curves were calcu-

lated for band survival. A subset of cases undergoing revisional LAGB to

LRYGB, with a minimum of two year follow up, was compared to all primary

LRYGB performed in the same time period.

Results: We have placed 674 bands between 2000 and 2012. Of these

142(21.22%) have been removed. Higher rates of removal were seen in patients

aged <40 years (26.7%), and those with a BMI >60 Kg/M2 (28.6%). Earlier band

removal was seen in younger patients (p<0.05). Rates of removal increased in a

linear fashion by year of placement. Of bands placed four or more years ago 35%

required removal. Eighty three patients (58.45%) went on to have a further

bariatric procedure; band to bypass n=66; band to sleeve n=17. No difference

in weight loss, morbidity/mortality or length of stay was seen between the cohorts

of LAGB to LRYGB (n=55) and primaryLRYGB (n=667).

Conclusion: In asignificant proportion of patients there appears to be a

finite ’band life’. Provision for removal and consideration of secondary

procedure must begin now in units with appropriate experience.

Revisional LRYGB has good outcomes and should be considered the

revisional operation of choice.
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P.207 The Need for Consensus, Consistency and Core Outcome Sets in

Bariatric Surgery

PRESENTER: N. Howes
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Aims: Bariatric surgery requires evaluation with consistent outcome reporting

to improve study comparisons, data synthesis and clinical decision-making.

We examine adverse event reporting after bariatric surgery to inform the

development of a core outcome set (COS).

Methods: A systematic review and an evaluation of the National Bariatric

Surgery Register (NBSR) identified verbatim outcomes and definitions.

Verbatim outcomes were classified into outcome domains (broad aspects

of health measured to assess an intervention) by independent reviewers

and outcome definitions considered by study design.

Results: 66 studies (18 randomised, 48 non-randomised) identified 1073

verbatim outcomes; a further 21 were in the NBSR. 912 outcomes were

reported only once. Outcomes were categorized into 9 domains: surgical

complications (n=357), obesity-related disease (n=267), anthropometry

(n=117),haematological/biochemical markers (n=80), treatment-pathway

outcomes (n=75), observer assessed (n=65), peri-operative technical out-

comes (n=45) and mortality (n=30).Of the 357 surgical complications

reported the commonest were late complications, re-operation and band

slippage reported in 17 (26%), 11 (17%) and 6 (9%) of studies respec-

tively. Definitions were reported for fewer than 50% of outcomes, were

varied and contradictory. For example, ‘late complications’ was defined 9

times (reported 17 times), only 3 were adequate. Outcomes were more

frequently defined in randomised versus non-randomised studies (34% vs

24%, p=0.0001).

Conclusions: Outcome reporting for bariatric surgery focuses on adverse

events. Outcomes are inconsistent, ill-defined and lack consensus limiting

the value of published data. Future work will survey key-stakeholders to

priortise adverse events and outcomes and agree a COS to report as a

minimum in all studies.

P.208 Long Term Outcomes of Redo Surgery After Laparoscopic

Adjustable Gastric Banding

PRESENTER: A. Uluer
1
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A. Bostanoglu1, E. Cosgun2, N. Erdem3, B. Yildiz1

1Ankara Numune Teaching and Research Hospital , General Surgery, Ankara-

Turkey
2Hacettepe University, Faculty of Medicine, Biostatistics, Ankara- Turkey
3Marmara University, Faculty of Health Sciences, Nutrition and Dietetics,
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Introduction: Laparoscopic adjustable gastric banding (LAGB) is first line

surgical procedure for management of morbid obesity. Band removal is un-

dertaken for failed band or band complications. When this procedure is

performed redo surgery can be preferred after band removal. In this study

we tried to analyze long term outcomes of redo surgery after LAGB.

Materials and Methods: The study was carried out at Ankara Numune

Teaching Hospital. Patients (n=33) who had band removal surgery between

July 2008 and February 2013 were enrolled in the study. Pre-banding body

mass index (BMI) and weight, BMI and weight at the time of band removal,

BMI and weight before redo surgery, final weight and BMI at the latest follow

up visit were evaluated.

Results: There were 26 female and 7 male patients. The average age

was 40 (min 23, max 60). Reasons for band removal are analyzed. Six

of these patients had redo surgery simultaneously with band removal

while 27 had redo surgery at a mean follow up interval of 24 months

(min 2, max 31). BMI and weight measurements of patients will be

presented. Majority of patients had laparoscopic sleeve gastrectomy

(LSG) as redo surgery. Roux-Y gastric bypass (RNY) was second

choice. Two patients failed to lose weight and 1 patient gained weight

at the end of follow up. Mean weight loss was 21 kg for remaining

patients. The mean BMI of these patients was 34kg/m2.

Conclusion: Redo surgery can provide safe and sustainable weight loss for

patient who previously had LAGB.

P.209 Endoprothesis for the Treatment of Leak and Stenose of Sleeve

Gastrectomy and Gastric By-pass

PRESENTER: E. Rivkine
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Introduction: In 2013, the use of stents has become an alternative to the

surgery for the management of the anastomosis leaks in bariatric surgery.

We have retrospectively analysed patients treated by endoprothesis for anas-

tomotic leak.

Patients et Méthodes: From 2010, in some particular clinical cases of fistulas

after Sleeve SG and GBP, or stenosis, we have performed the intraluminal

stents placement. Thirteen patients have been treated by endoscopic stents,

11 for anastomosis leak and 2 for stenosis. There were 13 women. The IMC

was of 45 Kg/m in average.There was a comorbidity in 7 patients (54 %), a

diabetes for 5 patients (38 %). Cinq patients (38%) have been re-operated, 4

before and 1 after the prothesis placement.

Résultats: There was no mortality in the serie. The success rate, with fistula

healing or satisfactory calibration of the stenosis was the 100 % (13/13). The

complication rate was the 54 %. The re-intervention rate was the 15 % (2/15)

for intestinal migration. The main complication was the intestinal migration and

it concerned 7 patients (54 %).

Conclusion: The use of stents in the management of staple line leak after

SG or GBP is an effective alternative to the surgery. The treatment with

stents is really effective, and it allows to avoid surgical re-operations. Its

use is controversial. Some prospective randomized studies have to eval-

uate to validate the indication of endoprothesis placement for complica-

tions in bariatric surgery.

P.210 Management of Symptomatic Stenosis After Laparoscopic Sleeve

Gastrectomy

PRESENTER: A. Vashistha
1

1Max Superspeciality, Surgery, New Delhi-India

Introduction: This study aimed to determine the incidence, and management

options for symptomatic stenosis (SS) after laparoscopic sleeve gastrectomy

(LSG).

Method: A prospective study reviewed morbidly obese patients who

underwent LSG between October 2007 and December 2012 to identify pa-

tients treated for SS.

Results: In this study, 130 patients with a mean age of 42.5 years and a mean

body mass index (BMI) of 46 kg/m(2) underwent LSG. The LSG procedure

was performed using a 36-Fr. bougie and tissue-reinforced staplers .Two

patients underwent contrast study which demonstrated a fixed narrowing.

Endoscopy confirmed short-segment stenoses: one located at mid-body and
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one located near the antrum . Contrast studies demonstrated minimal passage

of contrast through- segment stenosis. Both patients underwent multiple en-

doscopic dilation procedures and endoluminal stenting, ultimately requiring

laparoscopic conversion to Roux-en-Y gastric bypass. The mean time from

the initial surgery to the surgical revision was 30 days.

Conclusion: Symptomatic short-segment stenoses after LSG may be treated

first with endoscopic balloon dilation. Persistent-segment stenoses that do not

respond to endoscopic techniquesmay ultimately require conversion to Roux-en-

Y gastric bypass.

P.211 Meralgia Paresthetica after Bariatric Surgery in Iranian Patients

PRESENTER: A. Pazouki
1

Co-authors: M. Pakaneh1, Z. Tamannaie1, S. Chaichian1

1Tehran University of Medical Sciences, Minimally Invasive Surgery Research

Center, Tehran-Iran

Background: Meralgia paresthetica (MP) is a benign clinical syndrome of

entrapment of the lateral cutaneous nerve in the thigh. Among the complica-

tions of bariatric surgery, neurologic complications are not uncommon and of

these complications, MP is a frequent clinical diagnosis. Thus, knowing the

clinical risk factors of MP is of great importance as they help with the differen-

tial diagnoses of MP from other serious disorders.

Objectives: To study the prevalence of MP and its clinical risk factors after

bariatric surgery in a sample of Iranian morbid obese patients undergoing

surgery for obesity.

Patients and Methods: In a cross-sectional study, 163 patients (146 females

and 17 males), who underwent bariatric surgery, were called one to 48 months

after their surgery. After obtaining their consent, the patients were interviewed

and completed a questionnaire containing history and presentation of neurop-

athy for this study. In addition, some of the variables of the questionnaire were

filled using the patient’s medical records.

Results: One month after surgery, 32 patients (19.5%) had neurologic

signs or symptoms of MP located in their lateral thigh. Diagnosis of MP

was made in 21 (17 women and four men) patients (12.8% of all

patients), sub-acute polyneuropathy in seven patients (4.3%), and acute

polyneuropathy in the remaining four patients (2.4%). No specific treat-

ment was given to the patients with MP. Symptoms of MP were resolved

within six months in 15 patients (71.4%). In a univariate analysis of MP,

only a history of a neuropathy was significantly correlated with the

occurrance of MP after surgery (P = 0.004) with an odds ratio of 4.2

(95% confidence interval: 1.4-12.2).

Conclusions: MP is not a common complication after bariatric laparoscopic

surgery, however, a history of neuropathy and diabetes should be mentioned

to surgeons as risk factors for MP. Additionally, using a belt for fixation could be

an etiologic factor for MP after bariatric surgery.

P.212 A Comparison Between Two Different Prophylactic Doses of

Unfractionated Heparin for Deep Venous Thrombosis

Prevention in Laparoscopic Bariatric Surgery
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Background: Deep Venous Thrombosis (DVT) is a major risk of morbidity and

mortality in morbid obese patients underwent bariatric surgery. There are

some controversies in different kind of prophylactic strategies for DVT in

laparoscopic bariatric surgeries. Unfractionated heparin (UFH) is an available

and reversible anticoagulant used for DVT prophylaxis.

Objectives: This study aimed to compare clinical results of two different dos-

age regimes of unfractionated heparin for short term prophylaxis of DVT after

bariatric surgery.

Patients and Methods: 139 patients with morbid obesity who underwent lapa-

roscopic bariatric surgery (laparoscopic Roux-en-Y gastric bypass, sleeve

gastrectomy, and laparoscopic gastric banding) were evaluated in two groups:

group A received 5000 IU unfractionated heparin q12h and group B received

the same dose but q8h (preliminary dose received before induction of anes-

thesia followed by 2 or 3 times daily). All patients were evaluated by physical

examination and Doppler ultra sound for DVT before and 10 days after

surgery.

Results: There was no statistically significant difference between two groups in

venous thrombosis. No thrombotic events were observed before and after opera-

tions. There were no heparin induced thrombocytopenia and no meaningful differ-

ence between two groups in postoperative bleeding.

Conclusions: This study showed that in combination with non-pharmacologic

methods for prevention of thromboembolic events, both regimes of UFH

prophylaxis had similar clinical effects.

P.213 The Radiological Findings of an Internal Hernia After Laparoscopic

Roux-en-Y Gastric Bypass

PRESENTER: F. Goudsmedt
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Introduction: Even tough internal hernia after laparoscopic Roux-en-Y gastric

bypass (LRYGB) is a well known entity for bariatric surgeons and radiologists,

accurate diagnosis remains difficult. Most surgeons advocate a low thresh-

old for CT scan and when in doubt laparoscopy/-tomy. The aim of this study

was to compare the radiological diagnosis and the operative findings in

patients undergoing explorative laparoscopy for abdominal pain after

antecolic LRYGB.

Methods: A retrospective analysis of all LRYGB patients who underwent an

explorative laparoscopy between January 2007 and August 2012 has been

performed. Radiological and operative reports were compared.

Results: One hundred and nineteen patients underwent an explorative lapa-

roscopy for abdominal pain after antecolic LRYGB, 105 of which had a preop-

erative CT-scan. Seventy four patients suffered from an internal hernia (45 at

the Petersons space, 20 at the jejuno-jejunostomy, 9 at both sites), 21 suffered

from adhesions, 15 had stigmata of chronic friction of the mesodefects and 9

had a negative exploration. Eight patients (6,7%) required a conversion and no

bowel resections had to be performed. Twenty three (39,6%) patients had a

false negative and 10 (21,3%) patients a false positive CT-scan. For detection

of an internal hernia computed tomography had an overall sensitivity of 61.7%

and specificity of 77.8% in our population.

Conclusion: Internal hernia after antecolic LRYGB remains a difficult diagno-

sis. A CT-scan can help confirming the diagnosis, but a high index of clinical

suspicion with a low threshold for explorative laparoscopy/-tomy remains the

cornerstone of good treatment.

P.214 Normoproteic Treatment to prepare Bariatric Surgical Patients

PRESENTER: G. Casella
1

Co-authors: M. Marchetti1, F. Attili1, G. Patrizi1, D. Giannotti1, G. Di Rocco1, A.

Redler1

1Sapienza University of Rome, Department of Surgical Sciences, Rome- Italy

Introduction: We evaluated the use of normoproteic amino acid treatment

(NPAT) in obese patients with 1) high operative risk, 2) failure of previous bariatric

procedures, 3) contraindications or refusal of surgical treatment in order to

recover a condition fit for surgery.
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Method: 10 patients (5 females, mean age 48.6 years, mean BMI 43.8±3.0 kg /m2)

were enrolled. Three presented weight regain after bariatric surgery (2 sleeve

gastrectomies, 1 gastric banding) and were candidate for revisional surgery. In 5

cases the duration of the diet was 21 days (50% low fat protein foods and 50%

aminoacid supplement). In 5 other diet lasted 10 days (exclusive amino acid

dietary supplement). Abdominal ultrasound was performed for the evalu-

ation of liver, spleen, perivisceral fat and abdominal wall thickness,

before and after 2–4 days from the end of NPAT.

Results: One patient suspended the diet after two days for psychological intoler-

ance. Weight loss was 8-10% of initial body weight (final BMI 40.7±3.4 Kg/m2).

Degree of steatosis improved after NPAT (p <0.001) and longitudinal diameter of

the liver (17.9±1.9 cm Vs 16.5±1.8 cm; p=0.001) and portal vein diameter

(12.7±1.4 mm Vs 11.5±1.4 mm; p<0.001) decreased. Reduction of abdom-

inal wall thickness ( 1.1±1.2 cm) and perivisceral fat (2.0±0.8 cm Vs 1.4±0.5 cm)

was also observed, without affecting muscle thickness.

Conclusions: Our study proves the effectiveness of NPAT in fast weight loss,

reducing liver dimensions, degree of steatosis and abdominal wall thickness.

NPAT could be proposed as the pre-surgical preparation of choice in patients

before bariatric surgery.

P.215 Gastrogastric Fistula: A Significant Problem for the Future?

PRESENTER: J. Young
1

Co-authors: M. Boyle1, K. Mahawar1, S. Balupuir1, P. Small1

1Sunderland Royal Hospital, Upper GI Surgery, Sunderland-United Kingdom

Introduction: Gastro-gastric fistulas (GGF) are an uncommon but recognised

cause of late post operative complications following gastric bypass surgery. The

aim was to assess GGFs in one of the largest units in the UK.

Methods: Patients with a GGF were identified from the prospectively collected

bariatric database in a large NHS hospital. A retrospective case note review

was performed

Results: There was a total of 7 GGFs in 6 patients. The mean age was 45 years

(range 39–51) at primary surgery, mean BMI 54(45–67) and 4 out of 6 were

female. The mean time to symptoms was 20 months range (range 15–27

months). Symptoms were pain 5, vomiting 4, new reflux 2, excessive weight loss

2. Weight loss at time of diagnosis was 77% of excess (42-114%). Gastric

anastomotic ulceration was an established feature in 3. Smoking was a factor in

3, 1 had a previous gastric band, 2 required lengthy surgery and 2 used non

absorbable sutures. 5 were diagnosed on contrast swallow and one at surgery.

The 1st patient had the fistula surgically divided but recurred 20 months later. All

subsequent operations involved resection with redo gastrojejunal anastomosis.

Allowing for this time lag a total of 402 persons had surgery with a 1.5% incidence.

Conclusions: Gastro-gastric fistulas aetiology is multifactorial and in contrast

to VBG staple line failure weight loss appears a feature. The number of GGF is

increasing as number of operations is increasing and resection appears to be

an effective treatment but further comparative studies are required.

P.216 Late Gastro-Gastric Fistula After Roux-En-Y Gastric Bypass as a

Complication of Chronical Marginal Ulceration: Experience of a

High-Volume Bariatric Centre

PRESENTER: D. Van Der Fraenen
1

Co-authors: H. Vanommeslaeghe1, B. Deylgat1, B. Dillemans1

1AZ Sint Jan Hospital, General, Vascular and Pediatric surgery, Bruges-

Belgium

Introduction: Marginal ulceration (MU) is a well-known complication after

Roux-en-Y gastric bypass procedure (RYGB). Treatment consists of proton-

pump inhibitors combined with avoiding known risk-factors such as smoking

and non-steroid anti-inflammatory drugs (NSAID). Rarely, MU can evolve in a

gastro-gastric fistula (GGF) whose treatment is much more challenging.

Method: Data of all surgical procedures performed for GGF after divided

RYGB between January 2005 and December 2012 were reviewed. Patient

characteristics, risk factors and surgical details were evaluated.

Results: Nineteen patients underwent surgery for GGF after RYGB. Mean

time between the initial and the revisional surgery was 33 months.

Almost 75% of the patients (14/19) had a documented history of chronic

MU. More than half of patients with GGF (52.6%) had not quit smoking;

about one third (31.6%) used prolonged NSAID. Intra-operatively, the

fistula was located near the anastomosis at the posterior side of the

pouch in 94.7% patients (18/19). In all cases the gastroenterostomy

was resected and a whole new anastomosis was constructed. Partial

gastrectomy of the remnant stomach was performed in 42.1% (8/19)

because of friable stomach-tissue near the fistula site. All but one were

managed laparoscopically.

Conclusion: In most cases, GGF are a direct consequence of refractory MU,

that perforates and protrudes the posterior gastro-enterostomy site and there-

by creating a fistula to the excluded stomach. In case of occurrence of a

connection between pouch and gastric remnant, the problem will only worsen

by increased exposure to gastric acids. Therefore, in case of GGF near the

anastomosis, we advocate prompt surgical intervention.

P.217 Unbuckling of Gastric Band: A Case Series

PRESENTER: H. Khwaja
1

Co-authors: D. Stewart1, S. Nachimuthu1, C. Magee1, S. Javed1, D. Kerrigan1

1Phoenix Health, Bariatric Surgery, Liverpool-United Kingdom

Background: Laparoscopic Adjustable Gastric Banding (LAGB) is considered as

an effective bariatric procedure with very minimal early post operative complica-

tions. Long term complications like band slippage, erosion and port rotation and

infection are not uncommon. However the phenomenon of unbuckling of gastric

band with or without buckle fracture is a rare complication.

Methods: Prospectively collected data of patients who underwent LAGB using

a standardised pars flaccida technique utilizing the A.M.I. soft band (Agency

for Medical Innovations, Austria) between January 2004 and September

2011 was analysed retrospectively in terms of patient demographics, timing

of unbuckling since insertion, patients symptom profile and intra-operative

findings.

Results: Total number of patient analysed were 628. 14 patients (2.2%) with a

median age of 39.5 years (range 32–62) and BMI of 43.5 (range 38.9–52)

experienced spontaneous unbuckling of band. 5 patients experienced bolus

obstruction or retching followed by complete loss of restriction and the

remaining patients experienced no preceding symptoms. Unbuckling was

diagnosed radiologically with contrast swallow. Unbuckling occurred at a me-

dian of 19 months post insertion (range 6–50). The median band fluid volume

at the time of unbuckling was 7mls. Intra-operatively associated buckle frac-

ture was found in 3 out of 11 cases operated so far and the remaining were

awaiting surgery.

Conclusion: Spontaneous unbuckling of A.M.I. soft gastric band is not an

uncommon complication following LAGB. Probable aetiology might be

failure of the buckle mechanism with or without buckle fracture.

Patients usually present with complete loss of restriction and may have

preceding symptoms.

P.218 Management of Surgical Complications Following Sleeve

Gastrectomy or Gastric Bypass Surgery

PRESENTER: M. Mall-Julian W
1

Co-authors: B. Brose- Frank1, S. Sodt-Michael2

1Klinikum Nordstadt, General, Visceraland Vascular Surgery, Hannover-

Germany
2Klinikum Oststadt-Heidehaus, gastroenterology, Hannover-Germany
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Introduction: Postoperative complications following bariatric surgery occur

frequently but the ideal management of these complications is still under

discussion. We present here our pathway of management of postoperative

complications following sleeve or gastric bypass surgery.

Materials and methods: Between 7/2009 and 12/2012 321 patients (average

BMI 46.2 kg/m2) underwent 220 sleeve resections (SR) and 101 gastric bypasses

(GB). There occured 12 postoperative leaks in the SR group and 3 insufficiencies

in the GB group. One patient of the bypass goup with intrasplenic abscess

received an open splenectomy. Of the SRgroup 9 patients were treated success-

fully with endoluminal stenting by our gastroenterologist. 2 patients with a small

fistula at the angle of His were treated with Ovesco Clips and one patient needed

finally a gastrectomywith long term ICU stay. In the bypass group 2 patients were

reoperated laparoscopically and the gastrojejunostomy was redone. One patient

in this group was treated with a stent successfully.

Results: SR: 6 patients had an uneventful course after stent explantation.(median

stent therapy 12 d). 3 patients required repeated pneumatic dilatation of the

sleeve following stent explantation due to scar stenosis. 1 patient with the

Ovesco clip had a complete occlusion of the sleeve 5 days post clip implantation

resulting in a laparoscopic reoperation with gastrotomy and clip explantation and

suture of the defect, the other patient was uneventful. GB group: all patients had a

normal postoperative course.

Conclusion: Stent implantation in postoperative leaks after bariatric surgery is

an effective and safe treatment. Reoperation should be only considered in

patients when stent implantation may be technically difficult and depending on

the size of the leak.

P.219 CT-Guided Percutaneous Drainage of Abdominal Collections

After Bariatric Surgery

PRESENTER: J. Contreras
1

Co-authors: F. Schiaffino1, C. Santander1, F. Perez1, I. Court2, J. Bravo1,

G. Lobos3, J. Hamilton2

1University of Chile, Surgery, santiago-Chile
2Clinica Santa Maria, Bariatric Surgery, Santiago-Chile
3Clinica Santa Maria, Imagenology, Santiago-Chile

Introduction: Management of abdominal collections secondary to bariatric

interventions is complex and computed tomography-guided percutaneous

drainage (CTPD) of them is a less invasive method to consider.We present

our experience with this technique.

Method: Case series. All patients treated at our institution between July 2008

and March 2012 who developed collections due to bariatric surgery proce-

dures and required CTPD as part of their treatment. Descriptive statistics of

demographics and clinical outcomes.

Results: 23 patients (14 female). Mean preoperative age 39 (±9) years, mean

initial BMI 36.5 (±5.2) kg/m2. 19 patients from our institution and 4 from other

centers. Initial surgery: 18 submitted to sleeve Gastrectomy, 4 to gastric bypass

and 1 to gastric band, all laparoscopically. In 11 (47.8%) patients an associated

leak was demonstrated. Mean time from surgery till drainage placement 12 (±8)

days. A total of 28 percutaneous drainages were placed. 14 (60.9%) cases were

successfully treated with CTPD as only procedure. In 6 patients an additional

endoscopic procedure was required and the remaining 4 patients required

reoperation. Mean time of drainage removal was 36 (±31) days. There were no

complications nor mortality due to percutaneous procedure in this series.

Conclusion: In our experience, CTPD of abdominal collections due to bariatric

procedures must be considered in selected patients because of its favorable

results and low associated morbimortality. To generate evidence- based rec-

ommendations larger studies are needed.

P.220 Treatment Options for Failed Roux-En-Y Gastric Bypass

PRESENTER: P. Beckerhinn
1

Co-authors: S. Schoeppl1, A. Grill1, T. Frankl1, T. Wodi1, F. Hoffer1

1Landesklinikum Hollabrunn, Surgery, Hollabrunn-Austria

Introduction: Bariatric surgery is the most effective therapeutic option in mor-

bid obesity. Roux-en-Y Gastric Bypass (RYGB) is the most popular procedure

according to Buchwald’s world wide data review. While the success rate is

described to be 60 to 70% in the long term, some of the patients fail to lose

sufficient weight (Excess Weight Loss of less than 50% according to

Reinhold’s criteria) or experience weight regain. There is still controversy

regarding the treatment of this group of patients.

Methods: A Pubmed literature research for failure following RYGB was

performed in order to give an overview of the therapeutic options. In addition

our own results in the treatment of weight regain or insufficient weight loss will

be presented.

Results: Non surgical therapy is considered best to start treatment for weight

loss failure. Endoscopic procedures can be used in case of anastomotic or

pouch dilatation. Laparoscopic placement of a band be it adjustable or fix is a

surgical option as well as adding malabsorption to the mainly restrictive pro-

cedure thus leading to further success in terms of weight loss.

Conclusion: As treatment of obesity works best by using a team approach we

think that the first line treatment for failed RYGB should be non surgical. If all

conservative attempts to adapt eating behavior fail surgery remains an option.

Still it remains a controversial issue whether the placement of a band or the

conversion to a more malabsorptive procedure is the key to success.

P.221 Incidence and Managment of Fistula in Roux-en-Y Gastric Bypass

PRESENTER: R. Souza Da Silva
1

Co-authors: T. Pereira1, R. Carvalho Da Silva2, A. Carvalho Da Silva3, J. Iorra4,

E. Rabolini5, F. Iorra5

1Divina Providencia Hospital, Treatment Center for Morbid Obesity (CITOM),

Porto Alegre-Brazil
2Santa Casa Hospital, General Surgery, Porto Alegre-Brazil
3ULBRA, Porto Alegre-Brazil
4UFPEL, Porto Alegre-Brazil
5UFRGS, Porto Alegre-Brazil

Introduction: Fistula is one of the most frequent complications of Roux-en-Y

Gastric Bypass (RYGB) and it is cause for great concern among experts. It can

occur with leakage into the peritoneal cavity or drainage outside, which have

different prognoses and management, what makes the differentiation between

this two pathologies essential. The aim of this study is to investigate the incidence

of fistulas and their management.

Methods: This study was designed in historical cohort study with retrospective

data of patients treated by the same surgeon of CITOM from 2001 to 2012.

Results: A total of 2221 procedures were performed, 1110 by laparoscopic and

1111 by open surgery. The incidence of fistula was 1.4%; half of these had

leakage into the peritoneal cavity and the other half had drainage to the

external environment. The first ones was required surgical treatment, with an

average of two interventions until resolution of the cases. And the second ones

submitted to non-operative treatment and had their resolution in an average of

21 days of hospitalization. There was only one case of death related to this

complication, which was a fistula with leakage into the abdominal cavity.

Conclusion: Fistulas are frequent complications in RYGB and its management

and prognosis are directly related to the pathway, into the abdominal cavity or

outside. Fistulas with leakage into the abdominal cavity have severe reper-

cussion and require surgical treatment. Fistula with drainage to the external

environment can be managed only with conservative non-operative treatment.

P.222 Weight Regain After Bariatric Surgery

PRESENTER: R. Souza da Silva
1
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Introduction: Bariatric surgery is the most effective therapeutic option for

morbid obesity. However, like any surgical procedure, it has complications that

can occur in short, medium and long term period. Weight regain is the main

long-term complication, which makes questionable the treatment proposed by

this method.

Objective: To study and compare weight regain over the minimum weight

obtained after at least two years of post-operative period of patients undergo-

ing bariatric surgery.

Methods: This study was designed in historical cohort study with retrospective

data of patients treated by the same surgeon of CITOM from 2001 to 2010.

Discussion: Is a fact among surgeons that after a period of 18 to 24 months,

which occurs the greatest loss of weight excess after surgery, certain weight

regain may be observed in patients undergoing bariatric procedures. The factors

that influence on the maintenance or regain of weight includes type of surgery

performed, the values of preoperative body mass index (BMI), presence of binge

eating disorders, increasing the volume of food ingested due to pouch dilatation,

occurrence of gastro-gastric fistula and adherence to multidisciplinary support.

Conclusion: Weight regain is the most feared complication of bariatric surgery.

The surgical approach, by laparotomy or laparoscopic techniques, as well

as the use of contensor ring, seems to have no direct relation with

weight regain. The longer the period after surgery, the higher the levels

of weight regain, which reinforces the importance of patient adherence to the

multidisciplinary team.

P.223 Revisional Bariatric Surgery for Late Failure After Bypass Surgery

PRESENTER: B. Bokobza
1

1Hospital Group, General Surgery, Le Havre-France, Metropolitan

After Bypass surgery for morbid obesity, weight regain, or inadequate

weight loss, with Body Mass Index (BMI) always over 35, need revisional

surgery.

Lengthening of the Roux-en-Y (1, 4), reduction of the gastric pouch (2, 4),

adjustable gastric banding (3), or Duodenal Switch (5), are the options of the

literature, but the quality of the Bypass is neither studied. For the author,

inadequate gastric pouch or short Roux-en-Y are perhaps cause of the failure.

421 Bypass were done for a weight average of 123.6 Kg and a BMI average of

45.84, with a weight average of 73 Kg after 78 months. 12 patients were

reoperated on between 1/02/2012 and /03/2013, 70.1 months (28–99) after

the Bypass for inadequate weight loss or weight regain.

After upper gastrointestinal endoscopy and study of the gastric pouch, of

the gastrojejunal anstomosis, and tracking down of an Helicobacter Pylori

infection, reoperation was done with measure of the Roux-en-Y, and of

the gastric pouch, all gastrojejunal anastomosis being end to side by circular

stapler.

In one case, nothing was changed; in 4 cases, a sleeve on the left side of the GJ

anastomosiswasdonewith70cm lengtheningof aRoux-en-Ymeasured less than100

cm; in 7 cases, 70 cm lengthening of a Roux-en-Yalone, measured less than 100 cm.

The follow-up today do not authorize a conclusion, but after 6 months, there is

no result with the Sleeve, compared to the lengthening of the Roux-en-Y with

weight loss resume.

In conclusion, because elasticity of the small bowel, the Roux-en-Y can be

very short after some months, even good measure during the initial operation,

qnd lengthening can resume weight loss. Before difficult transformation in

Duodenal Switch, or ileal Bypass, evaluation of the Bypass is mandatory,

Roux-en-Y being sometimes very short.

P.224 IntraluminalMigratedAdjustableGastricBandAfterBandedBypass into

the Terminal Ileum: A Case Report of Laparoscopic Band Removal

PRESENTER: K. Lubbers
1

Co-authors: J. Apers2, M. Emous2, E. Totte2

1MCL Leeuwarden, Surgery, Leeuarden-The Netherlands
2MCL Leeuwarden, metabolic and bariatric surgery, Leeuwarden

Introduction/Background: Erosion of gastric banding is a well-known compli-

cation. We report a rare case of erosion and migration after banded bypass

(BB) surgery with an adjustable gastric band.

Clinical Case: A case of a 47-year-old woman with an extensive history of

bariatric surgery; vertical banding gastroplasty, converted into a LRYGB and

finally a banded bypass (BB). The BB was complicated by a portal infection,

followed by access port removal. After more than a year she presented with

excessive pain in the lower abdomen. Abdominal radiology and computed

tomography revealed a corpus alienum in the right lower quadrant: a circular

band of the banded bypass including the port tube: the band was migrated

intraluminal in the terminal ileum.

Treatment: Colonoscopy was used to try to remove the band. Under general

anaesthesia the scopewas inserted up to the first part of the ileum, but unfortunately

the bandwasn’t visible. Via laparoscopic approach the band could be removed from

the ileum. The patient left the hospital after 1 week in good condition.

Conclusion: In our experience, erosion is a common complication in this type

of bariatric surgery. This is one of the reasons BB with an adjustable gastric

band is no longer performed in our hospital.

P.225 Technical Complications After Laparoscopic Gastric Plication

PRESENTER: M. Talebpour
1

Co-author: A. Talebpour1

1TUMS, Laparoscopy, Sina, Tehran-Iran

Introduction: Laparoscopic gastric plication (LGP) is a restrictive method with

13 years’ experience. Some complications have seen in more than 1000 cases

during 13 years. The aim of this presentation is to speak about detail of it.

Method: LGP has done in all of morbid obese cases with BMI between 35 to

45 with enough motivation and cooperation for post-operative period of diet

and exercise. It was one-row plication during first 6 years and two-row in the

remaining period. All of cases were under control of author’ protocol at least

during first 6 months including diet and exercise and follow up program (every

2 weeks visit) with data recording. Patients have protocol of follow up until 2

years and per case after it. Any complication has referred to author due to new

method and new form of complication.

Result: Technical related complications of LGP subdivided to three important

groups. G1: Leakage: 5 cases due to instrumental trauma (1 case), suture line

(2 with 2-row and 1 with 1-row) and explosion of removed fold (1). G2:

Obstruction at suture line: 6 cases (4 cases with 2-row and 2 with one-row)

mainly at distal knot (one at middle). G3: unusual regain due to removal of

inverted fold (25: 23 one-row) or rupture of thread (6: 4 one-row).

Conclusion: complications of LGP are very low in compare to other restrictive

methods.
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P.226 Conservative Treatment of Anastomotic Leakage After Bariatric

Surgery
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Introduction: Anastomotic or staple line leakage is a feared complication in

bariatric surgery. We analysed our experience with both operative and con-

servative treatment of anastomotic leakage after bariatric surgery.

Methods: A cohort patients undergoing bariatric surgery were subtracted out

of a prospective database. The database and computerized hospital notes

were analysed.

Results: Between 2008 and 2011; 1235 patients underwent laparoscopic

bariatric surgery for morbid obesity. In 27(2%) patients anastomotic or staple

line leakage was diagnosed: 8 after Sleeve gastrectomy and in 18 patients

after Gastric bypass , 1 after BPD-Scopinaro. Most patients were admitted to

Intensive Care unit (ICU). Mean ICU stay was 15 days and mean hospital stay

was 35 days. Early leakage was diagnosed in 11 (11/27) patients within 24

hours after primairy surgery: operative treatment consisted of relaparoscopy, if

possible over sewing of the leak and always drainage of the peritoneal cavity.

In 3 (3/11) of these patients additional endoluminal stenting or endoluminal

drainage was necessary for refractory leak. In 16 (16/27) patients leakage was

diagnosed after 24 hours (2–7 days), requiring conservative /endoscopic

treatment in 8 (8/16) patients. Relaparoscopy was performed in 8 (8/16)

patients. In 7 (7/8) of these patients additional endoscopic treatment was

necessary for refractory leak.

Conclusion: Anastomotic or staple line leakage can be successfully treated

with relaparoscopy within 24 hours after primary surgery. In late diagnosed

leakage (>24 hours after primary surgery) conservative or endoscopic treat-

ment is recommended because reoperation has a high risk of refractory leak.

P.227 Rhabdomyolysis: A Rare Complication After Bariatric Surgery

PRESENTER: Y. Yavuz
1

1Istanbul Bilim University, Center for Bariatric and Metabolic Surgery,

Department of Surgery, Istanbul-Turkey

Bariatric surgery requires positioning a morbidly obese patient on a rela-

tively hard operating table which may lead to compression injury of the

skeletal muscles and development of kidney failure. A 187 kg (BMI 64

kg/m2) 45-year-old heavy smoker patient with severe peripheral lymph-

edema and respiratory difficulties was admitted to our clinic. After a 45

days of preparation, a sleeve gastrectomy procedure was performed. The

procedure lasted longer (215 minutes) than anticipated due to difficulties

in retracting the massive liver. After extubation, she was quite agitated

and blood gas analysis revealed carbon dioxide retention and acidosis.

Her blood gases were corrected in the intensive care unit with application

of BPAP under sedation. When the patient was sent back to the ward next

day she developed excruciating back pain and her urine color darkened.

Rhabdomyolysis was suspected and a creatine phosphokinase level

(CPK) of 11554 U/L confirmed the diagnosis. Massive diuresis with furo-

semide and mannitol and intensive hydration (over 8 liters a day)

corrected the increase in BUN and creatinine. The CPK level was 2280

U/L on the 5th day. She was discharged on the 8th day with oral tramadol

due to continuing back pain. On the first postoperative control one week

after discharge, she had limited back pain and normal lab results.

Although it is a rare complication, rhabdomyolysis should be suspected in all

bariatric patients with severe postoperative muscle pain. Diuresis must be

induced as soon as possible in order to prevent renal failure. Proper use of

soft pads and cushions could prevent development of such lethal complication.

P.228 Surgical Treatment of Chronic Staple Line Leaks following Sleeve

Gastrectomy is Safe and Effective

PRESENTER: S. Bassem
1
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1American University of Beirut Medical Center, Surgery, Beirut- Lebanon

Introduction: The most serious complication with Sleeve Gastrectomy (SG) is

staple line leak (SLL). Non-operative treatment is not always successful.

Surgical treatment is effective but is rarely described.

Methods: Retrospective review of records of patients with SLL managed from

03/2008 to 08/ 2012.

Results: Eight patients were identified (five females and three males) with an

average age of 34 years (23–46) and a baseline weight of 112 kg (72–146) and

BMI of 38.3 kg/m2 (25.8-47.6) All patients underwent primary SG (two open and

six laparoscopic). The average time of SLL presentation was 23.7 days (7–92

days) and time to surgical management was 200 days (33–759 days) from the

date of primary SG. All patients underwent prior intervention (Surgical exploration

(6), CT guided drainage (4); Stenting (1) and Roux-y-gastric bypass (1). The

surgical approach involved transaction of the alimentary tract at or proximal to the

fistula with a Roux-y-reconstruction to the small bowel (7 open and one laparo-

scopic). There was no mortality. Four patients (50%) developed serious compli-

cations but all were managed successfully. At a mean follow-up of 24 months (6–

60), all patients were satisfied with no major difficulties with eating. The mean

weight and BMI were 82 kg (57–125) and 27.8 Kg/m2 (22.5-36.5) respectively

with a percent excess weight loss of 91% (47–120).

Conclusion: Surgical management of SLL following SG was uniformly suc-

cessful and led to sustained weight loss preserving the primary aim of bariatric

surgery. Post-operative morbidity was high but is expected given the difficult

nature of this problem.

P.229 Laparoscopic Management of Persistent Strictures After

Laparoscopic Sleeve Gastrectomy

PRESENTER: R. Vilallonga
1

Co-authours: S. Van De Vrande1, J. Himpens1

1Az Sint Blasius, Obesity Department, Dendermonde-Belgium

Introduction: Laparoscopic sleeve gastrectomy (LSG) has become a common

option in the management of morbid obesity. Although this procedure seems

easier, many caveats remain, especially in terms of leakage. Other serious

complications include strictures, bleeding, and gastro-esophageal reflux

disease (GERD). Strictures are related to operative technique but also to

healed leaks and fistulas. To our knowledge, the literature reports on the

physiopathology and management of strictures after LSG are scarce.

Material and Method: A retrospective analysis of our database provided a total of

16 patients who underwent laparoscopic surgery for the treatment of strictures. A

comprehensive review of each case was done including their management.

Results: Sixteen patients were treated laparoscopically for strictures. There

were 8 females (Mean age: 40.6 yrs). Most common complaints were dyspha-

gia (n=14) and/or gastro-esophageal reflux disease (GERD) (n=8). Body Mass

Index (BMI) was 30.5 Kg/m2 ±9.3. Fourteen patients underwent a

seromyotomy (SM) and 2 a wedge resection (WR) of the stenosis. After SM

morbidity included 5 leaks on the short term and 5 reoperations on the long

term. Of the 16 patients, 12 were treated satisfactorily, 3 required endoscopies

and 1 had minimal GERD symptoms.

Conclusions: Strictures and stenosis can be managed by laparoscopic ap-

proach with acceptable results. SM can be useful but carries a high complica-

tion rate. Accurate technique with parcimonious use of coagulation and pos-

sibly with the systematic use of an omental patch might lead to better results.

The wedge resection of the stomach including the stricture was performed

successfully in 2 cases.
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P.230 Predictors for Adverse Outcomes in Laparoscopic Primary and

Revisional Roux-En-Y Gastric Bypass Procedures
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Background: A clear volume-outcome relationship has been reported for lap-

aroscopic Roux-en-Y gastric bypass. This study aims to detect attributing

factors in predicting outcome based on patient characteristics. This informa-

tion may lead to a better patient selection during the starting years of a bariatric

facility and can be used to give the patient a complete insight in the risks

involved in these procedures.

Method: We retrospectively analysed the records of the 863 consecutive

patients who received a primary or revisional laparoscopic Roux-en-Y gastric

bypass procedure from December 2007 until July 2012. Primary outcome is

the development of complications within 30 days of surgery. A binary regres-

sion model including gender, age, Body Mass Index (BMI), Obesity Surgery

Mortality Risk Score classification (OS-MRS), Modified Charlson Comorbidity

index, calendar year, surgeon and surgeon experience was constructed.

Results: The overall complication rate was 10.7%. Two patients (0, 2%)

died within 30 days after surgery. We found a significant association

between patients’ age (OR 1,053, 95% CI: 1,021-1,085, p=0,001) and

revisional procedures (OR: 2,132, 95% CI: 1,176-3,861, p<0, 05) and the

development of complications. Surgeon related factors like which sur-

geon performed the operation or surgeons experience were not associ-

ated with a higher incidence of complications.

Conclusion: This study reveals age and revisional procedures as predictors for

adverse outcomes in patients undergoing laparoscopic bariatric surgery whilst

patients’ gender, BMI, Modified Charlson comorbidity index, OS-MRS classifica-

tion, calendar year or surgeon related factors were not. Applying patient selection

and gained familiarity by our center as a whole probably eliminated these factors.

Figure 1: Factors predicting short term major complications in patients under-

going laparoscopic Roux-en-Y gastric bypass procedures

P.231 Metabolic Surgery: Surgical Profile and Complications of 910

Cases Performed in CEMMS (SA)

PRESENTER: G. Fetter
1

Co-authors: M. Van der Merwe2, S. Naidoo1, A. Cairns1

1CEMMS (SA), Surgery, Midrand-South Africa
2University of Pretoria, Medicine, Midrand-South Africa

Introduction: Metabolic surgery in South Africa is pursuing international stan-

dards of accreditation. Extensive database keeping allowed for a critical re-

view of surgical profiling, surgical morbidity and mortality, as well as a prelim-

inary health economic analysis.

Methods: Prospective data collection 2008–2012 of 910 consecutive cases

performed by a single principle surgeon and unchanged team.

Results: Surgeries in %: LGBP 80.6, BPD-DS 8.5, LGB 0.02, Revision 6.3%,

OGB 4.2%. LGS 2.0%. Patients in the BPD-DS group have a more adverse

metabolic profile, higher incidence of DM and higher anaesthetic risk. H. Pylori
was present in 28.5% on pre-op gastroscopy. Significant ethnic differences

observed in this finding with the highest prevalence in the black group at

76.1%. Stomal ulceration present in 16% overall, tested at 3 months and

negative for H. Pylori at onset. The first 250 cases performed had surgical

morbidity of 6%, and the remainder of cases up to 910 had morbidity of 2.5%.

There has been no surgical mortality. Theatre time decreased from 2h50min in

2007–2009, to 2hr 10min 2009 – 2012, despite a 7 point BMI index increase

and amore than 300% increase inBPD-DSsurgeries.Hospital costs increased at

23.4% over 6 years. LOS decreased from5.1 days to 3.4 days

Conclusions: A more difficult patient profile is a natural evolution of a more

advanced team but morbidity andmortality, as well as cost efficiency can improve

with a high standard of conduct and an experienced and consistent team.

P.232 Postprandial Neuroglycopenic Hypoglycaemia Developing After

Bariatric Surgery: Frequency and Management

PRESENTER: R. Aguilo
1

Co-authors: S. Coppack1, S. Agrawal1, K. Devalia1, K. Mannur1, Y. Koak1

1Homerton University Hospital, Bariatric Surgery, London-United Kingdom

Introduction: Postprandial Neuroglycopenic Hypoglycaemia developing after

Bariatric surgery is a well recognised complication. To determine the frequency

and management we reviewed all 1088 bariatric surgery patients operated on

in our hospital over a 3-year (August 08 – July 11) period.

Method: Postprandial neuroglycopenic hypoglycaemia was defined as the

presence of typical neuroglycopenic symptoms with a reported blood sugar

of <3.5 mmolar and confirmed hypoglycaemia as a blood sugar of <2.8 mmolar

with confirmation by a third party.

Results:Out of 1088 bariatric surgery patients, 48 patients had suspected

hypoglycaemia (incidence 4%) and 21 patients had confirmed hypoglycaemia

(2%). Amongst those with hypoglycaemia, male sex and previous diabetes

mellitus were more common than those without hypoglycaemia, but age,

ethnicity and rate of weight loss were similar. Laparoscopic Roux-en-Y gastric

bypass (LRYGB) was associated with hypoglycaemia (p<0.05) but laparo-

scopic sleeve gastrectomy (LSG), laparoscopic adjustable gastric banding

(LAGB) and duodenal switch (DS) were not. The time of onset of

hypoglycaemia is 15.91 ± 10.04 months after surgery. 43 patients required

only dietetic education, 1 patient required acarbose and 2 patients required

octreotide. Some of the patients presenting with hypoglycaemia were subse-

quently shown to have factitious hypoglycaemia, dissociated psychiatric states

and primary cardiac arrhythmia.

Conclusion: 2-4% of patients have hypoglycaemia after bariatric surgery.

Hypoglycaemia is associated with pre-existing diabetes, male sex and

LRYGB. Almost all cases can be managed successfully by dietary

education.

P.233 Bariatric Surgery in Patients Over 65 Years Old: Our Experiences

in Long Term Follow Up

PRESENTER: O. Brasesco
1

Co-authors: M. Barber1, G. Premoli1, G. Borlle1, G. Muzio1, M. Corengia1,

G. Menaldi1, J. Bella1, P. Martinez-Duartez1

1Hospital Universitario Austral, Fundación Favaloro and OCMI, Bariatric and

metabolic surgery, Buenos Aires-Argentina
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Introduction: Age restrictions in bariatric surgery (BS) are less rigidly

employed in the current era of refined anesthesiology, effective critical care,

and high quality surgical outcomes. The aim was to report the safety and

outcomes of BS in patients over 65 years old in our institutions.

Methods: Retrospective review of prospectively collected database of patients

aged over 65 years who had undergone BS with the same surgical team from

2005–2011. Demographic data, % excess weight loss (%EWL), co-morbidities

resolution and morbid-mortality were evaluated. Data are expressed as

average ± standard deviation.

Results: 5293 patients underwent BS, 127 (61,41% female) were over 65

years old. The mean age was 67,03±2,08 (76–65) years, initial weight

129.75kg and initial BMI 48.9kg/m2. Of the 127 patients, 3 (2.36%) had

undergone laparoscopic adjustable gastric band (LAGB), 9 (7.09%) lap-

aroscopic sleeve-gastrectomy (LSG), 1 (0.79%) laparoscopic conversion

from LAGB to laparoscopic Roux-en-Y gastric- bypass (LRYGB) and 114

(89.76%) LRYGB. %EWL was 75,58±19, 72,10±19, 66,35±23, 64,16±21,

55,73±31, 51,9±22, 57,23±32 at 1, 2, 3, 4, 5, 6 and 7 years respectively.

The postoperative resolution of hypertension and type 2 diabetes were 60.67%

and 69.39%.

Complications: G-Y anastomotic leak (3.12%), internal bleeding (0,78%),

anastomotic ulcer (3.15%) and anastomotic strictures (3.12%). 30-day

mortality was 0,78% and mortality after 2 years no related to BS was

2,36%.

Conclusion: BS offers an acceptable safe and effective alternative for the

treatment of morbid obesity and related co-morbidities in the elderly population,

when it is performed by an experienced group.

P.234 Sleeve Gastrectomy Leak: Endoscopic Management, a Case

Series

PRESENTER: M. Galvão Neto
2

Co-authors: J. Campos1, S. Correia1, E. Franca1, J. Lima1, H. Alhinho1, Á. Ferraz1

1Federal University of Pernambuco - UFPE, Department of Surgery, Recife -

Brazil
2Gastro Obeso Center, Bariatric Endoscopy Department, São Paulo- Brazil

Introduction:One of themost feared complications of sleeve gastrectomy (SG) is

gastric fistula, conventionally managed through clinical and surgical treatment.

Common endoscopic approaches include clips, sealants and stents; however,

results are often conflicting. Our aim is to describe a novel, safe and minimally

invasive endoscopic technique for the treatment of SG gastric fistula.

Methods: Case series of 18 patients with SG fistulas managed by endo-

scopic intervention through stricturotomy, septotomy, stent implant and

balloon dilation.

Results: Most common leak source was His angle (n=15), progressing to

gastrobronchial fistula in 2 cases, and gastric body in 3. Seventeen cases had

a gastric pouch stenosis at different spots: incisura angularis in 8, and

proximal gastric body in 9. Endoscopic techniques used were: aggressive

endoscopic dilation + stricturotomy + gastric septoptomy + placement of

stents (n=11) with a mean number of 12, 6 sessions; endoscopic dilation +

septotomy (n= 07) with a mean number of 6,14 sessions. Leak healing was

achieved in 17 cases and disease control in one case, in a 6-month follow-

up. Complications included self-limited mild upper digestive bleeding (n=1).

There were no mortality.

Conclusion: Aggressive endoscopic dilation, stricturotomy, gastric septotomy

and stent placement promote healing of the SG gastric fistula. It has a low

overall morbidity, avoiding abdominal or thoracic reoperations.

Treatment N Mean # of
sessions (n)

Complications
(n)

Cure/Control
(n)

Ballon dilation, stent
implant, septotomy
and stricturotomy

11 12,6 01 (hematemesis) 10 / 01

Ballon dilation and
septotomy

07 6,4 0 07/ 00

Table 1. Treatment used, complications and success rates

P.235 Complications of Endoluminal Stents in Treatment of Leaks After

Gastric Bypass

PRESENTER: K. Gawdat
1

1Ain-Shams School of Medicine, General Surgery, Cairo-Egypt

Introduction: gastrointestinal leak is the most serious life-threatening complica-

tion following bariatric surgery. The use of endoscopic stents in bariatric surgery

leak management became an essential tool in treating leaks. Stent placement

has its complications adding issues in the leak management. Aim of work: a

prospective study evaluating the use of stents in bariatric surgery leak manage-

ment. Methods: Of 2742 bariatric procedures, 61 patients had gastrointestinal

leaks (2.2%), of these 18 patients had nitinol esophago-jejunal stents placed in

the course of leak management. 14 stents were placed endoscopically and 4

were placed operatively. One patient had endoscopic clipping of the leak com-

bined with stent placement. Patients were followed in terms of placement tech-

nique, complications and leak cure. Results: 3 patients (16.6%) had distal migra-

tion of the stent to the small bowel 2 were removed and one had a second stent

placed inside the first one. one patient (5.5%) had distal migration with inversion

of the top of the stent in the upper pouch with complete obstruction worsening the

leak. One patient (5.5%) had complete erosion of the Fobi ring around the stent.

The total stent complication rate was 26.6%. only one patient did not heal the

leak. Conclusion: Endoluminal stents are very useful in the management of leaks

after gastric bypass. Stents have a 26.6% complication rate when used when

used to treats gastric bypass leaks.Management of stent complications is simple.

Banded gastric bypass needs band removal prior to stent placement to prevent

intraluminal band erosion complication.

P.236 Endoscopic Management with Nitinol Devices in Gastric Bariatric Leaks

PRESENTER: M. Bellini
1

Co-authors: F. Carrano1, P. Gentileschi1, E. Picone1, G. Coscarella1, A. Scozzarro2,

A. Gaspari1, N. Di Lorenzo1

1Tor Vergata University, General Surgery Department, Rome-Italy
2San Giuseppe Hospital, Endoscopy and Gastroenteroly Unit, Albano- Rome-Italy

Introduction: Gastric fistulae after bariatric surgery are potentially lethal. Their

treatment with endoscopic nitinol devices gained a relevant role in the recent

past. Herein we report our experience.

Materials and methods: At our institution, between December 2008 and

April 2012, six gastric fistulae secondary to bariatric surgery (4

sleeves, 2 gastric banding removal) were treated endoscopically. Fistulae

were multiple in two cases (33%) and complex in three cases (50%). Nitinol

double-pronged clips (10–12 mm), loaded on a deployment catheter introduced

through the operative channel of the scope (OTSC), and/or fully PTFE covered

esophageal self-expandable nitinol stents were positioned (Width 22–24 mm;

length 18–23 cm).

Results: Two patients underwent laparoscopic drainage (33%). A preliminary en-

doscopic treatment (naso-fistula catheter) was carried out in four patients (67%).
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Three patients were successfully managed endoscopically, aspirating the extra-

luminal abscess, then closing the fistula by means of clip, and finally diverting by

endo-luminal gastrointestinal stenting. In 2 cases the fistula orifice was closed by

applications of clips. No death occurred. Migration of the stent happened in two

cases. The average number of endoscopic sessions was 2 (range 1–3). Primary

closure after one session was obtained in one case. In all cases endoscopic control

four weeks later the initial procedure, demonstrated complete closure of the fistula.

Conclusions: Modern nitinol devices show an innovative superelasticity and

shape memory that seems to be effective, especially if they are used as

soon as fistula is detected. Surgery is mandatory if the patient’s condition is

rapidly worsening.

P.237 Revisional Surgery for Failed Restrictive Procedures in Morbidly

Obese Patients

PRESENTER: R. Galea
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Co-authors: A. Catoi Galea2, D. Mircioiu1, R. Deac1, E. Pop1, A. Mironiuc1

1University of Medicine and Pharmacy Cluj Napoca, Second Surgical Clinic,

Cluj Napoca-Romania
2University of Medicine and Pharmacy Cluj Napoca, Physiology Department,

Cluj Napoca-Romania

Introduction: 1361 surgical interventions for weight loss have been performed

in the Bariatric Surgery Centre from the Second Surgical Clinic, Cluj Napoca

during 17 years (1997–2013).

Method: The patients were aged between 18 and 85, 82 % were female,

weight ranged between 95 and 270 kg, BMI between 36 and 80 kg/m2 and

64 % had a BMI between 40–49 kg/m2. 1111 patients underwent silastic ring

vertical gastroplasty. There were 162 surgical interventions performed for body

contouring and 88 (8.6%) for revisions: 39 (3.81%) cases of stenosis and

41(4%) cases of enlargement of the ring.

Results: Excellent results were obtained in 91.15% cases, excessive weight loss

and weight regain were observed in 93% and respectively 3.92% cases. Mortality

was present in 6 cases (0.54%). We present the gastric changes after

reinterventions, the causes of stenosis and enlargements through the rupture of

the suture line and migration of the ring into the lumen. Revisional surgery has

three options: reversion, reconstruction and conversion. We performed

laparoscopic/open reversions in 8 patients (0.78%) and reconstructions in

39(3.81%) cases for stenosis and in 36(3.51%) for enlargement due to migration.

Conversion into open sleeve gastrectomy was done for the enlargement of the

stoma.Gastric bypasswas proposed for the cases of stenosis and enlargements.

Conclusion: The restriction with the ring has no high percentage of revisions.

However, we prefer for the first revision performing the reversion through the

suppression of the ring or conversion into sleeve or bypass instead of recon-

struction through the same technique.

P.238 Incidence of Complicated Gallstones After Laparoscopic Sleeve

Gastrectomy

PRESENTER: E. Sioka
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D. Papamargaritis1, G. Tzovaras1

1University Hospital of Larissa, Surgery, Larissa-Greece

Introduction: The surgically induced weight loss constitutes a risk factor for

gallstone formation. However, the natural history of gallstone formation after

laparoscopic sleeve gastrectomy (LSG), the incidence of symptomatic gall-

stones requiring intervention and the proper setting of cholecystectomy is not

well established.

Method: A retrospective review of our prospectivelymaintained database including

patients underwent LSG from August 2006 to December 2011 was performed. All

the patients were screened for cholelithiasis preoperatively as per protocol.

Demographics, medical records and histopathologic data were also reviewed.

Results: A total of 165 patients underwent LSG. Gallbladder data were col-

lected for 150 patients (92.6%). 12 of our patients had already undergone a

cholecystectomy preoperatively (8 %). Preoperative evidence of gallbladder

disease was identified in 32 of our patients (23.2 %). Simultaneous cholecys-

tectomy was performed in 9 of these patients, who were symptomatic.

Postoperatively, three patients who had evident cholelithiasis preoperatively

and did not perform simultaneous cholecystectomy developed complicated

cholelithiasis during the follow-up (acute cholecystitis, biliary colic, and pan-

creatitis). From the cohort of the patients who had not preoperatively choleli-

thiasis, five patients experienced complicated gallstones after LSG, necessi-

tating surgical intervention. Total cumulative incidence of complicated gall-

stones was 5.8% (95% CI: 1.7-9.0%). During a median follow-up of 26 months,

7 patients required cholecystectomy, leading to a gallbladder disease- free

survival rate of 93.1 % at 2 years. No patient underwent cholecystectomy

before 9 months or after 23 months indicating the post- LSG effect.

Conclusion: Incidence of complicated gallstones after LSG during the mid-

term postoperative period is low.

P.239 Why Greater Curvature Plication May Fail?

PRESENTER: C. Copaescu
1

1Delta Hospital, Minimalinvasive and Bariatric Surgery, Bucharest- Romania

The Greater Curvature Plication (GCP) has been recently introduced among the

bariatric procedures and the initially results were very attractive (Several published

and presented papers are discussed). For patients with BMI bellow 45, the tech-

nique was considered to be as efficient as most of the bariatric procedures but

association far less postoperative complications (leaks, bleedings, migration, etc.).

The later experience demonstrated that the procedure is not the one we are

looking for. Trying to answer to the question if GCP my fail? Hot points are to

be discussed: the weight loss/metabolic efficiency, the postoperative compli-

cations, the patient comfort and satisfaction, the consensus on operative

technique, the redo/exit possibilities.

The actual place of GCP is discussed. Selected cases (low BMIs) having

a very accurate technique (presented in the paper) may have a low risk

for fail after GCP. Thus we may prevent the complications and/or the failure of

the GCP.

P.240 The Mechanism of Leak Production/ Strategy to Prevent

Postoperative Leaks in Laparoscopic Sleeve Gastrectomy

PRESENTER: C. Copaescu
1

Co-authors: B. Smeu1, S. Filip1, I. Hutopila1, M. Priboi1

1Delta Hospital, Minimalinvasive and Bariatric Surgery, Bucharest-Romania

Objective: To identify the mechanisms of leak production in Laparoscopic

Sleeve Gastrectomy (SG) and propose a safer surgical pathway for this

procedure thus offering solutions for leak prevention.

Method: We have analyzed every single complicated case by evaluating the

gastric tube during an early re-laparoscopy (additional to the surgical control of

the fistula) and by matching the lesion with the initially applied surgical tech-

nique (watching the recorded file). The possible causes of leak production

were listed and were considered in establishing a leak prevention surgical

protocol (LPSP) for LS, introduced in practice from 2010. The postoperative

leak rate (PLR) in the 2 cohorts of patients, operated on before (Group A) and

after this date (Group B) was analyzed.

Results: A wide range of mechanisms of leak production were described: Stapled

line ischemic gaps (misplacement, inadequate dissection), electric lesions,

misconstruction / fashioning errors of the sleeve ( narrowing, twisting, incomplete

dissection), stapling too close to the esophagus, intra-mediastinal strangulation of

the upper part of the sleeve, postoperative bleeding / bleeding preventing tech-

niques ( over-sewn stitches, ML haemostatic titanium clips), additional material

(stitches, non-resorbable buttress material). The LPSP took care about all these
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situations. The total number of the patients who underwent LS in the center was

2581 (2005–2013). Group A encountered 1065 patients and Group B 1416 pa-

tients. The 2 groups had similar characteristics; The PLR was 1.03% (11/1065) in

Group A, nil in the group B, difference statistically significant (p<0.001).

Conclusion: The leak incidence after LS may be dramatically reduced if

we are aware off the mechanisms of leak production and avoid their

occurrence by applying an adapted protocol. Moreover, understanding

the functional requirements of this long, narrow, L-shaped, high pressure

gastric tube may contribute to the further extension of the laparoscopic

gastric sleeve resection as a first option metabolic procedure.

P.241 “One Anastomosis Gastric Bypass” Versus “Roux En Y Gastric

Bypass” as Salvage Technique After Failed Gastric Banding: A

Retrospective Analysis of 80 Cases

PRESENTER: R. Ribeiro
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Introduction: The classical “Roux en Y Gastric Bypass” (RYGBP) is still

the standard technique between all the ones being used nowadays.

The “One anastomosis gastric bypass” (OAGBP), is an evolution of the

“Minigastic bypass” described by Robert Rutledge in 2001, is a well known

and progressively frequent but still controversial technique.

In our group, after an experience of 10 years using the RYGBP as a salvage

surgery after failed gastric banding, in 132 cases, we decided to adopt the

OAGBP as our preferential bariatric technique also in this situation. The theoret-

ical main reasons for that shift are related to the increased safety, maximized

weight loss, long term weight loss maintenance and reversibility of the operation.

Method: Retrospectively we evaluated data of the surgical management of

revisional cases for conversion, after failed or complicated gastric bands

to gastric bypass. We selected the last 40 cases of each technique since

May 2010.

Results: All cases were performed by laparoscopy without any conversion. In both

groups the conversion has been performed in one single step (17 cases, 42,5%).

Data showed lower morbidity with OAGBP (2,5% against 7,5%) and better weight

loss in theOAGBP cohort after amedian follow up of 16months (67%against 55%)

in patients revised after gastric band failure or complications. None had statistic

significance (p>0,1) by the chi-square contingency table analysis.

Conclusion: It seems to there is a difference in favour of OAGBP for conver-

sion of complicated gastric bands. In this study we didn’t found statistic

significance probably because of the short numbers. Prospective and more

powerful studies are necessary to evaluate the benefit of the studied procedure.

P.242 Strategies for Managing Rhabdomyolysis in Prolonged Bariatric

Surgery Operations > 240 mins

PRESENTER: S. Ajaz
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Introduction: Postoperative rhabdomyolysis in bariatric surgery is a serious

complication that can be related to prolonged surgery time, non-physiological

surgical positions, high BMI, statins and acquired or inherited muscular sus-

ceptibility. We report on strategies for managing post-operative

rhabdomyolysis.

Methods: Prospectively collected database over 3-yr period of Bariatric sur-

gery patients was evaluated for prolonged operations (op. time > 4 hours) and

development of rhabdomyolysis. All patients had added padding and were

awake when placed on operating table. Any patient complaining of trunk pain

postoperatively had Creatinine Kinase (CK) levels evaluated. The preventive

strategies for and management principles of rhabdomyolysis were analysed.

Results:Out of 29 patients with prolonged operations (total no. of operations -

543) 2 patients developed post operative rhabdomyolysis (incidence 6.89%,

overall incidence 0.36%). A 59-yr old male patient with BMI 46kg/m2 had

laparoscopic repair of large hiatus hernia along gastric bypass, surgery time

450 minutes. Post operatively his CK levels rose to 27,709 U/L with deranged

renal function tests. A 38-yr old female patient with BMI 49kg/m2 had laparo-

scopic gastric bypass, surgery time 280 minutes. Post operatively her CK

levels rose to 30,164 U/L. Her renal function tests were normal. Both patients

were treated with aggressive fluid therapy successfully.

Conclusions: Prolonged operations can predispose to rhabdomyolysis. Proper

positioning of the patient, shorter duration of operative time, measuring CK

levels in patients with trunk pain and a high index of suspicion with aggressive

fluid therapy are strategies in the management of rhabdomyolsis.

P.243 Should Sleeve Gastrectomy be Abandoned- Time to Retrospect?

PRESENTER: R. Goel
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Introduction: Sleeve Gastrectomy has become extremely popular bariatric

procedure worldwide within a decade. This resulted in increased enthusiasm

amongst new bariatric surgeons as well as patients considering absence of

malabsorption & shorter learning curve.The possible role of gherlin in weight

loss & equivalent impact on glycemic control made this a more acceptable

procedure.Post sleeve gastrectomy nausea & occasional reflux is usually

attributed to over eating or hi pressure pouch because of pylorus. Most of

these patients are managed conservatively with medicines & counselling. This

problem is usually not seen after gastric bypass surgery.

Method: All of our 5 year old sleeve patients who had persistent GERD

symptoms were advised to get upper GI endoscopy done. However only few

agreed for an interventional procedure & most wanted to continue with con-

servative treatment.

Result: All patients who agreed to undergo UGI endoscopy were found to have a

moderate (3cms) to large hiatal hernia (5cms). Their pre-op endoscopy findings

were re-visited whichwere normal. These patients were subsequently counselled

for possible conversion to gastric bypass, since fundoplication is no more an

option. All prefer to continue with conservative treatment at the moment.

Conclusion: Most of sleeve patients develop insidious reflux symptoms 2–3

years after surgery which are managed conservatively. However, universal

upper GI endoscopy may reveal GERD & hiatal hernia in many patients. In our

interpretation, sleeve is a reflux producing surgery & the high incidence of

hiatal hernias may result in abandonment of ’Sleeve’ in not distant future.

P.244 Complications in 350 Consecutive Cases of Sleeve Gastrectomy

PRESENTER: D. Goel
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1BLK Super Speciality Hospital, Minimal Access, Bariatric and GI Surgery,

New Delhi-India
2BLK Super Speciality Hospitals, Center for Digestive & Liver Diseases, New

Delhi-India

Introduction: Laparoscopic sleeve gastrectomy is fast gaining popularity and has

established itself as a viable option for the treatment of morbid obesity. It is not only

easier to do but also easier to train. Complications are reported in 1-3%. Though
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uncommon they present a formidablemanagement challengewhen they occur.We

present our experience with complications of 350 sleeve gastrectomies.

Method: A standard surgical procedure as described by Ren et al. with minor

modifications was performed in 350 patients with morbid obesity from June

2007 to February 2013. There were 116 males (33.14%) and 234 females

(66.86%). All patients had protocolised post-op management. Retrospective

analysis of case sheets and review of operative videos was done to record

intra-op bleeding, other per and post operative complications.

Commonest sites of bleeding:

& Staple line bleeding requiring clipping 70.2%

& Serosal vessels or stomach wall 11.4%

& High short gastric vessels 2.8%

& Splenic capsular tear 2%

Intra-operative complications:

& Bleeding requiring blood transfusion 3 cases (0.85%)

& Malfunctioning of stapler 1 case (0.28%)

& GE junction narrowing noted per-operatively, converted to bypass 1 case

(0.28%).

& Bougie induced lower esophagus perforation -1case (0.28%)

& Per-op splenectomy 1 case (0.28%)

& No Intra-op mortality

Immediate post-op complications:

& Bleeding necessitating re-exploration -3cases (0.85%)

& Bleeding necessitating blood transfusion 3 cases (0.85%)

& Immediate post-op mortality 1 case (0.28%)

& Splenectomy (Day1) -1 case (0.28%)

Delayed complications:

& Leak- 14
th
post-op day: Presented as pelvic abscess- 1 case (0.28%)

Conclusion: LSG is a useful bariatric procedure. Our experience shows that

the procedure can be performed with low complication rate in a unit dedicated

to advanced laparoscopic work.

P.245 Report of Complications After Gastric Plication
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Introduction: Gastric plication (GP), proposed since 1969, has been practiced in

humans and gained adepts only recently. Purported as a simple, cheap operation,

supporters claim almost no complications on short-term follow-up. Final anatomical

result raises concerns about safety, complications, durability and ease to reverse.We

present the findings on a group of patients with complications or failures after GP.

Method: A retrospective search of a prospectively kept database was com-

pleted for the last 5 years. Although authors do not practice GP, patients with

that operation requested help after complications. Data of first operation,

symptoms and outcome was collected.

Results: 15 patients with GP-related complications. Age range: 23–54 (36).

Time from GP was 9 days for one patient; others ranged 13 to 60 (26) months.

Reasons for consultation: weight regain in 10, nausea and vomiting in 4,

dysphagia and malnutrition in two, pain in three. Patient seen 9 days postop-

eratively had a gastric tear and peritonitis. 14 patients had reoperations: 9

LSG, 4 LGBP (chosen because full GP reversal was impossible) and one

partial gastric resection with open abdomen. One patient is on study for gastric

mass with ischemic gastric ulcer.

Conclusion: Serious complications and failures do happen after GP, and is not

easily reversible. Under-report results from short follow-up and patients with

bad results consulting somewhere else. Authors propose that GP should be

considered an experimental technique and practiced under trials with ethical

approval, long follow-up and bad outcomes accurate report before considering

GP a safe and useful bariatric operation.

P.246 Laparoscopic Roux En-Y Gastric Bypass (LRYGB) in a Liver

Transplant Recipient (OLT): Case Report and Intra-operative Video

PRESENTER: V. Tognoni
1

Co-authors: P. Gentileschi1, T. Manzia1, D. Benavoli1, A. Gaspari1, G. Tisone1

1University of Rome Tor Vergata, Surgery, Rome-Italy

Introduction: Obesity is frequent before and after liver transplantation. In OLT

recipient obesity increases morbidity and mortality mainly due to cardiovascu-

lar events leading eventually to graft loss.

Method: We present the intra-operatorive video and the case report of a

patient who underwent, 15 years after OLT, LRYGB for Morbid Obesity (BMI

57) complicated by type II diabetes and severe hypertension. Moreover an

incisional hernia repair was performed nine years after OLT. The pre-operative

hepatic values were normal (AST 51 U/L, ALT 57 U/L); the hepatic biopsy

revealed a mild steatosis (15%).

Results:Pneumoperitoneumwas achieved introducing the first trocar through the

intraperitoneal prosthesis over the umbilical scar. Laparoscopic adhesiolysis was

performed safely with the ultrasonic dissector mainly between the greater omen-

tum, the abdominal wall and the liver. A standard LRYGB was performed. No

intraoperative and post-operative complications occurred.

During the follow-up at one and three months we registered a weight loss of 30

and 40 kg respectively (BMI 48 and 45), regression of hypertension and

improvement of diabetes. At the same time the patient developed

hyperammonemic encephalopathy (ammonia blood level between 220 and

370 mcg/dl). The hepatic function was not altered enough to justify the am-

monia levels. The clinical conditions improved after oral carnitine supplemen-

tation, and the ammonia level slowly decreased to values around 110 mcg/dl.

Conclusion: LRYGB is feasible in obese OLT recipients, although further

studies need to be carried out about the nutritional and metabolic modifications

after LRYGB.

P.247 Review of Complications After 200 Cases of Laparoscopic Sleeve

Gastrectomy

PRESENTER: K. George
1

Co-author: H. Azeez2

1Obesity Solutions, Bariatric Surgery, Trivandrum-India

Introduction: Laparoscopic Sleeve Gastrectomy has now come to be in terms of

frequency the most common Bariatric /metabolic procedure in India.The reason for

this could be the relative ease with which can be performed and the good results it

gives as regards weight loss and resolution of comorbidities.Here we present a

retrospective analysis of 200 cases of LSG looking for complications in the periop-

erative period and long term.

Methods: 200 cases of LSG performed by the came surgeon between june

2010 and june 2012 were analysed.The main complications were 1.Staple line

bleeding 2.Staple line leak 3Stricture 4.Urinary tract infection

Results: The following were the results 1.Staple line leak 0 cases 2.Staple line

bleed 2 cases 3.Stricture – 1 case 4.Urinary tract infection 18 cases.Both

cases of staple line bleed needed relaparoscopy on the first day, one showed

an arterial spurter on the staple line, the other didn’t show specific bleed .

Stricture had developed in a patient in whom inverting seromuscular sutures

had been put to avoid leak /bleed.Urianry tract infection occurred due to

inadequate fluid intake
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Conclusion: In our series the most sinister complication was Staple line bleed

(1%).As a precaution after every LSG we now monitor the Packed Cell Volume

(PCV) and Haemoglobin (Hb) every 3 hours for 24 hours.The patient who

developed stricture needed relaparoscopy and releaving oif sutures.All com-

plications will be discussedin detail with supporting video.

P.248 Discovery of Gastric Tumors During a Bariatric Operation

PRESENTER: D. Lapatsanis1

Co-authors: N. Kohilas1, V. Kontaxis1, S. Douvetzemis1, Z. Papaefthimiou1,

N. Roukounakis1, S. Prigouris1

1 "Evaggelismos" General hospital, 4th Surgical Department, Athens- Greece

Introduction: Nonepithelial gastric neoplasms are rare entities, accounting for

1% of gastric cancers, ranking a distant third behind adenocarcinomas and

lymphomas of the stomach with a frequency 4-20/million population. They

include mostly gastrointestinal stromal tumors (GISTs), leiomyomas and

leiomyosarcomas. At early stages, their small size and submucosal origin

means that they may be missed by a routine endoscopy of the upper GI.

The aim of this study is to present the gastric neoplasms that were found

incidentally during a bariatric operation, laparoscopic sleeve gastrectomy (SG)

or laparoscopic total vertical gastric plication (LTVGP).

Method: SG or LTVGP was performed on 278 patients, aged 20–60

years old. All had negative upper GI endoscopy 1–3 months prior to

the operation.

Results: Three neoplasms were discovered (1%), all during LTVGPs. They

were laparoscopically resected with clear margins and LTVGP was carried out

without complications, without frozen sections,due to their small size.

Histology revealed a microleiomyoma, 0.6 cm diameter, desmin positive. 2

GISTs were discovered, as defined by expression of cKITand CD34. Both had

1 cm diameter, <1 mitoses /50 high powered fields and ki-67 < 10%.

Conclusion: The leiomyoma was benign and the GISTs were considered very

low risk for malignancy. Still, they were much more frequent than in the general

population. Larger studies may be needed to divulge their actual frequency,

whether they may present technical intraporative difficulties, or even be con-

traindications for bariatric operations. Further preoperative evaluation may be

needed.

P.249 Venous Thrombo Embolism After Laparoscopic and Robotic

Bariatric Surgery in Indian Patients

PRESENTER: S. John
1

Co-authors: P. Bhatia1, S. Kalhan1, M. Khetan1, V. Bindal1, R. Singh1,

S. Wadhera1, N. Bansal1

1Sir Ganga Ram Hospital, Institute of Minimal Access, Metabolic & Bariatric

Surgery, New Delhi-India

Background: Venous thrombo-embolism (VTE) after bariatric surgery is a

significant cause of morbidity and mortality. We evaluate our present prophy-

lactic approach in this high-risk population in a single center in India.

Methodology: Data from our prospective database of bariatric patients is

presented here. Data from January 2010 to mid January 2013 is presented.

Patient profile especially with relation to the risk for VTE is presented. All

patients were provided multi-modality VTE prophylaxis using perioperative

and extended postoperative low-molecular-weight heparin (Enoxaparin 60mg

preoperatively, followed by 60mg daily postoperatively for 4 weeks) and intra-

operative mechanical prophylaxis (Graduated Compression Stockings and

Intermittent Pneumatic Compression).

Results: A total of 173 patients underwent bariatric surgery during this period

(Gastric Sleeve - 159 patients, Gastric Bypass - 14 patients). Fourteen pa-

tients underwent robotic bariatric procedures. The patients were followed up

for a period of 13.8 ± 9 months. Patient profile - Age 40.2 ± 11 years, M:F ratio

73:100, BMI 46.5 ± 9 kg/m2. The postoperative VTE incidence was 0.6%.

There was one adverse bleeding event.

Conclusions: Long-term outcomes in larger groups of patients are needed to

evaluate the long-term impact of current protocols in preventing VTE in bar-

iatric Indian patients.

P.250 Post Sleeve Gastrectomy Leak and Fistula

PRESENTER: A. Nandan
1

Co-authors: R. Goel1, N. Babu1

1Fortis Hospitals, Bariatric and Metabolic Surgery, Mumbai-India

Case Summary

& 25 years female

& Student

& BMI- 38 kg/m2

& No co-morbidities

& No past surgical/medical history

May 2010

& Patient underwent Lap Sleeve Gastrectomy in May 2010.

& Intraoperative course was uneventful.

& Postoperative was started on liquids on POD1 and mobilized on POD1.

& POD 3, patient had Severe Abdominal pain with fever.

& Oral contrast study s/o leak at G-E junction from superior margin of staple line

& CT (IV+Oral contrast) scan done s/o leak with large Collection in left

subdiaphragmatic area

& On POD3 , Patient subjected to ReLaparoscopy and primary closure

of leak with drainage of collection and placement of wide bore drain.

& Patient also subjected to feeding jejunostomy

& Postoperative leak persisted and formed gastrocutaneous fistula

& Patients endoscopy showed ?internal opening just below G-E junction.

& Patient underwent endoscopic stenting.

& Even after stenting leak persisted as external fistula

& Patient again subjected to endoscopic glue injection into internal opening,

but leak couldn’t stopped.

Sept 2010

& Sept 2010, patient underwent Open surgery with resection of fistula and

wide excision of internal opening with primary closure (Stapled Closure).

& Post surgery patient was asymptomatic for 8 months.

July 2011

& Patient had Fever with abdominal pain.

& CT scan s/o leak with left subdiaphragmatic collection.

& Patient advised drainage.

March 2012

& Patient again had high grade fever with chills and abdominal pain.

& CT scan s/o large collection in left subdiaphragmatic area

& Collection drained under anaesthesia and again formed controlled external

fistula.

& Antibiotics as per culture and sensitivity.

May 2012

& Postoperative leak persisted as external fistula.
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& Patient underwent endoscopic Long Covered stent placement to lower

esophagus and stomach

& Post procedure patient improved symptomatically ( no fever/pain)

& Due to esophago-gastric stent, patient had severe chest pain and

retrosternal discomfort.

& Hence her stent was removed after six wks.

Conclusion:

& In view of above findings and persistent gastro-cutaneous fistula we

decided to go for total gastrectomy with gastro-jejunostomy..

& Post-op uneventful. Post Sleeve Gastrectomy leak and fistula

P.251 Gastric leak after Laparoscopic Sleeve Gastrectomy: The

Evaluation of Stent Placement, 16 Consecutive Cases

PRESENTER: E. Menenakos
1

Co-authors: I. Flessas1, K. Toutouzas2, T. Mariolis Sapsakos2, D. Tsamis1,

G. Zografos1
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Propaedeutic Surgery, Athens-Greece

Introduction: Sleeve gastrectomy involves the creation of small gastric reservoir

based on lesser curvature of the stomach, which is fashioned by a longitudinal

gastrectomy that preserves the antrum and pylorus together with its vagal inner-

vation. Staple-line complications like bleeding or gastric leak can have cata-

strophic results in patients who underwent LSG. Both complications can lead to

significant morbidity and even death. When bleeding is identified, conservative

management of stopping anticoagulation and appropriate fluid or blood resusci-

tation is usually sufficient in most of cases. Management of the leak, however, is

usually difficult and may include conservative treatment with the placement of

endoscopic stents or may require reoperation that includes peritoneal draining

and placement of drainage tubes or even total gastrectomy.

Patients and methods: From 2007 to 2012 16 patients that underwent sleeve

gastrectomy in our institution presented a leak at the level of the angle of His. Due

to the fact that standardized criteria do not exist in themanagement of gastric leak

in 8 patients a stent was placed endoscopically (group A) and the other 8 were

treated conservatively (group B).

Results: From the eight patients that were allocated to the arm that were treated

with stent placement (group A) 2 patients (12,5%) had a successfulmanagement

of the leak , while in two patients the stent-treatment failed due to stent migration

and they underwent a total gastrectomy in order to be cured. The mean hospital

stay for this group is 46,25 ( range 20–91 days). In three patients the stent

removed and a conservative treatment was followedwith the assistance of drains

that were left in place and kept until drainage stopped. In one patient a

gastrocutaneous fistula occurred and the solution that was considered appropri-

ate was the endoscopic placement of HistoAcryl glue at the internal opening of the

fistula by an experienced endoscopist as well as at the external opening of it by

the surgeon. In eight patients that were treated conservatively with antibiotics,

parenteral nutrition and drain placement if they did not have any at the time of

admission to the hospital. The drains were placed either under CT guidance or

either in the operating room due to presentation of signs of sepsis at the time of

hospital re-entrance. The mean hospital stay for this group B was 27 days (range

12–41 days). In this group three patients were readmitted with symptoms of

dysphagia, fever and presented an intrabdominal abcess in CT tomography,

while one patient failed to be treated conservatively and underwent a total

gastrectomy. In Group B 7 patients were treated successfully although they had

a long hospital stay, but no longer than the Group A.

Conclusion: The management of leaks after LSG is challenging and resources

intensive. To our knowledge, there is no Consensus for treating this type of

complication. It is known and reported that the use of drains plus alimentary

support to control the fistula can help its resolution, even though the time to

resolution is unpredictable. Nonoperative managements as percutaneous drain-

age and Stent would be appropriate if there is contained fluid collection or

abscess formation around the leak site without any evidence of peritoneal irrita-

tion. However, when the leak was found just after the operation and when the

patient had peritoneal irritation as present case, immediate surgical exploration

and primary repair of the defect could be an appropriate option to control the

problem and to shorten the duration of treatment. In our series stent placement

did not offer high success management rates nor shorter hospital stay.

P.252 Management of Leak Post Sleeve Gastrectomy

PRESENTER: M. Kayyal
1

Co-authors: M. Taha2, A. Saleh3, F. C. Torab1

1Tawam Hospital, Surgery, Al Ain-United Arab Emirates
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3Tawam Hospital, Radiology, Al Ain-United Arab Emirates

Background: The most serious and life-threatening complication after

Laparoscopic sleeve gastrectomy (LSG) is the post-operative leak. The pur-

pose of this paper is to discuss the treatment options adopted in our center to

treat this serious complication.

Methods: A retrospective analysis was performed for patients with confirmed

leak on gastrografin swallow, CT and/or EGD between January 2009 and July

2012.and the treatment plan was reviewed and analyzed to evaluate the role

of stenting in the management of this dreadful complication. Eighteen patients

was identified with leak post sleeve gastrectomy, both from our center and

referred from other hospital. Our policy in management of leak includes CT

guided drainage of the collection, TPN, NPO, EGD and stenting.

Results: All eighteen patients with Staple line leaks was treated using the

same management plan. All the leaks happened between day 10 & day 21

post-operative, The most common leak location was at the gastroesophageal

junction (seventeen cases 94.4%). 2 patients was taken for laparoscopic

drainage due to multiple abscesses 11 %. Stenting and Nonoperative man-

agement (total parenteral nutrition, proton pump inhibitor, and antibiotics) was

adopted in all cases. Percutaneous abdominal drainage was placed in all

patients. Sixteen out of the eighteen patients improved totally with this method

and the leak healed completely 88.8%, and two patients didn’t benefit from the

stent 11.2 % and developed chronic gastric fistula.

Conclusion: Nonoperative management (percutaneous drainage with stent) is

feasible, safe, and effective in treatment of staple line leaks after LSG;

although the number of patients in our paper is low, the healing with the use

of the stent was 88.8%, furthermore, stenting is a much better alternative to

other surgical procedures such as total gastrectomy or conversion to RYGB.

P.253 Gastric Bypass Revision for Unmanageable Post-thyroidectomy

Hypoparathyroidism

PRESENTER: F. Cruz Vigo
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Introduction: Gastric bypass has the risk of hypocalcaemia and vitamin D

deficiency because limitations in food intake and changes in calcium absorp-

tion. On other hand, thyroidectomy has the risk of parathyroid glands damage

and secondary hypocalcaemia.

Methods: A 30 years-old woman, BMI 49,5, was operated on for morbid

obesity. A laparoscopic banded retrocolic-retrogastric gastric bypass was

performed in 2003. After an uneventful postoperative period, multivitamin

supplements were prescribed. She had an excellent and maintained weight

loss as well as blood tests. During 2011 she suffered a total thyroidectomy for

1178 OBES SURG (2013) 23:1017–1243



a Graves disease. She had a postoperative severe hypocalcaemia, resistant

to calcium and vitamin D therapy, requiring multiple hospitalizations along the

next year. Celiac disease was excluded and, after failure of all pharmacolog-

ical treatments attempted, a surgical revision of her gastric bypass was indi-

cated by a multidisciplinary team. The operation performed was: gastrectomy

of the excluded stomach, section of the alimentary limb at the Roux-en-Y

jejunojejunostomy and anastomosis of it distal end to the duodenum.

Results: Postoperative course was uneventful. Calcaemia was maintained in

the lower normal range with 6 gr of calcium and 0.75 mcg of calcitriol “per os”

daily. With this treatment the patient is asymptomatic 9 months after surgical

revision.

Conclusions: Post-thyroidectomy hypoparathyroidism can be very difficult to

control after gastric bypass. To restore the food passage through the duode-

num and first part of jejunum improves calcium absorption and gastrectomy

tries to avoid weight regain eliminating the main ghrelin source. A

multidisciplinary approach is mandatory.

P.254 Gallstones and Morbid Obesity: To Treat or Not to Treat?

PRESENTER: G. Faria
1
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Introduction: Several approaches have been suggested to deal with gallstone

disease in morbidly obese patients proposed for bariatric surgery although a

consensus as not been reached. The present study was designed to determine

the prevalence of gallstones in obese patients before bariatric surgery and to

evaluate the feasibility and safety of selective concomitant cholecystectomy in

patients with symptomatic disease.

Methods: Prospective cohort of 463 consecutive patients presenting to our

institution for bariatric surgery from January 2010 to December 2011. All

patients considered for surgery were screened for history of gallstones by

clinical exam and ultrasonography. Patients were followed at least for 12

months after surgery.

Results: Gastric band (49.2%;n=228) and Gastric bypass (45.4%;n=210)

were the most frequent surgeries. At presentation, 21.6%(n=100) of the

patients had gallstones (or history of cholecystectomy). Only 2.4%

(n=11) of the patients had symptomatic disease at the time of surgery

and thus were proposed for concomitant laparoscopic cholecystectomy

and an extra 8.4% (n=39) had previous cholecystectomy. Of the 413

patients with "in situ gallbladder after surgery, only 12(2.9%) developed

symptomatic gallstones and only 1 presented with complicated disease

(acute pancreatitis). Development of symptomatic gallstones was inde-

pendently related to the type of surgery performed and to the %EWL at

12 months. Patients with gastric sleeve and higher %EWL were the ones

more likely to develop symptomatic gallstones.

Conclusions: The management of gallstones in morbidly obese patients

should not be different from normal-weight patients. Performing a laparoscop-

ic cholecystectomy in symptomatic patients is a safe and effective approach.

P.255 Combined Laparoscopy-assisted ERCP and Cholecystectomy After

Roux-en-Y Gastric Bypass
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Introduction: Endoscopic access to the biliary tree after Roux-en-Y gastric

bypass (RNYGB) remains technically challenging. However, in certain conditions

such as choledocholithiasis, cholecystectomy with endoscopic sphincterotomy

and stone extraction can be indicated. The results of balloon enteroscopy-

assisted ERCP post-RNYGB are dissapointing, with a described succes rate of

only 60%. Therefore we introduced a laparoscopy-assisted ERCP (La-ERCP) as

an initial approach in this population. The goal of this study is to assess the

feasibility and results of the La-ERCP with cholecystectomy after RNYGB.

Methods: We retrospectively analysed the post-RNYGB patients who

underwent a La-ERCP in our centre from November 2010 to November 2012.

Results: Eight post-RNYGB patients (one male, seven females) were identified

(mean age 58.7 years). Six patients had a laparoscopic RNYGB, 2 patients

underwent an open procedure. Indications were radiologically proven and symp-

tomatic choledocholithiasis (n=5) and recurrent biliary pancreatitis (n=3). The

main step of this laparoscopic procedure is the guidance of an ERCP tube trough

a 15mm trocar introduced trough a ventral gastrotomymade 5 cmproximal of the

pylorus. In the same operative time all patients underwent successful biliary

cannulation and sphincterotomy (+/ balloon extraction) and a laparoscopic cho-

lecystectomy. No conversions to laparotomy were needed. ERCP findings in-

cluded normal cholangiogram (n=1), choledocholithiasis (n=6) and biliary sludge

(n=1). There were no postoperative complications related to the ERCP. Mean

hospital stay was 2.2 days (range 2-3d).

Conclusion: In post-RNYGB patients with symptomatic choledocholithiasis or

recurrent biliary pancreatitis, combining La-ERCP and cholecystectomy is a

feasible and safe approach, with no complications in our series.

P.256 Feasibility of Endoscopic Implantation of Duodenal-Jejunal

Bypass Liner Under Conscious Sedation
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Introduction: The endoscopically placed duodenal-jejunal bypass Liner

(DJBL) has been designed to reduce type 2 diabetes mellitus and simulta-

neously achieve weight loss in morbidly obese patients. This study was

performed to determine the safety, efficacy and feasibility of implanting the

DJBL under conscious sedation. The primary endpoint was number of com-

plications. Secondary endpoints were the implantation time (minutes) the

amount of propofol (mg) used during the implantation and total hospital stay

(hours).

Method: In this prospective study we compared placement of the DJBL in

patients receiving propofol sedation with general anaesthesia. Fifty six pa-

tients were included with twenty eight patients in each group.

Results: Both groups were comparable with respect to age, gender, and BMI.

All devices were successfully implanted and in both groups no complications

occurred. Comparing the conscious sedation group with the general anaes-

thesia group showed a mean total operation time of 29 minutes and 56

minutes, mean propofol use of 170 mg and 258 mg, and mean hospital stay

of 11 hours and 22 hours, respectively.

Conclusions: The implantation of the DJBL under conscious sedation seems

feasible, safe and time- and cost efficient. Because of possible complications

during the procedure, we recommend placement of the DJBL when receiving

conscious sedation in the proximity of the operation room.

P.257 Improvement of Type 2 Diabetes after Implantation of a Duodenal-

Jejunal Bypass Liner in Obese Patients
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Introduction: Endoscopic implantation of a Duodenal-Jejunal Bypass Liner

(DJBL), or EndoBarrier, is a novel bariatric technique to induce weight loss

and remission of type 2 diabetes (T2D).

Method: Twelve (7 male, 5 female) obese T2D subjects with a BMI ranging

from 30 – 35 kg/m2, and a fasting C-peptide > 1.0 nmol/L were selected for

implantation of the DJBL. Fasting plasma levels of glucose, C-peptide, HbA1c

and weight loss were analysed before and six months after DJBL implantation.

Results: Body weight decreased from 102 ± 3.2 to 93.7 ± 3.4 kg (p < 0.0001),

BMI from 32.2 ± 0.5 kg/m2 to 29.8 ± 0.7 kg/m2 (p < 0.0001) and HbA1c

decreased from 72 ± 4.6 to 61 ± 3.4 mmol/mmol (p < 0.05), despite a 40%

reduction in diabetes medication (p <0.05).

Conclusions: Six months of DJBL implantation was associated with marked

weight loss, and a significant improvement in glucose control. One-year re-

sults will follow.

P.258 Investigation into Changes in Gut Microbiota of Obesity in

Children
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Introduction: Obesity is a complex pathological has been and continues to be

an epidemic to progress. The human gut microbiota belongs predominantly to

four bacterial phyla: the Gram negative Bacteroidetes and the Gram positive

Firmicutes. However, the obesity in adult is associated with substantial

changes in the composition of the intestinal microbiote consists of the relative

abundance of these second phyla. However the situation is not clear about the

microbial population of the intestine in the obese children.

Method: A total number of 52 children aged between 10 and 12 years (27 girls

and 25 boys) were divided into groups: Obese (N=23) and non obese (N=29).

IOTF references are used in order to define obesity. Anthropometric measure-

ments were conducted and fecal sample were analysis for for microflora

composition in all children.

Results: a baseline anthropometric measures were significantly higher in

obese group (p<0.05). The microbiological analysis of fecal sample indicated,

an increase in the ratio of Firmicutes/Bacteroidetes in the obese had a higher

proportion of Firmicutes to Bacteroidetes (60% greater) than non obese

group.

Conclusion: We suggested although is that Firmicutes produce more com-

plete metabolism of a given energy source than do Bacteroidetes, thus pro-

moting more efficient absorption of calories and subsequent weight gain.

Further studies are needed to better define epithelial integrity in human

obesity and its potential role in the microbiota.

P.259 What Happens After Gastric Band Removal Without Additional

Bariatric Surgery
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Introduction: The LaparoscopicAdjustableGastric Band (LAGB) iswidely used for

the treatment of morbid obesity but many patients experience complica-

tions. The treatment for complications is in many cases revisional bar-

iatric surgery. Some patients request only band removal without second-

ary bariatric surgery. The objective of this study is to assess the periop-

erative and medium term outcomes of patients who got their LAGB

removed without secondary bariatric surgery

Method: Patients were retrospectively selected using a prospectively collect-

ed database. The LAGB had to be in situ for at least one year and minimum

postoperative follow up had to be 12 months.

Results: 38 Patients who got their LAGB laparoscopically removed between 2000

and 2010 were included. Median follow up after LAGB removal was 3.0 (1.4-8.9)

years. In the 21 patients who did not underwent additional bariatric surgery median

ExcessWeight Loss (EWL) decreased from 41% (12/-100) at band removal to 9%

(10/90), 0% (20/78) and 11% (12/56) after one, two and five years respectively.

After a median of 2.1 (0.5/9.9) years, 17 patients underwent either a Roux-en-Y

Gastric bypass (14 patients) or a Scopinaro (3 patients), all because of weight

regain. Current EWL in these patients is 67% (24–113) compared to11% (33- 57) in

patients without a secondary bariatric procedure (p<0.001).

Conclusions: It is inadvisable to only remove the LAGB without performing an

additional bariatric procedurewhendeemed technically feasible and safe. In this study

not a single patient was able to maintain the weight loss achieved with the LAGB.

P.260 Effects of Sphygmomanometer Cuff Size on Obese Patients’
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Introduction: In individuals with obesity, circumference of arm increases as body

mass index increase. Measuring the blood pressure of the obese people with

standard sized cuff (12X22 cm) can lead to wrong results. In order to have accurate

results, sphygmomanometer with appropriate cuff size should be used for the

increased arm circumference. This study is planned to determine the effects of

the sphygmomanometer cuff size of the on obese patients in surgical clinics.

Methods: This interventional clinical study’s investigation set is patients who are

hospitalized in the surgical clinics of a university hospital and have body mass

index greater than or equal to 30. In the research, patients’ blood pressures are

measured by the same researcher with a standard sphygmomanometer cuff size

and appropriate cuff size (16X30 cm, 16X36 cm, 16X42 cm) for the patients’ arm

circumference.

Results: In early findings of this ongoing research study it was determined that

80% of the patients were women, 40% of the patients’ arm circumferences were

27–34 cm and 50% of the patients’ arm circumferences were 35–44 cm. When

blood pressure results from the standard sphygmomanometer and the sphyg-

momanometer with an appropriate cuff size for the patient were compared,

measurements with standard sphygmomanometer were significantly high an

average difference of 20.2±7.82 mmHg in systolic pressure and 8.3±10.27

mmHg in diastolic pressure were obtained.

Conclusion: Result of this research revealed that for an accurate blood pres-

sure measurement in obese individuals, it was necessary to use a sphygmo-

manometer with appropriate cuff size.

P.261 The Relationship of Bradykinin B2 Receptor Gene Variation with

Obesity, Hypertension and Lipid Variables in Obese Patients
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Introduction: Our aim was to examine the effects of C-58T genotypes

over obesity, hypertension and lipid parameters in obese and non-obese

patients.

Method: The study groups consisted of 108 obese and 80 non-obese

subjects. Bradykinin gene C-58T genotypes were determined by PCR–

RFLP.

Conclusion: In obese patients, the B2R gene C-58T C/C genotype is consid-

ered to have a reduced response to diuretic drugs. We demonstrate that non-

obese type 2 diabetic and cardiovascular disease patients with C/C genotype

respond better to drugs such as oral antidiabetics and statin. In the non-obese

group the increase in waist circumference and diastolic blood pressure in

relation to homozygous polymorphic allele indicates that B2R gene C-58T

polymorphism may be associated with obesity.

P.262 Mechanical Ileus Following Spontaneous Deflating Intragastric
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Introduction: Intragastric balloon replacement for obesity treatment has been

proven to be an efficient non-invasive therapeutic modality. One of the most

severe complications of intragastric balloon replacement is spontaneous de-

flation and intestinal obstruction.

Method: In our clinic; until today we have performed 52 intragastric balloon

replacements for obese patients, two of them (3.8%) spontaneously deflated

in the sixth and tenth months, respectively. Both of the balloons were air-filled.

Results: Fist case; the first patient was 112 kg when the balloon was replaced;

after the removal the patient was 89 kg. After the balloon replacement; these

patients did not follow our routine clinical approach. Nine months after the

procedure, he visited our hospital with intestinal obstruction symptoms. The X-

ray revealed air-fluid levels. During a mini laparotomy the balloon was re-

moved from 50 cm to the ileocecalvalve. In the postoperative period there

were no complications.

Second Case; the second patient was 90 kg before the procedure and 84

kg after the balloon was removed. After six months from the balloon

replacement, the patient complained about the loss of satiety feeling,

mild abdominal cramps and emesis appeared. Conservative treatment

strategies failed and the patient was operated. The surgery was laparo-

scopic. Postoperative period was stable.

Conclusion: Intragastric balloon replacement is an effective non-invasive

treatment strategy for obese patients. The risk of spontaneous deflation is

increased with the delay of intragastric balloon removal and the balloon

certainly must be removed at the end of the sixth month.

Results: B2R gene C-58T frequencies for homozygous wild type (T/T), het-

erozygous (T/C) and homozygous polymorphic (C/C) genotypes for obese

and non-obese patients were respectively as: 36.1%, 37.5%; 45.4%, 52.5%

and 18.5%, 10%. In the obese group, the T-Chol (p=0.035) was found to be

effected from variant allele with a decreasing effect, whereas increasing effect

over waist circumference (p=0.016) and diastolic blood pressure (p=0.01) was

observed in the non-obese subjects. Obese patients with C/C genotype were

found to use diuretic drugs in lower frequency compared with T/T and T/C

genotype (p=0.038). Non-obese patients with C/C genotype were found to use

oral antidiabetic drugs (p= 0.045) and statin (p= 0.032) in higher frequency

compared with T/T and T/C genotypes.

P.263 Role of Colonoscopy in the Workup of Bariatric Surgery Patients
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Introduction: Cancer is the most common cause of death in morbidly obese

patients. Obese people have a well-documented increased risk of colon

cancer. No guidelines are available for the workup of bariatric surgery patients

in relation to colon cancer.

Methods: We perform screening colonoscopy at Bariatric & Metabolic Institute

(BMI) Abu Dhabi to all patients above the age of 50 years (40 years if UAE

nationals), have unexplained abdominal symptoms, anemia of unknown rea-

son, family or personal history of colonic pathology.

We retrospectively reviewed charts of all the patients who had colonos-

copy during the period from Jan 2009 – Jan 2013. Patients were divided

into two groups; group A) patients BMI> 30. Group B) patients BMI<

30.We compared the groups demographics and the prevalence of polyps

and cancer.

Results: Three hundred and forty one colonoscopies were done during the

study period. One hundred thirty seven were for patients with BMI> 30; mean

age 44 years, and 204 for people with BMI>30; mean age 46 years. The

overall prevalence of adenomatous polyps and cancer was 6.74 % and 1.75%.

Further analysis showed that the prevalence of adenomatous polyps and

cancer was 12.4% and 2.1% for group A, while it was 2.9% and 0.9% for

group B.

Conclusion: The risk of developing colonic adenomatous polyps and cancer is

high in young obese people in this part of the world. Guidelines are needed to

establish criteria for screening in this group of patients.

P.264 BMI-EWL Trends, Short and Long Term Slippages in 154 Patients

Operated with the New-HAGA (Heliogast System) LAGB for

Morbid Obesity According to Four Different Techniques. Results

at 48 Months in a Prospective Randomized Study
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Background: LAGB is a safe and effective procedure for the management of

morbid obesity. A standardization of the surgical technique could be important

in order to reduce the incidence of surgical related complications.

Methods: We included in our study 154 consecutive patients operated with the

new-HAGA (Heliogast System) LAGB for morbid obesity between September

2008 and Mars 2009. Patients enrolled were randomly assigned to four groups

according to the different surgical technique. The groups were homogenous

for age and BMI. Four groups were: 1-"pars flacida technique" with anterior

fixation; 2-"pars flacida technique" without anterior fixation; 3-"two-step

perigastric technique" with anterior fixation; 4-"two-step perigastric technique"

without anterior fixation.. The patients rested in follow-up at December 2012

are 120 and the parameters checked in all the four groups were: BMI and EWL

trends, intra-operative complications, short and long term slippages.

Statistical analysis has been done with the T Student test.

Results: Mean age of the 154 operated patients (27:127 = M: F) was 38.7 M

(18–53) and 40.3 F (16–66), (International HAGA results: 39.3 M (16–68) and

41.2 F (16–66)). Mean BMI was 44.6 M and 42.1 F (international results: 43.2

M and 42.9 F). Mean BMI evaluation at 12 months for 147 pts. (Out of 154

operated pts.) were 34.3 M and 31.3 F (International HAGA results: 33.8 M

and 32.6 F). Mean BMI evaluation at 18 months for 147 out of 154 operated

patients was 31.6 M and 29.7 F (International HAGA results: 34.6 M and 30.5

F). Mean BMI evaluation at 24 months for 132 out of 154 operated patients

was 30.7 M and 29.2 F (International HAGA results (1): 32.5 M and 29.8 F).

Mean BMI evaluation at 36 months for 128 out of 154 operated patients was

30.6 M and 28.8 F (International HAGA results: 32.4 M and 29.6 F). Mean BMI

evaluation at 48 months for 120 out of 154 operated patients was 30.4 M and

28.9 F (International HAGA results: 32.5 M and 29.5 F). Mean EWL evaluation

at 12 months for 147 out of 154 operated patients was 41.6 M and 46.9 F

(International HAGA results: 42.1 M and 45.6 F). Mean EWL evaluation at 24

months for 132 out of 154 operated patients was 49.8 M and 54.7 F

(International HAGA results: 49.1 M and 53.9 F). Mean EWL evaluation at
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36 months for 128 out of 154 operated patients was 49.7 M and 54.9 F

(International HAGA results: 49.1 M and 53.9 F). Mean EWL evaluation at

48 months for 120 out of 154 operated patients was 49.6 M and 53.9 F

(International HAGA results: 49.0 M and 53.8 F). Among the 154 patients

we analyzed neither intraoperative nor short-term complications happened. In

the group of patients examinated at 24 months (December 2010) we found

four slippages in 3 wimen and 1 man. At 36 months we found other 3

slippages, without anterior fixation and 1 slippage with anterior fixation. At

48 months (December 2012) we found other 2 new slippages, all without

anterior fixation and pars flacida technique.

Conclusion: In our study the new-HAGA LAGB for morbid obesity is a safe a

well reproducible procedure for all the four different techniques we used. In all

groups we found an efficacy in the BMI and EWL trends at 36 months. Our

results were similar or even better than the International HAGA results. Total

number of slippages at 48 months is 10: 9 slippages without anterior fixation.

We performed 7 re-banding and 3 removals. A longer follow-up will give us the

chance to evaluate an eventual increase of the incidence of complications in

one or more of the studied groups. An implementation of the sample of course

is necessary to appreciate statistically significant differences among the four

groups. From March 2009 to December 2012 we performed 1139 new-HAGA

LAGB: pars-flaccid a technique with anterior fixation in 1078 patients and two-

steps perigastric technique with anterior fixation in 51 pts. We observed 4

slippages (3 pars-flaccida technique). We think better the anterior fixation of

the new-HAGA LAGB.

P.265 Liver Steatosis Evaluated By MRI Studies after Preoperative

Workup with Bariamed Treatment in Severely Obese Patients
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Introduction: Hepatic steatosis is an excessive accumulation of fat in the liver.

The hepatomegaly caused by steatosis could represent one of themain technical

challenges in bariatric surgery. The aim of this prospective study was to analyze

by MRI studies the efficiency on hepatic steatosis of the caloric restriction

associated with Bariamed treatment (medical nutrition product) in a population

of morbid obese patients in the preoperative period.

Methods: Between June 2012-January 2013, 25 patients in the preoperative

workupwere included in this prospectivemonocentric study. The inclusion criteria

were represented by: age 18–70 years, body mass index>35 kg/m2; suspicion of

hepatic steatosis (modified liver functional tests). Each patient received dietary

counseling information and inclusion of an abdominal MRI and a biological

assessment repeated after 6 weeks of treatment.

Results: 20 women and 5 men with a mean age 41 (range=18-65) were

included in our study. The mean BMI was 42.53 kg/m2(range=35-50)

and waist circumference 131 cm (range=107-155).The average number

of days of treatment was 32 days (range=2-42days) The evolution of

weight loss and waist circumference were 2.8 kg and respectively 4.42

cm. The quantification of hepatic steatosis by MRI study found a

significant difference (p=0.000059) with a mean liver density from

26.076 (7.32-45.81) to 22.67 (6.65-41,53). The analysis of the liver

volume revealed a shrinkage by an average of 4.69%(p=0.0047)

Conclusion: The use of Bariamed in addition to a caloric restriction can

significantly reduce liver steatosis and volume. More comparative studies

are expected to confirm these results.
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Introduction Development the risk-based model for surgical decisions in con-

troversial situations is difficult. Our goal was to develop real-time decision

support system that can be used before or during medical intervention for

bariatric surgery.

Method: To accomplish this goal, we will build a Multi-Criteria Decision

Analysis (MCDA) to provide a ranked list of medical interventions based on

their overall value.

Task 1. Interview Surgeons and Medical Professionals to find criteria andmetrics

they use in making decision in controversial situations during bariatric surgery

Task 2. Develop library of alternative actions they can use in controversial

situations

Task 3. Find evidence-based information on performance of alternatives in

bariatric surgery and quantify this performance based on system of criteria

and metrics developed in Task 1

Task 4. If evidence-based information is missing for some criteria and metrics, use

the best professional judgment to assess performance of alternative treatments.

Task 5. Elicit value judgment from surgeons and medical professionals on

relative importance of the criteria in their decision making process

Task 6. Develop scenarios for diffent patient values on quality of life to be used

in populating decision model

Task 7. Integrate methodology and data developed in Tasks 1 through 6

into software platform. Only feasibility study is proposed; commercial

software will be developed upon successful validation of this effort

Results: The four-leveled decision model pictured in Figure 1 is a represen-

tation of how MCDA might be applied to evaluate the potential risks of

complications for different bariatric surgeries.

Conclusion: Used in conjunction,MCDAdecisionmodels and algorithmsprovide

a transparent, systematic, and comprehensive approach to decision making.

Figure 1. Example MCDA decision model for assessing risks of alternative

bariatric procedures

P.267 Alcohol Consumption Before and After Gastric Bypass (GBP)
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Background: Problems with alcohol-related disease have been reported after

Gastric bypass (GBP). It is not known whether this is a function of increased

intake, altered metabolism, other factors or a combination.

Patients and Methods: Consecutive patients were followed for one year.

Phosphatidylethanol (PEth) values were determined before first visit and after

one year. PEth is an alcohol marker with high specificity and correlates to

alcohol consumption. A value below a decision-/reporting limit of 0.10 mol/L

indicates low alcohol consumption.

Results: Complete data sets were obtained for 127 patients (149 initially

tested) and compared with values from a matched group of 302 healthy

blood donors. The study group consisted of 79 women and 48 men.

Mean body weight decreased from 127 to 93 kg. For all patients, PEth

values did not change from pre- to postoperative measurements (p=0.09)

and were lower than values from blood donors on both occasions

(p<0.005). In the study group values were < 0.10 mol/L in 83 % preop-

eratively and 79 % postoperatively. In the group of blood donors only 57

% of values were < 0.10 mol/L.

Comments: According to PEth-values, alcohol consumption in the patient

group seems to be lower than in the reference group consisting of

healthy blood donors. Furthermore there is no statistically significant

difference in PEth-values pre- and postoperatively indicating that no

significant change in alcohol consumption has occurred. Confounding

factors might be change in body weight and differences in alcohol

absorption and metabolism pre-and postoperatively. Long-term follow-up

is planned.

P.268 Sleeve Gastrectomy and Gastric Plication. Comparison of Two
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Vertical gastric plication (LGCP) is the evolution of less invasive sleeve gastrec-

tomy (LSG). It determines a gastric restriction folding and suturing the greater

curvature: it has a 80% reduction of gastric capacity. The technique of Talebpour ,

an Iranian surgeon is being validated by scientific societies. We compared the

results and complications of gastric plication with the sleeve gastrectomy.

Materials and Methods: After approval of the Institutional Ethics Committee, we

have achieved 50 gastric plication and 50 sleeve gastrectomy in two years

(2010–2011) with the same technique and the same surgeon, plus follow-up.

The inclusion criteria are SICOB; 44 women and 6 men for LGCP and 40 men

and 10 women for LSG (average age is 32.5 years, the mean BMI is 41 kg/m2

(LGCP) and 43kg /m2 (LSG).

Technique: Dissection of angle of His, liberation of the greater gastric curvature

with a radio frequency or harmonic scalpel. Enfolding of the gastric wall performed

on the greater curvature (comprising body and antrum) and performing a double

row of extramucosal sutures from top to bottom. A bougie 32-FR or a gastrocope is

usually placed by the anesthesia team into the lumen of the stomach.

The technique of the sleeve gastrectomy was described by Gagner: it consists

in reducing the stomach into a vertical tube with a volume of about 100ml or

less achieved through resection of the greater curvature following a line

parallel to the lesser curvature using a linear stapler. A bougie of caliber

32ch is usually placed by the anesthesia team into the lumen of the stomach

along the lesser curvature. A test with methylene blue is used for controlling

the sealing of the suture line. For both techniques radiological control in day 1

and discharge on day 2 for LGPC and day 5 for LSG with a liquid diet. Nutrition

is free from the 6th week. Monitoring visits are after 1,3,6,12,18 and 24

months. Endoscopic controls are done after 6, 12 and 24 months.

Results: All the laparoscopic procedures were performed without conversion.

The mean operative time was 45 minutes for LGPC and 50 minutes for the

LSG. The average stay was 3 days for LGPC and 5 days for the LSG.

Performance of '% EWL: For the 1st month LGPG-17%, 3 months-28%, 6

months-50%, 9 months-55%, 12 months-62% For the 1st month SLG-22%, 3

months, 31%, 6 months-41%, 9 months-57%, 12 months-68%.

Complications: For the LGCP: Nausea and vomiting in 20%, resolved in two

weeks. A micro perforation and a stenosis of the gastric antrum (second case)

due to surgical error. One psychopathological case with recovery of the weight

(converted to LSG) to date. Mild esophagitis in two patients. After six months

no injury. Lumen size in a year without expansion.For the first LGCP leaks,

corrected on the first day with suture and drainage, 4 cases of GERD.

Conclusions: The gastric plication has the lowest rate of early complica-

tions among all bariatric procedures. Adverse events were related to the

lack of technique and experience. The endoscopic controls demonstrate

that the fold parietal slowly decreases to the initial resolution of the

edema, the radiological results also revealed no significant dilation of

LGCP after six months. The %EWL has achieved a satisfactory 62%

after 12 months, compared to other restrictive methods, but the EWL

appears rapidly without major complications later. This technique needs

more case studies and time to be evaluated, even though the first

experiences of Talebpour after 12 years are encouraging.
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Introduction: Use of intragatric balloons as co-adjuvant in dietetic reg-

imens, to prevent obesity complications and surgical risks was largely

described, although symptoms, endoscopic placement and anaesthesia

limited the utilization of these devices. Aim of this study is to evaluate

the safety and efficacy of a new, less non-invasive, intragastric

balloon.

Methods: The Obalon Gastric Balloons (OGB) (ObalonTherapeutics, Inc.,

San Diego,Ca.) were administrated from July to November 2012, in 110

patients (82 and 28), mean age:42.2±12.2, mean initial BMI 33.1±5.5

Kg/m2,mean initial weight:93.7±20.6 kg, in 11 European bariatric centers.

All the OBGs were swallowed, X-ray checked and then remotely inflated

with 250cc nitrogen, without endoscopy or anesthesia. Additional bal-

loons were added according to weight loss and patients compliance.

After the three-month treatment period, all balloons were retrieved during

an upper endoscopy, under no or conscious sedation. Patient data were

analyzed for adverse events and standard weight loss parameters. Data

are expressed as mean±SD.

Results: Device related mortality and complication were absent. Mean posi-

tioning and removal time were<5 and <10 minutes respectively. 57(51.8%)

and 6(5.4%) patients received a second and a third balloon between 2 and 11
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weeks after first placement. At OGB removal mean Weight Loss was 8±5.8

Kg, mean EWL was 50.2±72.5%, mean BMI loss was 2.8±1.9 kg/m2. Light

nausea/vomiting were reported in <10% of patients and resolved within 24

hours with no additional clinical visits.

Conclusion: Early results with the Obalon in European overweight and light-

obese patients support favorable safety, tolerability and weight loss during a 3-

month treatment.
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Introduction: Laparoscopic adjustable gastric banding (LAGB) has become

the most popular restrictive procedure in Europe but revisional surgery for

LAGB failures or complications is required in 20-30% of cases. The purpose of

this study was to analyze the outcome of 2-stage procedure for LAGB con-

version to LRYGB, with special regard to indications for re-do surgery and

complications rate.

Methods: The bariatric database of our institution was reviewed to identify

patients who had undergone conversion of LAGB to LRYGB, from January

2008 to September 2012.

Results: Seventy-four patients were included. Of these, 55 (75.6%) required

conversion to LRYGB for inadequate weight loss or weight regain and 19 for

band-related complications. All the procedures were performed in two-stage and

laparoscopically. The average time between LAGB insertion and LRYGBwas 82.5

months (range 27–208). The mean follow-up after LRYGB was 29.15 ±17.92

months (range 6–64). Early major complications occurred in 8.1 %. The mean

BMI prior LAGB and prior LRYGB conversion was 45.63 ± 6.28 kg/m2 and 45.61

±5.69, respectively. The average %EWL at 24 months and 48 months after

conversion was 70.29% and 67.34 % respectively. Between patients operated for

inadequate weight loss and patients operated for band-related complications a

significant difference in average BMI at 24 months, was found (32.19 kg/m2 vs

29.49 kg/m2, p=0.025). This difference is lost at 48 months follow-up.

Conclusion: LAGB has a considerable failure and complications rate.

Laparoscopic conversion of gastric banding to Roux-en-Y gastric bypass is

feasible and safe and allows patients substantial additional weight loss.
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Introduction: Despite its worldwide popularity, laparoscopic adjustable gastric

banding (LAGB) requires revisional surgery for failures or complications in 20-

30% of cases. The purpose of this study was to compare the outcome for

LAGB conversion to laparoscopic Roux-en-Y Gastric Bypass (LRYGB) and

Gastric Sleeve (LGS).

Methods: The bariatric database of our institution was reviewed to identify

patients who had undergone conversion of LAGB to LRYGB or to LGS, from

January 2008 to September 2012.

Results: One hundred and eight patients were included. Of these, 74 (68.5%)

underwent conversion to LRYGB and 34 to LSG. Indications for re-do surgery

were inadequate weight loss or weight regain in 75 patients and band-related

complications in 33. All the procedures were performed in two-stage and

laparoscopically. The mean follow-up after LRYGB was 29.15 ± 17.92 months

while after LGSwas 24.29 ± 14.31months. ThemeanBMI prior LRYGBand LGS

was 45.61 ± 5.69 and 47.58 ± 7.82, respectively. Early major complications

occurred in 8.1% of patients in LRYGB group and in 5.8% of LGS group, without

significant differences. The average %EWL at 24 months and 36 months after

conversion was, in the LRYGB group, 70.29% and 68.39 % respectively while in

LGS group was 65.54%. and 59.93%.

Conclusion: LAGB has a considerable failure and complications rate. Revision

of failed LAGB to LRYGB has already been accepted as safe and effective

salvage therapy. Our experience has shown that also conversion to LGS is

safe and allows patients substantial additional weight loss.
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(VLCD) on Long-Term Outcomes After Laparoscopic Roux-en-Y

Gastric Bypass for Morbid Obesity

PRESENTER: Z. Dambrauskas
1

Co-authors: A. Maleckas1, Y. van Nieuwenhove2, A. Thorell3

1Lithuanian University of Health Sciences, Department of Surgery, Kaunas-

Lithuania
2University Hospital Ghent, Department of Gastrointestinal Surgery, Ghent-

Belgium
3 Danderyd Hospital, Karolinska Institutet and Ersta Hospital, Department of

Clinical Sciences, Stockholm-Sweden

Introduction: A14-day VLCD regimen before laparoscopic Roux-en-Y gastric

bypass (LRYGB) effectively reduces patients ‘weight, perceived difficulty of

procedure by operating surgeons, and perioperative complication rates.

However, little is known about the long term outcomes of this clinical routine.

Methods and patients: In an international multicenter setting, patients under-

going LRYGB were randomized to two weeks preoperative VLCD (800 kcal/d

Optifast 800) or no dietary restriction (ND). The outcomes were evaluated in 3

of 5 participating centres (42% of patients) 4 weeks after surgery and during

the 3rd year after LRYGB.

Results: Initially 59 patients were allocated to VLCDand 68 toND. Therewere no

differences (VLCDvsND) regarding gender (46vs38 females), age (40±9vs42±11

years), BMI (44.5±6vs45.5±9 kg/m2) or co-morbidities (62vs59%). Mean weight

change during the 2weeks before the procedure was 3.9±3.6 kg in VLCDand 0.9

±3.2 kg inND (p=0.01) with no difference inBMI.On the 4th postoperativeweek in

all 127 patients mean weight loss was 11.6±7.9 kg, and BMI remained signifi-

cantly lower in VLCD group (39.3±9vs42.4±7 kg/m2, p=0.035). After 28±11

months mean weight loss in all patients evaluated (n=83 [65%]) was 29.2±14.4

kg with no statistical differences in terms of BMI (31.1±5vs31.8.4±5 kg/m2) or

prevalence of co-morbidities (20%vs28%).

Conclusions: A14-day VLCD regimen is effective in reducing weight prior to

LRYGB for morbid obesity and helps maintaining lower BMI within first weeks

after surgery. However, this routine has little or no effect on long-term outcomes

of bariatric surgery, such as weight loss and obesity related co-morbidities.

P.273 Effect of the Ketogenic Diet in Preoperative Weight Loss,

Reduction of Visceral Fat, the Liver Volume and Outcome After

Bariatric Surgery

PRESENTER: C. Giardiello
1

Co-authors: E. Silvestri2, R. Schiano2, G. Serino2

1Pineta Grande Hospital, Department of Surgery, Castel Volturno (CE)- Italy
2Pineta Grande Hospital, Center of Metabolic Surgery, Castel Volturno (CE)-Italy

Introduction: Bariatric surgery is considered the only therapeutic option for

morbid obesity when medical approaches fail. The obese have a higher

incidence of complications during surgery and in the immediate post-

operative phase. In particular, there is evidence that the surgical procedure
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is technically more difficult by the presence of hepatomegaly and the high

degree of visceral fat. The main objective of the study is to determine whether

weight loss pre-operatively with ketogenic diet simplifies LRYGBP and Sleeve

Gastrectomy, reduces operative time, potential intra-operative complications

and hospital stay. Secondary objectives are to assess the efficacy of the

ketogenic diet vs. low-calorie diet balanced in terms of weight reduction,

biochemical indices of nutritional status, liver volume, degree of visceral fat,

adherence to dietary treatment proposed level of satiety.

Materials and Methods: The study is prospective case–control study. We

included in the study 40 patients divided into two groups of 20 with a BMI of

40/60 (kg / m2) pertaining to the Centre for the Treatment of Obesity in the

Hospital of Pineta Grande Castel Volturno (CE). All patients are subjected to a

path of personalized nutritional education; group will follow a ketogenic diet for

a period of 21 days pre-surgery and the control group hypocaloric diet bal-

anced by 1000/1200 kcal. Preoperative weight loss is correlated with sex, age,

weight and BMI, PA, neck circumference, eco abdomen to measure the

thickness of the right and left hepatic lobes, visceral fat and grading of fatty liver,

blood chemistry parameters. The patients underwent the surgical procedure by a

single surgeon who, according to his personal experience, make a subjective

evaluation of the complexity of the intervention (exposure and operative time,

bleeding, difficulty dissection and reconstruction), ease of access to the gastro-

esophageal junction -esophageal and the ability to adequately portray the left

lobe of the liver. We evaluate any major complications defined as any adverse

event: a re-operation, blood transfusion, evaluation of the content of abdominal

drainage, prolongation of hospitalization for more than 5 days and so on.

Preliminary results: Weight loss resulting from the ketogenic diet is directly

proportional to the initial BMI (r = 0,512, p = 0.001) and not to other charac-

teristics studied (gender, age, height and weight) and higher than the low-

calorie diet balanced. With regard to the surgical evaluation, it has put in

evidence, so far, a considerable ease of access to the gastro-esophageal

junction for the reduced volume of the left lobe of the liver and of fat peri

esophageal. Also in the bypass reduces the thickness of the omental fat and

mesenteric contributes to a smooth performing the anastomosis jejunoileal

and transposition within sottocardiale jejunal loop. There was evidence of a

less fragile and bleeding visceral fat compared to the previous experience of

the surgeon.

Conclusions: Analysis of the data shows that the surgical procedure appears

to be considerably facilitated by the weight loss preoperative and specifically

from that linked to the ketogenic diet. The ketogenic diets compared to low-

calorie diets balanced in the short term are more effective because they

produce a greater and more rapid weight loss, with an appropriate level of

satiety, increased adhesion of patient and contribute to a reduced loss of lean

body mass.

P.274 Complications After Bariatric Surgery. Application of Demaria’s

Score to Stage the Procedure

PRESENTER: E. Sánchez
1

Co-authors: E. Arrue1, M. Conde1, P. Sáez1, C. Sánchez del Pueblo1, M.

Rubio Herrera2, A. Sánchez-Pernaute1, A. Torres1

1Hospital Clı́nico San Carlos Surgery Madrid-Spain
2Hospital Clı́nico San Carlos Endocrinology Madrid-Spain

Introduction: DeMaria risk score stratifies patients submitted to bariatric sur-

gery into three groups based in the BMI, age, hypertension, gender and

probability of developing pulmonary embolism. Patients with an estimated

high risk of complications should be submitted to less aggressive operations

or staged surgery.

Aim: To validate DeMaria’s score in our setting and to analyze if high risk

patients can be safely submitted to a staged procedure commencing with a

sleeve gastrectomy.

Patients and method: 525 patients operated between 2000 and 2011 were

included. Mean age was 44 years and mean BMI was 45.5. DeMaria’s

score A-C was calculated including the aforementioned parameters;

major postoperative complications were bleeding, leakage, pulmonary

embolism, and severe infections requiring ICU admission.

Results: Only hypertension was significantly related to postoperative compli-

cations, though a BMI over 50 was almost related to a higher complication rate

(p = 0.06). The overall complication rate was 20.4% for patients in group A,

26.8% for patients in group B and 37.8% for patients in group C, p = 0.04. We

selected patients in groups B and C and calculated the major complication rate

attending to the kind of surgical procedure performed, gastric bypass,

biliopancreatic diversion and sleeve gastrectomy. Major complications

presented in 10% of patients after gastric bypass, 10.1% after BPD and in

4.1% after sleeve gastrectomy, p = 0.07.

Conclusion: In our population it is advisable to stage the bariatric surgical

procedure for patients with more than 2 DeMaria’s criteria (score C, D),

starting with a sleeve gastrectomy.

P.275 The Role of Liquids in Dietary Recommendations After Gastric

Bypass (GBP)

PRESENTER:, J. Hedenbro
2

Co-authors: I. Evertsson1, B. Nergård1

1Aleris, Obesity, Lund-Sweden
2Aleris & IKVL, Obesity, LUND-Sweden

Background: Modern patients look for information on the Internet. They are

met by very different recommendations on postoperative diet, in particular

about drinking during meals. A reason for this variability may be a lack of hard

evidence. We studied whether advice given by Swedish centres was uniform,

and whether drinking during a meal influenced caloric consumption.

Method 1: All 40 departments in the national Scandinavian Obesity surgery

(SOReg) were sent standardized questionnaires to obtain information how

dieticians and surgeons advised patients on postoperative diet.

Method 2: Ten patients with a laparoscopic GBP 4–5 weeks earlier were

invited have lunch on two separate days during a 7-day period. We served a

bowl of Swedish hash-browns (500 g portion), with or without liquids (plain

water) in a randomised order. Meal and water weight was measured before

and after. Instruction was to eat to full satiety. Hunger/satiety scores were

obtained using 100 mm visual analogue scales.

Results 1 Questionnaire: Response rate for surgeons was 32%, for di-

eticians 75%. Consensus was not found for liquid intake during meals;

only 69% of surgeons advised patients to avoid or minimise but 97%

of dieticians.

Results 2 Test meals: All patients ate to full satiety. 8/10 patients consumed

more solid food when they were allowed water to drink; the mean increase in

caloric consumption was 32% (range 9 to + 95) (fig).

Conclusion: Available data indicate that patients should refrain from

drinking during a meal. This information needs to be widely known also

among surgeons.
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P.276 Metabolic Surgery for Type 2 Diabetes and Obesity

PRESENTER: A.Al Salman
1

1King Abdulaziz National Guard Hospital, Surgery, Al Ahsa-Saudi Arabia

Obesity has become a pandemic all over the world and Type 2 Diabetes

Mellitus induced by obesity is on the rise. The profound effect of bariatric

surgery on both is well known and bariatric surgery now is considered as a

treatment for these 2 conditions. Bariatric surgery also is considered for BMI

30–35 for patient suffering from Type 2 diabetes.

Review of the literature comparing the result of different bariatric surgery

procedures is being well known. Our results of 816 bariatric surgeries over

8 years, out of which almost 600 Biliopancreatic Diversion will be presented. It

will show that Biliopancreatic Diversion achieve 95% loss of weigh and more

than 98% amelioration of diabetes. Weight loss is greatest after Scopinaro’s

Biliopancreatic Diversion sustained for 8 years and more and the effect on

resolution of diabetes is more pronounced than after bypass.

Scopinaro’s Bilipancreatic is superior to gastric bypass in the resolution of

both obesity and type 2 diabetes mellitus.

P.277 Revesion of Failed LAGB to BPD SCOPINARO

PRESENTER: M. Gari
1

1National Guard Hospital, Surgery, Khobar-Saudi Arabia

Introduction: Malabsorptive Bariatric surgery (BPD) is very effective as pri-

mary and secondary procedure. We evaluate the possibility, outcome and

safety of revision of failed LAGB to BPD.

Method: From August 2008 until October 2012, 31 patients of failed LAGB

were revised to BPD. Retrospective data collected, comparing weight loss in

those patients before and after BPD and early complications (leak and bleed-

ing). In our institute we started Bariatric Surgery in 2005 with total of 840

bariatric procedures were done.

Procedure includes one stage removal of previous band and standard

Scopinaro (stomach pouch 350-400ml, alimentary limb 250cm, common limb

50cm) laparoscopically.

Result: 31 cases (8 males, 23 females), age range from 18 to 59 were BPD

done 1 years to 10 years post LAGB. BMI range from 39 to 64. Follow up BMI

post BPD at 6, 12, 18, 24, 36, 48 and 54 months were 48.7, 35.4, 34.8, 34,

33.7, 32 and 30 respectively. There is no mortality neither leak. One case had

stapler line bleeding treated conservatively. One case converted to open due

to extensive adhesions from the previous laparotomy for banding.

Conclusion: Revision of LAGB to BPD is safe, effective in weight loss as a

secondary one stage bariatric procedure.

P.278 Incidence of Late Surgical & Nutritional Complications Following

Primary Single-Stage Laparoscopic Duodenal Switch (LDS)

PRESENTER: S. Nachimuthu
1

Co-authors: C. Harper1, H. Khwaja1, C. Magee1, S. Javed1, D. Kerrigan1

1Phoenix Health, Bariatric Surgery, Liverpool-United Kingdom

Background: LDS carries a risk of long-term complications yet currently NHS

funding for specialist follow-up ceases after 2 years. We report the incidence of

surgical and nutritional complications requiring intervention that occur more than

2 years after primary single-stage LDS.

Methods: Prospectively maintained database was analysed retrospectively

for patients who underwent single-stage DS between January 2003 and

December 2010.

Results: 117 patients. In-hospital mortality rate 0%. Two year follow-up rate

was 71% (83/117) and beyond 2yrs 66% (55/83). Mean pre-op BMI =55 [range

35–78] and weight=156kg [range 97-231kg]. Mean %EWL at 12, 24, 36, 48

and 60 months = 79%, 91%, 92%, 90% and 93% respectively.

Within 2 years (n=83) Beyond 2 years (n=55)

Surgical complications 6% 13%

Vitamin D deficiency 45% 42%

Vitamin A deficiency 11% 11%

Vitamin B12 deficiency 12% 4%

Folate deficiency 49% 7%

Zinc deficiency 51% 2%

Iron deficiency 22% 5%

Albumen <35 g/dl 10% 2%

Conclusion: Laparoscopic DS causes excellent sustained weight loss. However,

vitamin andmineral deficiencies are common and up to 10% can develop at least a

mild degree of hypoalbuminaemia.Most deficiencies occur andare correctedwithin

2 years of surgery, but 42% of patients continue to require close management of

vitamin D deficiency long-term and 13% of those beyond the two year NHS funded

follow-up cut-off go on to develop surgical complications, the diagnosis of which

might be missed or delayed without on-going specialist bariatric surgical input.

P.279 Outcome of Primary Single-Stage Laparoscopic Duodenal Switch

(DS) In the Super-Morbid Obese Patient

PRESENTER: S. Nachimuthu
1

Co-authors: H. Khwaja1, C. Magee1, S. Javed1, D. Kerrigan1

1Phoenix Health, Bariatric Surgery, Liverpool-United Kingdom

Background: Unlike RYGB, DS is said to produce excellent weight loss even

in the super-morbid obese (BMI >60). We report our experience.

Methods: Prospectively collected data of patients who underwent primary sin-

gle-stageDS using a standard technique between January 2003 and December

2010 was analysed retrospectively in terms of % excess weight loss (EWL) and

the incidence of surgical complications and nutritional deficiency states for pa-

tients below and above BMI 60.Results: Total numbers of patients were 117 (BMI

>60: 30 cases and BMI <60: 87 cases). The mean EWL at 12, 24 and 36months

for BMI >60 group are 71.4, 86, and 86.9 respectively. The mean EWL at 12, 24

and 36months for BMI <60 group are 81.6, 92.1 and 92.8. The incidence of most

vitamin and mineral deficiencies that occurred post-op was similar in the two

groups, although the super-morbidly obese were more prone to folate (50% vs

34%), iron (27% vs 16%) and zinc (47% vs 33%) deficiencies. A BMI >60 was not

associated with an increased risk of surgical complications ((13% vs 9%, NS).

Conclusion: Laparoscopic DS can be safely carried out as a single-stage procedure

in patients with a BMI >60.Whilst weight loss following DS in the super-morbid obese

was substantially greater than that reported in patients with a BMI >60 undergoing

RYGB (86% EWL at 2 years compared to typically <65% EWL), weight loss in DS

patients whowere not super-morbidly obesewere even better (92%EWLat 2 years).

P.280 Revision of Single-Anastomosis Duodeno-Ileal Bypass With Sleeve

Gastrectomy (SADI-S) for Undernutrition. Technical Options

PRESENTER: E. Arrue
1

Co-authors: E. Sánchez1, M. Conde1, M. Fernández Nespral1, C. Sánchez del

Pueblo1, L. Cabrerizo2, P. Matı́a2, M. Rubio2, A.Sánchez-Pernaute1, A. Torres1

1Hospital Clı́nico San Carlos, Surgery, Madrid-Spain
2Hospital Clı́nico San Carlos, Endocrinology, Madrid-Spain

Introduction: Single-anastomosis duodeno-ileal bypass with sleeve gastrec-

tomy (SADI-S) is a simplification of the duodenal switch performed with a one-
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loop duodeno-ileostomy at 200–250 cm from the cecum. As a malabsorptive

operation it gets overall good results with a risk of malnutrition when the

patient is not complaint with the follow up.

Aim: To analyse the revisional experience on SADI-S, the technique

performed and the short term results.

Patients and method: 125 patients were submitted to SADI-S as a one step

operation in the last 6 years. 6 patients were reoperated due to recurrent

hypoproteinemia. Associate conditions influencing undernutrition were

myelodysplasia and schizophrenia in one case each. One patient was an

unknown homeless.

Results: In three cases the operation was converted into a Roux-en-Y duode-

nal switch by section of the efferent loop and anastomosing it 1 to 2 meters

into the afferent one. In two cases the new operation was a new SADI-S

upstream after dismantling the previous anastomosis and performing a new

one, end-to-side, hand-sewn. In one case a duodeno-duodenostomy was

performed, leaving only the sleeve. In one case re-sleeve was added to the

procedure. One patient was readmitted once for hypoproteinemia.

Conclusion: Different technical possibilities are presented to convert a failed

malabsorptive operation. However, the best option is to select adequately the

patient submitted to aggressive bariatric surgery.

P.281 SubserousBandPlacementAStepBeyondPars FlaccidaTechnique?

PRESENTER: V. Fedenko
1

Co-authors: V. Evdoshenko1, L. Mazikina1, S. Luosev1, I. Elagin1

1National Bariatric Practice, Bariatric Surgery, Moscow-Russia

Background: The development of pars flaccida technique resulted in almost total

disappearance of such problem as a posterior slippage; while anterior slippage

remains a frequent complication, no matter if suturing or non-suturing of a band is

used (up to 8%). To reduce the rate of anterior slippage, we developed the

combination of pars flaccida technique and an anterior subserous band placement.

Methods: The subserous band placement was used in 469 patients of both

sexes and a wide range of BMI (30–75). The first procedure was done in

October 2010. Four models of gastric band were used (Lapband, Swedish

band, Bioring and Medsil band).

The initial part of operation was performed according to pars flaccida tech-

nique. The band was placed into retrogastric channel. Then the needleholder

dissected the peritoneum of the anterior esophagus from right to left to the His

angle, where it grasped the tubing of the band and pulled it around the

esophagus. Then the band was locked as usual. No intraabdominal sutures

were applied during the procedure.

Results: The technique resulted in a great facilitation of band placement and

reduction of operative time in comparison to suturing technique (from 40 to 20

minutes). There were no complications connected with the studied technique. This

group of patients developed no slippages for 3 years.

Conclusions: The proposed technique is very simple and easily feasible in all

BMI categories of patients with obesity. This method can potentially eliminate

band slippage and should be further evaluated.

P.282 Is There A Relation between Number of Adjustments and Results

after Gastric Banding?

PRESENTER: R. Schouten
1

Co-authors: G. Van1, P. Feskens1

1Bariatric Centre Lievensberg Hospital, Metabolic & Bariatric Surgery, Bergen

op Zoom-The Netherlands

Background: Laparoscopic adjustable gastric banding (LAGB) is a standard

restrictive bariatric procedure. Previous studies have shown that patients lost

to follow up do worse than patients who remain in follow up. However, it is not

known if this is purely because of a lack of band adjustments.

Methods: Patients who underwent primary LAGB from October 2006 until

March 2009 were included. The following parameters were collected: demo-

graphic characteristics, pre- and postoperative weight, pre- and postoperative

status of comorbidities, type of band, short and long term complications, re-

operations, date, number and volume of adjustments, total amount of inserted

volume and last measured volume.

Results: 174 patients underwent primary LAGB. Twelve patients did not

attend follow up visits after 24 months (8.1%). Mean follow up was 46

months and excess weight loss (%EWL) 47%. Eleven patients (8.1%)

developed long term complications while 12 patients (8.8%) underwent

revisional surgery. Patients underwent a mean number of five adjustments

with a range of 0 to 18. The mean volume of totally inserted millilitres (ml)

was 8 ml with a range of 0 ml to 14 ml. There was a strong positive

relation between number of adjustments and weight loss as well as reduc-

tion in obesity-related comorbidities (r = 0.22, P < 0.01). There was no

significant relation between number of adjustments and complications or

revisional surgery.

Conclusion: There is a strong relation between number of band adjustments

and weight loss while complications and re-operations seem to be indepen-

dent of the number of adjustments.

A continuous and lifelong follow up of LAGB patients is necessary, including

regular band volume adjustments.

P.283 Post-Operative Care and Efficacy of Laparoscopic Adjustable

Gastric Banding in a Regional Australian Obesity Centre

PRESENTER: P. Ting
1

Co-authors: J. Avramovic1, S. Baker2

1North Queensland Obesity Surgery Centre NQOSC, General Surgery,

Townsville-Australia
2North Queensland Obesity Surgery Centre NQOSC, General Surgery/Bariatric

Surgery, Townsville-Australia

Introduction: Laparoscopic adjustable gastric banding is an established option

for weight loss. Its efficacy relies on the post-operative follow-up appointments

for band adjustments. This study aims to investigate the relationship of weight

loss and the number of follow-up appointments attended.

Method: A review of prospective single-centred database was performed.

LAGB patients in time period 2007–11 was included. Age, sex, body mass

index (BMI) and percentage excess weight loss (%EWL) were measured in a

two year follow-up period.

Result: n=136 patients were identified; 20 males and 116 females.

Mean pre-op BMI was 42.9±1.1Mean post-op BMI in year one was 34.1±1.0

and in year two was 34.6±1.2.

Mean %EWL was 46.4±3.3 and mean number of follow-up attended was

11.3±0.7 appointments in year one. In year two mean %EWL was 49.1±4.3 and

mean follow-up attended was 5.5±0.7

There is a correlation between %EWL and no. of follow-up attended in the first

year (r=0.24, p<0.01).

No correlation between in %EWL and no. of follow-up attended in year 2

(r=0.12, p=0.15)

Female patients attended 2.9±2.0 more follow-up appointments than males

(independent t-test, p<0.01).

There is no significant difference of %EWL between males and females

(p>0.05).

There was no correlation between age group and number of clinic appoint-

ments attended.

There was no significant difference between age group and %EWL at one

year (one-way ANOVA, p>0.05)

Conclusion: There is a statistically significant correlation between the efficacy

of LAGB and number of clinic appointments attended post-operatively in the

first year. Less follow-up appointments were attended in the second year

without much effect on %EWL.
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P.284 Update on Salvage Gastric Banding for Failed Roux-en-Y Gastric

Bypass

PRESENTER: J. Loy
1

Co-authors: H. Youn1, B. Schwack1, G. Fielding1, C. Ren-Fielding1

1NYU Langone Medical Center, Surgery, New York-United States

Background: After Roux-en-Y gastric bypasses (RYGB) up to 15% patients

fail to achieve 50% excess weight (%EWL) loss at 2 years. Salvage laparo-

scopic adjustable gastric banding (LAGB) is reported although there are few

studies sufficiently powered to assess LAGB as a salvage procedure. We aim

to add a further 82 patients data to our previously reported 43 patients.

Methods: Review of prospectively collected was undertaken. Data collected

included weight, height, body mass index (BMI), gender, race, age, operative

time, band type, hiatal hernia repair, length of stay, post-operative complica-

tions and percent excess BMI loss.

Results: A total of 125 patients (102 female, 23 male) underwent salvage LAGB,

the majority 102 (83%) having undergone primary RYGB elsewhere an average

of 12.7 years prior. Mean age at revision was 47 years (+/10.7). Mean OR time

was 67 minutes. BMI before RYGB was 51.2 (+/8.78), before salvage LAGB

43.04 (+/6.57) and fell to 35.9 (+/6.75), 33.8 (+/7.19) and 33.9 (+/6.37) at 1, 2 and

3 years respectively. 19 (15.2%) patients required re-operation for complications

related to the LAGB including 6 (4.8%) band erosions, 10 (8%) port/tubing

revisions for leakage or migration, 2 band slips, 1 band and port infection, 1 band

intolerance and 2 esophageal obstructions. There was no mortality.

Conclusion: Patients with weight loss failure after LRYGB have limited op-

tions. Salvage LAGB provides good further weight loss although the higher

rate of complication than primary LAGB merits appropriate patient counseling

and close follow-up.

P.285 Long Term Outcomes of Laparoscopic Adjustable Gastric Banding

PRESENTER: S. Ozden
1

Co-authors: A. Uluer1, M. Avsar1, E. Hamamci1, S. Bostanoglu1, M. Sonisik1,

A. Bostanoglu1, E. Cosgun2, N. Erdem3, B. Yildiz1

1AnkaraNumuneTeaching andResearchHospital, General surgery, Ankara-Turkey
2Hacettepe University, Faculty of Medicine, Biostatistics, Ankara- Turkey
3Marmara University, Faculty of Health Sciences, Nutrition and Dietetics,

Ankara-Turkey

Introduction: Laparoscopic procedures have emerged over the past decade

for treatment of obesity. Laparoscopic adjustable gastric banding is the easiest

surgical technique for morbid obesity.

Material and Methods: A total of 272 consecutive patients who had undergone

laparoscopic adjustable gastric banding between May 2005 and April 2012 in

authors clinic were contacted for evaluation. The main outcome measures

were complications, secondary operations, percent excess weight loss, mor-

tality, patient satisfaction and band removal rate.

Results: The follow-up rate was 85%. (Figure-1). Mean age of patients was 30.6

years. Mean body mass index of patients was 48.47 ± 7.8 kg/m2. Median follow-up

interval was 36 months (8–81) and band removal rate was 34%. There was no

mortality. Of all patients, 67 (34%) had band removal. The band was removed

laparoscopically in 41 patients. The main reason for band removal was slippage

followed by band erosion.(See at complications - Figure-3) After band removal, 6

patients had re-banding (Figure-2). Overall, the mean percent excess weight loss

was 65% for the 1st year, 57% 2nd year, 53% 3rd year, 40% 6th year (Figure-4).

Meanpercent excessweight loss for thosewhohadband removalwas 27.8 ±5.78%

(12.5-34.1%). Overall satisfaction index was rated as “good” for 42% of patients.

Conclusions: Despite a low satisfaction index, considerable mean percent

excess weight loss and vast improvement in co-morbidities is achieved after

laparoscopic adjustable gastric banding. The authors conclude that laparo-

scopic adjustable gastric banding can be utilized as the initial surgical proce-

dure in morbid obesity.

P.286 Long-term Results of Laparoscopic Adjustable Gastric Banding:

Systematic Review and Critics

PRESENTER: A. Lazzati
1

Co-authors: L. Gambotti2, L. Genser3, D. Azoulay1

1Hôpital Henri Mondor – AP-HP, Department of Digestive,

HepatoPancreatoBiliary and Liver Transplantation Surgery, Créteil-France
2Hôpital de la Pitié Salpêtrière, Clinical Research Unit, Paris-France
3Hôpital de la Pitié Salpêtrière, Department of Digestive, HepatoPancreatoBiliary

and Liver Transplantation Surgery, Paris-France

Introduction: Laparoscopic adjustable gastric banding (LAGB) long-term re-

sults are scarce and controversial. Most of the studies reporting results 5

years present important bias. Previous systematic reviews do not consider

the follow-up rate as an important source of error.

Methods: We performed a systematic review of the peer-reviewed published

literature according with the PRISMA statements. Studies on LAGB published

up to December 2012, reporting at least 20 patients with a follow-up rate 80%

at each time point were included. Outcomes considered were weight loss and

reoperation rate.

Results: From a total of 2004 reports extracted, 80 studies reported a follow-

up 5 year and 13 fulfilled the entry criteria. In 4381 patients, mean follow-up

was 76 months (60–144), Mean %EWL was 44.2% after 5 years. An %EWL

higher than 50% was observed in 40.1% of patients. The reported

reintervention rate and removal rate were 25 % and 12 % respectively.

Nevertheless, their calculated incidence was 5.8% and 3.2% per year (or

29% and 16% at 5 years)

Conclusion: The low methodological quality of most studies on LAGB make

difficult to known what the real long-term results are. This review indicates that

the number of graft loss increase with time. After 5 years, one patient over

three has been reoperated, and 40% have a successful weight loss. Results

from studies with a high follow-up rate are lower than previously reported in

other systematic reviews.

P.287 Use of Gastric Banding for Failed Non Restrictive Bariatric Surgery

PRESENTER: M. Giuliano
1

Co-authors: V. Bottino1, V. Di Maio1, G. Ciorra1, M. Esposito1, A. Mottola1,

G. Marte1, M. Nunziante1, P. Maida1

1Ospedale Evangelico Villa Betania, U.O. Chirurgia Generale, Napoli-Italy

Introduction: Revisional bariatric surgery is increasing in number of cases.

After Roux-en-Y gastric bypass (RYGB), about 15 % (5-40%) of patients do

not achieve successful long-term weight loss. The reasons are varied and

very different surgical solutions are tried. We report our laparoscopic experi-

ence with application of gastric banding for failed nonrestrictive bariatric

surgery.

Methods: We performed 3 reoperative procedures on 530 bariatric operations

performed (BMI between 35 to 64) between 2007 and 2012. Reoperation was

required for unsatisfactory weight loss for two patients with Roux-en-Y gastric

bypass (RYGBP), at one years for primary operation, and one, with bilio-

intestinal bypass (BIB) at three years. For two patients with RYGBP the initial

BMI was 53.4 and 43, for the patient with BIB was 48.8; at the time of

revisional surgery the BMI was 52 for the first patient and 41 for the second,

the same for the patient with BIB. Revisional operation time was longer than

primary bariatric surgery (100-180min). We have no intra or postoperative

complications, no conversion to open surgery was required and no one

patients die.

Results: At two years from this operations the BMI are 37.3 with %EWBL of

50.3 for the first, and, a BMI of 27.9 with % EWBL of 70.4 for the second

patient with RYGBP; a BMI of 33.4 with %EWBL of 56.4 for the patient with

bilio-intestinal bypass.
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Conclusions: In our experience, the application of an adjustable gastric band

("salvage banding") on non-restrictive bariatric operations could prevent

weight regain or increase weight loss.

P.288 Feasibility of Subcutaneous Access-Port Mesh Fixation for

Laparoscopic Adjustable Gastric Banding Surgery

PRESENTER: S. Marla
1

Co-authors: G. Kirby1, A. Sigurdsson1

1Shrewsbury and Telford Hospitals NHS Trust, Department of Surgery,

STAFFORD-United Kingdom

Introduction: Subcutaneous access-port related complications have con-

tributed significantly to morbidity and revision surgery after laparoscopic

adjustable gastric banding (LAGB) surgery. Access-port fixation using

mesh is a new technique and involves suturing a piece of polypropylene mesh

to the base of the port and placing them in a subcutaneous tunnel without any

further anchoring sutures to the fascia. We present our experience with this new

technique. The aim of this study was to evaluate access port related complica-

tions and re-operation rates in patients who had undergone LAGB with access-

port fixation using polypropylene mesh.

Methods: All patients operated by a single surgeon who underwent

primary LAGB with access-port fixation using mesh placed in epigastrium

between 2009 and 2012 were included in the study. Data was collected

prospectively. Any patient who had postoperative complications was

referred back to operating surgeon.

Results: Between January 2009 and December 2012, 1619 patients

underwent primary LAGB with epigastric port fixation using mesh. Ninety

two percent (n=1483) were females. The median age was 42 years (range

18–70). The overall access-port related complication rate was 1.3 percent

(n=21) with a median follow-up of 19 months (range 0–48).

Complication n percent

Tilted port 13 0.8

Port-site infection 5 0.3

Port-site bleeding 2 0.1

Port-site pain 1 0.1

Conclusion: Access-port fixation using mesh was noted to be a safe

alternative with low morbidity and complication rates. Potential benefits

including shorter operating time, reduced pain and better cosmesis will

need further confirmation in a randomized controlled trial.

P.289 Laparoscopic Adjustable Gastric Banding (LAGB): Long Term

Follow Up

PRESENTER: J. Contreras
1

Co-authors: F. Perez1, C. Santander1, I. Court2, J. Bravo1

1University of Chile, Surgery, Santiago-Chile
2Clinica Santa Maria, Bariatric Surgery, Santiago-Chile

Introduction: Laparoscopic adjustable gastric banding (LAGB) has lost popu-

larity because of its disappointing results regarding weight loss and weight

regain. The aim of our study is to describe long-term clinical outcomes after

LAGB in terms of excess BMI loss (%EBMIL) and weight regain with 10-year

follow-up (FU).

Method: Retrospective cohort study of obese patients submitted to LAGB by

the same bariatric surgery team, from January 2002 to December 2012

according to an established study and FU protocol.

Results: A total of 97 consecutive adult patients submitted to LAGB. 74

(76.3%) female, mean preoperative BMI37.4 (±4.8; 30.4 – 49.3) kg/m2. 2

patients presented incisional hernia. No mortality in this series. Mean excess

BMI loss (% EBMIL) of 66%, 71%, 60% and 36% at 1, 2, 3 and 4 years,

respectively. Revisional procedures were performed in 15 patients (16%)

because of insufficient weight loss and/or weight regain: the band was

explanted in 9 cases (9%), and 6 patients required repositioning of the band

because of disphagia. After band removal, 9 cases had laparoscopic sleeve

gastrectomy. 15% of FU at 10 years with mean %EBMIL 40%.

Conclusion: In our experience, LAGB has poor outcomes regarding weight

loss and weight regain at mid and long term FU.

P.290 Metabolic Changes After Laparoscopic Adjustable Gastric

Banding in Morbidly Obese Patients

PRESENTER: E. Brimas
1

Co-authors: Z. Visockiene2, G. Brimas3

1Vilnius University Faculty of Medicine, Vilnius-Lithuania
2Center of Endocrinology, Vilnus -Lithuania
3Vilnius University Faculty of Medicine, Center of General Surgery, Vilnius-Lithuania

Introduction: Laparoscopic adjustable gastric banding (LAGB) is effective for

weight reduction in morbidly obese patients. However, the data about its effect

on metabolic syndrome (MS) limited. The aim of the study is to assess weight

loss and changes of metabolic parameters 1 year after LAGB in a prospective

single center cohort study in morbidly obese subjects.

Method: Physical examination, body weight (BW) parameters and metabolic

profile were assessed at baseline and 1 year after LAGB in morbidly obese

subjects. The incidence of MS was evaluated according to National

Cholesterol Education Program ATPl III criteria.

Results: One year after the operation data from 90 patients out of 103

were available. Mean excess weight loss (%EWL) of 33.1% was associ-

ated with a significant improvement in all metabolic parameters: de-

crease of hypertension by 15.8%, hypertriglyceridemia by 42.6%, and

hyperglycemia by 46.3%; and increase in high density lipoprotein cho-

lesterol by 48.3%. This resulted in the resolution of MS in 44.2% of

subjects. The significant change in the distribution of MS components

was observed with the highest frequency of 4 components before and 2

components after surgery. Patients with MS at baseline lost 29.9% of

%EWL compared to 44.3% in those without MS (p = 0.009).

Conclusion: LAGB resulted in reduction of BW parameters in morbidly obese

subjects 1 year after the operation. Along with the weight loss, resolution of

MS and a significant shift towards decrease in the number of MS components

was observed. Patients with MS were more resistant to the weight loss.

P.291 Gastric Banding and Gastric Plication: Effective Association?

PRESENTER: V. Pilone
1

Co-authors: A. Monda2, R. Di Micco2, A. Hasani2, G. Izzo2, A. Vitiello2,

P. Forestieri2

1University of Salerno, Department of Medicine and Surgery, Baronissi

(Salerno)-Italy
2University Federico II, Department of Clinical Medicine and Surgery, Naples-Italy

Introduction: Laparoscopic Adjustable Gastric Banding (LAGB) is widely known

as one of the safest procedures for the treatment of morbid obesity, having the

lowest rate of early complications and an acceptable weight loss result. Our aim

was to evaluate if the association of LAGB with the Gastric Plication (GP) could

improve our outcomes in terms of weight loss and number of band adjustments.

Method: 20 patients (group A) undergoing LAGB from April 2012 to

September 2012 were enrolled. In these patients Gastric Plication of the

Fundus was performed laparoscopically in addition to LAGB. 20 patients
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undergoing LAGB only formed the control group (group B). The following data

were recorded: BMI, follow-up at 1, 3, 6 months, %EWL, short-term compli-

cations, operative time, length of hospital stay, number of adjustments.

Results: Group A (LAGB + GP) had a mean preoperative BMI of 42.8 kg/m2;

the mean operative time was of 89 min and hospital stay of 4 days. Group B

(LAGB only) had a mean preoperative BMI of 41.6 kg/m2; the mean operative

time was of 61 min and the hospital stay of 2.5 days. No early complications

were registered. There were no significant differences in terms of %EWL at 1,

3, 6 months and number of band adjustments.

Conclusion: Despite the short follow-up period considered (6 months), we

believe that the association of LAGB with the GP of the Fundus does not

improve outcomes in terms of weight loss and adjustments, causing instead a

longer operative time.

P.292 Short-Term Outcomes after Laparoscopic Gastric Plication

PRESENTER: C. Duta
1

Co-authors: A. Dobrescu1, D. Barjica2, C. Lazar2, F. Lazar2

1University of Medicine and Pharmacy, Surgical Clinic 2, Timisoara-Romania
2Medicine and Pharmacy, Surgical Clinic 2, Timisoara-Romania

Background: This study present our short-term results of laparoscopic gastric

placation (LGP), this new technique introduced in the treatment of morbid

obesity.

Methods: Between 2010–2012 we perform 54 LGP with a mean age of 42.8

years (25 to 54) and a mean BMI of 41.7 kg/m2 (34 to 49). We used five-port

approach in the same position as for sleeve gastrectomy. After dissecting

greater curvature of the stomach we in folded it using two layers of non-

absorbable running suture, starting from 2 cm below Hiss angle to 5 cm of

the pylorus. We ensure a patent lumen using a 36-Fr boogie.

Results: No conversions. Mean operative time was 72.5 min (40 to 90 min)

and mean hospital stay was 48 h (24 to 72). Patients returned to their regular

activities at an average of 7 days (4 to 9) following surgery. No intra-operative

complications occurred. 19 patients (35.1 % of cases) had nausea and

vomiting, which disappear after 2–3 days. 5 patients (9.2 % of cases) had

these symptoms up to two weeks and required parental nutrition. Excess

weight loss (EWL) after 1 month was 26.2 % (20% to 30%), after 3 months

was 45.7 % (28 % to 57 %), after 6 months 58.9 % (45 % to 73 %) and after

one year 72.4 % (62 % to 89 %).

Conclusions: This new procedure has poor results in terms of weight loss then

sleeve gastrectomy, but with minimal risk of early postoperative complication

and very low cost.

P.293 Gastric Plication for Obesity: A Systematic Review

PRESENTER: C. Kayaalp
1

Co-authors: O. Gozeneli2, C. Aydin1

1Inonu University, Surgery, Malatya-Turkey
2Beydagi State Hospital, Surgery, Malatya-Turkey

Background: Gastric plication is a newly recognized bariatric procedure.

Some surgeons begin to hope with its advantages, but the others are still slow

and sure. Our aim was to document all the published results of gastric plication

for obesity and to find out its place in bariatric surgery.

Methods: Electronic searches of the PubMed, Ebsco and Google databases

were carried out in February 2013 using the keywords (obes* OR gastric OR

stomach OR greater OR curve OR curvature OR bariatr*) AND plicat* [Field:

All Fields]. No restrictions were made on language, country, or journal. A total

of 628 articles were retrieved for review and 10 articles were selected for

inclusion in the analysis.

Results: A total of 1403 cases were analyzed. The mean age of patients was

32.9 years (range: 12–65 years). The majority of patients were female

(80.8%). Mean BMI was 41.3 kg/m2 (35 to 46). There was a tendency to

prefer gastric plication to lower weighted patients over the years. Mean

EWL% was 59.6 (35–67) at 12 months. However, the risk of inadequate

weight loss (EWL% <50) was increasing with weight. This risk was sugges-

tively increasing when the BMI was higher than 40 kg/m2.

Conclusion: More studies are necessary to make a more clear comment.

However, our analysis pointed out that gastric placation was not a sufficent

surgical option for morbidly obese (BMI higher than 40 kg/m2) patients.

P.294 Laparoscopic Greater Curvature Plication (LGCP): Report from an

IFSO-EAC Center with a Minimum 6-mo Follow-up

PRESENTER: M. Foletto
1

Co-authors: L. Prevedello1, A. Albanese1, A. Zanconato1, D. Verdi1

1Padova University Hospital, Bariatric Unit, Padova-Italy

Background: Restrictive procedures are considered effective to treat morbid

obesity but the long term results are still questionable. Although still investi-

gational, LGCP is gaining wider consensus because no foreign body is

implanted and no part of the stomach is taken-out. We here report our results

with a minimum 6-mo follow-up.

Patients and Methods: From January 2011, 50 informed consent patients

underwent LGCP for morbid obesity. The mean age was 36 ys (range 16–

70), 43 were female. The mean BMI was 40.9 (37.5-51.8).

Data were prospectively collected in our data base.

All the procedures were carried out under laparoscopy. After dissection

of the greater curvature, gastric plication was achieved with two rows of

embricating sutures running from just below the E-G junction to the

proximal antrum, on a 34 Fr bougie. Gastric patency was confirmed with

i.o. endoscopy. On POD1, patients underwent upper GI series with

gastrographin, to assess voiding and shape of the gastric tubule.

Liquid diet was then started and patients were discharged on soft diet

the following days. Routine follow-up assessments were scheduled (1, 3,

6 and 12 months).

Results: The mean operative time (including endoscopy) was 73 min (60–

110), the mean hospital stay was 3.8 days (3–5). No conversion was required.

Nausea was reported and well tolerated by 40% of patients. One patient had

an acute gastric prolapse on POD-10, that required emergent fundectomy.

Late prolapse (> 6-mo) was discovered in 3 patients. No other complication

was reported.

Late re-do surgery after LGCP consisted of 3 fundectomies, 2 take-down, 1 re-

plication, 1 LSG, all uneventfully in post-op course.

Mean BMI was 35.9, 33.1, 33.4, 32.8, 34.1, 35.9 at 3, 6, 9, 12, 18 and 24

months, respectively, while %EBL was 33.5, 42.1, 52, 55, 49.7 and 59.5 at the

same intervals, respectively.

Conclusion: LGCP seems to be a new promising approach for morbid obesity

in terms of efficacy and tolerability. Larger series and longer term results are

needed to confirm these clinical observations.

P.295 Gastroplication Tehnical Particularities and Complications

PRESENTER: N. Iordache
1

Co-author: R. Stoica1

1Sf.Ioan Hospital, General Surgery, Bucharest-Romania

Gastroplication is a relatively easy technique that can have inconsistent

results in terms of weight loss and the complications appearance.In our

experience there are several key points in surgical technique that can

prevent these disadvantages. These key points are related to Hiss angle

dissection, left diaphragmatic pillar dissection, suturing with separate

wires or surjet, surjet tension, folding distance from the pilorus, suture

material used.
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P.296 Management of Regain After Laparoscopic Gastric Plication

PRESENTER: M. Talebpour
1

Co-author: H. Vahidi1

1TUMS, Laparoscopy, Sina Hospital, Tehran-Iran

Introduction: Laparoscopic gastric plication (LGP) with 13 years’ experience

has introduced itself as a well-accepted restrictive bariatric operation. The rate

of long term regain is like other restrictive methods and the plan of regain

cases is very important based on technical point of view. The aim of this

presentation is to explain the plan of management of regain after LGP.

Method: All of morbid obese cases with BMI 35 to 45 were candidate of LGP if

they had enough motivation and cooperation for post-operative period of diet

and exercise. One-row plication was from 2000 to 2006 and 2-row until now.

Plan of post-operative follow up was 2 years directly and then indirectly.

“Failure” group was cases with less than 30% EWL after plication. “Regain”

group was cases with good result at first, but due to poor cooperation weight

gain occurred until the rate of EWL was less than 30% of primary weight. Plan

of regain operation was replication or sleeve in patients with temporary prob-

lems caused poor motivation. In cases with permanent problems to allow

continues diet and exercise mini gastric bypass or malabsorptive method

was advised.

Result: 10 out of 1000 cases were “failure” group with less than 30% EWL. It

has been shown by endoscopy that in these cases the problem was cut of

thread especially in one-row plication (8/10) mainly due to training curve and

forceful manipulation of thread by needle-holder. The rate of regain is about

15% after 4 years (63/400), 40% after 10 years (19/50) and overall regain or

failure in all of cases was 9% (87/1000). 10 cases of failure were candidate of

replication due to technical error. “Regain” group subdivided to two groups, G1

(51): wrong selection for plication which mainly were men with high BMI. They

were candidate for gastric bypass (15/51) or malabsorptive methods (25/51),

G2 (26): a) patients with temporary problems (18) preventing control of diet

and exercise like pregnancy or b) permanent problems (8) like psychological

disturbance due to divorce. The first group was good candidate for replication

(15) or gastric bypass (3) and second group for malabsorptive method (5/8).

Conclusion: Plan of regain management after LGP is well known and practi-

cal. Plication of stomach has not any prohibitory role to perform other bariatric

methods in regain cases.

P.297 Laparoscopic Omega-Loop Mini Gastric Bypass for the

Conversion of Failed Sleeve Gastrectomy: Early Experience with

a Feasible and Safe Procedure

PRESENTER: J. Chevallier
1

Co-authors: D. Moszkowicz1, R. Arienzo1, F. Zinzindohoue1, A. Berger1

1Hopital Européen Georges Pompidou, Digestive surgery, Paris-France

Background: Despite the initial efficiency of sleeve gastrectomy (SG) as a

restrictive procedure, some patients remain exposed to obesity comorbidities

because of unsatisfactory weight loss or regain, requiring SG conversion to an

additional malabsorptive procedure.

Methods: The mini-gastric bypass (MGBP) was evaluated for conversion after

primary SG failure. An ante-colic end-to-side gastrojejunal anastomosis was

created, 200 cm distal to the duodeno-jejunal angle, on a long and narrow

gastric pouch.

Results: Between October 2006 and December 2012, 804 laparoscopic

MGBP were performed for morbid obesity. Among them, 38 patients

(3.5%) with mean age 49.5 ± 11.2 years had previous SG. Planned

conversions were performed laparoscopically in all but 4 patients (19%)

who required laparotomy, within 26.3 months (8.2-63.7). There was no

global 30-day mortality and the morbidity rate was 9.5%, including 1

incisional hernia and 1 spontaneously resolutive biliary fistula after cho-

lecystectomy. Mean BMI before MGBP was 44 ± 7.7 (35.8 - 55.4).

Conversion to MGBP allowed mean BMI and percentage of excess BMI loss of

39.9 kg.m-2 and 26.8% at 3 months, 36.5 kg.m-2 and 37.2% at 6 months, 34.6

kg.m-2 and 49.3% at 1 year, 36.2 kg.m-2 and 48.6% at 18 months, and 35.7

kg.m-2 and 51.6% at 24 months respectively. Intermediate follow-up was 17±12.9

months (3.2-52).

Conclusions: Laparoscopic conversion of SG to MGBP is feasible, safe, and

efficient for significant excess weight loss. Definitive results at 2 and 5 years

are awaited for long term procedure validation.

P.298 Mini Gastric Bypass as a Second Bariatric Surgery for Nutritional

Problems of Restrictive Surgery

PRESENTER: A. Moustafa
1

Co-authors: M. Abd el Galil2, R. Mabrouk3,M. El Shenawi1, I. Hossam1

1Faculty of Medicine, Ain Shams University, General Surgery, Cairo-Egypt
2Ahmed Maher Teaching Hospital, General Surgery, Cairo-Egypt
3Faculty of Medicine, Ain Shams University, Clinical Pathology, Cairo-

Egypt

Introduction: The failure of restrictive procedures due to problems related

to nutritional behavior may necessitate a second bariatric procedure.

Solid food intolerance with vomiting &sweet eating are the commonest

problems with weight loss life style which in many cases are good

enough indications for a second surgery.

Method: MGB was performed in 30 consecutive patients with nutritional

behavior problems after restrictive surgery.

The outcome of surgery was assessed at 3, 6,9&12 months for correction of

nutritional behavior problems as well as the BMI &the % excess weight loss.

Nutritional deficiencies due to MGB were monitored.

Results: Pre-operative nutritional assessment showed an overlap between

solid food intolerance, vomiting &sweet eating in 25 patients. MGB was

successful in prevention of vomiting, correction of solid food intolerance in

27 out of the study 30 patients. The sweet eating behavior was corrected in all

patients but new nutritional problems in the form of dumping, bilious vomiting

are reported. Weight loss results were very satisfactory at 12 months.

Conclusion: MGB is a good successful second procedure in correction of

nutritional problems arising after primary restrictive surgery. Both solid food

intolerance &sweet eating are successfully corrected. There is also a very

satisfactory improvement in weight loss results.

P.299 Mini Gastric Bypass Supersedes Sleeve Gastrectomy and Roux-n-y

Gastric Bypass as Bariatric and Metabolic Procedure

PRESENTER: G. Jammu
1

1Jammu Hospital, Bariatric Surgery, Jalandhar-India

Introduction: Obesity is a growing danger in India. The lap band was popular

but has been abandoned. The RNYand Sleeve are popular but both have well

recognized problems.

The search continues for a procedure that is patient friendly, technically easy, low risk,

powerful with high success rates, durable and easy to revise or reverse if needed.

The Mini Gastric Bypass by Dr. Rutledge seems to have many of these

important features.

Method: Report on 450 procedures performed at Jammu Hospital Jalandhar,

India from January 2007 till December 2012. 150 patients each procedure:

Laparoscopic Sleeve Gastrectomy (LSG), Laparoscopic Roux-n-y Gastric

Bypass (RNY) and Mini Gastric Bypass (MGB). The outcomes were compared.

Results:

MGB RNY LSG

Mean Operative Time (Minutes) 40 95 50

Mean Excess Weight Loss (%) 75-85 70 60-70
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Mean Resolution of Type 2 DM

(%) (C Peptide > 1)

>95 >95 60-70

Mean Hospital Stay (Days) 2 3 2

Mean Cost Minimum Maximum Minimum

Immediate Post-Operative

Complications

Minimum Medium Maximum

Late Complications Minimum Medium Maximum

Redo Easy Difficult Difficult

Conversion to other procedures Easy Difficult Difficult

Surgery in Super Obese Easy Difficult Easy but may

need second

surgery

Mortality 0 <1 1

Conclusion: India has had the sad experience with failed bariatric sur-

gery. This study confirms others and reported experience of other Indian

surgeons, that MGB is superior to both RNY and the Sleeve by almost

every measure. It is now the preferred procedure at our center due to its

less morbidity, mortality and maximum effectivity.

P.300 Suture Less Mini Gastric Bypass

PRESENTER: A. Al Salman
1

1King Abdulaziz National Guard Hospital, Surgery, Al Ahsa-Saudi Arabia

Introduction: Gastric bypass surgery has been dominant (goal) standard

operation for obesity.

Mini gastric bypass now is being replacing the Roux-EN-Y gastric bypass

because of the simplicity in doing it.

Materials & Methods: We present here a method with a video presentation of

how to do it. The number of cases in over last 5 years is 178 cases, 154

females and 24 males.

Results: Suture less mini gastric bypass is the safe, easy to make operation for

obesity especially in females and it is as effective as the traditional gastric

bypass

Conclusion: A short video presentation will be presented.

P.301 Short TermOutcomes of Revisional Bariatric Surgery at BMI Abu Dhabi

PRESENTER: A. Nimeri
1

Co-authors: M. Hadad1, M. Ibrahim1, R. Kurdi2, C. Hajat2

1SKMC managed by Cleveland Clinic, Surgery, Abu Dhabi-United Arab

Emirates
2UAE University, Institute of Public Health, Al Ain-United Arab Emirates

Introduction: The UAE is amongst the tenth highest rates of type 2 DM and

obesity in the world. Bariatric surgery is the most effective long term solution

for morbid obesity. However, many patients fail to lose weight, regain their lost

weight or develop complications necessitating revisional bariatric surgery.

Outcomes of bariatric surgery from the UAE are not yet studied.

Methods: We reviewed our prospectively maintained database for consecu-

tive revisional bariatric surgeries at the Bariatric and Metabolic Institute (BMI)

Abu Dhabi from June 2009 to March 2013. Patient demographics, types of

operation and perioperative outcomes were evaluated. Data are presented as

mean (SD) for normal distributed data and median (interquartile range)

otherwise.

Results: A total of 67 bariatric surgeries were performed at BMI Abu Dhabi. In this

cohort: 50(75%) were female, mean age was 36.7(7.65) years, mean BMI 43.79

(10.2) Kg/m2, median length of stay was 2 days with IQ range of 1. Common

comorbidities included dyslipidemia 9(13.5%), GERD 8(12%), diabetes 8(12%)

and hypertension 7(10.5%).

Revisional procedures included: LAGB removal only in 45(67%), LAGB re-

moval and conversion to RYGB in 37(55%), conversion of VBG to RYGB in

4(6%), LAGB removal and replacement of LAGB in 1(1.5%) and conversion to

sleeve gastrectomy 2(3%). The complication rate was: leaks1(1.5%), stenosis

0%, pneumonia 1(1.5%), conversion to open 2(3%), re-admission 4(6%),

bleeding requiring blood transfusion 0%, line sepsis 1(1.5%), gall stones

requiring cholecystectomy 2(3%) and Mortality 0%.

Conclusion: LAGB failure was the commonest reason for revisional bar-

iatric surgery at BMI Abu Dhabi. Conversion to RYGB is our preferred

strategy. Complication rates were very low following revisional proce-

dures. Revisional bariatric surgery is safe with low morbidity and excel-

lent short term outcomes.

P.302 Our First Two Years Experience with Laparoscopic Roux En Y

Gastric Bypass at the Nazareth Hospital EMMS. Review of 42

Patients, Learning Curve, Complications and Management

PRESENTER: G. Daud
1

Co-authors: N. Abboud1, V. Assaf1, B. BIsharat2

1The Nazareth Hospital, Surgery, Tarshiha-Israel
2The Nazareth Hospital, Medecin, Nazareth-Israel

Introduction: At our obesity center at the Nazareth Hospital EMMS we have

performed bariatric surgery since the year 2001. The only procedure we offered

for all our obese patients was Adjustable Gastric Banding (AGB) until 2008, then

we started to perform Laparoscopic Sleeve Gastrectomy (LSG) until we reached

an average operating time of 45 minutes for this procedure.

Methods: Between the years 2011–2012 forty two patients underwent laparo-

scopic roux en y gastric bypass (LRYGB). Fifteen patients in 2011 and 27

patients in 2012. All patients were operated by the same team of surgeons.

We started with moderately obese patients BMI 37–45 without prior abdominal

surgery. After gaining more experience with the procedure we started to

operate on more complicated patient with higher BMI and/or prior abdominal

obesity surgery.

Results: The duration of the procedure was about 4–5 hours for the first few

cases then decreased progressively. One patient out of 15 leaked from the

gastro-jujenal anastomosis in 2011. One leaked from the gastro-jujenal anas-

tomosis and another leaked from the jujeno-jujenal anastomosis in 2012. All

leaks were managed conservatively with favorable outcomes. We had one

immediate post-operative bleeding which required urgent laparotomy. There

was no mortality.

Conclusion: Becoming more skilled and familiar does not seem to affect

the type or rate of complications in LRYGB for surgeons who have

experience with other bariatric surgery procedures.

P.303 One Year Outcomes of Gastric Bypass and Sleeve Gastrectomy at

BMI Abu Dhabi

PRESENTER: A. Nimeri
1

Co-authors: M. Hadad1, M. Ibrahim1, R. Kurdi2, C. Hajat2

1SKMC managed by Cleveland Clinic, Surgery, Abu Dhabi-United States
2UAE University, Institute of Public Health, Al Ain-United Arab Emirates

Introduction: The UAE has amongst the tenth highest rate of obesity in the

world. Bariatric surgery is the most effective long term solution for morbid

obesity. Most reports of bariatric surgery in the Middle East include gastric

banding and sleeve gastrectomy (LSG).This is one of the first studies to report

bariatric surgery outcomes from the UAE.

Methods: All consecutive patients undergoing primary bariatric surgery at the

Bariatric and Metabolic Institute (BMI) Abu Dhabi from June 2009 to
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September 2012 were investigated. Patient demographics, type of operation

and perioperative morbidity, mortality and percentage of excess body weight

lost at 12 months (EWL%).

Results: A total of 250 primary bariatric surgeries were included, 171

(68.7%) were female, mean age (SD) was 35.6 (9.5) years. RYGB

accounted for 183 (73.8%) and LSG for 65 (26.2%). Mean BMI (SD)

for RYGB and LSG was 47.9 (9.8) and 44.6 (5.6) Kg/m2 (p-value 0.001).

The complication rate for RYGB and LSG respectively was: leaks 0.4%

& 0%, stenosis 0.4% & 0%, pneumonia 1.5% & 0%, conversion to open

0%, bleeding requiring reoperation 0.4% &1.5%, line sepsis 0.4% & 0%,

and mortality 0%. The 12 month follow-up rate was 107/114 (94%).

Mean EWL% was higher for RYGB at 12 months at 76.3%; than LSG

at 70.2% (p-value 0.02).

Conclusion: This is largest series of RYGB from the UAE and the Middle East

region. Patients lost >70%EWL after all bariatric surgeries with few complica-

tions. RYGB patients achieved higher EWL than LSG at one year despite

being significantly heavier.

P.304 Revision of Sleeve Gastrectomy to Roux-en-Y Gastric Bypass –

Our Technique and Early Results

PRESENTER: R. Wadhawan
1

1FORTIS Hospital, Minimal Access, Bariatric &Gastrointestinal Surgery, New

Delhi-India

Introduction: Laparoscopic sleeve gastrectomy (LSG) is increasingly being

favoured as a standalone bariatric procedure internationally. The effect of LSG

on reduction of excess weight and comorbidities is based on both a restrictive

mechanism and on hormonal changes but a revision rate has been reported

from 5.8–11%. Indications of revision bariatric surgery (RBS) in LSG are

insufficient weight loss, gastroesophageal reflux disease (GERD), develop-

ment of dysphagia due to stenosis of the gastric sleeve, and failure in the

resolution of comorbidities.

Method: We present our retrospective analysis of 6 patients who underwent

RBS from LSG to Roux-en-Y GastricBypass (RYGB). Indications were insuf-

ficient weight loss (n=4) and severe GERD(n=2). Complete mobilisation of the

gastric tube was done with careful attention to the adhesions with Liver. A

micropouch of 30ml was created with the initial firing of linear stapler from the

greater curvature towards the lesser curvature in contrast to the conventional

RYGB.

Gastrojejunostomy was created with a linear stapler.The alimentary limb was

constructed using 150cms of jejunum and the biliopancreatic limb was kept at

75cm. Jejunojejunostomy was created with a linear stapler and an abdominal

drain was kept in all cases.

Results: The decision for conversion of LSG to RYGB in all the cases

was based on the surgeons’ experience with RYGB. There were four

females and two male patients in the study, with a mean age of 42(36–

48) years. The mean preoperative BMI was 46 kg/m2 (41-52kg/m2).After

the primary LSG, a mean % excess weight loss(EWL)of 49% (42–62%)

was achieved in two years and the mean BMI had declined to 38

kg/m2(32–45kg/m2). Revision was performed after a mean period of 28

months.The revision resulted in mean %EWL of 28 %(22-32%) at 3

months and 68%(58-74%) at 12 months and the mean BMI decreased

to 32kg/m2 (29–38 kg/m2) at 3 months and 28 kg/m2 (25–31 kg/m2) at

one year. Resolution of GERD in both patients was achieved within 3

months. Mean operative time was 135 minutes with a mean hospital stay

of 4 days .No major morbidity or mortality was associated with the

procedures.

Conclusions: RBS is associated with higher risk of perioperative compli-

cations compared with the primary procedures, although it appears to be

safe and effective when performed in experienced centers. The results

from this study conclude that the revision of a LSG to RYGB is safe and

effective in short term for patients who do not achieve sufficient weight

loss or develop complications like GERD. Larger series and long term

followup is necessary for the recommendation of RYGB as revision

procedure for a failed LSG.

P.305 Distal Excluded Stomach Resection in Laparoscopic Roux-en- Y

Gastric Bypass for Morbid Obesity: A Single Institution

Experience with 10 Cases in Mainland China

PRESENTER: C. Wang
1

Co-authors: W. Yang1, J. Yang1

1First Affiliated Hospital of Jinan University, Department of Gastrointestinal

Surgery, Guangzhou-China

Introduction: Distal stomach is routinely excluded in laparoscopic Roux-

en-Y gastric bypass (LRYGB). This may induce potential risks of series

complications, especially in obese patients with gastric diseases.

Minimizing the risks has important significance to improve the obesity

related comorbidities and to prevent postoperative complications. There

is dramatic increase in number of obese patients in China and the

incidence of gastric diseases among Chinese is high. The aim of this

study is to investigate the safety and efficacy of distal excluded stomach

resection in LRYGB for Chinese population.

Method: 10 cases of morbid obese patients accompanied with gastric

diseases underwent distal excluded stomach resection in LRYGB

performed between February 2011 and September 2012. It included 6

cases with gastric ulcer, 3 cases with gastric polyp and 1 case with

gastric stromal tumor. All patients were males with average age of 35.3

(range, 16–50 years old). The patients were followed up for 6 to 24

months. Body mass index (BMI), percentage of excess weight loss

(%EWL), obese-related comorbidities and postoperative complications

were observed and analyzed retrospectively.

Results: All the operations were successful without conversion to open

operation. Average preoperative BMI was 48.6 (range, 35.1-90.0) kg/m2.

Average operation time was 135 (range, 110–270) minutes, average

operation blood loss was 20 (range, 10–50) mL, and average length of

postoperative hospital stay was 7 (range, 5–11) days. Body weight and BMI

decreased significantly 1 month after the operation and reached a relatively low

level after 12 months then became stable. %EWL after 6 months and 12 months

of operation were (44.2±5.6) % and (55.5±4.7)% respectively. All obese-related

comorbidities such as type 2 diabetes mellitus, hyperlipidemia, sleep apnea,

hypertension and fatty liver were improved significantly. 20% (2/10) patients

showed postoperative complications, including 1 case of leak in gastric pouch

and 1 case of umbilical infection which were cured by conservative treatment. No

any severe complications were observed.

Conclusion: Distal excluded stomach resection in LRYGB was safe and

effective in selected Chinese morbid obese patients with gastric dis-

eases. It could not only cure the related gastric diseases but also

minimize the potential risks of postoperative complications of LRYGB.

The long term outcomes and its routine application to all patients in

LRYGB still need further investigation.

P.306 Treatment of Obesity and Metabolic Disorders by Laparoscopic

Roux-en-Y Gastric Bypass: A Single Institution Experience with

300 Cases in Mainland China

PRESENTER: C. Wang
1

Co-authors: W. Yang1, J. Yang1

1First Affiliated Hospital of Jinan University, Department of Gastrointestinal

Surgery, Guangzhou-China

Introduction:With the rapid economic development, therewas dramatic increase

in number of obese patients in mainland China, which has brought serious social
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and health problems. Most of them suffered from central obesity that character-

ized by abdominal visceral fat accumulation. It damaged organs of cardio-

cerebral vascular systems. Bariatric surgery in mainland China is still in its initial

stages. The aim of this study is to investigate the safety and efficacy of the

treatment of obesity and metabolic disorders by LRYGB in mainland China.

Method: Between June 2004 and October 2012, LRYGB was performed in

300 patients of central obesity. The patients were followed up for 6 months to

8 years. Change of body weight, body mass index (BMI), waist circumference,

and rate of excess weight loss (%EWL) were compared before and after

surgery. Major comorbidities such as type II diabetes mellitus (T2DM), hyper-

tension, hyperlipidemia and sleep apnea were also observed.

Results: All the 300 procedures were performed successfully without conver-

sion to open surgery. Mean duration of operation was 103 minutes (range, 80–

270 minutes), mean operation blood loss was 15mL (range, 10–50 mL), and

mean postoperative hospital stay was 7 days (range, 5~10 days). Body weight

and BMI decreased significantly 1 month after the operation and reached a

minimum level then became stable. Mean %EWL in the 12 months after

surgery was 56.0% (P<0.05). Of the 79 patients with T2DM, 72 (91.4%)

showed complete resolution or significant improvement. 94% of other

obesity-related comorbidities were also improved significantly. 11 cases

showed postoperative complications, with rate of incidence and mortality were

3.7% and 0.3% respectively.

Conclusion: Treatment of central obesity and metabolic disorders by LRYGB,

especially for those with T2DM, was safe, effective and long lasting to main-

land China population. It is worthy of popularization and application.

P.307 Improvement in Glucose Metabolism After Bariatric Surgery in

Patients with BMI>35: Comparison of Roux- En–Y Gastric

Bypass and Sleeve Gastrectomy

PRESENTER: I. Mohamed
1

Co-authors: S. Nair2, M. Rahman3, M. Rajagopal2, M. Shareef2, H. Ansari2

1Moulana Hospital, Surgery, Perinthalmanna-India
2Moulana Hospital, Dept. of GI, Bariatric & Metabolic Surgery,

Perinthalmanna-Kerala
3MES Medical College, Dept. of Surgery, Perinthalmanna-Kerala

Aim: The exclusion of the proximal small intestine is thought to play a major

role in the rapid improvement in the metabolic control of diabetes after gastric

bypass. However diabetic patients with BMI >35 were also found to have

control of diabetes after sleeve gastrectomy

Method: In a retrospective study 69 patients with BMI >35 underwent either of

the two procedures. There 30 patients in the Laparoscopic Sleeve

Gastrectomy arm (LSG) and 39 patients in the Roux en Y Gastric Bypass

(RYGB) arm. The primary outcome was remission of T2DM (fasting glucose

<126 mg/dL and HbA1c <6.5% without glycemic therapy). Secondary mea-

sures included loss of weight and resolution of metabolic syndrome.

Results: The resolution of diabetes in both arms were comparable with about

95%resolution in both arms.

Conclusion: Both LSG and RYGB are effective surgeries in the treatment of

diabetes mellitus in obese patients with BMI>35

P.308 Conversion of Laparoscopic Adjustable Gastric Banding to

Laparoscopic Roux en-Y Gastric Bypass. A Comparison to

Primary Laparoscopic Gastric Bypass

PRESENTER: N. Beglaibter
1

Co-authors: K. Chapchay1, A. Al-Kurd1, I. Mizrahi1, M. Ghanem1, A. Eid1,

R. Grinbaum1

1Hadassah Mount Scopus University Hospital, surgery, Jerusalem-Israel

Introduction: Laparoscopic Adjustable Gastric Banding (LAGB) has a consid-

erable failure rate. Laparoscopic Roux en-Y Gastric Bypass (LRYGB) is one of

the rescue options. The aim of this study is to compare immediate and long

term outcomes between LAGB converted to LRYGB and primary LRYGB.

Methods: Comparison of all the patients converted from LAGB to LRYGB to a

cohort of patients who underwent primary LRYGB (match ratio 1:2).

Results: Between 2008–2012, 45 patients underwent conversion of LAGB to

LRYGB. Female\male ratio 75%:25% Mean age 40.5 years, Mean BMI 42.5.

They were compared to 90 patients who had a primary LRYGB during the

same time period. Female\male ratio 70%:30%, Mean age 39.5 years, Mean

BMI 45.9, Groups were comparable regarding prevalence and severity of

comorbidities.

Mean operative time for the conversion group was 165 min compared to 128min

for the primary LRYGB group. Early complication rate was 8(17.7%) and

15(18.7%) for the conversion and the primary groups respectively. Late compli-

cation rate was 23(51.3%) –conversion and 35(43.75%) for the primary LRYGB.

After a mean follow-up time of 24.8 months primary LRYGB reached a BMI of

31.2 (% BMI loss 31.9) and the conversion group a BMI of 32.7 (% BMI loss

23.7). Resolution of comorbidities was comparable.

Conclusion: Albeit longer operating time, conversion of LAGB to LRYGB is

safe with the same early and late complication rates as a primary LRYGB.

Weight loss is less but resolution of comorbidities is comparable. Conversion

of failed LAGB to LRYGB is a good rescue option.

P.309 Revisional Gastric Bypass for Inadequate Weight Loss & Weight

Recidivism-A Retrospective Study from a Tertiary Care Centre

PRESENTER: P. Palanivelu
1

Co-authors: P. Chinnusamy1, J. KV1, R. S1, S. S1

1Gem Hospital &Research Centre, Department of Minimal Access Bariatric

Surgery, Coimbatore-India

Background: With increasing numbers of Bariatric surgeries, the more the in-

cidences of Revisional surgeries will be. This may be true even for purely

malabsorptive procedures like a biliopancreatic diversion or restrictive –

malabsorptive procedures like a roux en Y gastric bypass. The results of these

primary procedures are definitely better in the long-term than comparing pure

restrictive procedures but the problem has been when considering revisional

operations after these procedures especially in the context of inadequate weight

loss or weight recidivism. Various different options have been reported in literature

but the results have been quite variable and none of the options have proven to be

ideal in this situation.

Materials &Methods: In this article, we retrospectively have analyzed all patients

who underwent revisional roux en Y gastric bypass in our institute between 2005

to for inadequate weight loss and weight recidivism and have analyzed their

outcome in terms of %excess weight loss and alteration of obesity related co

morbidities including diabetes mellitus, hypertension and dyslipidemia.

Results: A total of 10 patients had received revisonal gastric bypass between

2005–1012 which included 4 patient who received a pouch revision with change

in alimentary limb lengths ,2 patients with only pouch revision, 2 patients with

banding and 2 reversal of gastric bypass back to normal anatomy(one patient

was patient who had a revisional sleeve to bypass was reversed back to normal

sleeve anatomy).The results have been variable with%EWL ranging between 0-

57% with a average follow-up of 18 months after the revisional surgery. Only 4

patients had associated Type 2 diabetes, 2 patients had remission after the

primary surgery which did not reappear after weight regain, one patient had only

reduction of medication usage after the primary surgery which continued to be

similar after the revisional surgery. The fourth patient had complete remission

after the primary procedure which reappeared after weight gain, and did not

achieve remission even after the second procedure.

Conclusion: The results highlights the inconsistencies in the behavior of patients

after revisional gastric bypass, the reasons largely unknown. Hence any attempt

of revisional surgery should be planned depending on understanding of the

patient’s psychology and behavior and should be undertaken after a thorough

discussion with the patient of the possible options and the inconsistencies of the

various procedures. Considering this fact, a purely restrictive procedure may be
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attempted whenever possible at the first instant which likely has more options if a

revisional procedure is required at a later date.

P.310 Laparoscopic Access for Gastric Bypass Using an Optical Trocar

Without Pneumoperitoneum. A Single-Centre Experience of 250

Consecutive Cases

PRESENTER: G. Quartararo
1

Co-authors: E. Facchiano1, S. Scaringi1, G. Liscia1, M. Lucchese1

1Careggi University Hospital, Bariatric andMetabolic Surgery Unit, Florence-Italy

Introduction: There is no clear consensus about the optimal method of entry into

the peritoneal cavity for laparoscopic bariatric surgery. The use of Veress needle

could cause important vascular and visceral injuries. The open access technique, in

obese patients, can be technically difficult and be time consuming. The aim of this

study is to examine the safety and efficacy of optical trocar access without previous

pneumoperitoneum for Laparoscopic Roux-en-Y Gastric Bypass (LRYGB).

Methods: From January 2009 to December 2012, we conducted a prospective

study on 250 consecutive patients who underwent LRYGB for morbid obese in

our centre. Optical trocar access without pneumoperitoneum was performed in

whole series. After an initial 12-mm transversal skin incision on the left upper

quadrant of the abdomen, an optical trocar with an assembled 0˚ laparoscope

was inserted. The following parameters were analyzed: entry time, presence of

previous abdominal operations, intra-operative and long-term complications.

Results: Of the 250 patients we analyzed, 67 had previous abdominal surgery.

Mean time of trocar insertion was 11,3 seconds (range 5–22 seconds) There

were no trocar-related bowel or vascular injuries. No optical trocar-site hernias

were observed.

Conclusions: The use of optical trocar without pneumoperitoneum for LRYGB

combines the advantages of different entry techniques, allowing a safe and

rapid access to the abdominal cavity. It allows avoiding large incisions and

subsequent fascial closure, thus reducing the risk of postoperative incisional

hernia. Based on our results, obese patients could beneficiate of this access

for any kind of laparoscopic procedures.

P.311 Fast Track Laparoscopic Roux-en-Y Gastric Bypass Surgery

PRESENTER: R. Aguilo
1

Co-author: S. Agrawal1

1Homerton University Hospital, Bariatric Surgery, London-United Kingdom

Introduction: Laparoscopic Roux-en-Y gastric bypass (LRYGB) is considered

the gold-standard bariatric procedure and is being increasingly performed

throughout the world. A recent systematic review showed that discharge

within 23 hours is unsafe, except in selective patients. The usual inpatient

length of stay is 2-3days. The aim of this study was to assess the feasibility

and safety of discharge within 48hrs following LRYGB.

Methods: A prospectively collected database of consecutive LRYGBs

performed by a single consultant surgeon between March 2010 and

February 2013 was analysed. Patient demographics, operative time, conver-

sion to open, complications, and length of stay were reviewed.

Results: Over the 36-month period, 181patients(135females, 46males)

underwent primary LRYGB. The mean age was 45(20–67)years and body

mass index was 48.9(36.3–64.8)kg/m2. The obesity surgery mortality risk

score, classes A:B:C were 72:96:13, respectively. There were no conversions

to open surgery and no deaths. 4(2.2%)patients developed post-operative

complications prior to discharge, as shown below:

Complications (No. of patients) Re-operation <30d LOS(days)

Post-operative bleed(2) 2(Re-laparoscopy) 5,5

Chest infection(2) 1(Negative re-laparoscopy) 3,6

146(81%)patients were medically fit for discharge in <48h, though 4patients

stayed an extra night for social reasons. The average length of stay (LOS) for

the remaining 35patients was 4.1(range3-10)days. The reasons for prolonged

stay were for nausea and vomiting(7), pain(4), hypoxia(2), pyrexia(1), tachy-

cardia(3), hypotension(1), raised CRP(>100)(6), ECG change(3), drop in

haemoglobin(3), glycaemia control(3), re-warfarinisation(2).

Conclusion: Patients undergoing LRYGB can be safely discharged within

48hrs of surgery in the majority (81%) of cases. Fast track LRYGB should

become routine practice in the world.

P.312 Results of Gastric Bypass (LGB) and Sleeve Gastrectomy (LSG) in

BariatricPopulationwithType2DiabetesMellitus:AComparativeStudy

PRESENTER: C. Santander
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Co-authors: J. Contreras1–2, F. Perez1–2, I. Court2, J. Bravo1

1University of Chile, Surgery, Santiago-Chile
2Clinica Santa Maria, Bariatric Surgery, Santiago-Chile

Introduction: Some bariatric techniques are more effective than others in

achieving metabolic control of diabetic and obese patients. We compare

metabolic effects in these population between LGB and LSG.

Method: Retrospective cohort study. All bariatric patients with DM2 submitted

to LGB and LSG between June 2006 and December 2011 by the same team

with study and follow-up (FU) according to protocol. Primary endpoints: com-

parison of excess BMI loss (%EBMIL), levels of HbA1C and status of DM2 1

year after surgery between both techniques. Descriptive and analytic statistics

(T-test, Fischer, Kruskall-Wallis).

Results: 162 patients, 68.5% with LGB and 31.5% with LSG, mean preoper-

ative age 49 (±10.9) and 49 (±9) (p=NS) years, respectively. Mean preoper-

ative BMI 37.6 (±4.6) and 43(±9.7) kg/m2 (p< 0.005), respectively. Mean

%EBMIL 1 year after surgery 73.3% in the LGB group and 75% in the LSG

group (p=NS). Mean HbA1C 1 year after surgery 7.1 mg/dl in the LGB group

and 5.6 mg/dl in the LSG group (p=NS). 75% of the LGB group and 65% of the

LSG group accomplish levels of HbA1C < 6.0 mg/dl at 1 year FU, without

significant difference between groups.

Conclusion: In our experience, both techniques achieve an acceptable

%PEIMC and metabolic control at short terms in obese diabetic patients.

However, to draw better evidence based conclusions larger studies with

longer FU are needed.

P.313 Digestive Hemorrhage on Laparoscopic Gastric Bypass Stapples

Lines Level, ¿Is It Preventable?

PRESENTER: J. Saba
1

Co-authors: J. Zajjur2, I. Alvarez3,M. Sepúlveda2, A. Perez4, M. Álamo2

1Dipreca Hospita and Indisa Clinic, General and Digestive Surgery, Santiago-Chile
2Dipreca Hospital, General and Digestive Surgery, Santiago-Chile
3Dipreca Hospital, Surgery, Santiago-Chile
4Indisa Clinic, General and Digestive Surgery, Santiago-Chile

Introduction: Postoperatory digestive hemorrhage (PDH) of a laparasocopic

gastric bypass (LGB) is a serious complication that could be fatal. The digestive

bleeding has different origins, in wich can be noticed: mechanic suture line‘s

bleeding, viceral injury, peptic ulcer, among others. Our objective is to achieve the

reduction of the digestive hemorrhage on the premature post operatory through

the effort of the mechanic suture on an entero-entero anastomosis level.

Method: Through a revision of our prospective database, 300 LGB treated

patient were analized, operated between January 2008 and December 2012.

On the first group (n: 162) the entero-entero anastomosis stapples line exten-

sion was reinforced, with a continuous suture with poliglecaprone 25 3–

0 (Monocryl, Ethicon). On the second group (n: 138), the entero-entero anas-

tomosis was not reinforced. A LGD antecolic was done on all patients, with 30

ml pouch, biliopancreatic limb of 50 cm. an alimentary limb of 150 cm. and
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both mechanic suture anastomosis. The digestive hemorrhage incidence,

surgical time and post operatory stay of both groups were compared and a

statistics descriptive analisis was made.

Results: The groups do not show statistics difference regarding weight, height,

body mass index, loss of weight, diversion lenght, anastomosis‘size, surgical

time, gender and aspirine consumption. On the first group (with reinforce-

ment), the digestive bleeding incidence was zero. On the second group, the

digestive hemorrhage incidence was of a 5,8% (8 patients), wich manifested

through frecuent bloody depositions, tachycardia and hematocrit fall. Only one

patient required a red cells transfusion. The post operatory stay took one day

more, from one to two days on patients who suffered digestive bleeding. No

mortality was registered on this series.

Conclusion: Our series shows a benefit on the entero-entero anastomosis

stapples line reinforcement on the LGB with suture wich prevented the diges-

tive bleeding and without a significant raise of the surgical time.

P.314 Laparoscopic Gastric Bypass Internal Hernia Prevention

PRESENTER: J. Saba
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Introduction: Internal hernias are the most frequent cause of intestinal ob-

struction on patients put through a laparoscopic gastric bypass (LGB) and

they can have a fatal ending if these are not noticed in time. Laparoscopic

surgery limits the formation of adherence and helps the free movility of the

intestinal limbs and the possibility of their movement through the hernia holes

created by the surgery itself. The potential spaces include: the transverse

mesocolon flaw on the retrocolic technique, the Petersen space and the

mesenteric flaw of the entero-enterostomy. The hernia incidence of:

Petersen oscillates between a 1-9%, of the mesenteric space until a 21% and

the trans mesocolic until a 67%. Our group compares two types of mesenteric

gaps‘ closure, and our hypothesis is founded on the idea that the technique used

on the closures, is the most important factor on this pathology occurrence.

Method: Data from 158 consecutive patients was gathered, operated between

august 2007 until January 2009, with at least 24 post operatory months and

were analyzed in a retrospective manner. An antecolic LGB was performed in

all patients, with a biliopancreatic diversion of 50 cms and an alimentary

diversion of 150 cms. On the first group (n: 72) a separated suture of polyester

2–0 (Ethibond, Ethicon) was used for both gaps closure. On the second group

(n: 86) a continuous silk suture (Mersilk, Ethicon) was used from Petersen‘s

space base to the transverse colon and a continuous suture with the same

material for the intermesenteric gap. The statistics analysis was descriptive.

Results: The groups did not show significative difference regarding weight,

height, body mass index, post operatory weight loss, diversion length and

gender. On the first group, the Petersen hernia incidence was 8,3 % (6

patients) and on the intermesenteric gap of 2,7% (2 patients); intestinal

resection because of necrosis was performed in only one patient; all cases

happened after 12 months of LGB. On the second group there was no internal

hernia development. There was no mortality on the series.

Conclusion: The meseteric spaces surgically created must be always closed.

The technique and the suture material are critical factors. We recommend to

use continuous suture with non-absorbable materials like silk.

P.315 Experience of Bariatric Center After 1300 Cases
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Introduction: Obesity is a public health problem and the only effective treat-

ment for this patology is bariatric surgery. The number of surgeries performed

in Brazil grows exponentially, which make this subject increasingly studied

between referral centers.

Objective: To study the outcomes of morbidly obese patients undergoing

bariatric surgery at a referral bariatric center.

Methods: This study was designed in historical cohort study with retrospective

data of patients treated by surgeons of CTO from 2002 to 2012.

Discussion: Initially the bariatric surgery was performed by open approach and

later on, with increasing surgical experience, it became to be performed

laparoscopically, which showed better results for the shorter hospital stay and

better postoperative recovery of the patient. The technique of choice should be

individualized to each case, considering the obesity severity and comorbidities of

each patient. Along the learning curve of the 1300 cases, it is observed that the

Roux-en-YGastric Bypass remains the foremost used technique, followed by the

Sleeve Gastrectomy. The learning curve is a determining factor in the results of

this therapy, decreasing operative time, complications and hospitalization.

Conclusion: Bariatric surgery is the only effective treatment for obesity. This

treatment involves complex techniques developed in patients at high surgical

risk and should be performed only in bariatric centers by qualified surgeons.

P.316 Long or Very Long-Limb Gastric Bypass in Superobese

PRESENTER: A. Maleckas
3

Co-authors: N. Kaselis1, M. Victorzon2, A. Mickevicius3

1Klaipėda Regional Hospital, Surgery department, Klaipeda-Lithuania
2Vaasa Central Hospital, Gastrointestinal Surgery department, Vaasa- Finland
3Lithuanian University of Health Sciences, Surgery department, Kaunas- Lithuania

Background: The optimal surgical treatment for super-obese (BMI 50

kg/m (2)) patients is still a matter of debate. In most cases the standard

Roux-en-Y gastric bypass (RYGB) is done despite. The effect of alimen-

tary limb-length on weight loss after RYGB in super-obese patients is

controversial. The aim of this multicenter randomized controlled study

within the frame of EOA cooperation is to compare the long-term weight

loss and resolution of co-morbidities of long limb RYGB (LL-RYGB) and

very long limb RYGB (VLL-RYGB) gastric bypass in patients with BMI 50

kg/m(2).

Methods: During the period 2008.06 2011.12 158 patients with BMI 50 kg/m

(2) were randomized either to LL-RYGB (n=83, Roux limb=150 cm) or VLL-

RYGB (n=75, Roux limb=250 cm). In both groups biliopancreatic limb was

50–75 cm. The percentage of excess weight loss (%EWL) and resolution of

co-morbidities were measured at 1-, 2-, 3- and 4-year follow-up. Statistical

comparisons were performed using t-test and chi square test.

Results: Groups were well matched according to patient demographics,

pre-operative BMI (55.1 SD=4.06 vs. 54.5 SD=4.34 kg/m(2)), and co-

morbidities. Follow-up rates of the patients who reached 1-, 2-, 3- and 4-

years after surgery were 91.8% (n=158), 87.3% (n=134), 55.4% (n=99)
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and 66.6% (n=36). There was no statistical difference in %EWL at 1, 2,

3 and 4 years between the two groups (54.1 vs. 57.9 (p=0.208), 61.4 vs.

62.4 (p=0.784), 60.6 vs. 65.0 (p=0.425) and 55.1 vs.54.5 (p=0.863)). The

resolution of co-morbidities was similar in the two groups.

Conclusion: VLL-RYGB do not result in higher weight loss or better resolution

of co-morbidities as compared to standard RYGB.

P.317 Laparoscopic Roux-En-Y Gastric Bypass for Morbid Obesity

Using a Modified Retrocoloic Supracolic Approach: The

Outcomes of 284 Consecutive Patients

PRESENTER: W. Al-Khyatt
1

Co-authors: C. Khan1, S. Lakkunarajah1, J. Ahmed1

1Royal Derby Hospital, Division of Surgery, Derby-United Kingdom

Introduction: Ante-colic ant-gastric and retro-colic retro-gastric techniques for

anastomosis of the roux limb and gastric pouch are most commonly used

approaches in laparoscopic Roux-en-Y gastric bypass surgery (LRYGB). We

report our operative outcome data from a consecutive single-surgeon series of

LRYGB performed using a modified retrocolic supracolic approach (MRSA).

Materials and Methods: Retrospective analysis of a prospectively maintained

database of 284 consecutive patients underwent LRYGB using MRSA (a

modification of that performed by Kelvin Higa) utilizing a 30 cm biliary limb

and a 100 cm Roux limb between September 2009 and February 2013. Data

included operative outcomes, percentage excess weight loss (EWL) and

diabetic remission at follow-up.

Results: All 284 patients (207 female) underwent attempted LRYGB using the

MRSA. Median ± IQR age, weight and body mass index (BMI) at initial consul-

tation were 48±10 years, 147±12 kg, and 53±6 kg/m2, respectively. In 7 patients,

this approach was deemed impossible due to short and thick colonic mesentery,

therefore ante-colic approach was performed instead. There were only 3 (<1%)

anastomotic leaks with no postoperative mortality. There were 10 re-operations

for postoperative bleeding (2 patients), repair of internal hernia (3 patients) and

leak/drainage of an intra-abdominal collection (5 patients). Median hospital stay

was 2 days. Post-operative dysphagia requiring endoscopic balloon dilatation

occurred in 16 (5.3 %) patients. At postoperative follow-up interval of 11–15

months, there was significant EWL of 70.38 ± 12 %. Nearly 60% of patients with

diabetes (Diet controlled DM excluded) had complete remission or reduced used

of anti-diabetic medications.

Conclusion: With excellent EWL, diabetes control, and very low complications

rates, our results demonstrate that LRYGB using MRSA is both safe and

feasible.

P.318 Roux-y-Gastric Bypass After Failed Gastric Banding: Effective but

with High Morbidity

PRESENTER: B. Safadi
1

Co-authors: G. Shamseddine1, S. Masri1

1American University of Beirut Medical Center, Surgery, Beirut- Lebanon

Introduction: The failure rate following laparoscopic adjustable gastric band

(LAGB) is high approaching 50%. The optimal revisional operation is

controversial.

Methods: This was a retrospective review of a prospectively held bariatric

surgical database of one surgeon (BYS). Records of Roux-y-gastric bypass

(RYGB) following failed LAGB from March 2006 to February 2013 were

reviewed.

Results: Forty-Six patients, (30 females and 16 males) with an average age of

41(24–65) underwent RYGB (1 open (planned), 45 laparoscopic). The mean

weight and BMI prior to LAGB was 132 kg (95–170) and 46.9 kg/m2 (34.0-

64.1) respectively. Prior to RYGB the mean weight and BMI was 121 Kg (84–

156 kg) and 42.87 kg/m2 (28.5-60.9 Kg/m2) respectively. The LAGB was

explanted before the RYGB in twenty-eight patients (61%) and eleven at the

time of revision (39%). Reasons behind removal/revision were unsatisfactory

weight loss (34 patients, 74%), band slippage (6 patients, 13%) and erosion

(13 patients, 14%). None of the laparoscopic cases were converted to open.

Average operative time was 240 minutes (80–540 minutes). There were no

mortalities; however eight patients (17%) experienced immediate post-

operative complications (Clavien II (2), IIIa (3) and IIIb (3)). Late complications

developed in five patients (11%) including incisional hernias (3) and internal

hernias (2).Percent excess weight loss at 12, 24 and 36 months 68%, 66%

and 65% with an average follow up of 70%.

Conclusion: RYGB revision after failed LAGB is effective in achieving weight loss

goals. Complications and operative times are higher than in primary RYGB.

P.319 Preliminary Results of the ELEGANCE Trial: A Prospective

Randomized Controlled Trial for the Effect of Long Biliopancreatic

Limb Length in Laparoscopic Roux-en-Y Gastric Bypass

PRESENTER: K. Dogan
1

Co-authors: B. Betzel1, E. Aarts1, P. Koehestanie1, T. Aufenacker1,

I. Janssen1, F. Berends1

1Rijnstate Hospital, Surgery, Arnhem-The Netherlands

Introduction: Roux-en-Y Gastric Bypass (RYGB) is one of the most performed

bariatric procedures over the world. However, an uniform limb length for

optimal weight reduction is still lacking. The objective of the present study

was to compare the effect of Long Biliopancreatic Limb (LBPL-) RYGB and

Standard (S-) RYGB in morbid obese patients.

Method: Between July 2012 and March 2013, in total 140 morbid obese patients

who underwent a primary RYGB were randomized for LBPL-RYGB or S-RYGB.

Roux/ Biliopancreatic limb of 75/150 cm vs. 150/75 cmwere measured for LBPL-

RYGB and S-RYGB, respectively. Primary outcome was percentage Excess

Weight Loss (%EWL). Patients were blinded for type of operation.

Results: In total 103 patients (44 LBPL- and 59 S-RYGB) reached the median

follow-up period of 12 weeks [6–24 weeks]. Mean age (42.5 vs. 46.1 yrs), sex

(86% female), weight (129.2 vs. 131.2 kg), and BMI (44.3 vs. 44.9 kg/m2) were

similar for LBPL- and S-RYGB, respectively (p<0.05). %EWL after 6, 12 and

24 weeks were 23.9 vs. 24.5% (p=0.74), 40.7 vs. 41.3% (p=0.81), and 61.7 vs.

52.2% (p=0.14) for LBPL- and S-RYGB, respectively. Four patients needed a

relaparoscopy in S-RYGB compared to 1 patient in LBPL-RYGB. In S-RYGB 1

patient died due to multi-organ failure, compared to no mortality in LPBL-

RYGB. On IFSO 2013, these results will updated for longer follow-up period.

Conclusion:On the short term, primary LBPL-RYGBwas safe and resulted in higher

%EWL than S-RYGB. Results on the long term should corroborate these findings.

P.320 Primary and Secondary Banded Gastric Bypass - What Could Be

Achieved?

PRESENTER: J. Grueneberger
2

Co-authors: W. Karcz1, G. Marjanovic2, S. Kuesters2

1UKSH, General Surgery, Lübeck-Germany
2UF, General Surgery, Lübeck-Germany

The gastric bypass is the gold standard of bariatric surgery. Nevertheless some

patients show insufficient weight loss or weight regain. Dilation of the pouch or the

pouch outlet may be the cause. The banded gastric bypass tries to overcome

dilation by placing an implant around the pouch or pouch outlet.

In this study we describe our results using the GaBP ring system in banded gastric

bypass operations by primary and revisionary operations in 3 bariatric centres.
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Patients and methods: 183 patients in 3 bariatric reference centres received a

banded gastric bypass operation using the GaBP ring system. The 18 Patients

became the secondary Stomach Pouch Reduction and Ring implantation.

Both groups were evaluated including weight loss and complications.

Results: Mean EWL after 6 Months was 60% with a mean BMI of 30.1 kg/m2.

After one year mean EWL reached 75.3 % with a mean BMI of 27 kg/m2. Than

we noticed the differences: gainig weight by patients with after the conven-

tional Bypass. In the following years a further weight loss was seen with a

mean EWL of 85% after 4 years after Banded Bypass and similar EWL level

by secondary operated patients with BRYGB equal of 81%. In the periopera-

tive and early postoperative period there was a low complication rate (4.3%).

There was only one case of implant related complications.

Conclusion: Banded gastric bypass using the GaBP or Minimizer ring system

allows good weight loss with no regain of weight in a four year follow up. The

complication rate is low. The secondary ring implantation leads to weight reduction.

P.321 Technical Aspects of a Hand Sutured Gastrojejunostomy During

Laparoscopic Gastric Bypass: 1843 Cases Without Leak

PRESENTER: A. Kaul
1

Co-authors: A. Maffei1, T. Cerabona1, A. Chokechanachaisakul1, S. St. Luce1,

T. Sullivan1

1New York medical College, General Surgery, Hawthorne-United States

Aim of this presentation is to communicate our series of 1843 consecu-

tive laparoscopic gastric bypasses done at a teaching center without any

leak from the gastro-jejunostomy and to highlight the fact that both

teaching and good results in bariatric surgery can go hand in hand.

This is a retrospective analysis of prospectively maintained data from a tertiary

care center. Data was analyzed from January 2001 till December 2012. Redo

cases, sleeve gastrectomies, lap band placement and biliopancreatic diver-

sions were excluded. All cases were done by four bariatric surgeons and by

fellowship trainees under their guidance.

Our technique in creation of the gastrojejunostomy is a four layered hand

sutured gastrojejunostomy sized over an 18 French nasogatric tube. We bring

our roux limb up in a retro-colic retro gastric transmesocolic route. The

nasogatric tube is removed after intraoperative testing of the anastamosis by

injecting air through the tube while compressing the jejunum. A gastrografin

upper-gastrointestinal series was also performed in all patients on the morning

of postoperative day 1, and then the patient was started on a liquid diet. Care

is taken to ensure that there is no tension at the anastamosis, or narrowing at

the transmesocolic or jejunojejunostomy and to maintain good blood supply.

1843 cases were attempted laparoscopically in this period. We converted 3

cases from laparoscopic to open (2 due to extensive adhesions and one due

to lack of working space). 81 of these gastrojejunostomy were done with Da

Vinci robotic assistance while the rest were done by hand sutured technique.

BMI of patients ranged from 35 to 90 kg/m2 (average BMI 47.9 kg/m2) and

age from 16 to 75 years (mean 41,2 years), length of stay was 2.9 days. There

were three mortalities in this period (one in a patient with arrythmias who threw

an emboli to the small bowel, one with pulmonary embolism at about 27 days

after surgery, and third with aspiration pneumonia at about 29 days). Three

patients developed a leak from the staple-line in the divided gastric pouch

(0.16%). During the study period, 8 patients were diagnosed with an anasto-

motic stricture (0.004%), and were all corrected with endoscopic dilation.

Marginal ulcer and wound infection rates are both under 1%. Average length

of stay was 2.7 days. 30 day readmission rate was 6.9% while 90 day

readmission rate was 9.3%. Majority of the gastrojejunostomy were done by

the fellows while being actively supervised by the attending surgeons.

Though technically challenging, hand sutured gastrojejunostomy seems to

have excellent results and is a technique which can be learned by fellows

during training under close supervision.

P.322 Glycated Hemoglobin and Triglycerides: Predictive Factors of

Metabolic Syndrome Persistence One Year After Gastric Bypass

PRESENTER: J. Gugenheim
1

Co-authors: C. Schaaf1, A. Schneck1, R. Anty1, A. Iannelli1

1Hôpital Archet 2, Service de chirurgie digestive et transplantation, Nice-

France

Aim: To determine predictive factors of metabolic syndrome persistence one

year after Gastric Bypass (LRYGBP).

Methods: Anthropometric and biological data about 141 patients operated in

digestive surgery department between 2004 and 2010 were prospectively

collected before and one year after LRYGBP. Parameters of patients with

metabolic syndrome at one year (n = 15) were compared with those of patients

with no metabolic syndrome (n = 126). A logistic regression was realized to

determine independent factors significatively associated with persistence of

metabolic syndrome. Diagnostic relevance of parameters associated with

presence of metabolic syndrome was analyzed.

Results: 141 patients were analyzed (women 89% ; BMI 44.6+/5.4kg/m2 ; age

40.3+/9.8 years). Parameters associated with metabolic syndrome persistence

were: age (p = 0.15), sex (p = 0.03), GGT (p = 0.000005), glycemia (p = 0.00007),

glycosylated haemoglobin (p < 0.0000001), triglycerides (p < 0.0000001) and

metabolic syndrome before LRYGBP (p = 0.002). Independent factors associat-

ed with persistence of metabolic syndrome one year after LRYGBP were

glycosylated haemoglobin (p = 0.038) and triglycerides rate (p = 0.036).

Triglycerides rate of 2.14 mmol/l and glycosylated haemoglobin rate of 6.6%

are sensitive (85.7% and 79% respectively) and specific (79% and 85% respec-

tively) to prognosticate metabolic syndrome one year after LRYGBP.

Conclusion: Glycosylated haemoglobin and triglycerides are predictive of

metabolic syndrome persistence one year after LRYGBP. Metabolic compli-

cations of obesity must be followed up for a long time.

P.323 Four-month Follow-up After Roux-en-Y Gastric Bypass in Obesity

Porcine Model with Hyperlipidemia

PRESENTER: L. Hernández
1

Co-authors: I. Dı́az-Güemes1, J. de la Cruz2, F. Sánchez-Margallo3

1Centro de Cirugı́a de Mı́nima Invasión Jesús Usón, Laparoscopia, Cáceres-

Spain
2Clı́nica San Francisco, León-Spain
3Centro de Cirugı́a de Mı́nima Invasión Jesús Usón, Director Cientı́fico,

Cáceres-Spain

Introduction: Morbid obesity is associated with significant co-morbid illnesses

and mortality. Hyperlipidemia is strongly associated with atherosclerosis and

cardiovascular disease. As treatment, laparoscopic Roux-in-Y gastric

bypass (LRYGB) is a proven and effective procedure for the morbid

obesity and its related co-morbid illnesses. In a randomized study, our

purpose is to observe the relationship between the analytical lipid profile

after and before the surgery for treatment of obesity and associated

diseases in porcine animal model.

Method: We used eleven male Gottingen Minipigs, for the creation of a

metabolic syndrome animal model nourished with hypercaloric feed dur-

ing 9 months. Lipid profile (HDL, LDL and triglycerides) were obtained at

basal levels in the porcine model (saturated fat rich diet) and after

LRYGB as treatment of obesity. The surgery consisted in procedures

that limit the gastric reservoir capacity by the creation of a 20 ml stapled

gastric pouch. The pouch was connected through an anastomosis to a

40-cm Roux-en-Y jejunal limb, and finally, the biliopancreatic limb was

created with 100 cm of length.
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Results: Four-month follow-up of the patient showed lipid profile approached

normal ranges with gastric bypass.

Conclusion: Diet-induced hypercholesterolemia produces Hyperlipidemia and oth-

er damages, reflected on biochemical analysis. Laparoscopic Roux-en-Y gastric

bypassmay be a good option for the patient who hasmorbid obesity andmedically

refractory hyperlipidemia.

P.324 Comparison of Short- Versus Long-Limb Gastric Bypass

PRESENTER: J. Dziakova
1

Co-authors: D. Sierra Barbosa1, C. Pardo Martinez1, P. Matia2, A. Ramos2, L.

Cabrerizo Garcia2, M. Rubio Herrero2, A. Torres Garcia1, C. Hernandez Perez1

1Hospital Clinico San Carlos, Department of Surgery, Madrid-Spain
2Hospital Clinico San Carlos, Department of Endocrinology, Metabolism and

Nutrition, Madrid-Spain

Introduction: Bariatric surgery currently represents the only long-term effective

treatment in cases of morbid obesity. Roux en Y gastric bypass offers significant

long-term results; such as weight loss, co-morbidity control, acceptable compli-

cation rate and satisfying postoperative quality of life. The aim was to compare

results of open-short limb and laparoscopic-long limb gastric.

Method: The research includes data from 199 gastric bypass surgeries

performed in our institution.

From 1996 to 2001, 99 patients underwent open gastric bypass following the

Torres-Oca technique with length of bypass 80–120. Starting 2008, laparo-

scopic gastric bypass was put in place and100 patients underwent retrocolic

antegastric bypass with length 100–250.

Results: No significant differences regarding sex and age between groups.

BMI in 1st group was 51,42 and 44.36 in 2nd. Reported weight loss reached

60% and 76,6% EWL (p=0,015). The main complication was anastomotic

leak: 6 and 3% (p=0,3). In both groups we registered evisceration,

haemorrhage, intestinal obstruction and incisional hernia.

Mortality reached 1.35% and 1% respectively.22,2% of patients had to undergo

reintervention because of fail of weight loss in 1st group and none in 2nd group

(p<0,0001).Improvement and resolution of comorbidities comparable in both groups.

Conclusion: Gastric bypass is a complex technique with acceptable compli-

cation rate, long-term weight loss and comorbidity resolution. Bypass length

has a significant influence and is one of the main factors of weight loss.

P.325 One Stage Laparoscopic Gastric Bypass in Super- Supermorbid

Obese Patients

PRESENTER: F. Cruz Vigo
2

Co-authors:J. Cruz Vigo1, J. Canga Presa1, P. Sanz de la Morena1, P. Gomez

Rodriguez2, J. Martinez Pueyo2

1San Francisco Hospital, General and Digestive Surgery, Leon-Spain
212 de Octubre University Hospital, General and Digestive Surgery, Madrid-Spain

Introduction: Because of the high rate of postoperative morbidity and mortality

after bariatric surgery among patients with BMI higher than 59 kg/m2, ten

years ago was proposed to perform bariatric operations in two stages, firstly

a sleeve gastrectomy and, after a period of time, a biliopancreatic or gastric

bypass. Nevertheless, there are not conclusive studies about the advantages

of this approach for the patients.

Methods: Since June 1999 until December 2011, 1599 patients have been

operated on for morbid obesity, all of them with one stage laparoscopic banded

gastric bypass (LBGB). Forty nine patients (3.3%) had BMI higher than 59. Mean

age 37.5 years-old, 60% women. Mean BMI 64.3. Major comorbidities: 2.7/pa-

tient. Hypertension 47%, type 2 diabetes mellitus 24.5%, sleep apnoea 37%,

osteoarthritis 80%, hyperlipidemia 31%. Mean follow-up 7.3 years.

Results: Operation time: 164 min. No conversions. Hospital stay: 3.5 days.

Postoperative complications: one gastric pouch leak (1.9%), treated conser-

vatively, and one urinary tract infection. No mortality. Long term complications:

3 reinterventions (incarcerated umbilical hernia, silastic ring removal

(stenosis), perforated marginal ulcer), one dilatation for stenosis, one marginal

ulcer. Weight loss evolution at 3, 12, 24, 36, 60 and 84 months.- %EWL: 35,

60, 74, 67, 58, 61. BMI: 50, 42, 34, 37, 41, 40. Comorbidities

remission/improvement.- Hypertension 61%/17%, diabetes 92%/8%, hyper-

lipidemia 75%/8%, osteoarthritis 100%, sleep apnoea 100% .

Conclusions: Super-supermorbid obese patients can be operated on with a

one stage LBGB with low morbimortality and with very satisfactory weight loss

and improvement of comorbidities, similar to morbid obese patients.

P.326 A Comparative Study Between Sleeve Gastrectomy with Jejunal

Bypass (SGJB) and Roux-en-Y Gastric Bypass (RYGB) for the

Treatment of Morbid Obesity

PRESENTER: M. Sepulveda
1–2

Co-authors: M. Alamo1–2, J. Saba1, P. Brante1, A. Sepúlveda1

1Hospital Dipreca, Bariatric Surgery, Santiago-Chile
2Universidad Diego Portales, Santiago, Chile

Introduction: Sleeve Gastrectomy with Jejunal Bypass (SGJB) is performed in

our institution since 2004 for the treatment of obese patients. This technique

has shown aceptable results in terms of weight loss and improvement of

comorbidities, with acceptable morbidity. The main objective of this study is

to compare SGJB with RYGB.

Method: Retrospective case series from a prospective database. where two

different surgical teams performed either RYGB or SGJB. All patients with a

preoperative BMI30kg/m2 were included. Analysis of weight loss and

comorbidities was made with descriptive statistics, t-test, and fisher exact test

depending on the variable.

Results: 455 patients underwent SGJB and 135 RYGB. Patients were similar

on age, and associated comorbidities, but differed in male/female rate, and

preoperative BMI (37.9 kg/m2 in SGJB versus 40.2 kg/m2 in RYGB,

p=0.0013). Surgical time was 124 min in SGJB and 132 in RYGB (p <

0.0001), hospital postoperative stay was 3.1 days en SGJB and 3.8 in

RYGB (p = 0.1). The EWL at 5 years was 77.1% with SGJB and 63.2% with

RYGB (p = 0.156). Improvement of hypertension was better in the SGJB

group (91% vs 70% p 0.008), insulin resistance did not show significant

difference, but type 2 diabetes showed 86% of improvement with SGJB and

71.4% in RYGB (p =0.011), and dyslipidemia 97% vs 84% respectively

(p=0.043). Morbidity didn’t showed significant difference.

Conclusion: Despite the study limitations, we think that SGJB is at least

comparable with RYGB, with a tendency of the SGJB to achieve better results

in terms of excess weight loss and comorbidities resolution.

OBES SURG (2013) 23:1017–1243 1199



P.327 Single Stage LRYGB in the Super-Super Obese Group

PRESENTER: S. Nachimuthu
1

Co-authors: H. Khwaja1, C. Magee1, S. Javed1, D. Kerrigan1

1Phoenix Health, Bariatric Surgery, Liverpool-United Kingdom

Background: Laparoscopic Roux en Y gastric bypass (LRYGB) is one of the widely

accepted, safe and effective bariatric procedures. However, it is perceived to be asso-

ciated with high morbidity and mortality in the super-super obese patient population if

performed as a primary single-stage procedure.We present our experience of LRYGB

performed as the primary single-stage procedure in the super-super obese population.

Methods: Prospectively collected data of patients above BMI 60 who

underwent primary single-stage LRYGB was analysed retrospectively in terms

of demographics, co-morbidities, follow-up period, excess weight loss (EWL),

resolution of co-morbidities, length of stay (LOS), leak rate, long term surgical

complications and nutritional deficiencies.

Results: A total of 25 patients with BMI above 60 underwent primary LRYGB. The

mean BMI was 61.8 (range 60–69.1). The mean age was 43 years (range 30–62).

Themale: female ratiowas 1:7.3. Themeanpre-operativeweightwas 166.4kg (range

134.8-203.6). ThemedianOS-MRSwas 2. The average LOSwas 3 nights. The leak

and mortality rates were 0%. Post-operative follow-up ranged from 9 to 72 months

(mean 21.8). The mean EWL was 67.2% (range 14.4 to 93.6). 72% (18) of patients

achieved a BMI below 40. 3 patients (12%) developed Gastrojejunal anastomotic

stenosis requiring endoscopic dilatation. 2 patients required laparoscopy and repair of

Petersen’s hernia for chronic abdominal pain.

Diabetes resolution occurred in all 3 diabetic patients. Hypertension resolved in 1 and

improved in8out of 9 patients.Obstructivesleepapnoea resolved in1and improved in

2 out of 3 patients. VitaminB12, Folate, Iron, Zinc andVitaminDdeficiencies occurred

in 9(36%), 7 (28%), 8(32%), 1(4%) and 6(24%) patients respectively.

Conclusion: Primary single-stage LRYGB is safe and feasible in a carefully select-

ed cohort of super-super obese patient population with acceptable morbidity. BMI

above 60 alone should not be considered as an absolute contraindication.

P.328 Metabolic Syndrome and Gastric Bypass: Insights on the

Development and prediction of cure (Metabolic Score)

PRESENTER: G. Faria
1

Co-authors:M.Aral2, J. Preto2, D. Pestana3, C. Calhau3, J.Guimaraes3, E. Limada

Costa2, S. Carneiro2, J. Barbosa2, A. Gouveia2, A. Taveira Gomes1, J. CostaMaia2

1Faculty of Medicine - University of Porto, Surgery, Porto-Portugal
2Sao Joao Medical Center, Surgery, Porto-Portugal
3Faculty of Medicine - University of Porto, Biochemistry, Porto- Portugal

Introduction: The metabolic syndrome (MetS) clusters the most dangerous

cardiovascular disease risk factors. The factors that determine its develop-

ment and ultimate resolution after Laparoscopic Roux-en-Y Gastric Bypass

(LRYGB) are not fully understood.

Methods: Prospective cohort of 210 consecutive patients after LRYGB be-

tween January 2010 and June 2011. Patients were evaluated pre-operatively

and at 12 months for clinical characteristics, biochemical profile and adipose

tissue samples were collected at surgical intervention. We tried to identify

predictors for the development of metabolic syndrome in morbidly obese and

predictors of its resolution after LRYGB.

Results: Increasing age (>40), male sex, ALT levels and VAT/SCATadipocyte size

ratio were independently related to the expression ofMetS. One year after LRYGB,

there was a significant decrease in the prevalence of MetS (63.3% to 10%; p<.001)

and individually in each of its components. Amultivariable analysis for the resolution

of MetS identified that only fasting glucose levels (OR=13.4;p=.01) and duration of

obesity (OR=1.08;p=.04) were independently related with the persistence of MetS.

A metabolic score, consisting of duration of obesity, fasting glucose levels, the

presence of high blood pressure and lowHDL (Scale of 1 to 10) identified 3 different

risk categories for the persistence of MetS (AUC = 0.848).

Conclusions: The metabolic score can be used to predict the resolution of

metabolic syndrome after gastric bypass with high accuracy. Patients in high-

risk groupsmight bemanagedmore aggressively and low risk patients may have

their medication discontinued earlier with extra safety.

P.329 Magnetic Resonance Evaluation of Body Composition in Obese

Gottingen Minipigs

PRESENTER: I. Dı́az-Güemes
1

Co-authors: L. Hernández1, J. de la Cruz2, F. Sánchez-Margallo3

1Centro deCirugı́a deMı́nima Invasión Jesús Usón, Laparoscopia, Cáceres-Spain
2Clinica San Francisco, León-Spain
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Introduction: Obesity is characterized by abnormal and excessive accumulation

of lipids resulting from a chronic imbalance between energy intake and energy

expenditure. As the prevalence of obesity and its comorbidities continue to rise

worldwide, robust imaging techniques and accurate post-processing strategies

are critically needed to accurately quantify the distribution of fat. Magnetic reso-

nance imaging (MRI) techniques can decompose the image signal into its fat and

water signal components. Moreover, MRI has previously been used to quantify

intraabdominal, retroperitoneal and subcutaneous fat deposits.

Method: In this study, MRI was used to define fat-distribution patterns in 13 obese

males, fed with hypercaloric diet during 9 months in order to create an obesity

experimental animal model. MRI values of visceral, subcutaneous and retroperito-

neal abdominal adipose tissue were obtained by manually drawing the region of

interest corresponding to each of the images obtained at the levels of T11, T13, L1,

L3, L5, by two experienced radiologists. The MRI was performed on the sedated

animal placed in supine position. Fat volumeswere determined at basal levels (T0),

after 9month nutrition with saturated fat rich diet (T1), and after laparoscopic Roux-

en-Y gastric bypass as treatment for obesity and associated comorbidities (T2).

Results: The MRI data showed correlation with body weight, abdominal pe-

rimeter and anatomical measurements with increased body weight and added

amount of adipose tissue. Statistically significant differences were observed

between T0 and T1 fat volumes (p <0, 05). T2 volumes were reduced com-

pared to T1 determined values, without statistical significance.

Conclusions: A precise evaluation of the adipose compartments in minipigs

was obtained by MRI. Therefore, the use of Gottingen minipig animal models

is advised to further investigate the relationship between the different adipose

tissue deposits and obesity.

P.330 Routine Use of Upper GI Endoscopy for Optimizing the Outcome

of Laparoscopic Vertical Sleeve Gastrectomy

PRESENTER: D. Goel
1

Co-authors: R. Vats1, N. Dhamija1, V. Bhalla2

1BLKSuperSpecialtyHospital,MinimalAccess,Bariatric&GISurgery,NewDelhi-India
2BLK Super Specialty Hospital, BLK Centre for Liver & Digestive Diseases,

New Delhi-India

Background: Obesity is the modern world epidemic. Laparoscopic vertical

sleeve gastrectomy (LVSG) is considered to be a safe and effective option

for the treatment of a morbidly obese patient. Traditionally a 36 F bougie is

used to create a stomach tube which is relatively a blind procedure. The aim of

our study was to find out whether the routine use of an upper GI endoscope

intra-operatively optimizes the outcome of LVSG and its added benefit in

terms of better weight loss.

Material & Method: Study period- June 2008 to July 2012 Number of patients

enrolled (n) 300 Duration of Follow up 18 months Standard procedure was

followed as per our protocol. A 28 F upper GI endoscope was used for creating

the gastric tube. Follow-up period 18 months.

Results: We achieved up to 70-80% of excess body weight loss at the end of 18

months following surgery which significantly better as compared to other studies

in literature. There was no incidence of stricture, dysphagia, reoperation and any

significant staple line bleed. One patient had post-op leak which was successfully
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managed laparoscopically. Intra-operative UGI endoscopy was also helpful in

visualizing intra luminal staple line for any potential bleed.

Conclusions: Routine use of upper GI endoscopy in LVSG may be adapted as a

method for creating gastric tubewith better weight loss and no increase inmorbidity.

P.331 Laparoscopic Re-Sleeve Gastrectomy as a Treatment of Weight

Regain After Sleeve

PRESENTER: G. Cesana
1

Co-authors: M. Uccelli1, F. Ciccarese1, G. Castello1, S. Olmi1

1Policlinico San Marco, Surgery, Zingonia - Osio Sotto-Italy

Introduction: Laparoscopic Sleeve Gastrectomy (LSG) is a common bariatric

procedure. Weight regain after a long-term follow-up is reported. We propose

Laparoscopic Re-Sleeve Gastrectomy (LRSG) as a treatment of weight regain

after LSG.

Method: Patientswere considered for LRSGwhenweobservedprogressiveweight

regain associated with evidence of persistence of gastric fundus and/or antrum on

upper gastrointestinal series. Follow-up visits were scheduled at 1, 3, 6 and 12

months after surgery and every 6 months thereafter. Measures of change from

baseline at different time were analyzed with the paired samples t test.

Results: We observed progressive weight regain after LSG in 11 over 201

patients (5,4%) who had a mean follow-up of 21.1±9.7 months (range 6–57

months). 3 patients started to regain weight after 6 months since LSG, 5

patients after 12 months, 3 patients after 18 months. LRSG was completed

laparoscopically in all cases, nor intraoperative nor postoperative complica-

tions occurred. After 1 year follow-up we observed a significant (p<0.05) mean

BMI reduction (6.6±2.7 kg/m2) and mean EWL% increase (+31.0±15.8 %).

Conclusion: LRSG is a feasible and effective intervention to correct weight

regain after LSG.

P.332 Partially Reversible Sleeve Gastrectomy

PRESENTER: A. Fardoun
1

1Emirates International Hospital, Bariatric, Al-ain-United Arab Emirates

Introduction: With short time the Gastric sleeve is considered the most pop-

ular procedure done in the world. The technique is standardized with slight

modifications regarding the size of the calibration tube and the distance from

the pylorus. Also the distance from GE junction has created a discrepancy

between surgeons. The theory of the grehline hormone responsible of the

hunger feeling and located in the fundus has many defensors among Bariatric

Surgeons being mandatory to resect that part.

Method: I did 150 cases till now of this technique. Having experience in

Gastric Plication (LGCP) I found useful to avoid cutting the antrum and

conserve the innervations of this vital part of the stomach. It was easy to start

reducing the antrum just near the pylorus (at 2 cm).

Results: With this technique I found an important improvement and drop in

nausea and vomiting symptoms with better evacuating function of the stom-

ach. The size of the stomach decreased.

Conclusion: more studies are needed to understand the function of the stom-

ach after using this technique where partial reversibility is a fact.

P.333 Long Terms Results of Laparoscopic Sleeve Gastrectomy

PRESENTER: D. Nocca
1

Co-authors: A. Nedelcu1, M. Skalli1, M. Poussier1, J. Fabre1

1Montpellier University Hospital, Digestive Surgery, Montpellier-France

Background: In 2011, Laparoscopic Sleeve Gastrectomy (LSG) has been the

most common bariatric procedure in France (13500 LSG/ 30000 procedures).

The first LSG has been performed in our bariatric center in 2005. Since, our

team has performed more than 1400 LSG. We described in this study the long

terms results of LSG.

Methods: Between March2005-March2008, 136 consecutive morbid obese pa-

tients underwent LSG after multidisciplinary evaluation. We used a 36F tube to

calibrate the stomach before transection at 6 cm from pylorus. Dissection of the

posterior gastrophrenic ligament in order to see the lower part of the left crus, before

the beginning of the transection, was systematically done. Data were collected in a

prospective database. Excess weight loss, excess BMI lost and morbidity have

been analyzed at 3 and 5 years.

Results: The mean BMI of the patient was 47,52 kg/m2. The percentage of

superobese was 28%. One third of patients has undergone a previous bariat-

ric procedure. The mortality rate was nil as the conversion rate. Morbidity was

represented by 2 leakages(1,4%), 2 hemorrhages(1,4%), 5 umbilical her-

nia(3,5%), 7 cases of cholecystitis(4,9%). GERD was treated by PPI in

34,5% of patient. However preoperative rate of GERD was 33%.EWL and

EBMIL was respectively 67,48 % and 66,67 % at 5 years (45 patients). The

Reinhold score was good or excellent in 73,3% of patients at 5 years.

Conclusion: LSG seems to be an effective procedure in the long term follow

up. An accurate technique with extended fundus resection is needed to

maintain weight loss in time.

P.334 Outcomes of Laparoscopic Sleeve Gastrectomy in Patients Older

than 60 Years

PRESENTER: A. Al-Kurd
1

Co-authors: I. Nizrahi2, M. Ghanem2, H. Mazeh2, K. Chapchai2, A. Eid2, R.

Grinbaum2, N. Beglaibter2

1Hadassah Mount Scopus University Hospital, Surgery, Jerusalem-Israel
2Scopus University Hospital, Surgery, Jerusalem-Israel

Introduction: Morbidity and mortality following laparoscopic sleeve gastrectomy

(LSG) occur at acceptable rates, but its safety and efficacy in the elderly are unknown.

Methods: A retrospective reviewwas performed of all patients aged >60 yearswho

underwent LSG from 2008 to 2012. These patients were 1:2 matched, by gender

and body mass index (BMI) to young patients, 18<AGE

Results: 52morbid obesepatientsolder than60underwent LSG(meanage, 62.9±0.3

years). These were matched to 104 young patients (mean age, 35.7±0.8 years).

Groups did not differ in male gender (44% vs. 43%, p=0.9), preoperative BMI (42.6

±0.7 vs. 42.6±0.6, p=0.97), and length of follow up (17±2 vs. 22±1.4 months, p=0.06).

Obesity related comorbiditieswere significantly higher in theolder group (96%vs. 65%,

p<0.001). Excessweight loss (EWL)was higher in the younger group (75±2.4%vs. 62

±3%, p=0.001). Older patients had a significantly higher rate of a concurrent hiatal

hernia repair (23% vs. 1.9%, p<0.001). Overall postoperative complication rate was

higher in the older group (25% vs. 4.8%, p<0.001). This included, atrial fibrillation

(9.5%), urinary tract infection (7%), trocar site hernia (4%), dysphagia, surgical site

infection, bleeding, bowel obstruction, colitis, and nutritional deficiency (2%, each). No

perioperative mortality occurred. Comorbidity resolution or improvement was compa-

rable between groups (88% vs. 80%, p=0.13)

Conclusions: LSG is safe and very efficient in patients aged>60, despite

higher rates of preoperative comorbidities.

P.335 Resolution of Diabetes Mellitus (Type 2) After Sleeve Gastrectomy

in Different BMI Groups

PRESENTER: N. Boora
1

Co-authors: J. Reddy1, S. Rao1, V. Reddy1

1Star Hospitals, Bariatric Metabolic institute, Hyderabad –India

Introduction: Sleeve Gastrectomy role is proved in weight loss and this study

is to evaluate efficacy in resolution of Diabetes mellitus.

Methods: 437 patients underwent Bariatric surgery out of which 101 diabetics

fromAugust 2007 to December 2012. Male 50 (49.51%) female 51(50.49%), age

19 to 71, mean age 42.88 years. 19–20, 3 (2.97%) 21–30, 8 (7.92%) 31–40, 33
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(32.67%) 41–50, 31 (30.69%) 51–60 years 21 (20.77%) above 60 5 (4.95%). BMI

lowest 26.7, highest 62, mean BMI 43.94. BMI range 25–30, 2 (1.98%) 30.1-35, 7

(6.9%) 35.1-40, 29(28.71%), 40.1 – 45 24 (23.76%), 45.1 – 50 15(14.85%),

above 50 24(23.76%). Duration of DM ranged one week to 25 years, mean

diabetic duration 14.25 years. Medication received before procedure oral 64

(63.36%), insulin 7(6.93%), both 24 (23.76%), no medication 6 (5.94%). DM

work up consisted of FBS, PLBS, HBA1C, C -Peptide levels, Fasting Serum

insulin. Underwent laparoscopic sleeve gastrectomy (99), 1 gastric bypass, 1

minigastric bypass. Hospitalization ranged from 36 to 48 hours with no mortality.

All patients followed up after 1 week, one month, 3, 6 and 12 months and yearly.

Results: Diabetes resolution ( no medication) occurred in 71 (74.74%), reduced

medication 13(13.68%), no response 3 (3.15%) and 8 (8.42%) lost for follow up.

Conclusion: Diabetes resolution after Sleeve Gastrectomy is on par with

Gastric bypass and even sleeve with Ileal transposition and resolution started

immediately after procedure and most of resolution occurred in one month.

It’s effective even in BMI less than 35 and independent of weight loss.

P.336 Results of Laparoscopic Sleeve Gastrectomy for Morbid Obesity

in 103 Patients

PRESENTER: T. Delko
1

Co-authors: T. Koestler2, M. Peev1, D. Oertli1, U. Zingg2

1University Hospital, Surgery, Basel-Switzerland
2Limmattal Hospital, Surgery, Zürich-Switzerland

Background: Laparoscopic sleeve gastrectomy (LSG) is a new restrictive bar-

iatric procedure increasingly indicated in the treatment of morbid obesity world-

wide, but up to now consider as an experimental procedure in Switzerland. The

authors report their experience of LSG), evaluate the efficacy of this procedure on

excess weight loss (EWL), and analyze the short-term outcome.

Methods: A restrospective analysis of a prospectively collected data base was

conducted.

LSG was indicated for weight reduction in patients with a body mass index >

35 kg/m2. Study endpoints included operative data, postoperative complica-

tions, duration of hospital stay and EWL.

Results: We identified 103 patients (62 female, 41 male) with a mean age of 44.2

(SD 11.1). Mean preoperative BMI was 45.8 (SD 7.4) kg/m2. The median

operating time was 120 minutes(range 60–240), no patient required conversion

to laparotomy. The median duration of hospital stay was 7 days (range 4–30).

Early complications were 2 staple line leaks and 2 staple line bleedings which led

to reoperations. The median follow-up was 12 months (range 0–38). Mean EWL

was 39.7% (SD15.4) at 6months and 56.2% (SD 16.5) at 12months, 56.2% (SD

17.2) at 24 months and 52.7% (SD 6.7) at 36 months respectively. BMI < 50 had

significant higher EWL than BMI > 50 with 59.8% vs. 46.2% (p < 0.05) at 12

months, 65.6% vs. 43.7% (p < 0.02) at 24months and 59.8%vs. 46.2% (p < 0.05)

at 36 months respectively.

Conclusion: LSG seems to be an effective treatment to achieve sufficient

weight loss after 12 to 36 months follow-up. LSG can be used as a

standalone operation to obtain weight reduction in patients with BMI < 50

kg/m2 but regarding lower EWL in Patient with BMI > 50 kg/m2 other

outcome parameters like resolution of comorbidities and quality of life

must be considered. In patients with BMI > 50 kg/m2 revisional bariatric

surgery might be indicated in the longterm follow up.

P.337 Treatment of Obesity and Metabolic Disorders by Laparoscopic

Sleeve Gastrectomy: A Single Institution Experience with 51

Patients in Mainland China

PRESENTER: C. Wang
1

Co-authors: W. Yang1, J. Yang1

1First Affiliated Hospital of Jinan University, Department of Gastrointestinal

Surgery, Guangzhou-China

Introduction: Laparoscopic sleeve gastrectomy (LSG) has gained more

and more attention of the surgeons in recent years. Chinese obese

patients were mainly in central obesity characterized by abdominal vis-

ceral fat accumulation. The aim of this study is to investigate the safety

and efficacy of the treatment of obesity and metabolic disorders by LSG

for Chinese population.

Method: Between April 2007 and August 2012, LSG was performed in 51

obese patients by a single surgeon in First Affiliated Hospital of Jinan

University. The patients were followed up for 6 to 64 months. Change of body

weight, body mass index (BMI), waist circumference, and rate of excess

weight loss (%EWL) were compared before and after surgery. Major

comorbidities such as type II diabetes mellitus (T2DM), hypertension, hyper-

lipidemia and sleep apnea were also observed.

Results: All the 51 procedures were performed successfully without con-

version to open surgery. Mean duration of operation was 72 minutes

(range, 40–150 minutes), mean operation blood loss was 6mL (range, 5–

20 mL), and mean postoperative hospital stay was 6.2 days (range, 4–

8 days). Preoperative mean BMI was 35.14 kg/m2 (28–57 kg/m2). Mean

%EWL in the 12 months after surgery was 53.1±3.2%. 24 patients in the

study were accompanied with obesity related comorbidities, and 22 of

them (91.7%) were all cured or well improved after the surgery. 2

patients (3.9%) showed postoperative complications, 1 with anastomotic

ulcer and 1 with mild anastomotic stricture. Both of them were cured

with conservative treatment.

Conclusion: Treatment of obesity and metabolic disorders by LSG for Chinese

population was safe and effective. Reasonable control of indications for the proce-

dure facilitates to gain satisfactory clinical outcomes.

P.338 Does Laparoscopic Sleeve Gastrectomy Affect the Anti-reflux

Mechanism?

PRESENTER: E. Kleidi
1

Co-authors: D. Theodorou1, K. Albanopoulos1, E. Menenakos1, M. Karvelis2,

G. Doulami1, G. Zografos1, E. Leandros1

1Hippocration Hospital, First Propaedeutic Surgical Department, Athens-Greece
2Naval Hospitals, Department of Anaesthesia, Athens-Greece

Introduction: Laparoscopic sleeve gastrectomy (SG) is a promising procedure

for the treatment of severe obesity. The transection of the stomach is

performed near His’ angle and hence the lower esophageal sphincter (LES)

may be affected. This could have a significant effect on postoperative gastro-

esophageal reflux disease (GERD).

Method: Severely obese asymptomatic patients that underwent SGwere prospec-

tively submitted to esophageal manometry and GERD evaluation preoperatively

and at least six weeks postoperatively. Data reviewed included patient demo-

graphics, manometric measurements, GERD symptoms and pathology of the

resected stomach. Statistical analysis was performed using theWilcoxon sign rank

test and the Pearson correlation.

Results: 12 male and 11 female patients participated in the study. Mean age

and initial body mass index (BMI) were 38.52±10.9 years and 47.89±5.14

kg/m2, respectively. At follow-up examination, mean excess BMI loss was

32.27±12.72%. The total and the abdominal length of the LES were

significantly increased postoperatively whereas the contractions of the

lower esophagus were decreased. GERD symptoms deteriorated post-

operatively (p<0.009). The operating surgeon who mostly approximated

His’ angle resulted in an increased abdominal LES length (p<0.01), but

the presence of esophageal tissue in the specimen was correlated with

increased total GERD score (p<0.05).

Conclusion: SG increases the total and the abdominal length of the LES with

the latter being correlated to the surgeon. However, postoperative GERD

could be justified by the decreased contraction amplitude on the lower esoph-

agus and the inclusion of esophageal tissue in the specimen. Thus stapling

too close to His’ angle should be done cautiously.
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P.339 Reduced Incision Transumbilical Gastric Sleeve with SPIDER

Surgical System

PRESENTER: S. Dahiya1

1
Tri City Medical Center, Surgery, Lakewood-United States

Introduction: Several new technologies have been introduced to reduce the

number of incisions used in bariatric and general surgery, including new

robotic systems for single incision. This single surgeon series is an analysis

of the feasibility of a novel, single incision surgical system that is a laparo-

scopic tool for bariatric and general surgery, the SPIDER Surgical System.

Method: An initial 12mm trocar is inserted at the umbilicus, and the 18 mm

SPIDER device is inserted next to the trocar on the umbilical ring. The

SPIDER device has 4 ports all contained within an 18 mm outer diameter (2

flexible instruments and 2 rigid instruments). The total incisions are limited to

the umbilical ring. A 5mm bariatric scope is inserted through the SPIDER

device for visualization. Two flexible graspers are inserted into the SPIDER

device, and a 5mm vessel sealer is used alongside the flexible arms for

gastrolysis. An articulated, bariatric length stapler is then inserted to complete

the sleeve.

Results: A total of 42 sleeve gastrectomies were performed, and includes

the learning curve with the device. The mean BMI was 42 (min of 38 and

max of 51). The mean total operative time was 81 minutes (+/ 26 standard

deviation). No interoperative or post-op complications were observed. No cases

were converted to open, and no cases required additional ports.

Conclusion: Reduced incision transumbilical gastric sleeve with the SPIDER

Surgical System appears to be feasible. Further study of this novel technology

is recommended.

P.340 Doctor, How Much Weight Will I Lose? A Predictive Model of

Bariatric Surgery Outcomes

PRESENTER: A. Goulart1

Co-authors: J. Maia da Costa1, F. Manso1, P. Costa2, P. Leao2

1Hospital of Braga, General Surgery, Braga-Portugal
2Life and Health Sciences Research Institute (ICVS), University of Minho,

Braga-Portugal

Introduction: Weight loss is an essential indicator of bariatric surgery suc-

cess and having the ability to determine how much weight each patient is

expected to lose is extremely important for setting personalized weight loss

goals. The aim of this study was to create a statistical model that was able

to accurately predict the expected weight one-year after laparoscopic sleeve

gastrectomy (SG).

Methods: Multivariate analysis of weight loss parameters of 152 patients

submitted to SG. A generalized linear model was created using body mass

index (BMI) 365 days post-surgery as the dependent variable and sex, age,

pre-surgical BMI, hypertension, diabetes, dyslipidemia and sleep apnea as

independent variables.

Results: Our model was found to be significatively predictive of weight loss

(F(2,152)=135.0; p<0.001), showing that the predictive factors partially explain

the variation of the dependent variable (R2=0.640; adjusted R2=0.635).

Factors considered to be significant were BMI pre-surgery (=0.742; p<0.001)

and age (=0.249; p<0.001) and, based on these, the equation for the model

was determined with a standard error of 3.38. When controlling for BMI pre-

surgery, age and gender, comorbidities did not show a significant impact on

BMI one-year after surgery.

Conclusion: This model represents an important tool for pre-op assessment

allowing the patient to be told what his estimate weight loss and BMI one-year

after SG will be and, therefore, create a specific, individually-determined goal

for weight loss. Data from prospective studies is needed to further validate

current results.

P.341 SILS Sleeve Gastrectomy: Will It Soon Be the Gold Standard in

Restrictive Bariatric Surgery?

PRESENTER: R. Palaniappan1

Co-authors: K. CM1, C. Mannan1, M. Mohammed1

1Apollo Hospitals, Bariatric Institute, Chennai-India

Introduction: Single Incision Laparoscopic Surgery is gaining popularity in

Bariatric surgery. When performed transumbilically, the wound looks hid-

den with no visible scar giving the best cosmetic result. As SILS proves

to be beneficial for single quadrant surgeries or surgeries along one

plane, it makes Sleeve gastrectomy easier than other major surgeries.

However, difficult manipulation angles and liver traction techniques makes this

more complex than conventional laparoscopy. We used a novel "Hatal sling

technique of liver traction and modified ergonomics to suit SILS through

umbilical approach. We assessed the safety and effectiveness of our surgical

technique.

Methods: We started developing this technique since October 2009. Until

March 2013, 11 consecutive sleeve gastrectomies were performed, including

one revision of band to sleeve, 5 super obese patients and 7 multiple pro-

cedures as well.

Results: The mean operating time was 53.2 minutes and the mean duration of

post-operative stay in the hospital was 28.5 hours. There were no periopera-

tive or post-operative complications or mortality. There was 100% patient

satisfaction with the cosmetic outcome.

Conclusions: Our technique is safe and effective in Sleeve Gastrectomy. With

similar outcomes to conventional laparoscopy in all aspect including time, com-

plications, excess weight loss and added advantage of less pain, ultimate

cosmesis and shorter learning curve, can potentially become the gold standard

in Sleeve gastrectomy soon.

P.342 Six Years Experience with Sleeve Gastrectomy; Results of

1116 Procedures

PRESENTER: P. Van Rutte1

Co-authors: F. Smulders1, J. de Zoete1, S. Nienhuijs1

1Surgery, Catharina Hospital Eindhoven, Eindhoven-The Netherlands

Introduction: The sleeve gastrectomy (SG) is increasingly being

performed in Europe, displacing the gastric banding. It has evolved to

a stand-alone, as well as a revisional option. The aim of this study was

to evaluate the outcome of SG as a stand-alone, planned two staged or revision

procedure.

Methods: Between August 2006 and December 2012, 1116 sleeve gas-

trectomies were performed in our institute. Data were obtained using a

retrospective online data registry. Included were patients characteristics,

indication for SG, operative details and complications. For evolution in

weight loss and co-morbidity only those with at least one year follow-up

were included (n = 935).

Results: The median operative time was 49 minutes, median hospital stay was

2 days. Thirty-day morbidity was 8.2%, mortality 0%. Intra-abdominal bleeding

occurred in 2.6% of the cases, staple line leakage in 3.1%. One year after

surgery, median excess weight loss (EWL) was 69.0%, after 2 years 68.1%.

Smaller groups achieved 72,5%, 66,8% and 54,3% EWL after 3,4 and 5 years

respectively. Complications were found more frequently in case of a revision.

The stand-alone group achieved the highest EWL (75.2%). Total revision rate

was 9.1%. In the planned two-stage group 14.6% required the second bariatric

procedure.

Conclusion: A sleeve gastrectomy is a safe and effective bariatric procedure.

Maximum weight loss was achieved after one year. SG following previous

bariatric surgery was associated with more complications and less weight loss.

So far, only 9.1% required a revision.
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P.343 Revision LAGB to LSG: A Single Institution Experience – Minimal

Complications and Successful Weight Loss

PRESENTER: G. Yee1

Co-authors: J. Jorgensen1, K. Loi1, M. Talbot1, V. Kuzinkovas1, J. Chau1,

W. Hawkins1, B. Lan1, D. Vaswani1

1St George Private Hospital, Surgery, Sydney-Australia

Introduction: Laparoscopic sleeve gastrectomy (LSG) as a revisional proce-

dure for patients with unsatisfactory outcomes after laparoscopic adjustable

gastric band (LAGB) has yet to demonstrate safety and efficacy over the

medium to long term. We aim to relate our experience at a single bariatric

institution of revision of failed LAGB to LSG.

Methods: A retrospective review of a prospectively maintained database was

performed. All patients who had LSG as a revisional procedure at our institu-

tion from October 2004 to Oct 2012, after an unsatisfactory result from LAGB

were included. The details from the database included demographics, interval

between band insertion, removal and LSG, indications for revision, post-

operative complications and excess weight loss post LSG.

Results: 110 patients had LSG after an unsatisfactory LAGB at our institution

since October 2004. The length of follow-up ranged from 3 months to 96

months, (mean: 28 months, median: 13 months). Ten were lost to follow-up.

The mean pre-revisional BMI was 41.3.

There were 6 immediate LAGB to LSG conversions.

Most importantly, there were NO staple line leaks and NO mortalities.

Complications included a pulmonary embolus and stricture. Mean maximal

percentage excess weight loss was 52%. Six patients subsequently

underwent additional revisional bariatric procedures.

Conclusion: Revision of LAGB to LSG can be performed very safely with no

staple line leaks and no mortality. We feel that this is based on a delayed

approach to almost all revisions of LSG after removal of the band. Medium

term follow-up show that revision LSG can produce adequate weight loss.

P.344 Our Inverting Suture Technique to Prevent Leaks in Laparoscopic

Sleeve Gastrectomy

PRESENTER: S. Simsek1

Co-authors: H. Celasun2, M. Yerdel1, A. Turkcapar3

1Bariatric surgery and advanced laparascopy center, General Surgery,

Istanbul-Turkey
2Kavaklıdere Umut Hospital, General Surgery, Istanbul-Turkey
3Ankara University, General Surgery, Istanbul-Turkey

Introduction: Staple line leak and hemorrhage remain the most feared com-

plications in laparoscopic sleeve gastrectomy (LSG). Here we report to

performing stapled line reinforcement as a new approach that reduces the

drawbacks of stapler used in LSG.

Methods: As an institution we place hand sewn sutures to invert the stapler

line with vi-loc sutures after performing stapled stomach pouch. Firstly we

place stitches negotiate the corner, which allows inversion of the staple line

edges, continue with inverting suture technique approximately 15 cm on staple

line then performed as a continuous simply over-and-over stitches incorporating

the full thickness of the stomach wall. In the beginning buttressing of the staple

line has been applied for 10 patients in our series. Perioperative bleeding affected

one patient who we placed buttressing stitches at the distal edge of staple line

resections.

Bleeding has been repaired intraoperatively. There was no leak or hemorrhage

in patients we placed vi-loc stitches. Between November 2008 and March

2013, 113 patients who received LSG for morbid obesity. There were 39 males

(34.5%) and 71 females (65.5%) (average age 44) The mean BMI was 41.

Results: One hundred and thirteen patients had LSG with stapled line rein-

forcement. There were only one major perioperative complication in patient

which has been placed buttressing stitches as staple line hemorrhage and has

been repaired intreoperatively.

Conclusion: In order to reduce postoperative complications staple line rein-

forcement with non-absorbable materials is an effective technique.

P.345 Laparoscopic Sleeve Gastrectomy in Obese Adolescents

PRESENTER: A. Raziel1

Co-authors: N. Sakran2, A. Szold1, D. Goitein3

1Assia Medical, Assuta Medical Center, Surgery, Tel Aviv-Israel
2Emek Medical Center, Surgery, Afula-Israel
3Chaim Sheba Medical Center, Surgery, Ramat Gan-Israel

Background: Laparoscopic Sleeve Gastrectomy (LSG) is gaining credentials

as a simple and efficient bariatric procedure with low surgical risk. Surgical

treatment for morbid obesity is relatively rare in adolescents; hence few results

have been accumulated so far. Herein, we report our data with adolescents

after LSG surgery.

Methods: Data was prospectively collected regarding adolescent patients

undergoing LSG. All patients underwent pre- and post-operative medical and

professional evaluations by a multi-disciplinary team.

Results: Between the years 2006–2011, 32 adolescents underwent LSG in our

center, (20 females and 12 males). Mean age was 16.75 years (14–18); mean

weight was 121.88 Kg (83–178); and mean BMI 43.23 (35–54). Thirty four

comorbid conditions were identified. In all patients, LSG was the primary

bariatric procedure. Mean operative time was 60 minutes (45–80). There were

2 (6.25%) complications, an early staple line leak and a late acute cholecys-

titis. There was no mortality. Mean percent excess weight loss (%EWL) at 1, 3,

6, 9,12, 24, 36, 48, and 60 months post-surgery was 27.9%, 41.1%, 62.6%,

79.2%, 81.7% , 71%, 75%, 102.9% and 101.6%, respectively. Comorbidities

were completely resolved or improved within one year following surgery in

82.4% and 17.6%, respectively.

Conclusions: LSG is feasible and safe in morbidly obese adolescents, achiev-

ing efficient weight loss and impressive resolution of comorbidities. Further

studies are required in order to evaluate the long-term results of this proce-

dure, as well as its place among other bariatric options.

P.346 Laparoscopic Sleeve gastrectomy in Patients over 60 Years of Age

PRESENTER: A. Raziel1

Co-authors: N. Sakran2, A. Szold1, D. Goitein3

1Assia Medical, Assuta Medical Center, Surgery, Tel Aviv-Israel
2Emek Medical Center, Surgery, Afula-Israel
3Chaim Sheba Medical Center, Surgery, Ramat Gan-Israel

Background: Laparoscopic sleeve gastrectomy (LSG) is an appealing option

for high risk patients and is utilized for the elderly morbidly obese. We herein

report the outcome of LSG in patients over 60 years old in a high-volume

bariatric center.

Methods: The aim of this study was to examine the morbidity, mortality

and outcome of LSG in the elderly. Between 2006 and 2012, 72 patients,

60 years or older, underwent LSG (out of 1241 – 5.8%). Data collected

included patient characteristics, morbidity and mortality, length of stay

(LOS) and percent excess weight loss (%EWL). All patients underwent

preoperative multidisciplinary evaluation and postoperative follow-up, in-

cluding medical and dietary consults and psychological cognitive behavioral

treatment.

Results: Of the 72 patients, 40 were females (55.6%). The mean age and BMI

were 62.3 years (range 60–72) and 43 kg/m2 (range 35–57), respectively.

Median operative time and LOS were 65 minutes (range 45–90) and 2 days,

respectively. There were 13 concomitant operations in 11 patients: 6 chole-

cystectomies, 4 ventral hernia repairs and 3 hiatal hernia repairs. Early post-

operative complications occurred in 4 patients (5.5%) and included bleeding,

leak, pulmonary embolism, and trocar site hernia. No renal or cardiac compli-

cations were encountered. There were no mortalities. %EWL at 1, 3, 6, 9, 12

and 24 months was 23, 37, 49, 54, 57 and 51, respectively.
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Conclusions: LSG performed in older patients is safe and feasible and

can be performed with results comparable to those achieved in a youn-

ger population.

P.347 Concomitant Bariatric Surgery and Ventral Hernia Repair in

Morbidly Obese Patients

PRESENTER: A. Raziel1

Co-authors: N. Sakran2, A. Szold1, D. Goitein3

1Assia Medical, Assuta Medical Center, Surgery, Tel Aviv-Israel
2Emek Medical Center, Surgery, Afula-Israel
3Chaim Sheba Medical Center, Surgery, Ramat Gan-Israel

Introduction: The management of ventral hernias in bariatric surgery patients

remains controversial. We report our experience with patients who underwent

concomitant bariatric surgery and hernia repair.

Methods: Data from 54 patients was compiled. Symptomatic hernias, empty

hernia defects, and those with contents that had to be reduced to complete the

bariatric surgery were repaired at the same surgery. Hernias were repaired

using dual mesh (DynaMesh, Aachen, Germany) after reduction of the hernia

contents. The mesh was fixed to the abdominal wall using resolved tackers.

Results: 54 patients (female/male ratio 34/20) were enrolled between the

years: 2007–2012. The majority of the patients (48, 88.9%) underwent lapa-

roscopic sleeve gastrectomy, 2 had laparoscopic roux-en-y gastric bypass, 2-

open roux-en-y gastric bypass and 2- laparoscopic gastric banding. 5 patients

(9%) had complications: 3 leaks, 2 abdominal wall hematoma, 1 pulmonary

embolism. No mesh was removed due to infection. One patient had a recurrent

hernia. Surgery time was elongated by 30 minutes, compared to stand alone

bariatric surgery. Average excess weight loss post-surgery was 49.9±10.3% at

6 months and 57.7±9.2% at 12 months. The total number of co-morbidities

was 110, including diabetes, hypertension, hyperlipidemia and sleep apnea. At

12 month follow-up 56 (50%) were completely resolved and 42 (38%) were

partially resolved.

Conclusion: Concomitant bariatric surgery and hernia repair is a safe

procedure, beneficial for the patient and does not interfere with the

outcome of the original bariatric surgery. The rate of complications for

the combination surgery is similar to that of bariatric surgery.

P.348 LSG in Morbidly Obese patients in UAE, Sharjah Experience

PRESENTER: T. Mahdi1

Co-author: A. Alwahedi1

1Alqassimi Hospital, Surgery, Sharjah-United Arab Emirates

Background: Obesity remains a major health issue for individuals residing in

the UAE. Laparoscopic sleeve gastrectomy has been used as an isolated

bariatric operation since a few years ago by both restrictive and probably

hormonal action. The aim of our study was to present our experience and

results with laparoscopic sleeve gastrectomy (LSG) in morbidly obese UAE

subjects at the Al Qassimi hospital in Sharjah, UAE.

Methods: From January 2008 to November 2012, 584 patients underwent

LSG at the Al Qassimi hospital. A standardized operating technique was used.

Our patients were not “sweet-eaters” and had no symptoms of gastroesoph-

ageal reflux disease. During the procedure, a 34 Fr tube was inserted into the

stomach to ensure adequate diameter and volume reduction with 60 mm long

green linear mechanical staplers. The change in total body weight, morbidity

and clinical improvement in co-morbidities were studied.

Result: LSG was performed in 584 patients (418 female and 166 male). The

mean age and body mass Index was 39.6 ± 9.3 years and 49.2 ± 9.8 kg/m2,

respectively. The mean operative time for LSG procedure was 68.7±11.8 min.

The median length of hospital stay was 3 d; the minimum follow up duration

was 6 months and maximum 40 months. The mean postoperative percent of

excess body weight lose achieved was 84.6 ±13.0 at 1 year, 91.2± 6.9 at 2

years and 81.1 ±_13.8 at 3 years. There was 64.7% resolution in diabetes,

80.4 % resolution in hypertension and 87.4% resolution in dyslipidemia. The

major complication rate was 1.9% (11 of 584), with one recorded death, 5

cases of leak (0.9%) which requiring reoperation, one case of portomesentric

thrombosis (0.2%) and 4 cases of sleeve stricture (0.7%) that required endo-

scopic dilation. Late complication, gall stones disease developed in 8.6% of

patients and gastroesophageal reflux disease symptoms developed in 5.1% of

patients within the first postoperative year but lessened over time to 2.7% at

the end of 3 years.

Conclusion: LSG is a safe and effective in reduction of both weight and co-

morbidity in UAE patients. Long term prospective comparative study with other

bariatric procedures is required.

P.349 Sleeve Gastrectomy with One Layer of Buttressing Material

PRESENTER: C. Guixé1

Co-author: H. Coñoman1

1Cencolap, Bariatric Surgery, Santiago-Chile

Introduction: Gastric leak and hemorrhage are the most important challenges

after laparoscopic sleeve gastrectomy (SG). In order to reduce these compli-

cations, the staple line can be reinforced with buttressing material.

Objective: The aim of this report is to present our experience in the realization

SG in obese patients with one layer of buttressing material in relation to

bleeding, leaks, mortality and operative time.

Methods: Prospective case series of 480 patients who went to SG with one

layer of buttressing material between December 2009 to December 2012 and

who were followed with a specific protocol.

Results: There where 480 patients. Male: 96 patients, Female: 384 patients.

Mean Age 37 (range 15 to 75) years. Mean Preoperative Weight: 98.3±15

(65–210) kg. Mean Preoperative BMI: 37 ±3.1 (range 30 to 61) Kg/m2. Mean

Excess Weight: 30.6±12.3 (range 12 to 95) kg. Mean OR Time 60.7±20.2 (35

to 150) min.

%EBMIL mean was 70.1 ± 24.2 (range 26.1 to 134.4)% at 6 months.

Morbidity: 9 patients (1,9%). 4 Bleeding 1 requires reoperation, 1 conversion

for splenic trauma, 3 portal vein trombosis, 1 abscess. No leaks, No mortality.

Conclusions: SG is a safe and effective treatment for obesity. The staple

line reinforced with one layer of buttressing material diminish the rate of

bleeding and leaks and may be less time consuming.

P.350 Mid-term Results of Sleeve Gastrectomy in Morbid Obesity

Patients

PRESENTER: Y. Kim1

Co-authors: J. Park1, K. Hur1

1SCH University, Surgery, Seoul-Korea, South

Background: Laparoscopic sleeve gastrectomy (LSG) is an innovative ap-

proach to the surgical management of morbid obesity. Weight loss may be

achieved by restrictive and endocrine mechanisms. Early data suggest LSG is

efficacious in the management of morbid obesity and may have an important

role either as a staged or definitive procedure.

Objectives: We report our experience of LSG, evaluate the efficacy of this

procedure on weight loss, and analyze the mid-term outcome.

Material and methods: This is a retrospective study on 148 morbid obese

patients who underwent LSG between April 2009 and February 2012. Analyzed

data included demographics, BMI, comorbidities, and surgical outcomes.

Result: Sleeve gastrectomy was performed in 148 patients and 41 men, 107

women was identified.

The mean age was 33.5 years (range 14–61) and mean preoperative weight and

body mass index was 110kg(range 74–212), 39.9 kg/m2(range 28–70).

Comorbidities were Diabetes (n=33), hypertension (n=37), sleep apnea (n=25),

hyperlipidemia (n=43), degenerative joint disease (n=33). Mean operation time

was 108min (range 45–340), Mean hospital stay was 2 days. And Complication

was in 18 patients.
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Mean follow up periods was 26 months. The follow up rate was 89% after 6

months, 79% in 1 year, 58% in 2 years. The percent of excess weight loss after 6

months, 1 year, 2years was 64.1% , 77.8%,and 75.8%.

Conclusion: LSG is a safe and effective surgical procedure for the morbidly

obese up to 2 years.

Although more follow up data should be needed, excess body weight loss

seems to be acceptable at 2 years postoperatively.

P.351 Laparoscopic Sleeve Gastrectomy (LSG): Cohort Study with 6

Year Follow-up

PRESENTER: C. Santander1–2

Co-authors: J. Contreras1–2, F. Perez1–2, I. Court2, J. Bravo1–2

1University Of Chile, Surgery, Santiago-Chile
2Clinica Santa Maria, Bariatric Surgery, Santiago-Chile

Introduction: Laparoscopic Sleeve Gastrectomy (LSG) has become an effective

bariatric technique in terms of excess weight loss and improvement of comorbid

conditions. We present our results of a cohort of patients with LSG and 3 to 6 year

follow up (FU) in terms of weight loss and regain

Method: Retrospective cohort study. Population: patients undergoing LSG

between January 2006 and December 2009 operated by our team according to

an established protocol with 6 year FU. Primary endpoints: excess BMI loss (%

EBMIL) and weight regain, defined as increase in BMI at least 10 % over the

lowest BMI reached after surgery (%RBMI). Statistical analyses using Stata

software, version 11.

Results: Of the initial 313 patient cohort, 30%, 15%, 9.2% and 12.5% of

patients completed 3, 4, 5 and 6 years FU, respectively. 69.3% female, mean

preoperative age 41.9 (±11.2) years and BMI 40.7 (±6.8 kg/m2). Main end-

points according to FU as follows: mean %EBMIL 88.1 %, 82%, 76.3%, 72%,

71% and 79 % at 1,2,3,4,5 and 6 year FU, respectively. According to weight

regain: 23%, 28%, 34% and % of patients regained a mean %RBMI of 16.4%,

16.2%, 12% and 4 % at 3,4,5 and 6 year FU, respectively.

Conclusion: Our results in terms of %EBMIL and %RBMI after LSG might be

compared with other published series. A more complete and longer FU is

required to draw better evidence based conclusions.

P.352 Laparoscopic Sleeve Gastrectomy Using a Synthetic Bioabsorbable

Staple LineReinforcementMaterial: Outcomes in a 5-Year Series at a

Tertiary Referral Bariatric Centre

PRESENTER: S. Awad1

Co-authors: A. Patchava1, S. Purkayastha1, S. Hakky1, K. Moorthy1, A. Ahmed1

1St. Mary’s Hospital, Imperial College Healthcare NHS Trust, Imperial Weight

Centre, London-United Kingdom

Introduction: The efficacy of staple line reinforcement in mitigating complications

after laparoscopic sleeve gastrectomy (LSG) for morbid obesity remains unclear.

We report outcomes in a series of LSGs utilising a synthetic bioabsorbable

reinforcement material (GORE Seamguard Staple Line Reinforcement).

Methods: Data on 217 consecutive patients (71% women) who underwent

primary (n = 201) or revision LSG between December 2007 and May 2012

were recorded prospectively. Results are expressed as mean ± SD.

Results: The patients’ mean age and BMI at enrollment were 45.7 ± 10.3

years and 50.5 ± 9.0 kg/m2, and 51% had hypertension; 22%, type II

diabetes mellitus; 29%, sleep apnoea; and 45%, joint/mobility problems.

There were 5.6 ± 1.0 staple firings/per case. Two patients (0.8%) had an

intraoperative leak that resolved after suturing. Postoperatively, a com-

plication developed in 11 patients (5%), including 4 (1.8%) who had

bleeding requiring reoperation. One patient (0.5%) had a staple line leak

necessitating reoperation. Hospital length of stay was 2.2 ± 0.7 days.

Nineteen patients (8.7%) were readmitted, usually because of vomiting or

abdominal pain. Remission of diabetes, hypertension, and sleep apnoea

occurred in 79%, 84%, and 76% of patients, respectively (follow-up, 13.6

± 10 months). The estimated percentages of weight loss at 6 months

and 1, 2, and 3 years were 45.8% ± 7.9%, 50.3% ± 21.5%, 46.6% ±

22.8%, and 30.7% ± 22.5%, respectively.

Conclusions: LSG using the reinforcement material was safe and associated

with low rates of postoperative bleeding and staple line leaks and excellent

clinical outcomes.

P.353 Comparison of TISSEEL and Gore-Seamguard Usage in

Laparoscopic Sleeve Gastrectomy

PRESENTER: S. Gelecek Geyik1

Co-authors: M. Ozmen1, I. Bilgic1, M. Moran1

1Ankara Numune Hospital, General Surgery, Ankara-Turkey

Introduction: Laparoscopic sleeve gastrectomy(LSG) is a well-accepted treat-

ment modality for morbid obesity. Present study aims to compare the compli-

cations and cost-effectiveness of Gore Seamguard and Tisseel for butressing

during LSG.

Methods: 100(20M) patients with a mean(range) age of 39(23–62) years

who underwent LSG for morbid obesity were included. Patients were

treated with either Tisseel(n=47) or Gore Seamguard (n=53) for

butressing the staple line. However, 12patients were excluded due to

debanding during surgery. Remaining 88 patients were evaluated.

Results: There were 41 patients in Tisseel and 47 patients in SeamGuard

group. The mean (range) BMI was 48,6(40–64)kg/m2. Mean operation time

was significantly shorter in SeamGuard than Tisseel Group (51.8 vs 63.5 min).

Average hospital stay was 5.8 days and patients were mostly discharged

following scopic control 4 days after the procedure. Post-operative leakage

occurred in two patients in Tisseel group(4.9%). Hemorrhage from staple lines

occurred in one patient in Seamguard group(2.1%). There were no difference

between two groups in regards of drainage volume. Cost of Seamguard is

found to be approximately 4 times higher than Tisseel per patient.

Conclusions: Although the operation time was shorter in SeamGuard group,

reinforcement of staple line seems effective in both groups with no difference

in hospital stay, complication rate, and drainage volume. However, significant

benefit obtained with use of Tisseel in material cost analysis.

P.354 Sleeve Gastrectomy as a Salvage Procedure for Failed Primary

Bariatric Restrictive Surgeries

PRESENTER: Z. Akilan1

Co-author: A. Mofti1

1Security Forces Hospital, General Surgery, Riyadh-Saudi Arabia

Background: Weight regain after restrictive bariatric procedure is frequently

noticed as the period of follow-up extends over the years. The objective of this

presentation is to report our experience with 139 LSG cases performed to

manage the weight regain in patients who has had previous primary restrictive

bariatric procedures.

Methods: The data were analyzed after reviewing the prospectively maintained

database of 139 patients who underwent LSG as a salvage procedure to treat the

weight regain phenomenon after failure of the primary bariatric procedure.

The period of the study extends from June 2007 to Nov 2011 with a minimum

follow-up period of 9 months.

Results: All the 139 patients responded favorably and lost appreciable amount

of the EBW after their primary bariatric procedure. However, within a period of

3 years to 14 years those patients regained weight to the extent of being

morbidly obese again. LSG was successfully performed on all the 139 patients

as a salvage bariatric procedure to put them back in the right tract of excess

weight loss.

There were 101 women (72.7%) and 38 men (27.3%). The mean age

and BMI were 39.4 ± 10.5 yrs (19–54 yrs) and 38.9 ± 4.0 kg/m2 (34–

59.6 kg/m2) respectively.
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Excess weight loss after the salvage procedure was as follows: first year

67.8%, second year 68.2% and third year 67.5%.

Complications, early and late occurred in 21 patients (15.1%), the most seri-

ous of which were leaks occurred in 3 patients (2.2%), stricture in 2 patients

(1.4%) and GERD in 5 patients (3.6%).

There was one mortality in this series (0.7%) attributed to the procedure.

Conclusion: LSG appears to be a reasonably safe and effective salvage

procedure to manage the weight regain problem at least on the short term

after failure of a primary restrictive bariatric surgeries.

P.355 Bariatric Surgery, KFSH Experience

PRESENTER: G. Farghaly1

1King Fahad Specialist Hospital, General Surgery, Buraidah- Saudi Arabia

From october 2004 till now 1004 Cases done

261 M (26 % ) – 743 F (74 %)

Age 16y – 52y ( mean 36y)

60 % co morbid disease

40 failed dieting program

354 LAGB

70 VBG

425 Sleeve Gastrectomy

155 RYGP

LAGB group:

3 Leak

30 Failure (8%), 23 S G.

No slip.

Infection 1 6, 15 removed.

EWL , 30–40 %

No Mort

Sleeve group:

12 leak

11 Reflux

5 Dysph

Visceral thomb.

EWL , 60-70-%

No Mort

VBG group:

1 Leak

5 Stenosis

3 P. dil.

EWL, 50%

G. fistula

Failure 3, SG

No Mort

GBP group:

No leak

2 Reflux

2 Dump.

EWL, 60-70-%

No Mort

P.356 Revisional Surgery from Failed Adjustable Gastric Band to Vertical

Laparoscopic Sleeve Gastrectomy in One Surgical TimeCase Series

PRESENTER: M. Berry1

Co-authors: P. Lamoza1, L. Urrutia1, A. Bustos1, M. Schulz1

1Clinica Las Condes, Unit of Bariatric and Metabolic Surgery, Santiago-Chile

Introduction: The Laparoscopic Sleeve Gastrectomy (LSG) has proven to be

an effective surgical technique for obesity control and its co-morbidities.The

revision of a failed laparoscopic adjustable gastric banding (LAGB) has

become a common scenario in bariatric surgery, with debate regarding the

best procedure to perform. The international literature highlights a high mor-

bidity with the conversion of a LAGB to a LSG in one surgical time, also with

poor weight lossThe main objective of this study is to evaluate the results of

the conversion in one surgical time of a failed LAGB to LSG, as a revisional

procedure in terms of weight loss and safety.

Method: Retrospective case series based on analysis of a database of 1286

patients, between April 2006 and January 2013.

Results: From a universe of 1286 patients subjected to LSG, 64 patients

were subjected to a LAGB withdrawal and converted to LSG in one

surgical time, representing 4,98% incidence in this series.Mean age was

40.2 years (18–62), 64% of the patients were female; the mean weight

prior to surgery was 94,4 Kg (68.6-144), with a mean BMI of 34.6 (30–44).

Co-Morbidities: Insulin resistance 70%, Dyslipidemia 59% and Fatty liver

53%. Excess Weight loss (EWL) at 6 months, was 17,75 Kg, EWL% of

69,52% and BMI of 27.76; at 12 months, EWL was 21.3 Kg, with EWL%

of 87.3% and a BMI 26.1. At 24 months, EWL was 18.9 kg, with EWL% of

74.7% and BMI of 27.3.OR time was 92 minutes. 10 patients (10.2%) had

another procedure associated, cholecystectomy and liver biopsies were

the most frecuent; there were no conversions. Morbidity: 5.1% (3) Patients, 1

reoperation by sustained fever, negative laparoscopy, 2 bleeding medically

treated. There were no leaks.The average hospital stay was 3 days. There

was no mortality.

Discussion: According to these findings, we conclude that LAGB conversion to

LSG in one surgical time is an effective revisional procedure regarding weight

loss and safety.

P.357 Roux-en-Y Gastric Bypass Versus Sleeve Gastrectomy Results

PRESENTER: R. Souza Da Silva1

Co-authors: T. Pereira1, R. Carvalho da Silva2, A. Carvalho da Silva3, J. Iorra4,

E. Rabolini5, F. Iorra5

1Divina Providencia Hospital, Treatment Center for Morbid Obesity (CITOM),

Porto Alegre-Brazil
2Santa Casa Hospital, Santa Casa Hospital, Porto Alegre – RS-Brazil
3ULBRA, Porto Alegre – RS-Brazil
4UFPEL, Porto Alegre – RS-Brazil
5UFRGS, Porto Alegre – RS-Brazil

Introduction: Roux-en-Y Gastric Bypass (RYGB) is the method of choice for

most cases of morbid obesity, providing excellent results as the excess weight

loss and control of comorbidities associated with obesity. However, it is a

technically more complex procedure with increased risk of complications.

The Gastric Sleeve is presented as an alternative therapy, consisting of a less

aggressive technique that leads to less risk of complications and it gives

good results.

Objective: To study and compare the results of Sleeve Gastrectomy and

RYGB techniques.

Methods: This study was designed in historical cohort study with retrospective

data of patients treated by the same surgeon of CITOM from August 2001 to

February 2013.

Discussion: The excess weight loss and control obesity comorbidities are

obtained with both RYGB and Sleeve Gastrectomy. RYGB, being a restrictive

and malabsortive surgery, provides better results; however, it also provides a

higher risk of complications. Although RYGB provides better results, for being

a restrictive and malabsortive surgery, it also, however, can cause a higher risk

of complications. Sleeve Gastrectomy is a technically simpler procedure,

which has as main advantages the lowest risk of complications and the

possibility of conversion to another technique. The choice of technique must

be individualized for each case, considering the patient’s surgical risk, in order

to obtain a better result.

Conclusion: Both Roux-en-Y Gastric Bypass and Sleeve Gastrectomy

have excellent results on excess weight loss and control of comorbidities

associated with obesity. The choice of therapy should be individualized to

each patient.
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P.358 Sleeve Gastrectomy Results Along the Learning Curve

PRESENTER: L. De Carli1

Co-authors: A. Weston1, S. Pioner1, M. Espı́ndola1, G. Bassols1, R. Carvalho

da Silva2, A. Carvalho da Silva3, J. Iorra4, . Rabolini5, F. Iorra5

1Santa Casa Hospital, Treatment Center of Obesity (CTO), Porto Alegre-Brazil
2Santa Casa Hospital, General Surgery, Porto Alegre – RS-Brazil
3ULBRA, Porto Alegre – RS-Brazil
4UFPEL, Porto Alegre – RS-Brazil
5UFRGS, Porto Alegre – RS-Brazil

Introduction: Sleeve Gastrectomy stood out in bariatric scenario for being a

therapy with good results regarding weight loss and control of comorbidities,

and for having a low rate of complications. However, this procedure may

cause insufficient weight loss and is indicated for patients with less

overweight or for those who intends to have an initial weight loss and

then, in a second time, performing another procedure.

Objective: To analyze the results among patients undergoing Sleeve

Gastrectomy and to relate the factors associated with greater rate of compli-

cations and greater excess weight loss.

Methods: This study was designed in historical cohort study with retrospective

data of patients treated by surgeons of CTO from 2004 to 2012.

Discussion: Sleeve Gastrectomy is a procedure that involves only a restrictive

factor, which includes only gastric reduction and no anastomosis, resulting in a

lower rate of surgical complications. The majority of cases have good results

as weight loss and comorbidities control. However, some patients may have

insufficient loss of weight excess and weight regain in the long term period. In

revisional surgeries, it is possible to perform a restrictive and malabsortive

technique to achieve better results.

Conclusion: Sleeve Gastrectomy is a safe procedure, with good results, and,

therefore, should be considered as an alternative to Gastric Bypass Roux-

en-Y. In cases which this technique provides insufficient loss of weight

excess, it is possible perform a combined procedure as revisional technique in

a second time.

P.359 Laparoscopic Sleeve Gastrectomy with Gastric Plication for the

Treatment of Morbid Obesity

PRESENTER: W. Lee1

Co-authors: J. Chen2, K. Ser2, J. Tsou2, Y. Lee2

1Min-Sheng General Hospital, National Taiwan University, Taiwan, Surgery,

Taoyuan-Taiwan
2Min-Sheng General Hospital, Taiwan, Surgery, Taoyuan-Taiwan

Background: Laparoscopic sleeve gastrectomy (LSG) is becoming the first

choice of bariatric surgery. However, there has a space for improvement in the

area of complications associated with LSG, including leakage and GERD.

Methods: Fifty morbid obese patients with GERD underwent our novel proce-

dure, LSG with gastric placation (LSGP), and were followed for 1 to 6 months.

Operative complication, weight loss and GERD symptoms were followed

compared with a matched group of LSG.

Results: The series consisted of 15 males and 35 females, with an

average of 31.2 years (from 15 to 54) and the mean BMI was 39.2 (from

29.8 to 66). The mean operative time was 127 minutes (from 75 to 210).

All procedures were performed by laparoscopic surgery. One patient

(2%) had major peri-operative complication. The patient had internal

bleeding immediately after surgery and had emergency laparotomy for

hemostasis. There was no difference in preoperative clinical parameters

between the two groups. Surgical time was slightly longer for LSGP

(127.0 minutes vs. 110.2 minutes for LSG, p<0.05). The weight loss

was similar but less required PPI for GERD symptoms in LSGP (6% vs

18%) at 6 months.

Conclusions: LSG with gastric plication appears to be an acceptable alterna-

tive to LSG with some advantages.

P.360 Laparoscopic SleeveGastrectomy and Hiatal Hernia Repair in Obese

Patients: The Possible Effect on Gastroesophageal Reflux Disease

PRESENTER: L. Angrisani1

Co-authors: A. Santonicola2, P. Cutolo1, G. Formisano1, M. Battaglini

Ciciriello1, P. Iovino3

1S.Giovanni Bosco Hospital, General and Endoscopic Surgery Unit, Naples-

Italy
2"Federico II" University of Naples, Clinical and Experimental Medicine

Department, Naples-Italy
3University of Salerno, Medicine and Surgery Department, Salerno- Italy

Introduction: Obesity is an independent risk factor for Gastro-esophageal

reflux disease (GERD) that is often associated to the presence of a hiatal

hernia (HH). Laparoscopic Sleeve Gastrectomy (LSG) modifies the upper GI

anatomy and this might affect gastroesophageal reflux.

Aim: to evaluate the effect of LSG with or without concomitant HH repair

(HHR) on ERD symptoms in obese patients.

Method: From January 2007 to December 2012, 100 consecutive patients

(M/F: 16/84; age: 39.3±12.1 y; weight: 123.2±20.6 Kg; BMI: 45,6±6,6 Kg/m2)

with HH underwent LSG with concomitant HHR (LSG+HHR group). Their data

were compared to that of 102 patients without HH (LSG-group), similar for

age, gender and preoperative BMI. All patients underwent a multidisciplinary

assessment before and after at least three months the surgical procedure,

including double-contrast barium swallow, upper-gastrointestinal endoscopy

and a standardized questionnaire for the assessment of typical GERD symp-

toms. Their intensity and frequency were scored from 0 to 3.

Results: Before the surgery, the prevalence of typical GERD symptoms did not

differ between LSG+HHR (38, 5%) and LSG patients (39,2%) (p=0, 92).

Heartburn and regurgitation frequency-intensity scores were similar between

LSG+HHR and LSG group (p= 0, 54 and p =0.47, respectively). At follow-up

there was a significant decrease in the prevalence of typical GERD symptoms

only in LSG-group (p=0.003). LSG+HHR patients showed a significantly

higher heartburn frequency-intensity score compared to LSG patients

(p=0.009).

Conclusion: At follow-up, in LSG patients the prevalence of typical GERD

symptoms significantly decreased. Moreover, in LSG+HHR patients the heart-

burn intensity-frequency score was higher compared to LSG patients.

P.361 Sleeve Gastrectomy as a Revisional Bariatric Surgery

PRESENTER: P. Lech1

Co-authors: M. Michalik1, M. Orlowski1, A. Frask1

1Ceynowa Hosp, General and Vascular Surgery Department in Wejherowo,

Wejherowo-Poland

Introduction: Laparoscopic adjustable gastric banding (LAGB) and laparo-

scopic sleeve gastrectomy (LSG) are the two most commonly performed

bariatric procedures. Both procedures are associated with the risk of failure

and may require conversion to an alternative bariatric procedure.

Method and Results: 789 patients were analysed (268 LAGB and 521 LSG).

From this group 29 patients (3.7%) underwent revisional surgery due to

unsatisfactory weight loss and complications. Revisional sleeve gastrectomy

was performed in 10 patients (1.9% of all sleeves) after primary done LSG (re-

sleeve resection) because of the presence of stomach fundus. In patients after

LAGB (n=19, 7.1%) LSG was performed as the next procedure. 1 patient was

excluded due to the lack of any contact. %EWL in LAGB patients before

revisional surgery was 22.2 and after revision 39.2 with the mean follow-up

of 28.4 months. In the group of LSG %EWL was 8.1% vs 48.4% after

revisional surgery with the mean follow-up 18.8 months. All revisional pro-

cedures were done laparoscopically without perioperative complications.

Conclusions: Despite the fact that there is no consensus regarding the best

surgical option after failure, primary bariatric procedure sleeve gastrectomy

may be used as the next steep after failed LAGB with better further weight

1208 OBES SURG (2013) 23:1017–1243



loss. When there is some technical defect in primary done LSG, re-sleeve

gastrectomy could be performed.

P.362Dissectionof thePrecardial Fat Pad.AnEasy andRapidStep toClearly

Identify the OG Junction and Prevent Apical Leaks, Especially in

Laparoscopic Sleeve Gastrectomy (LS) Our 5 Years Experience

PRESENTER: F. Villa1

Co-authors: A. Góralczyk1, K. Mannur1

1Homerton University Hospital, Bariatric Surgery, london-United Kingdom

Introduction: OG junction is the most common site where an anastomotic leak

is likely to occur when performing a LS (80%). It is a feared complication. The

treatment is often tedious and the healing is, most of the times, slow and

difficult to achieve. Clipping and stenting, when not performed immediately,

often do not resolve the problem and surgery is often limited to a wash out and

positioning of a drain. The use of buttressing materials has not been proven to

decrease the risk. Common consensus is that attention to the OG junction staple

line is paramount. In our practice, we routinely perform the accurate dissec-

tion of the precardial fat pad.

Method: We have retrospectively reviewed 5 years (550 cases) of LS performed

by one surgeon. General complications and leak rate have been recorded.

Results: We have recorded 2.5% of general complications (nausea, vomiting,

strictures, post op bleeds), 1 (0.18%) posterior and 1 (0.18%) distal leak.

There were no proximal leaks.

Conclusions: Dissection of the fat pad is now standard practice.

It exposes the OG junction and allows the correct application of the stapler and

accordingly avoids the inclusion of the oesophagus. We recommend to lift the

fat pad, bluntly expose the fibers, to prevent accidental burn injury and then

divide it until the Angle of His is exposed. We believe that the dissection of the

fat pad is a crucial step of LS for good outcome. It is easy to perform and

should be common practice also in gastric bypasses.

P.363 Single Center Turkish State Hospital Experience in Sleeve

Gastrectomy

PRESENTER: K. Katar1

Co-authors: B. Yildiz1, E. Hamamci1, F. Avsar1, S. Bostanoglu1, M. Sonisik1,

A. Bostanoglu1

1Ankara Numune Teaching and Research Hospital, General Surgery, Ankara-

Turkey

Introduction: Sleeve gastrectomy for treatment of morbid obesity became

popular over the last decade.The ease of the procedure not requiring recon-

struction made it widely performed in surgery clinics arround the world. In this

study we tried to analyze our experience in sleeve gastrectomy.

Method: This is a retrospective study analzying in patient records of 43

patients who were operated between 2011 and 2013. Data about preoperative

and postoperative body mass indices, co-morbidities and demographic vari-

ables were collected.

Results: There were 37 females and 6 males. Mean age of patient’s was 38.3

(min:23, max:60). There was mortality secondary to splenic trauma and bleed-

ing intraoperatively. Mean preoperative body mass index was 47.1kg/m2 while

mean postoperative body mass index was 31.7 kg/m2. Sixteen patients had

diabetes mellitus preoperatively of which 9 resolved after sleeve gastrectomy.

Eighteen patients had hypertension preoperatively and all resolved after sur-

gery. Two patients had asthma and one patient had chronic obstructive pul-

monary disease preoperatively. Asthma did not improve but chronic ob-

structive pulmonary disease resolved on follow up. Detailed statistical

analysis is pending.

Conclusion: Sleeve gastrectomy is effective in decreasing excess weight in

morbidly obese patients. It can be safely performed in state hospital setting on

Turkish population. It is also effective in remission of co-morbid diseases

secondary to obesity.

P.364 Outcomes of Laparoscopic Sleeve Gastrectomy Versus Roux-

En-Y Gastric Bypass At 2 Years: A Case-Matched Study

PRESENTER A. Menon1

Co-authors: M. Al-Rashedy1, P. Thawdar1, K. Akhtar1, P. Senapati1, B. Ammori1

1Salford Royal Hospital, Department Of Obesity And Metabolic Surgery,

Stockport-United Kingdom

Introduction: Although published evidence comparing laparoscopic sleeve

gastrectomy (LSG) to Roux-en-Y gastric bypass (LRYGB) has shown compa-

rable medium-term weight loss, it lacked control for potentially confounding

factors. We provide an update of an ongoing case-matched comparison of

outcomes of LSG and LRYGB.

Methods: This is a retrospective, case-matched analysis of patients who

underwent either LSG (n=26) or LRYGB (n=26) in a single institution between

October 2008 and March 2012. The groups were matched for age, gender,

diabetic status and preoperative body mass index (BMI). Outcome measures

were postoperative morbidity and mortality, percentage excess weight loss

(%EWL), and resolution of type-2 diabetes (T2D) defined as glycosylated

haemoglobin <42 mmol/mol.

Results: The groups were comparable for age (46 vs. 46 years), sex (female

73% each), preoperative BMI (50 vs. 52 kg/m2), and prevalence of T2D (27%

each). There were no leaks, conversions or mortality. There were no signifi-

cant differences between LSG and LRYGB in %EWL at 6 months (50% vs.

50%), 12 months (62% vs. 65%), and 24 months (65% vs. 70%). In super-obese

patients, comparable %EWL was achieved at 12 months (64% vs. 61%) and 24

months (76% vs. 69%). Whilst rates of postoperative remission of T2D were

higher after LRYGB, these changes were not significant (43% vs. 86%, p=0.09).

Conclusion: Both LSG and LRYGB result in comparable weight loss at 2 years

with low postoperative morbidity. Further data is required to see whether the

differences in postoperative diabetic remission are significant.

P.365 5 Years After Sleeve Gastrectomy

PRESENTER: K. Kular1

Co-author: N. Manchanda1

1Kular College & Hospital, Bariatric Surgery, Ludhiana-India

Introduction: Laparoscopic sleeve gastrectomy (LSG) is being used as a new

tool for the treatment of morbid obesity. LSG has been shown to give good

weight loss in first 3 years, but long term reports are few.

Methods: A total of 248 morbidly obese patients (males 26 % females 74 %;

mean age 34 +/ 5 years, mean preoperative BMI 47.6 kg/m2) underwent LSG

from June 2007 June 2013. The stomach was resected over a 37 french

bougie, starting 3–5 cm from the pylorus.

Results: The BMI decreased from an average of 47.6 kg/m2 to 30.2 kg/m2

after 2 yrs, increased to 39.4 kg/m2 at 5 yrs. 18 % of the patients underwent a

revision surgery within this time period. Significant Pre pyloric dilatation of the

antrum was seen in 72% patients. New onset acid reflux was seen in 21 %

patients at 5 years post LSG.

Conclusion: Sleeve gastrectomy is being commonly used as a primary bariat-

ric procedure. Like all restrictive procedures a high incidence of weight regains

will be evident in the long-term. High pressure inside the sleeve might cause

acid reflux in some patients. A careful patient selection is strongly emphasised

for LSG.

P.366 Laparoscopic Sleeve Gastrectomy. Our Experience

PRESENTER: W. Braun1

Co-author: L. Layani2

1University of Queensland, Surgery, Brisbane-Australia
2Surgery, - Australia

OBES SURG (2013) 23:1017–1243 1209



Aim: LSG has become popular as both primary and revisional bariatric

operation in morbidly obese. Our aim was to investigate safety and

efficacy of LSG in both weight loss and relief of comorbidities

Methods: We conducted retrospective and prospective analysis of LSG

performed from 1 January 2008 to 1 April 2012. We also interviewed the

patients in order to establish their overall satisfaction with the program

Results: 495 patients underwent LSG. Male to female distribution was 1:1.5.

Median age and BMI were 47 (21–76), and 52 (35 – 89) respectively. 106

operations were staged procedures following failed LGB (103) and open

stapled gastroplasty (3). Mean operative time was 77 min (38–187). There

was no mortality. Postoperative complications included gastric leak (1), stric-

ture (1), bleeding (1), wound infection (5) and prolonged nausea (1). Median

LOS was 2 (1–61 days). Follow-up was achieved in 475 patients (96%). Mean

EWL was 79% (23–100) for primary and 47% (16–81) for revisional LSG.

Reduction of patients’ comorbidities was consistent with world standards.

493 (99%) were absolutely satisfied with their weight loss and service provided

Conclusions: In competent hands, LSG is safe, simple and efficacious. It

achieves excellent results in weight loss and sustainable mid-term improve-

ment in patients’ health overall. Stand-alone LSG consistently produced good

EWL in moderate term follow up. Serious complications are rare, but extremely

difficult to manage both clinically and psychologically.

P.367 Laparoscopic Sleeve Gastrectomy as a Revision for Failed Gastric

Banding

PRESENTER: W. Braun1

Co-author: L. Layani1

1University of Queensland, Surgery, Brisbane-Australia

Aim: LSG has become popular as both definitive stand alone and revisional

weight loss operation in morbidly obese. Our aim was to describe this proce-

dure as a tool for a failed gastric band.

Methods: We conducted retrospective and prospective analysis of all LSG

performed as a revision in failed LAGB from 1 January 2008 to 1 April 2012.

We also interviewed these patients for reported weight loss and satisfaction

with the procedure.

Results: 106 patients underwent LSG following failed gastric band. The proce-

dure was performed in 2 stages in all cases. There were 79 females and 27

males. Mean age and BMI were 47 (23–67), and 43 (30 – 61 kg/m2) respectively.

Indications for revision were: intolerance/failure of weight loss (78); erosion (7);

migration (21); primary band infection (1). Mean operative time was 124min (63–

187). There was nomortality. Morbidity: bleeding (1), gastric stricture (1) and one

unplanned re-admission. Median LOS was 3.8 (1–30 days). Follow-up was

achieved in 103 patients (97%). Mean EWL 47% (16–81).

Conclusions: In competent hands revisional LSG is an effective weight loss

procedure for a failed gastric band. It achieves acceptable results in weight loss

and sustainable mid-term improvement in patients’ health overall. Serious com-

plications are rare, and further revision to a different configuration is feasible.

P.368 Laparoscopic Sleeve Gastrectomy: Early experience from a UK

Bariatric Centre

PRESENTER: G. Kirby1

Co-authors: S. Marla1, A. Sigurdsson1

1Princess Royal Hospital, General Surgery, Shrewsbury- United Kingdom

Introduction: LSG has been shown to be a safe, effective procedure.

Method: Data on 91 patients undergoing LSG were collected prospectively. 61

(67%) were female. Median age was 48yrs (23–71), median BMI 48.4 (31.6-

75). Co-morbidities included hypertension (n=35, 38%), sleep apnoea (n=27,

30%) and diabetes (n=21, 23%).

Maloney bougies size 32-40Fr. were used and distance from the pylorus was

3-9cm, reflecting evolving technique. Excised gastric volume and residual

sleeve volumes were measured. Staple lines were reinforced with Seamguard.

Concomitant hiatus hernia repair was performed in 16 patients, and take down

of a Nissen’s fundoplication in one. Patient weight was recorded during follow

up. Excess weight was calculated using BMI 25 for ideal weight.

Results: There was no mortality, staple line leak, or convertion to open surgery.

Gastric volume excised ranged from 320-3050mls.

Six patients suffered wound infections; three required post-operative blood trans-

fusion. One patient undergoing peritoneal dialysis had a conservatively managed

small bowel obstruction. One required endoscopic stricture dilatation. One patient

returned to theatre for oversewing of the staple line after it was discovered that a

naso-gastric tube had been transected during stapling. One case of nutritional

deficiency occurred due to psychological issues. Weight loss data was available

for 44 patients. Median follow up time was 10 months (1–28).

The majority of patients (63%) followed up to one year lost greater than 50% of

the excess weight.

Conclusion: Our early results are inline with reported data and suggests LSG

is both safe and effective in the short and medium term.

P.369 Control of Type 2 Diabetes in Bariatric Indian Patients Post

Laparoscopic Sleeve Gastrectomy: Early Phase Results from a

Single Centre

PRESENTER: S. John1

Co-authors: P. Bhatia1, S. Kalhan1, M. Khetan1, V. Bindal1, R. Singh1,

S. Wadhera1, N. Bansal1

1Sir Ganga Ram Hospital, Institute of Minimal Access, Metabolic & Bariatric

Surgery, New Delhi-India

Background: Type 2 diabetes is a fast rising epidemic along with morbid obesity

in the Indian sub-continent. Both run a relentless course with debilitating end

organ effects. Bariatric surgery and certain novel procedures have produced the

best remission rates for diabetes and other co-morbidity associated with the

metabolic syndrome. Laparoscopic Sleeve Gastrectomy (LSG) is the most com-

monly performed bariatric procedure at our centre. We present the results of our

experience with this approach in Indian bariatric diabetic patients.

Methodology: Data from our prospective database of bariatric patients is

presented here. Detailed data from January 2010 to March 2012 is presented.

Patient metabolic status, follow-up progress of metabolic parameters, espe-

cially resolution of diabetes is profiled.

Results: A total of 92 patients underwent a LSG during this periodwith 77 patients

having good follow-up data. 20.8% of these patients were diabetic with a 12.5 ± 6

month diabetic duration and followed up for 12.7 ± 3 months post procedure. The

patients were aged 44.1 ± 10 years with a Body Mass Index (BMI) of 48.7 ± 11

kg/m2, FBS 155.3 ± 38 mg/dL, PPBS 236.8 ± 75mg/dL, HbA1c 7.6 ± 1%, 56.3%

taking oral hypoglycaemic drugs, and 31.3% on Insulin replacement therapy.

Twelve month post procedure the average - BMI was 34.2 ± 10 kg/m2, FBS

96.2 ± 30mg/dL, PPBS130.8 ± 31mg/dL,HbA1c 6.2%, with 75%patients having

complete and 20% partial resolution of diabetes.

Conclusions: Long-term outcomes in larger groups of patients are needed to

evaluate the efficacy of LSG as a standalone procedure in the treatment of

type 2 diabetes mellitus associated with morbid obesity in Indian patients.

These preliminary outcomes lend support to the role of bariatric surgery being

included in diabetes management algorithms.
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P.370 Results of Laparoscopic Sleeve Gastrectomy After Failed

Gastric Banding

PRESENTER: P. Fournier1

Co-authors: L. Ribeiro-parenti1, K. Arapis1, D. Chosidow1, J. Marmuse1

1Bichat Claude Bernard University Hospital, General Surgery, Paris- France

Introduction: Gastric banding is a safe and effective procedure. Unfortunately

the failure rate in the long term is about 20%. The purpose of this study is to

confirm the feasibility and safety of medium-term conversion to sleeve gas-

trectomy for poor weight loss or complications.

Methods: A retrospective study was conducted from a monocentric prospec-

tive database. The mean follow-up was 42 months.

Results: From May 2004 to December 2012, our team performed 100

sleeve-gastrectomies after failed gastric banding in 87 women and 13

men. Mean age was 44.9 ± 3.3 years (20–68). The removal of gastric

banding occurred in 69% of cases during the same operation as the

sleeve gastrectomy. The mortality rate was zero. The overall morbidity

rate was 3%. The rate of fistula was zero. We describes a hematoma

requiring a conversion in retrogastric bypass gastique, abscess wall at J5

treated medically, a bleeding on the staple line requiring reoperation. The

body mass index (BMI) of 48.12 initial ± 4.28 kg/m2 (32.9 to 80.3). BMI

was respectively 41.48 ± 4.7 kg/m2 at 1 year, 45.03 ± 5.9 kg/m2 at 2

years, 49.98 ± 10.47 kg/m2 at age 3. The percentage of excess weight loss (%

EWL) is 50.62%, with 42.72% from 43.06% at 1, 2, 3 years.We get a better result

for BMI below 50 at 1 year (p <0.0001).

Discussion: Results in terms of morbidity are better in the series after sleeve

gastrectomy after failed gastric banding to series sleeve gastrectomy alone.

Results in terms of weight are comparable.

P.371 Variance in the Influence of the Sleeve Gastrectomy on Diabetic

and Non-diabetic Bariatric Indian Patients: From Metabolic

Disease to Bariatric Design’

PRESENTER: S. John1

Co-authors:P. Bhatia1, S. Kalhan1, M. Khetan1, V. Bindal1, R. Singh1,

N. Bansal1, S. Wadhera1

1Sir Ganga Ram Hospital, Institute of Minimal Access, Metabolic & Bariatric

Surgery, New Delhi-India

Background: The Sleeve Gastrectomy forms an integral component of primary

bariatric and metabolic algorithms, synchronously and metachronously. Type 2

diabetes represents a dominant bariatric co-morbidity with high remission with

sleeve gastrectomy. Laparoscopic Sleeve Gastrectomy (LSG) is the most

commonly performed bariatric procedure at our centre. We contrast our expe-

rience with LSG in Indian diabetic and non-diabetic bariatric patients with the

intent to understand and formulate better bariatric / metabolic procedures for

the future.

Methodology: Data from our prospective database of bariatric patients is

presented here. Detailed data from January 2010 to March 2012 is presented.

Patient metabolic status, follow-up progress of metabolic parameters, espe-

cially resolution of diabetes is profiled.

Results: A total of 92 patients underwent a LSG during this period with 77

patients having good follow-up data. 20.8% of these patients were diabetic.

There was no difference in the biological profiles of diabetic and non-diabetic

patients undergoing LSG. The EWL at 12 months in diabetic and non-diabetic

patients was 82.6 ± 53% vs. 51.2 ± 16%. There was a 95% positive influence

of LSG on diabetes at 1 year.

Conclusions: Long-term outcomes in larger groups of patients are needed to

evaluate the efficacy of LSG as a standalone or adjunctive procedure in the

treatment of morbid obesity and type 2 diabetes mellitus in Indian patients.

Future treatment procedures and algorithms must be designed on the analysis

of rigorous long-term follow-up bariatric-metabolic data.

P.372 Laparoscopic Butterfly Gastroplasty after Failed Sleeve

Gastrectomy in Morbidly Obese Patient

PRESENTER: E. Abdel-Galil1

Co-author: A. Sabry2

1Ahmed Maher Teaching Hospital, General Surgery, Cairo-Egypt
2Ain Shams University, General Surgery, Cairo-Egypt

Introduction: Sleeve gastrectomy is the most popular bariatric procedure

done now in morbidly obese patients. It‘s an effective method for control

of morbid obesity especially for the bulk eaters. The cardinal complica-

tions after sleeve gastrectomy are either low rate of weight loss (15%) or

weight regain due to pouch dilatation (50% four years after surgery).

Laparoscopic butterfly gastroplasty done for the dilatation pouch after

sleeve is a very effective, easy procedure in the long term re-control of

morbid obesity.

Methods: from Jan 2010 through Jan 2013, laparoscopic Butterfly

gastroplasty was attempted in 40 patients with failed sleeve gastrectomy.

Median age was 32, with median preoperative BMI 48. The Butterfly

gastroplasty (micro funnel shaped pouch) was constructed using two 45

blue endo-cutter cartridges the outlet of the pouch was banded with a

prolene mesh.

Results: Average excess weight loss at one year was 65%, at two year

75%and at the third year 80%. The mean operating time was 50min.The outlet

calibration was accurate and easy. There was no leak or mortality.

Conclusion: Butterfly gastroplasty, (micropouch funnel shaped pouch)

after failed sleeve gastrectomy is an effective way to prevent pouch

dilatation and therefore prevent the weight regain occurred in a high

Percentage of patients under went sleeve gastrectomy. The pouch being

micro- Funnel rather than tubular-shaped prevent solid food intolerance

and reflux disease. The way of construction of the butterfly allow easy accurate

outlet and less costs.

P.373 Two-stage Approach in the Treatment of Morbid and Super

Obesity

PRESENTER: O. Ioffe1

Co-authors: T. Tarasiuk1, O. Stetsenko1, I. Tsiura1

1Bogomolets National Medical University, General Surgery, Kyiv- Ukraine

Introduction: Among the population of Ukraine 30% of people are over-

weight, up to 25% of working age adults have obesity. The prevalence of

obesity among persons older than 45 years is 52%, and overweight -

33%. Using conservative methods does not allow to achieve sustainable

positive result.

Method: From September 2008 to December 2012 intragastric balloon have

been installed to 6 patients with morbid and 11 patients with super obesity. The

average age of patients was 39.6±11.2 years. The average body weight was

156.7±20.3 kg. The average body mass index (BMI) was 52.2±9.6 kg/m2.

Time of ballooNs installation was 6.2±1.3 min, removal 8.5±2.4 min. Second

stage of treatment – bariatric surgery was performed during 1 week after

removal the balloon.

Results: At the time of balloon removal the initial body weight reduced

by (19.0±5.5) kg, excess weight loss was (32.7±15.8)%, BMI - (42.5

±10.7) kg/m2. The maximum weight loss was 55.0 kg. If the patient

have been lost more than 10% of the initial weight, the second stage of

treatment was restrictive operation, if less then 10% - gastric bypass.

The adjustable gastric banding was perfomed to 11 patients, sleeve

astrectomy - 1, gastric bypass - 5. The treatment was effective in 14 (82.3%)

cases.

Conclusion: Two-stage approach in the treatment of patients with morbid and

super obesity, using as a first stage - installation of nragastric balloon, as the

second - performing bariatric surgery, reduces anesthesiological risk during

surgery and helps to achieve long-term positive outcomes.

OBES SURG (2013) 23:1017–1243 1211



P.374 Omentectomy in Addition to GBP and Influence on Insulin

Sensitivity: A Double Blind Randomized Controlled Trial

PRESENTER: M. Wiren1

Co-authors: D. Andersson2, A. Thorell3, P. Lofgren2, E. Toft3, V. Qvisth3, U.

Riserus4, L. Berglund5, E. Naslund6, A. Thorne1, P. Arner2, J. Hoffstedt2

1Karolinska , Clintec, Stockholm-Sweden
2Karolinska, Dep of Medicine, Stockholm-Sweden
3Karolinska, Clin Sci Ersta, Stockholm-Sweden
4Akademiska , Clin Nutr, Uppsala-Sweden
5Akademiska, Clin Res C, Uppsala-Sweden
6Karolinska, Cli Sci Danderyd, Stockholm-Sweden

Introduction: Accumulation of visceral adipose tissue is associated with insulin

resistance and cardiovascular disease. However, whether surgical removal of

visceral fat is metabolically favorable remain elusive. The objective is to

elucidate whether omentectomy in conjunction with gastric bypass surgery

results in long-term improvement of insulin sensitivity.

Methods: A double blind randomized controlled trial with 2 year follow up.

The study was performed between May 2006 to December 2011.

Subjects were recruited from patients who had been referred and ac-

cepted for bariatric surgery at four different surgical centers in

Stockholm, Sweden. 81 patients were included and 62 were reexamined

after 2 years. All subjects underwent gastric bypass operation with or

without omentectomy. The primary outcome measure was insulin sensi-

tivity measured by hyperinsulinemic euglycemic clamp. Secondary out-

come measures included cardiometabolic risk factors.

Results: Before intervention, there were no clinical or metabolic differ-

ences between the two groups. The difference in the primary outcome

measure, insulin sensitivity, was not significant between the

omentectomy group (6.6 ±1.5 mg/kg body weight/minute) and non-

omentectomy group (6.7 ±1.6 mg/kg body weight/minute) after 2 years.

Nor did any of the cardio metabolic risk factors that were secondary

outcome measures differ significantly.

Conclusion: Addition of omentectomy to gastric bypass operation does not

give an incremental effect on long term insulin sensitivity or cardiometabolic

risk factors. The clinical use of omentectomy in addition to gastric bypass

operation in obesity does not seem to be indicated.

P.375 Revisional Bariatric Surgery Can Be Done with Low Morbidity and

0% Mortality in an Obesity Reference Surgery Unit

PRESENTER: N. Cassinello1

Co-authors: M. Garces1, M. Barrios1, O. Ferro1, C. Sebastian1, J. Ortega1

1Hospital Clinico, Surgery, Valencia-Spain

Introduction: Revisional bariatric surgery has two main causes, weight regain or

complications of the primary procedure. The aim of this study was to review the

morbidity and mortality rate of revisional surgery after failed bariatric procedures

in our bariatric reference surgery unit.

Method: We perform a retrospective analysis of the patients who underwent

revisional bariatric surgery after different initial bariatric procedures including

Roux Y gastric bypass (RYGB), sleeve gastrectomy (SG), vertical banded

gastroplasty (VBG), laparoscopic gastric band (LAGB) and duodenal switch

(DS). The data collected included the cause for revision, complications, length

of hospital stay and 30-day mortality.

Results: 68 patients were included in this study (8 of them referred form other

centers). Previous surgery was VBG (51.66%), RYGB (25%), LAGB (10%),

SG (9.99%) and DS (3.33%). Surgery indications were inadequate weight loss

(n=48), adverse symptoms (reflux=5, dysphagia=6), fistula (2), malnutrition (2)

and band complications (erosion=1, slippage=3, vomits=1). Revisional

surgery performed was conversion to RYGB in 73.33% cases (50 pa-

tients, 38 open, 12 laparoscopic), common limb shortening (23.33%) and

common limb enlargement (3.33%). Mean hospital stay was 6.8 days.

Total morbidity was 13% (minor complications 4 patients, major compli-

cations 5 patients). There was no 30-day mortality.

Conclusion: Revisional bariatric surgery can be performed with low morbidity

and 0% mortality. Bariatric surgeon must be familiarized with different tech-

niques and even with open approach but when feasible laparoscopic proce-

dures can be performed safely.

P.376 Do Obesity Surgeries Assure Long Term Remission of

Diabetes? A Six Years Follow Up of 3,793 Morbidly Obese

Diabetics After Surgery

PRESENTER: I. El-Sayes1

Co-authors: R. Weiner1, T. Manger2, S. Weiner1, H. Lippert3, C. Stroh2

1Sachsenhausen Hospital, Surgery, Frankfurt am Main-Germany
2SRH Wald-Klinikum Gera, Surgery, Gera-Germany
3University Hospital Magdeburg, Surgery, Magdeburg-Germany

Introduction: Obesity and diabetes usually co-exist. Obesity surgery seems to

offer solutions for both.

Method: Data on obesity surgery in Germany (2005–2011) were collected

from Quality Assurance Institute in Magdeburg University. Follow up (at 1, 2

and up to 6 years) focused on effect of bariatric surgery on diabetes profile in

morbidly obese Germans.

Results: Among 17,670 patients, 5,506 (31.16%) were diabetics. Of those,

3,793 patients (68.9%) were followed up at 1, 2 and up to 6 years. Insulin

treated (IT) patients were 1,176 (31%) vs. 2,409 (63.5%) non-insulin treated

(NIT). 1,678 Roux-en-Y Gastric Bypasses (RYGB) (44.25%), 1,273 (33.57%)

Sleeve Gastrectomies (SG), 628 (16.56%) Laparoscopic Adjustable Gastric

Bands (LAGB), 113 (3%) Biliopancreatic Diversions with Duodenal Switch

(BPD/DS) and 47 (1.25%) Biliopancreatic Diversions (BPD) were performed.

At 1 year, remission/improvement (RI) percentage was 83.5%, 82.5%, 67.8%,

93.4% and 84.8% after RYGB, SG, LAGB, BPD and BPD/DS, respectively. At

2 years, RI% was 84.9%, 79.5%, 67.7%, 94.5% and 90.9% after RYGB, SG,

LAGB, BPD and BPD/DS, respectively. At late follow up, RI% was 83.2%,

59.5%, 58.9%, 100% and 86.4% after RYGB, SG, LAGB, BPD and BPD/DS,

respectively. IT patients showed insignificantly higher RI% than NIT patients at

1, 2 and 6 years. Malabsorptive procedures (RYGB, BPD and BPD/DS)

showed insignificantly higher RI% than restrictive procedures (LAGB and

SG) at all follow up points.

Conclusion: Obesity surgery has promising anti-diabetic efficacy, more in IT

patients. RYGB and SG are the most common procedures. Malabsorptive

procedures show higher, gradually descending, but durable anti-diabetic

efficacy.

P.377 Histological and Microbiologic Findings in the Jejunal Functionless

Loop of the Sleeve Gastrectomy with Jejunal Bypass

PRESENTER: M. Sepulveda1

Co-authors: M. Alamo2, B. Morales3

1Hospital Dipreca, Bariatric Surgery, Santiago-Chile
2Hospital Dipreca, Surgery, Santiago-Chile
3Hospital Dipreca, Anatomic Pathology, Santiago-Chile

Introduction: One of the frequent questions about the functionless loop of the

Sleeve Gastrectomy with Jejunal Bypass (SGJB) is about whether it will be a

source of bacterial overgrowth or blind loop syndrome. The objective of this is

study is to present the histologic and bacterial status of this loop.

Method: 3 patients operated on cholecistectomy for cholelitiasis post SGJB. A

jejuna sample was obtained from the tip of the functionless loop with a endo

stapler 45 mm. Microbiologic and pathologic studies were conducted, with

tissue cultures and histological stains.

Results: The patients were operated at 11, 14 and 42 months after their initial

SGJB. Preoperative mean BMI was 42 kg/m2 (35.8-46.9). Postoperative BMI

at the time of jejunal biopsy was 29 kg/m2 (25.4-32.4), with a mean follow up of
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23 months (11–42 mo). Mean excess BMI loss percentage was 78%. One

patient was diabetic with an actual HbA1c of 5.6% at 11 months. There were

no complications from the procedure. All of bacterial cultures showed normal

intestinal flora. Both histological results were similar: 1) Jejunal mucosa and

wall don’t present morphologic alterations, 2) No alterations in local microbio-

logic flora after PAS, GRAM and GROCCOTT studies, 3) Villous trophism is

unaltered, 4) No modifications in vascular plot, mienteric nor ubmucosal ner-

vous plexus. There are not indirect proofs that there is bacterial proliferation.

Conclusion: This study suggests that the jejunal functionless loop in Sleeve

Gastrectomy with Jejunal Bypass is not a source of bacterial overgrowth and

its histological structure remains unaltered.

P.378 Evaluation of Sleeve Gastrectomy with Jejunal Bypass Versus

Roux en Y Gastric Bypass and Sleeve Gastrectomy with the

Bariatric Analisys Report Outcome System (BAROS)

PRESENTER: M. Sepulveda1

Co-authors: M. Alamo2, X. Prat1, N. Flores2, A. Paredes2

1Hospital Dipreca, Bariatric Surgery, Santiago-Chile
2Hospital Dipreca, Surgery, Santiago-Chile

Introduction: Sleeve Gastrectomy with Jejunal Bypass (SGJB) is performed in

our institution since 2004 for the treatment of obese patients. This technique

has been subjected to evaluations in terms of weight loss and comorbidities

resolution. The aim of this study is to assess the quality of life (QoL) of patients

undergoing SGJB compared with Sleeve Gastrectomy (SG) and Roux-en-Y

Gastric Bypass (RYGB), by the BAROS Moorehead–Ardelt survey.

Methods: BAROS was applied in a series of 92 obese patients operated with

the three surgical techniques at DIPRECA Hospital in Santiago, Chile between

May 2012 and February 2013. Incomplete surveys were excluded. Patients

had at least 6 months of follow-up. 77 met the inclusion criteria (SGJB=24,

SG=25 and RYGB=28), operated between September 2007 and August 2012.

To facilitate statistical analysis, was established as successful surgery an

score>3 (Good, Very Good and Excellent). Scores<3 were defined as poorly

evaluated (Regular and Poor). Fischer Test was used with a p-value of<0.05.

Results: When comparing the three techniques, there was no statistical differ-

ence in outcome, although there is a trend towards lower failure with SGJB

over SG and RYGB (4.2%, 14.3% and 28% respectively, p=0.07). Comparing

SGJB with RYGB, the first appears to be better evaluated but not significant

(p=0.271). When comparing SGJB with SG, this difference becomes significant

(p=0.049).

Conclusion: There is a general tendency of SGJB to be better evaluated in

QoL when compared with SG and RYGB. When compared individually, SGJB

is better evaluated than the SG, which is statistically significant.

P.379 Sleeve Gastrectomy with Jejunal Bypass. A More Physiological

Alternative to Roux-en-Y Gastric Bypass

PRESENTER: M. Alamo1

Co-authors: M. Sepulveda1, J. Hermosilla1, C. Astorga1, H. Guzman1,

L. Sepulveda2, A. Sepulveda3, C. Rodriguez3

1Hospital Dipreca, Bariatric Surgery, Santiago-Chile
2Clinica Arica, Surgery, Arica-Chile
3Hospital Dipreca, Surgery, Santiago-Chile

Introduction: In 2004 a new restrictive and hormonal surgical technique was

created, the Sleeve Gastrectomy with Jejunal Bypass (SGJB). The objective is

to evaluate the SGJB as a surgical technique for the treatment of morbid

obesity in terms of Excess Weight Loss (EWL) and resolution of comorbidities.

Methods: Prospective case series. Patients with Body Mass Index (BMI) >30

kg/m2 underwent a SGJB between February 2004 and January 2013 via

laparoscopy or laparotomy at DIPRECA Hospital, in Santiago, Chile. Weight

loss, complete and partial resolution of comorbidities is reported. Parametrical

and non parametrical descriptive statistics were used.

Results: 455 consecutive patients matched the inclusion criteria with a mean age

of 41 (18–69) years and 66% female. Mean preoperative BMI was 37.9±5.7

kg/m2 (30.1-58.3). Surgical time was 120±30 minutes (70–240). 89% of cases

were laparoscopic; the conversion rate was 2.4%. Postoperative stay was 2±1

days. Main comorbidities were Dyslipidemia 43.5%, Hypertension 37.7% and

type 2 diabetes 15.9%. EWL% at 6, 12, 24, 36, 48, 60, 72 and 84 months was

86.7, 97.2, 92.4, 84.2, 79.7, 77.1, 74.1, 84.2% respectively. Surgical morbidity

was 8.4% and mortality 0.6%. Complete remission of Type 2 Diabetes was

achieved in 81.5% (31/38) and partial remission in 18.5% (7/38). Dyslipidemia

shows a 95% of complete remission. High blood pressure had a 66.6% of

resolution and 26.7% of improvement. No dumping, anemia, malabsortion syn-

drome or bacterial overgrowth was observed.

Conclusion: SGJB is a safe and effective surgical technique for the treatment

of morbid obesity and resolution of its comorbidities.

P.380 Conversion of Gastric Band to Laparoscopic Sleeve Gastrectomy /

Gastric Bypass in a Two Stage Operation Is Safer Procedure

PRESENTER: R. Sadek1

Co-author: J. Wassef1

1Robert Wood Johnson University Hospital, Surgery, Somerset-United States

Introduction: The percentage of patients requiring lap band reoperation is

extremely high, ranging from 11% to 37%.2. Laparoscopic revisional bariatric

surgery has been associated with higher complication rates than non

revisional procedures. The rate of conversion of Lap bands to other bariatric

procedures has been steadily increasing. The conversion is a revisional pro-

cedure and can carry a higher risk of complications.

Methods: A retrospective look at Bariatric surgery procedures performed from

2009 till 2012. There were 600 cases performed at a single institution. Twenty

(20) conversions from Lap band to Laparoscopic Sleeve or Gastric bypass.

Five (5) patients were diabetics prior to conversion. Fifteen (15) patients were

hypertensive.

Results: Fifteen (15) cases were converted from Lap band to Laparoscopic

Sleeve surgery. Five (5) cases were converted from Laparoscopic gastric band

to Laparoscopic Gastric bypass. There were no complications reported. Follow

up was average 1 year. There was an increase in weight loss results from 40% to

60% after conversion. There was resolution of comorbidities after conversion.

Diabetes resolved in four(4) out of five(5) patients 90% resolution better

than lap band.

Conclusion: Two stage conversion of Lap band to either Laparoscopic Sleeve

gastrectomy or Laparoscopic Gastric Bypass is safer. The conversion is also

beneficial in treating the comorbidities unresolved with Lap Bands.

P.381 Enhanced Recovery After Bariatric Surgery (ERABS): Operative

and Clinical Outcomes from a Tertiary Referral Bariatric Centre

PRESENTER: S. Awad1

Co-authors: S. Carter1, S. Purkayastha1, S. Hakky1, J. Cousins1, K. Moorthy1,

A. Ahmed1

1St. Mary, Imperial Weight Centre, London-United Kingdom

Background: There is paucity of data on Enhanced Recovery after Bariatric

surgery (ERABS) protocols. We report outcomes of this protocol utilised within

a tertiary referral Bariatric Centre.

Methods:Data on primary procedures (gastric bypass, sleeve & band) performed

over 9-months within an ERABS protocol were prospectively recorded.

Interventions included shortened preoperative fasts, intra-operative humidifica-

tion, early mobilisation/feeding, incentive spirometry, use of prokinetics/laxatives.

Data included demographics, co-morbidities, morbidity/mortality, length of stay

(LOS), re-admissions. Data reported are mean(SD).

Results: 226 procedures were undertaken: 150 bypasses, 47 sleeve gastrecto-

mies and 29 bands. 40% of patients had hypertension, 34% diabetes mellitus,

24% sleep apnoea and 9% limited mobility. No anastomotic/staple line leaks.
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Postoperativemorbidity occurred in 9 patients (6 developed respiratorymorbidity,

1 DVT, 1 acute kidney injury, 1 postoperative bleed). One patient underwent re-

laparoscopy (within 30-days surgery) that ruled out a staple line leak. One death

occurred frommassive PE (high-risk patient with previous PE despite insertion of

preoperative-IVC filter). Respective LOS for bypass, sleeve and band were

1.88(1.12), 2.30(1.69) and 0.69(0.81)days. Successful discharge on first postop-

erative day was achieved in 37% and 28% of bypasses and sleeves. Daycase

gastric bands were performed in 48% of patients. 30-day hospital re-admission

occurred in 6 (2.7%) patients.

Conclusion: Applying an ERABS protocol was safe, associated with low mor-

bidity, acceptable LOS and re-admission rates, and should be considered

standard of care within Bariatric Centres.

P.382 Modified Intestinal Bypass a New Promising Procedure for Morbid

Obesity

PRESENTER: A. Elbanna1

Co-authors: N. Taweela1, K. Neff, A. Abdelfattah1, I. Bakr1

1Alazhar School of Medicine Alhosain University Hospital, Surgery,

Cairo-Egypt
2University College, Endocrinology, Dublin-Ireland

Background: Bariatric surgery is an effective method of inducing weight loss

but can be associated with nutrient deficiencies post-operatively. This is par-

ticularly seen following.

Aim: We designed a new bariatric procedure, the Modified Intestinal Bypass

(MIBP) involving gastric restriction and bypass of the jejunum to the distal

ileum, preserving the duodenum. Our study evaluates the effect of MIBP on

weight loss and post-operative nutrition, with particular emphasis on serum

calcium, albumin, iron, vitamin B12 and zinc.

Methods: A total of 156 patients (122 female) underwent MIBP 1999 through

2005. The mean age was 40 years and the mean body mass index (BMI) was

56kg/m2. Subjects were followed up for three years. The excess weight loss,

calcium, albumin, hemoglobin, iron, zinc, vitamin B12, and prothrombin con-

centration of all the participants were examined pre-operatively, and then after

three, six and twelve months in the first post-operative year. Further assess-

ment was completed annually for the duration of the study.

Results: The mean excess weight loss achieved was 84% at three years.

Serum calcium, albumin, iron, vitamin B12 and zinc decreased in the first

post-operative year but then recovered within two years and remained stable

for the remainder of the study.

Conclusion: MIBP results in weight loss comparable to mainstay

malabsorptive bariatric procedures but with no long term nutritional deficiency.

Our new concept is " Good Digestion and Selective Absorption” instead of the

old one "Maldigestion and Malabsorption”.

P.383 Revisional Surgery: Adjustable Gastric Band to Sleeve Gastrectomy -

Al Amiri Experience

PRESENTER: N. Al Sharqawi1

Co-authors: S. Al Sabah2, A. Al Mulla2, K. Al Anezi2, T. Jumaa2

1Kuwait University, Medical Student, Kuwait-Kuwait
2Al Amiri Hospital, Surgery, Kuwait City-Kuwait

Introduction: Although some patients attain good outcomes after Adjustable

Gastric Band (LAGB), a certain quantity have experienced complications and

insufficient weight loss. The Objective of this study is to assess the practicality

and outcome of Laparoscopic Sleeve astrectomy (LSG) as a revision surgery

after a failed LAGB.

Methods: A retrospective analysis of 80 patients underwent LAGB, of which 40

patients received LSG as revision surgery from 2009 to 2012 in Al Amiri

Hospital, Kuwait. Data analyzed included percentage of excessive weight loss

(EWL%), Body Mass Index (BMI), and post-operative complications. Paired t

test was utilized to evaluate total eight loss after both procedures.

Results: Among the 40 patients that underwent revision surgery, the mean age

was 36 years old, 34 (85%) of which were females. Follow up for LAGB was 1

year to 11 years (median 4.5 years) and 6 months to 3 years (median 1 year)

for LSG. Mean BMI before LAGB was 44 kg/m2 (SD = 7.2) and mean weight

was 117.2 kg (SD = 25.1). Median EWL% achieved with LAGB was 11.5% and

after LSG a median EWL% of 56.9% was recorded. Complications in-

cluded insufficient weight loss (n=4), persistent vomiting (n=2) and biliary

colic (n=2). After revisional surgery, significant drop in BMI was noted

with p-value < 0.002.

Conclusion: Laparoscopic conversion from LAGB to LSG may be consid-

ered an alternative for patients with a failed LAGB procedure. However,

a longer follow up study is required to validate the results.

P.384 Banded Bypass with Adjustable Gastric Banding as a Re-do

Procedure; A Word of Caution

PRESENTER: M. Van Det1

Co-authors: E. Totte1, J. Apers1

1Medical Center Leeuwarden, Department of Surgery, Center for Obesity,

Leeuwarden-The Netherlands

Introduction: Redo bariatric surgery for weight gain can be challenging.

Several tailor-made procedures can be adopted depending on previous pro-

cedures, patient characteristics and the surgeon’s preferences. We describe

results in a cohort of patients who received a banded bypass with an adjust-

able gastric band as a redo procedure for weight gain after gastric banding or

after gastric bypass.

Methods: The complete cohort of patients with a banded bypass

performed as a redo procedure was retrospectively analyzed. Items

were number and type of previous bariatric surgeries, following pro-

cedures after banded bypass, failure rates and complications.

Results: Between December 2010 and June 2012, seventeen re-do banded

bypasses were performed. There was no loss to follow-up or mortality. After a

median follow-up of 21 months (range 9–27), 8 patients (47%) underwent 10

bariatric re-operations due to failure or late complications. In 7 patients (41%),

the band had to be removed after a median follow-up of 8 months (range 4–24)

as a result of complications. Median BMI decreased from 38,4 to 34,9 during

follow-up.

Conclusions: The banded bypass with an adjustable gastric band performed

poorly in our cohort. Due to late band-related complications, 41% of the bands

had to be removed after a relatively short median follow-up of 21 months. We

do not recommend this procedure for the indication of weight gain or poor

weight loss after previous bariatric surgery.

P.385 An Audit of 500 Patients Undergone Bariatric Surgery in a Rural

Centre in India

PRESENTER: M. Rajagopal1

Co-author: I. Mohamed1

1Moulana Hospital, Surgery, Perinthalmanna-India

Objective: To review our results of, laparoscopic sleeve gastrectomy, laparo-

scopic RYGB and laparoscopic MGB for the treatment of morbid obesity.

Materials and methods: It was a prospective cohort study in which the 307

patients who had undergone bariatric surgery (laparoscopic adjustable gastric

banding, laparoscopic sleeve gastrectomy, and laparoscopic gastric bypass)

during the period January 2006 to January 2013 were followed up at

1month,6months,1 year 2 years and 3 years interval. The various parameters

studied included weight loss, excess weight loss, percentage excess weight

loss, resolution of comorbidities like diabetes mellitus, hypertension ,sleep

apnoea etc. Also studied were the operating time, hospital stay, complications-

perioperative and delayed and the mortality.

Results: The percentage excess weight loss was 74.6% in the laparoscopic

bypass group but was 62,9% in the laparoscopic sleeve gastrectomy group.
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The resolution of diabetes mellitus was 72.7% in the laparoscopic bypass

group but 66.6% in the laparoscopic sleeve gastrectomy group. However the

bypass group had perioperative complications like bleeding from the remnant

stomach and anastomotic leak and delayed complication presenting as a case

of intestinal obstruction. There were two delayed mortalities as a result of DVT.

Though the long term results of MGB are not available, the immediate post-

operative comfort was much better than the other two groups and procedure

take lesser time.

Conclusion: All three types of bariatric surgery are safe and effective. Though

the long term excess weight loss and resolution of co morbidities was maxi-

mum in the laparoscopic roux-en-y bypass group, the operating time, hospital

stay and complications were slightly higher in this group.

P.386 Band-On-Bypass Procedure for Failed RYGB - Preliminary UK

Results

PRESENTER: S. Nachimuthu1

Co-authors: C. Harper1, H. Khwaja, C. Magee, S. Javed1, D. Kerrigan1

1Phoenix Health, Bariatric Surgery, Liverpool-United Kingdom

Background: The band-on-bypass (BOB) has been proposed as a salvage

procedure for failed RYGB. We report our preliminary experience.

Methods: Prospective database analysis of cases done between 2010 and

2012. Key outcome measures include weight loss and peri-operative and late

complications. All data expressed as mean [range].

Results: Seven patients studied. BMI pre RYGB = 48kg/m2 and pre BOB

=39kg/m2. Time to nadir weight loss after RYGB was 1.1 yrs, with BOB

performed 5.2yrs later. No deaths or open conversions. Only complica-

tion was 1 case of SB obstruction after bowel twisted through a loop of

slack of band tubing. No slippage or erosion to date. Five of the 7 patients

are <12 months post-op, yet most (6/7) have lost weight (%EWL pre-BOB

44% and post-BOB 60%, p<0.007, paired t-test). The patient who failed to

lose weight has maintained her pre-BOB weight despite infrequent follow up

attendance.

Nadir

weight

after

RYGB

Weight

gain

%EWL after

RYGB at

time of

referral

Time since

BOB

performed

(months)

Combined

%EWL

(RYGB +

BOB)

Improvement

in %EWL

after BOB

(all patients)

88kg 17kg 44% 11 60% 16%

[71–124] [11–26] [18–67] [2–26] [38–87] [0–28]

p=0.007

Conclusion: Although preliminary, our findings show the BOB procedure to be

safe and it results in significant and fairly rapid improvements in %EWL in most

patients. We feel this technique merits further study.

P.387 Re Do´s in Bariatric Surgery

PRESENTER: B. Jelen 1

Co-author: K. Dittrich1

1Korneuburg, Chirurgie, Landesklinikum Korneuburg, Niederösterreich- Austria

Introduction: Bariatric surgical intervention leads to a loss of weight as well as

to a reduction of co-morbidities. But some method-specific weakness can be

seen in the long course of time. In comparison to Europe (1), where most of the

Re Do´s concern problems with the gastric band, in America it is the Roux-Y-

Bypass (2, 3).

Method: In an Analysis period of 4 years of the Re Do’s in a hospital near

Vienna.

Results: The main reason for the transformation of a gastric-Band into a

gastric-Bypass is the oesophagus-dilatation with the gain of weight after

unblocking the gastric-band, followed by Band-Migration and Band-infection.

The reason for the conversion of a Vertical Banded Gastroplastic (VBG) is the

break of clips.

Conclusions: There are more and more revisional interventions after bariatric

surgeries with a frequency of about 15-20% in our clinic (34 out of 176 bariatric

interventions were Re-Do´s) Most of them come from transformations of a

gastric-Band into a gastric-Bypass, either during one operation or in two times.

References:
(1): Hedberg J et al., Long-term follow-up in patients undergoing open Gastric-

Bypass as a revisional operation for previous failed restrictive procedures.

Surg. Obes. Relat. Dis 2011 (Jun 30)

(2): Rawlins MI et al., Revision of RYGB to distal bypass for failed weight loss.

Surg. Obes. Relat. Dis. 2011; 7 (1): 45–49

(3): Morales MP et al.,Laparoscopic revisional surgery after RYGB and Sleeve

Gastrectomy. Surg. Obes. Relat. Dis. 2010; 6(5): 485–490

P. 388 Robotic Assisted Bariatric Surgery Is It Justified for All Surgeries?

PRESENTER: R. Palaniappan1

Co-authors: K. CM1, M. Mohamed1

1Apollo Hospitals, Bariatric Institute, Chennai-India

Introduction: Minimal Access Surgery has revolutionized the surgical treat-

ment of morbid obesity. Robotic Surgery stole the limelight n the recent years

with its obvious advantage over laparoscopic surgery. We aimed at finding its

feasibility and justification in the filed of Bariatric surgery.

Methods: We performed 12 cases of Robotic Bariatric Surgery performed

through daVinci Robotic system (6 Sleeve gastrectomy, 5 Gastric bypass, 1

Revision of Sleeve to Gastric bypass) since January 2012. 60 Conventional

laparoscopic surgeries (34 sleeve, 23 bypass , 2 sleeve revision, 1 bypass

revision) performed during that time, served as controls. Operative technique,

procedural time, errors, excess weight loss, resolution of co-morbidities, and

cost analysis were observed.

Results: The operaton technique was comparable in both the group. The mean

operating time was 158 minutes (121–196) and 86 minutes (40 – 155) respec-

tively. The mean docking time was 28 minutes by Robotic technique against 5

minutes by laparoscopic route. 1 case of stay suture perforation peritonitis was

identified in Robotic group needing laparotomy and closure of perforation. 1 case

of intestinal obstruction due to internal herniation was re-operated in the laparo-

scopic group. Average procedural cost was significantly higher in Robotic group.

Conclusions: Revison surgeries were technical simple with the advantages of

intuitiveness of Robot. Gastric bypass by robot is technically more easy

though cannot substantiate financial burden over the benefits. Sleeve gastrec-

tomy will be beneficial only for the learning curve and hold no other advantage

by Robotic surgery.

P.389 The Anatomy of a Bariatric Surgery Revision Clinic

PRESENTER: C. De Gara1

Co-authors: J. Lovely2, H. Davis3, S. Showleh4

1University of Alberta, Department of Surgery, Edmonton-Canada
2Royal Alexandra Hospital, Edmonton-Canada
3Royal Alexandra Hospital, Weight Wise Adult, Edmonton-Canada
4RoyalAlexandra Hospital, Weight Wise Adult Bariatric Clinic, Edmonton-

Canada

Introduction: Inevitably, some surgical procedures fail eg Vertical Band

Gastroplasty (VBG), popular 20 years ago, is now failing, gastric bands require

explanation, sleeve gastrectomy and bypass pouches are dilating. The Alberta

(Canada) Provincial Obesity Management Strategy established a Bariatric

Surgery Revision Clinic to respond to these needs.

Methods: Patients attending the Adult Bariatric Surgery Revision Clinic from

assessment to revision surgery between August 2011 and December 2012

were included in a chart review (n = 24). Demographic, medical, and clinic

utilization data were abstracted.
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Results: Initial bariatric procedure was 14 ± 8.1 years prior, 20 patients had

VBG, 75% were female (49.8 ± 10.1 years). BMI was 47.0 ± 11.5 (median 45).

Patients were seen 1.2 ± 0.8 times by nursing, 2.4 ± 1.9 times by dieticians,

2.6 ± 2.3 by psychology, and further 0.9 ± 1.3 times by phone or telehealth. All

patients had a barium study and endoscopy. 18 patients had surgery for weight

recividism, and 6 patients required surgery for mechanical problems. Patients

were on 5 ± 2.9 medications, had 4.3 ± 1.9 co-morbidities in addition to morbid

obesity, 13% had Type II diabetes, 25% sleep apnea, 25% GERD, and 63%

depression. All VBGs were converted to an open stapled Roux-en-Y

gastroplasty, the old mesh and fundus was removed. Hospital LOS was 6.6

± 2.6 days. There were no deaths, 2 patients leaked, wound and respiratory

complications were common. Close clinic follow-up continues.

Conclusion: Revision bariatric surgery clinic patients are complex demanding

a multidisciplinary, planned and resource intensive approach to care.

P.390 Converting Gastric Banding to Gastric Bypass Should Be

Performed in One Operation

PRESENTER: M. Emous1

Co-authors: J. Apers1, E. Totté1

1Medical Center Leeuwarden, Surgery, Leeuwarden-The Netherlands

Introduction: Revisional surgery for failed gastric banding can be performed in

single or sequential procedures. In this study we present single stage revisional

surgery for failed gastric banding to gastric bypass.

Methods: A cohort of all patients undergoing revisional surgery to gastric

bypass was subtracted from a prospectively held database. The database

and computerized hospital notes were analysed.

Results: 265Patientswere treated for failed gastric banding.As standard procedure,
we adopted the removal of the band and simultaneous performing a Roux-Y gastric

bypass. 177 patients (66,8 %) were referred to our hospital for revisional procedure.

Mean time between LAGB and LRYGB was 31 months and follow up after

revisional procedure was 15 months.

Device related failure of gastric banding included dysmotility, slipping, erosion

and pouchformation. In 38 patients (14,3 %), where conservative treatment

was unsuccessful the band was removed. Revisional procedure occurred 2 to

3 months after explantation. Leakage of the gastrojejunal anastomosis oc-

curred in seven patients, of which two occurred after two step procedures (5,3 %)

and five after a single step procedure (2,2 %)(p>0,05). No differences were seen

in minor morbidity.

No mortality was observed. % EBMIL 15 months after revisional procedure

was 45,6% (range 14-159%). %EBMIL from gastric banding until 15 months of

follow up after revisional procedure was 58 % (range 7 – 154%).

Conclusion: In the treatment of failed gastric banding simultaneous band

removal and revisional gastric bypass is feasible and save.

P.391 Clinical Outcomes of Bariatric Revisional Procedures: Comparison

with Primary Surgery

PRESENTER: J. Contreras1

Co-authors: C. Santander1, F. Perez1, I. Court2, J. Bravo

1University of Chile, Surgery, Santiago-Chile
2Clinica Santa Maria, Bariatric Surgery, Santiago-Chile

Introduction: The main indications to perform bariatric revisional surgery are

insufficient weight loss (IWL) and/or weight regain (WR) and adverse effects

due to the primary procedure. The aim of our study is to present clinical

outcomes of patients submitted to revisional procedures by our team.

Method: Retrospective cohort study of all patients undergoing to bariatric

revisional interventions by the same group. Description of demographics and

comparison of clinical outcomes. Primary endpoint: excess BMI loss

(%EBMIL). T-test for continuous variables.

Results: BetweenMarch 2008andApril 2012, 15 patients (1.2%of the entire cohort)

required a revisional procedure, 13 because of IWL and/or WR and 2 because of

symptomatic gastroesophageal reflux. 10 female, mean preoperative age 43.2

(±10.9) years and BMI 37.7 (±6.5) kg/m2. Procedures performed: conversion from

Laparoscopic Gastric Banding (LGB) to Laparoscopic SleeveGastrectomy (LSG) in

9 cases, Laparoscopic Gastric Bypass (LGB) redo in 2 cases, conversion from LSG

to LGB in 2 cases, LSG redo in 1 case and repositioning of LGB in 1 case.Mean time

between primary and revisional procedure 37.9 (±18.4) months. There was no

postoperative morbidity nor mortality in this group. Mean %EBMIL 1 year after

surgery was significantly lower in the revisional group compared to the primary

surgery group (62% vs 84%, p<0.005). Mean follow-up in the revisional group of

36 (range: 8–57) months.

Conclusion: In our experience, revisional surgery after a primary bariatric

intervention is not frequent and its results in terms of %EBMIL are worse than

patients submitted to primary bariatric interventions.

P.392 Redo after Redo: Is it Safe?

PRESENTER: H. Alshurafa1

1PSMMC, Surgery, Riyadh-Saudi Arabia

Introduction: Revisional bariatric surgeries are common challenge for the sur-

geon and for the patient. Despite that, the redo surgeries after redo bariatric

surgeries are another bigger challenge. This presentation is to evaluate the safety

of the redo after the revisional bariatric surgeries.

Method: Retrospective review of the records of all the patients who had

revisional bariatric operations in last three years, 1 Jan 2010 to the end of

2012. All the operations were done by the same surgeon.

Results: The total bariatric operations were done in this period were 806, out of

them were 68 (8.4%) operations were revisional bariatric operations. Out of

these 68 operations there were 9 (13.2%) patients had redo after redo oper-

ations or 1.1% of all bariatric operations in three years were redo after redo. 6

patients were operated for weight regain 3 patients for complications mainly

sever heart burn due to gastro-esophageal reflux. 6 patients had revision of

the gastric bypass, 2 patients had bilio-pancreatic diversion and one patient

have sleeve gastrectomy. There is no mortality, 2 wound infections at the

reservoir site, one case had post-operative pouch bleeding treated conserva-

tively, and no leak. The early average excess body weight loss was 30.5% in

first 3 months.

Conclusion: Redo after redo bariatric surgeries are safe and feasible. The main

indications for these operations are weight regains and/or complications like

GERD. The effectiveness of these operations to reduce the weight needs long

follow up and more patients to confirm that.

P.393 The Laparoscopic Intestinal Bipartition: A New Model of Bariatric

Surgery with Rapid Efficacy Against Metabolic Comorbidities

PRESENTER: R. Sarkis1

Co-authors: N. Choucair2, A. Khazzaka3

1Saint Joseph University, Digestive Surgery, Surgical Research, Beirut-

Lebanon
2Saint Joseph University, Surgey, Beirut-Lebanon
3Saint Joseph University, Surgical Research, Beirut-Lebanon

Introduction: Bariatric surgery is the most effective treatment for morbid obe-

sity with comorbidities, it improves excess weight loss (EWL) and glucose

homeostasis significantly, restrictive procedure and malabsorption are not the

only two induced mechanisms. The purpose of this study was to evaluate

the Laparoscopic Intestinal Bipartition (LIB) in feasibility efficiency and

reversibility.

Method: Four patients (three women and one man) were operated by LIB for

morbid obesity (BMI> 35 kg/m2) with type II diabetes as initial surgery (one

patient) or after a recurrence post sleeve gastrectomy (three patients). A

mechanical stapler of the middle of the small intestine, an anastomosis of

the proximal stump to the terminal ileum 20 cm before the cecum, and an

anastomosis of the distal stump to the jejunum 20 cm after the Treitz’ s angle
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were done. The assessment of EWL and comorbidities was made six and

twelve months postoperatively.

Results: The mean operative time was 40 min. At six months EWL was greater

than 50%, diabetes was controlled with lower dosage of drugs and normaliza-

tion of HbA1c(4/4), improvement of cholesterol(4/4), triglycerides(4/4), hyper-

tension(2/2), steatosis(2/2) and sleep apnea(4/4). At one year, results were

comparable to six months follow up.

Conclusion: LIB is a reversible model of metabolic surgery effective for obesity

and comorbidities. LIB gave a reduction in absorption without malabsorption

probable mechanism as an acceleration of the small bowel and potentiel

induction of ileal brake with increasing GLP1. A larger series of LIB must be

evaluated to determine the role of LIB in bariatric surgery.

P.394 Evidence-Based Reflections on Robotic Assistance for Minimally

Invasive Bariatric Surgery

PRESENTER: E. Ortiz-Oshiro1

Co-authors: C. Hernandez Perez1, D. Sierra Barbosa1, J. Dziakova1

1HCSC - Universidad Complutense, Surgery, Madrid-Spain

Introduction: Robotic assistance (RA) introduction into minimally invasive

surgery has provided advantages making possible to perform more complex

techniques by laparoscopy. Several bariatric surgery teams have incorporated

robotic procedures and published results are controversial. We have tried to

evaluate the improvement provided by RA to bariatric surgery outcomes, on

the light of evidence-based medicine.

Method: By analysing literature, we have tried to answer the following ques-

tions: Which procedure(s) may benefit more from RA (if so)? Do exist technical

advantages in using RA in any of the bariatric rocedures? Have postoperative

clinical differences been demonstrated? Are there any evidence on reduction

of short and long term complications by RA application? Does RA have any

influence on the steep learning curve of bariatric minimally invasive surgery?

What about cost?

Results: Although there is a great majority of experience in Roux-en-Y

gastric bypass, recently reports on sleeve gastrectomy have appeared.

There is no consensus about spending more or less surgical time com-

pared to laparoscopy, and some groups have reported conversions to

open related to robotic arms. Overall short and long term complications

rate seems to be similar between robotic and laparoscopic approaches,

but there are teams reporting less incidence of anastomotic strictures

and leakage when using robot. The learning curve for robotic gastric

bypass is considered to be shorter than for laparoscopic gastric bypass.

There are studies demonstrating that RA bypass is cheaper when com-

pared to laparoscopic and to open approaches.

Conclusions: Robotic assistance seems to have provided some advantages to

minimally invasive bariatric surgery.

P.395 Comparison Between the Results of Laparoscopic Sleeve

Gastrectomy and Laparoscopic Roux-en-Y Gastric Bypass in

the Indian Population: A Retrospective 3 Year Study

PRESENTER: A. Govil Bhasker1

Co-authors: M. Lakdawala1

1CODS and Saifee Hospital, Minimal Access and Bariatric Surgery,

Mumbai-India

Introduction: Laparoscopic sleeve gastrectomy (LSG) is now emerging as a

standalone bariatric procedure in the world. Early results suggest that weight

loss and resolution of comorbidities with LSG is comparable to laparoscopic

Roux-en-Y gastric bypass (LRYGB).

Methods: A retrospective comparative analysis was done of 250 patients in

each arm who underwent LSG and LRYGB from October 2009 to March 2010.

Mean age in LSG group was 39.6 years (SD ± 11.85) and that in LRYGB group

was 44.9 years (SD ± 13.58). Mean BMI was 44.6 kg/m2 (SD ± 9.8) in LSG

group and was 43 kg/m2 (SD ± 12.5) in LRYGB group. In the LRYGB group

45% patients had type 2 diabetes, 45% were hypertensive and 11% suffered

from dyslipidemia as compared to 25% diabetic, 39% hypertensive and 17 %

dylipidemic in the LSG group. The resolution of comorbidities, percentage of

excess weight loss (EWL), and complications were studied at 1, 2 and 3 years

in this study.

Results: At the end of 1 year EWL% in the LRYGB group was 62% as

compared to 76.14% in the LSG group. At the end of 3 years EWL% in

LRYGB was 47.5% as compared to 55.3% in LSG group. Though early

resolution of type 2 diabetes was seen to be better in the LRYGB group, the

results matched up at 1 year and were comparable at the end of 3 years.

Resolution of hypertension was comparable whereas that of dyslipidemia was

better in the LRYGB group. There was increased incidence of GERD in LSG

patients at the end of 1 year. Both groups had a comparable complication rate

of < 1%. There was no mortality in either group.

Conclusion: At the end of 3 years LSG shows better results in terms of %EWL

and has a comparable resolution rate of co-morbidities. There is a marginally

increased incidence of GERD after LSG as compared to LRYGB.

P.396 Sleeve Gastrectomy with Jejunoileal Bypass Results of a New

Technical Procedure

PRESENTER: B. Zilberstein1

Co-authors: J. Abbud Ferreira1, R. Ribeiro de Araujo Pereira1, M. Helbo de

Carvalho1, C. Bussons1, F. Furlan Nunes1, M. Youssef Franciss1, L. Cardoso

Barchi1

1Gastromed - Instituto Zilberstein, Gastrintestinal and bariatric, Sao Paulo-

Brazil

Introduction: The Sleeve gastrectomy (SG) technic procedure is being in-

creasingly employed in the surgical treatment of morbid obesity. Its action

mechanism was therefore linked to the elimination of ghrelin-producing area,

according to the resection of gastric fundus and restriction due to the removal

of approximately of the stomach. It is therefore a restrictive procedure.

Intending to maximize the effects of the SG, not only in inducing weight loss

after surgery, but enhance the maintenance of lean weight in the long term,

and add a metabolic component, we proposed the association of jejunoileal

bypass to SG. The aim of this study is to report the results of SG with

jejunoileal bypass.(SGB)

Method: 76 obese patients were operated associated to SG with a latero-

lateral jejunoileal bypass performing the anastomosis between the jejunum at

50 cm from Treitz angle and the ileum at 120 cm from ileocecal valve, by

laparoscopy.

Results: The 76 patients consisted of 57 women and 19 men, aged between

20 and 64 years, with an average BMI of 41.22, with follow-up between 12

to 60 months, with a mean of 28 months. The loss of excess weight was

28.15 to 111.93% during this period, with an average of 62, 33%. In nine

patients who underwent SGB after therapeutic failure of the adjustable

gastric band, was observed a reduction of the excess weight ranging from

55.45 to 104.18 %. About 30% of the patients had comorbidities such as

hypertension and diabetes and all of them stopped using the medications

to control comorbidities before six months after operation. The rate of

complications was 1,3% due to internal hernia, and 6,5% have to undo

the jejuno-ileal bypass due to diarrhea.

Conclusion: We can conclude that SGB is a safe procedure adding probably a

metabolic effect to a restrictive procedure, with almost no mal-absorption.

P.397 Bariatric Surgery in the Elderly Over 60 Years: Results After Sleeve

Gastrectomy and Gastric Bypass

PRESENTER: P. Fournier1

Co-authors: F. Haroun1, D. Verscheure1, L. Ribeiro-Parenti1, D. Chosidow1,

J. Marmuse1

1Bichat Claude Bernard University Hospital, General Surgery, Paris- France
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Introduction: The prevalence of obesity is increasing gradually, even in older

age groups. By the year 2030–2035 more than 20% of the U.S. adult popula-

tion and more than 25% of Europeans will be aged 65 and more. After 60

years, the reference shall be laid on a case by case basis depending on the

physiological age and comorbidities.

Methods: From July 2003 to December 2012, a prospective collection of data

from patients aged 60 and over was carried out whatever the surgical procedure.

Results: Hundred and thirteen patients comprise the cohort: 51 sleeve gas-

trectomy, gastric bypass 62 and no gastric banding.

The mean follow-up was 42 months. In the sleeve gastrectomy group, the

average age was 63.2 ± 0.9 years (60–71), 35 women to 16 men, mean BMI

45.9 ± 1.6 kg/m2 (35.5-71). Eight patients had a gastric banding before. There

was no mortality. The morbidity rate is 9.8%: 3 fistulas, one wound infection

and one respiratory distress.

In the bypass group, the average age was 62.02 ± 0.5 years (60–71), 44

women to 16 men, the mean BMI of 48.5 ± 2.9 is (30.3-60.2). Sixteen patients

had have a gastric banding before, 2 patients with a Mason. There was no

mortality. The rate of postoperative morbidity is 6.4%: 2 lower gastrointestinal

bleeding, 1 wound infection and 1 pneumonia. We note 4 anastomotic ulcers

remote surgery.

Here are the results of weight loss:

6 months 1 year 3 years 5 years

Sleeve BMI

in kg/m2

37.2 ± 2.8 34.4 ± 2.2 34.8 ± 3.4 34.2 ± 2.8

Sleeve %EWL 48.7 ± 7.9 59 ± 7.4 58.7 ± 14.8 62.8 ± 10.1

Bypass BMI

in kg/m2

36.4 ± 3.0 32.3 ± 2.6 33.1 ± 2.5 32.1 ± 3.6

Bypass %EWL 51.4 ± 6.6 77.4 ± 27.2 66.4 ± 8.2 69.3 ± 16

The rate of comorbidities resolution was 30%. The improvement in cardiovas-

cular diseases is the most important; there is little improvement in joint

diseases.

Discussion: Bariatric surgery in the elderly does not emphasize either morbid-

ity or mortality. Weight loss is satisfactory. The risk-benefit ratio can help

expand the indications for surgery.

P.398 International Bariatric Club: Impact of Social Media on Global

Bariatric Education

PRESENTER: T. Rogula1

Co-authors: H. Khwaja2, M. Nedelcu3

1Cleveland Clinic, Bariatric and Metabolic Institute, Cleveland-United States
2University Hospital Aintree,, Phoenix Health Bariatric Surgery Supercentre,

Liverpool-United Kingdom
3Le Centre Hospitalier Universitaire, General Surgery, Montpellier- France

Introduction: Social Media (SC) play an increasing role in global communica-

tion. International Bariatric Club (IBC) was created to integrate, stimulate and

exchange experience globally and uses Facebook (FB) to achieve these

goals. The Close Group feature was use to create a professional IBC forum

(access per invitation, anyone can see the group and who is in it, only

members see posts).

Material and Method: An electronic survey was sent to 777 members of IBC.

The following features of FB were evaluated: 1. Global access. 2. Ease to use. 3.

Multimedia support. 4. Speed of communication. 5. Privacy. 7. Professionalism.

8. Intellectual property. A detailed analysis of activities and functionality of IBC

Group was performed.

Results: 385 Club Members (49.5%) responded as follows (positive answers in

brackets): Global access (90%), Ease to use (73%), Multimedia support (82%),

Speed of communication (88%), Privacy (62%), Professionalism (71%),

Protected Intellectual Property (20%). The major concern was protection of

privacy and intellectual property. Group activities were measured: 777 members

from all continents and 21 countries. The Group was created in Nov 2010; since

then a total of 2340 posts were created with the average of 7 per day.

Conclusion: Social Media may provide an effective tool for a rapid and effective

communication for the purpose of professional bariatric education. Questionable

privacy and intellectual protection should be reasonable and carefully off set by its

massive range and immediate global spread.

P.399 Perioperative Outcomes in High-Risk Patients Following Bariatric

Surgery – Lessons from a Specialist Quaternary Supra-Regional

Referral Centre

PRESENTER: A. Roman1

Co-authors: O. Khan1, N. Sanmugalingam1, G. Vasilikostas1, M. Reddy1, A. Wan1

1St George’s Healthcare NHS Trust, Department of Upper GI Surgery,

London-United Kingdom

Introduction: There is limited data on peri-operative outcomes in high-risk

patients undergoing bariatric surgery. We prospectively evaluated our experi-

ence of high-risk elective patients referred to our quaternary supra-regional

center undergoing bariatric surgery who were admitted to a high dependency

unit (HDU) as a part of their planned post-operative care.

Methods: Between May 2009 and October 2012 a total of 60 high-risk patients

(defined as patients requiring elective admission to HDU post-operatively due

to pre-existing co-morbidities) underwent bariatric surgery at our institution.

Patients were classified according to their reason for requiring their HDU

admission: cardiovascular disease; CPAP-dependent sleep apnoea; signifi-

cant renal impairment and other reasons. The peri-operative outcomes were

prospectively recorded and compared between the groups.

Results: Of the 60 patients (M: 24, F: 36; average age: 50 ± 1.4 years), 25 had

cardiovascular disease; 24 had CPAP-dependent sleep apnoea; 5 had signif-

icant renal disease and 6 had other pathologies. The mean overall hospital

length of stay 4.0 ± 0.6 and the overall complication rate 16.6%. The inter-

group comparisons are summarized below:

Sleep

apnoea

Cardiovascular Renal Other

Number of patients 24 25 5 6

Age 50 ± 2 52 ± 2 47 ± 5 46 ± 4

Pre-operative BMI 52 ± 2 52 ± 10 50 ± 2 51 ± 3

Gastric bypass 13 13 0 5

Sleeve gastrectomy 8 11 4 2

Gastric band 1 0 0 0

Revision surgery 1 0 0 0

Balloon insertion 1 1 1 0

Total length of

stay (days)

4.6 ± 1.0 3.5 ± 0.3 4.0 ± 1.0 3.3 ± 0.6

HDU length of

stay (days)

2.0 ± 0.5 1.4 ± 0.1 1.3 ± 0.4 1.6 ± 0.3

Readmission rate

to HDU

2 0 0 0

Complications

in 30 day post-

operative period

7 2 0 1

Readmission rate

post-discharge

1 0 0 0

There is a significant increase in the overall complication rate in CPAP-dependent

sleep- apnoea patients as compared with the rest of the cohort(p=0.02).

Conclusions: High-risk patients can safely undergo bariatric surgery in

specialised centres with good peri-operative outcomes. The presence of CPAP-

dependent sleep apnoea is a potential adverse prognostic indicator.
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P.400 LAGB for PCOD, Infertility Obese Females: Was It the Right Choice?

PRESENTER: S. Poonam1

Co-authors: S. Pallavi1, G. Jayashri1, S. Shashank1

1Laparo-Obeso Centre, bariatrics, Pune-India

Introduction: PCOD, associated with reproductive and metabolic problems, is

known to improve with weight loss.

Method: 33 of 60 females with irregular menses and undergone LAGB, from

January 2005 to December 2010, were diagnosedPCOD (Rotterdam criteria) with

or without infertility. 15 Married, 18 Unmarried. Married 5 had previous pregnan-

cies, with 3 on secondary infertility, while 10 on primary infertility treatments. Age

14 to 40 year, BMI 33 to 52 kgs/m2. Patients followed for weight loss, regularization

of menses, success of conception, natural or assisted. Band emptied on pregnan-

cy. Retrospective analysis done Jan 2013- a follow-up of 2 to 5 years.

Results: All patients had regularization of menses by 3 to 5 months. Of 15

married patients- 1 with secondary infertility had natural conception pregnancy

and of 10 primary infertility, 4 conceived 3 natural, 1 assisted. At the end of

study period of the 18 unmarried patients, status of 5 unknown while 9 were

married- 4 recently and 5 had natural conception. All 10 pregnant patients did

not require additional nutrition and had full term normal delivery, except for 2

caesareans. All babies were normal weight with no abnormalities. 5 bands

removed with 3 converted to LSG, 2 refixed for slippage.

Conclusion: LAGB, which is losing popularity for treatment of morbid obesity,

was however found to be useful for child bearing age group females with

PCOD, without long waiting period for conception, as with other procedures,

nor need for additional nutritional challenges to the mother and baby.

P.401 Obese Morbidity Can Be More Serious than Morbid Obesity in Asians

PRESENTER: S. Shashank1

Co-authors: S. Poonam1, T. Jayashree2

1Laparo Obeso Centre, Bariatric surgery, Pune-India
2Ruby Hall Clinic, Bariatric Surgery, Pune-India

Introduction: Metabolic syndrome and type 2 diabetes are seen to occur at a

lower Body Mass Index (BMI) among Asians.

Materials and Methods: 50 patients with BMI lower than 28 kg/m2 who visited

the Laparo Obeso Centre with at least two of the following: Central obesity,

hypertension, dyslipidaemia, type 2 diabetes were included. BMI, waist cir-

cumference and body fat % were measured by DXA were studied and

analysed. There were 39 females and 11 males. The probable CV risk scores

of these patients were calculated by using UKPDS in diabetics and Farmigham

in the non-diabetics. The mean BMI was 24.88 kg/m2.

Results: All of them had a waist circumference above normal. The mean waist

circumference for females was 99.8 cm and males was103 cm. The mean

body fat percent was 44.5 The risks calculated correlated more with body fat %

and waist circumference than its BMI.

Conclusion: High body fat percentage with visceral obesity in Asians is re-

sponsible for the onset of Type 2 diabetes / metabolic syndrome even at a

lower BMI. It may be ideal to look at the body composition rather than BMI

especially while treating patients with type 2 diabetes and/ or metabolic syn-

drome having a BMI less than 30 kg/m2.

P.402 Prospective Evaluation of Quality-of-life Before and After

Laparoscopic Sleeve Gastrectomy

PRESENTER: V. Charalampakıs1

Co-authors: G. Bertsias2, M. Daskalakis1, J. Romanos1, E. de Bree1,

D. Peirasmakis1, J. Melissas1

1Heraklion University Hospital, Bariatric Unit, Heraklion Crete-Greece
2Heraklion University Hospital, Department of Internal Medicine, Heraklion

Crete-Greece

Introduction: Morbid obesity adversely affects quality of life (QoL) even in

young adults. QoL evaluation has gained attention as an outcome measure

in bariatric surgery. This assessment is performed with questionnaires and

visual analogue scales for patient satisfaction (VAS). Prospective data of QoL

changes after Laparoscopic Sleeve Gastrectomy (LSG) in the literature are

still poor.

Method: Consecutive morbidly obese patients admitted for LSG, over a 2-year

period, were prospectively enrolled. The validated Greek version of the

Moorehead-Ardelt II obesity-specific questionnaire (MAII) and a 10-point

VAS were offered preoperatively and at 6, 12 and 24 months postoperatively.

Full somatometric and co-morbidities profile was recorded at all-time points.

Results: A total of 111 patients (60 females, 51 males, mean age 36.8±9.2) were

included. There was no mortality and the total complication rate was 15.3%. The

mean preoperative BMI was 49.1±7.5kg/m2 and %EBL was 51.1±14.9% at 6,

64.2±17.9% at 12 and 66.4±18%at 24months postoperatively. All co-morbidities

were significantly ameliorated. The mean MAII total score was 0.40±1.30 preop-

eratively and increased to 1.75±0.83, 2.18±0.80 and 1.95±0.71 at 6, 12 and 24

months postoperatively (p<0.001). The mean postoperative VAS score was

9.1±1.1, 9.2±1.1 and 9.0±1.3 respectively. The improvement in MAII score was

more sustained in females at 24 months, although end BMI was comparable

between the two genders. The degree of BMI reduction correlated weakly with

QoL improvement.

Conclusion: LSG is a safe and effective bariatric operation with accept-

able morbidity, satisfactory and sustained weight loss and ignificant im-

provement in QoL. Analysis of QoL is important for a complete bariatric

outcome evaluation.

P.403 Frequency of Dietary Advice Prior To Bariatric Surgery Improves

Weight Loss Outcome at 12 Months

PRESENTER: A. Brown1

Co-authors: T. Arora2, M. Richardson3, R. Nijjar3, R. Khaki3, V. Patel,

A. Wright3, G. Abernethy1, S. Taheri 1, P. Super3

1Heart of England NHS Foundation Trust, Specialist Weight Management

Services, Birmingham-United Kingdom
2University of Birmingham, Clinical and Experimental Medicine, Birmingham-

United Kingdom
3Heart of England NHS Foundation Trust, Upper GI and Minimally Invasive

Surgery Unit, Birmingham-United Kingdom

Background: Frequency of pre-operative contact has been shown to improve

weight loss outcome following bariatric surgery. However, it is currently unclear

how many pre-dietary contacts are required to produce significant chronic

weight loss following bariatric surgery.

Methods: A retrospective case–control study of 455 patients (mean age

45.1±11.0years, females [71.8%], mean BMI 51.6±8.4Kg/m2) who underwent bar-

iatric surgery from 2010–2012 was conducted. We examined if the frequency of

dietary advice prior to surgery (intervention=381; control=97) from pre-operative

assessment to surgery improved weight loss after 12 months of undergoing bariat-

ric surgery. No significant differences were found between groups for sex, ethnicity,

operation type and age.

Results: Increased frequency of contacts between pre-operative assessment

and surgery produced significantly greater weight loss at 12 months (=0.17,

p=0.006). Further analyses adjusted for age, sex, ethnicity, mode of contact

and diabetes showed that 3 contacts was statistically significant (=0.15,

p=0.02). A mean weight loss of 39.6±24.4kg was achieved for those receiving

3 contacts compared to 29.9±17.7kg for 2 contacts (p=0.02). Age and male

gender were independent predictors of weight loss at 12 months (=1.4, p=0.19

and =0.18, p=0.002, respectively).

Conclusion: Increased frequency of dietary reinforcement prior to surgery

produces a statistically and clinically significant weight loss at 12 months.

Patients should have a minimum of 3 contacts to produce this effect.

Finally younger age and male gender produced better weight loss out-

comes at 12 months, which could help predict weight loss outcomes

following surgery.
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P.404 The Effects of Laparascopic Gastric Plication and Sleeve

Gastrectomy on Loss of Weight in Our First Experiences

PRESENTER: M. Tokocın1

Co-authors: H. Bilge1, O. Karagulle1, S. Arici1, F. Celebi1, R. Kutanis1

1Bagcilar Training and Research Hospital, Surgery, Istanbul-Turkey

Introduction: GP and SG are successful bariatric surgery techniques which

decrease the gastric volume. In this study we searched the effects of SG and

GP on loss of weight and BMI of patients on their 1.,3.,6. and 12. Month follow-

ups.

Outcomes: From November 2010 327 patient (median age: 35,82 (min:14;

max:66), female n=222 (68,88%); male n=101 (30,88%) underwent GP

and SG. Patients preoperative average weigth is 126,78kg, average BMI

is 44,38kg/m2. Patients average loss of weight and decrease of BMI is

respectively: 1st month 11,15kg(8,79%) (GP10,91kg(8,82%)-SG 12,46kg

(9,56%)3,9 kg/m2 (8,78%) GP 3,8kg/m2(8,72%)- SG 4,43kg/m2(%9,24) ); 3rd

month 20,3kg(16,01%) (GP 19,82kg(16,03%)- SG 23,03kg(17,67%) ) - 7,12kg/m2

(16,04%) (GP 6,92kg/m2(15,89%)-SG 8,18kg/m2(17,58%)); 6th month 27,6kg

(21,76%) (GP 26,85kg(21,72%)- SG 32,51kg(24,94%) ) 9,57kg/m2(21,56%)(GP

9,32 kg/m2 (21,2%)- SG 11,27kg/m2(24,22%)); 12th month 28,4kg(22,4%) (GP

28.91kg(23,39%)-SG31kg(23,78%) ) - 9,57kg/m2(21,58%) (GP9,51kg/m2(21,84%)-

SG 0,88kg/m2(23,38%)).

Results: GP and SG are the operations that reduce the gastric volume and

help patients to lose weight. In our study; weight loss of the patients are

statistically significant. After 6th month follow-up the lose of weigth decreased

in patients. We think that the main reason of this decrease, is the habitual life

standarts of the patients that they couldnt change and as a conclusion in-

crease in the gastric volume is inevitable.

P.405 Preoperative Upper Endoscopy in Patients Undergoing Bariatric

Surgery: A Systematic Review

PRESENTER: C. Kayaalp1

Co-authors: C. Aydin1, O. Gozeneli2

1Inonu University, Surgery, Malatya-Turkey
2Beydagi State Hospital, Surgery, Malatya-Turkey

Background: Preoperative upper endoscopy is a routine procedure in most

bariatric surgery centers. The main rationale is to diagnose the unexpected

pathologies that can alter the surgical procedure. However, there is no cumu-

lative data about the incidence of those unexpected findings in morbidly obese

patients. The aim was to examine all the published results of upper endoscopy

in patients undergoing obesity surgery.

Methods: Electronic searches of the PubMed, Ebsco and Google databases

were carried out in November 2012 using the keywords for upper endoscopy

before bariatric surgery. No restrictions were made and congress presenta-

tions were searched as well. A total of 14 articles were selected for inclusion in

the analysis.

Results: A total of 4190 cases were analyzed. Most of the patients

(99.8%) had normal or benign endoscopic findings that did not alter the

surgical procedures. Eight gastroduodenal malignancies (0.2%) were in-

cidentally detected during routine upper endoscopy. They included one

early gastric cancer, one tubular adenoma with low-grade dysplasia, one

gastrointestinal stromal tumor, three carcinoids and two neoplasms not

mentioned in detail. Additional procedures to the obesity surgery were

required in all of those cases.

Conclusion: Most of the findings of routine preoperative upper endoscopy

include normal or benign pathologies that did not change the surgical

procedure. Almost only one of every 500 patients who had routine upper

endoscopy was diagnosed as incidentally detected tumors (mainly carci-

noids). The remaining every 499 patients had little or no benefit from

routine upper endoscopy. More studies including the cost Analysis should be

done to address this issue.

P.406 Does Gastric Bypass Surgery for Severe Obesity Predispose to

Vitamin D and Calcium Deficiency?

PRESENTER: S. Manning1

Co-author: R. Stubbs1

1Wakefield Hospital, Wakefield Clinic, Wellington-New Zealand

Introduction: Gastric bypass is an effective treatment for obesity, but can

predispose to nutritional deficiencies. There is currently no consensus

concerning the effects of gastric bypass on vitamin D status. We aimed to

determine whether this surgery predisposes to vitamin D or calcium deficiency

in New Zealand women.

Methods: Serum calcium, phosphate, parathyroid hormone, and vitamin D were

measured and compared in two groups of women. The groups were established

from a patient database. Group 1 had gastric bypass surgery 1–2 years previously,

and Group 2 had surgery 5–9 years previously.

Results: 102 patients participated in the study. There were no differences

between age at surgery, or pre and post-operative BMI. Adjusted serum

calcium levels were the same in the two groups (2.31 ± 0.10 vs 2.28 ± 0.08),

as was serum PTH (5.34 ± 2.12 vs 5.25 ± 2.43) and serum vitamin D (68.77 ±

23.89 vs 68.02 ± 23.40). The percentage of vitamin D insufficient patients was

21.4% in Group 1 and 17.3% in Group 2 (p= 0.69). These percentages are

lower than in a previous survey of the general population of NZ women, in

which 52% were found to have vitamin D levels lower than 50nmol/L.

Conclusion: This study provides no evidence that vitamin D or calcium sup-

plements are needed routinely in NZ women following gastric bypass.

However, considering the prevalence of vitamin D insufficiency in the NZ

population it is sensible that all women around the age of menopause have

markers of bone metabolism checked.

P.407 The Effect of Pre-operative Weight Loss on Liver Volume and on

the Outcome of Bariatric Surgery

PRESENTER: C. Borg1

Co-author: J. Deguara2

1University Hospital Lewisham, Department of Surgery, London- United

Kingdom
2Kingston Hospital, Department of Surgery, Kingston Upon Thames- United

Kingdom

Introduction: Morbid obesity is associated with non-alcoholic fatty liver dis-

ease. Large fatty livers make retraction and visualization of the hiatus difficult

and tend to bleed easily. Pre-operative liver reduction diets are widely used but

their clinical benefits are not clear.

Method: A systemic review of the literature was performed to investigate the

effects of pre-operative diets on the liver as well as the early outcome after

bariatric surgery.

Results: 7 studies were found in the literature that compared liver volume

before and after acute diet-induced weight loss in patients undergoing bariatric

surgery. These studies had small patient numbers (14–50 patients) and vari-

able diet duration. Most used a low or very low calorie diet (VLCD).

In the studies, the diet was associated with significant reduction in liver

volume and liver fat content. The only study with a control group reported

no significant difference in operating time or hospital stay when compared

to the VLCD group. The latter group was found to have a higher incidence

of anastomotic ulcers.

One controlled, single-blind study compared VLCD (n=137) with a control group

(n=136) but no liver imaging was used. Although surgeons found the operation

easier in the VLCDgroup, therewere no differences in operating time and intra-op

bleeding. There was a reported increase in complications in the control group at

30 days.

Conclusion: Although pre-operative diets are widely used, there is limited evi-

dence that they improve outcome. There may also be concerns regarding cost,

compliance and the catabolic effects of a prolonged diet.
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P.408 The Villinger-Box: A Basic Bariatric Supplementation Kit that

Works!

PRESENTER: R. Brydniak1

Co-author: N. Runkel1

1Schwarzwald-Baar-Klinikum, Surgery, Villingen-Schwenningen- Germany

Introduction: On IFSO2011 we presented the so-called “Villiger-Box”, a basic

supplementation kit for bariatric patients with all the recommended vitamins, iron

and calcium inside. In our certified bariatric center almost all patients use this box as

supplementation in the first year after surgery. This study examines the laboratory

data of patients with standard LRYGB and LSG in their first year of follow-up.

Method: In our follow-up we collected data from 58 patients with LRYGB and

27 patients with LSG, claiming to take the “Villinger-Box” as recommended.

The Villinger-Box contains tablets with calcium-citrat, iron-fumarat, vitamin d,

multivitamin and ampules of vitamin B12 as well as a description of daily intake.

The collected data concerned measured values of haemoglobin, iron, ferritin,

vitamin B12, folic acid and vitamin d at 3, 6, 9 and 12 months after surgery.

Results: The data for first year after LRYGB as well as LSG shows

normal values of the measured items at any time of follow up.

Conclusion: The data shows that the “Villinger-Box" works as a basic supple-

mentation kit. There was no anemia, no deficiency of measured vitamins at any

time of follow up. Besides this simple kit increases patients’ compliance for

supplementation-intake and patients’satisfaction.

P.409 Nutritional Intake and Hunger and Satiety During Ramadan Fasting

in People Who Have Undergone Bariatric Surgery

PRESENTER: E. Al Ozairi1

Co-authors: J. Al Kandari2, D. Al Haqqan1, O. Al Harbi3, Y. Master1, A. Syed4

1Kuwait University, Medicine, Kuwait-Kuwait
2Ministry of Health/Dasman Diabetes Institute, Nutrition, Kuwait- Kuwait
3Ministry of Health, Surgery, Kuwait-Kuwait
4The University of Manchester UK/ Salford Royal NHS Foundation Trust,

Salford, UK, Endocrinology, Manchester-United Kingdom

Introduction: Fasting in the month of Ramadan poses a challenge to

people who have undergone bariatric surgery. A total fast (all forms of

nourishment including liquids) during long summer days puts these pa-

tients at risk of dehydration and poor calorie and nutrient intake.

Methods: We studied 230 individuals who had undergone bariatric surgery.

We undertook telephone survey of 24-hour food recall, appetite and satiety

scores and medication use during and after Ramadan. We estimated calorie,

macronutrient and fluid intake. Comparative statistical analysis was performed

separately for men and women due to physiological variation in baseline

characteristics.

Results: We studied 186 (80.9%) women and 44 (19.1%) men with a

mean (SD) age of 35.0 (10.2) and 36.8 (9.7) years (non-significant) and

pre-operative BMI 44.0 (7.4) and 48.3 (8.1) kg/m2 (P<0.002), respective-

ly. Common co-morbidities in women and men were type 2 diabetes

(16.1% and 11.4% respectively) and hypertension (17.2% and 25.0%);

types of bariatric surgery were sleeve gastrectomy (89.2% and 93.2%),

gastric bypass (6.5% and 2.3%), gastric banding (3.2% and 2.3%) and

other procedures (1.1% and 2.3%); the majority observed Ramadan

fasting (84.4% and 90.9%). Both women and men reported feeling less

hungry and a preference for savoury foods during Ramadan. Satiety

scores were better during Ramadan in women but post-Ramadan in

men. Total calories, protein and cholesterol intake were significantly

lower during Ramadan in both women and men; women also had less

dietary sodium intake during Ramadan. There was no difference in intake

of fluids.

Conclusion: There were notable differences in eating behaviours during

Ramadan. Patients should be advised on adequate dietary protein intake

during fasting.

P.410 Impact of Dieting Before Bariatric Surgery on Post-Operative

Weight Loss

PRESENTER: R. Singhal1

Co-authors: M. Daskalakis1, R. Khaki1, L. Bell1, A. Brown1, R. Nijjar1,

M. Richardson1, P. Super1

1Heart of England NHS Foundation Trust, Upper GI & Bariatric Surgery,

Birmingham-United Kingdom

Introduction: It is debatable whether good pre-operative weight loss is a

reliable predictor of eventual post-operative weight loss. This study aimed to

examine the relationship between pre-operative and early post-operative

weight loss in patients undergoing bariatric surgery at our centre.

Methods: All patients undergoing primary bariatric surgery between Jan 2011

and Dec 2012 were included in the study. Exclusions included re-operation,

revisions or conversions to another type of bariatric rocedure. Prospectively

collected data points included patient demographics, weight at first surgical

consultation, immediate pre-operative weight and weight at 6 weeks follow up.

Results: 456 patients (128 males, 328 females; mean age 45.7±10.7) had

surgery over this time period. 306 patients underwent Laparoscopic Gastric

Banding, 112 RNY Gastric Bypass and 38 Sleeve Gastrectomy. The mean

pre-operative BMI and weights for these patients were 2.7±8.7 kg/m2 and

147.5±29 kg respectively. The mean % excess BMI loss (%EBL) and weight

loss on the preoperative diet were 8.3±8.6 kg/m2 and 6.8±7.1 kg respectively.

The %EBL at 6 weeks following surgery was 17.2±8.9. There was no correla-

tion between the %EBL pre-operatively and at 6 weeks post operatively

(Spearman correlation r=0.16).

Conclusion: Successful pre-operative weight loss did not predict early

weight loss outcomes following bariatric surgery. Success after bariatric

surgery is not dependant on pre-operative weight loss and patients may

still achieve good results after bariatric surgery following inadequate pre-

operative weight loss.

P.411 Effectiveness of Prolonged Pre-operative Dieting Prior to Bariatric

Surgery Results from a Large Bariatric Centre in the UK

PRESENTER: R. Singhal1

Co-authors: M. Daskalakis1, R. Khaki1, L. Bell, A. Brown1, R. Nijjar1,

M. Richardson1, P. Super1

1Heart of England NHS Foundation Trust, Upper GI & Bariatric Surgery,

Birmingham-United Kingdom

Introduction: Low calorie diets and temporary use of intra-gastric balloons are

accepted methods of achieving pre-operative weight loss. In our centre we

advocate low calorie diets for all patients undergoing elective bariatric surgery

to reduce liver mass and improve surgical access. In this study, we analyse the

results of our pre-operative weight loss program.

Methods: A consecutive series of patients undergoing primary bariatric sur-

gery between January 2011 and December 2012 were included for analysis.

Patients were prescribed a low calorie diet of 800–1000 kcal/day prior to

bariatric surgery. Duration of diet was dependent on initial BMI and presence

of diabetes; 2 weeks for BMI 35–50 kg/m2, 4 weeks for BMI 50–60 kg/m2 and 6

weeks for BMI >60 kg/m2. All diabetic patients were advised to diet for 6

weeks. Weights were collected at the first surgical consultation and within 2

weeks prior to surgery.

Results: 456 patients underwent bariatric surgery; 306 patients had

Laparoscopic Gastric Banding, 112 RNY Gastric Bypass and 38 Sleeve

Gastrectomy. The mean pre-operative BMI and weight for these patients were

52.7±8.7 kg/m2 and 147.5±29 kg respectively. The overall mean weight loss

prior to surgery was 6.8±7.1 Kg. Weight loss for the three BMI groups was 4.1±5.1

Kg, 7.3±7.2 Kg and 11.1±8 Kg.

Conclusion: At our centre, pre-operative diets are an effective method of

achieving good pre-operative weight loss. Interventions such as intragastric

balloons are not required with such pre-operative prolonged dieting.
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P.412 Vitamin B12 Substitution After Gastric Bypass Surgery –

Sublingual or Intramuscular?

PRESENTER: S. Shakeri-Leidenmühler1

Co-authors: M. Poglitsch1, R. Kefurt1, F. Felberbauer1, A. Bohdjalian1,

F. Langer1, K. Schindler2, O. Wagner3, B. Ludvik2, G. Prager1

1University of Vienna, Surgery, Vienna-Austria
2University of Vienna, Internal medicine III, Endocrinology, Vienna- Austria
3University of Vienna, laboratory diagnostics, Vienna-Austria

Background: Gastric bypass surgery requires a lifelong supplementation of

vitamins and micronutrients. Vitamin B12 (Cobalamin) is necessary for the

growth and replication of all body cells and the normal functioning of the

nervous system. Deficiency of B12 causes anemia and neurologic symptoms.

The aim of this study was to determine which way of vitamin B12 supplemen-

tation (sublingual or intramuscular) is more effective to prevent deficiency.

Methods: We included 16 patients after gastric bypass surgery (7±3 months), 2

male and 14 female. Nine patients took a total of 500 g vitamin B12 sublingually

every day (Vitamist Spray 4x2 puffs) and 7 patients took 1000 g vitamin B12

intramuscularly bimonthly (Erycytol depot 1mg ampullae). Laboratory data were

evaluated before and 3, 6, 9 and 12 months after surgery. During the postoper-

ative course the patients received a multivitamin mineral supplementation on a

daily basis.

Results: Vitamin B12 levels before supplementation in the group with sublin-

gual spray were mean 222±55pmol/l, at 3 months mean 384±162pmol/l, at 6

months mean 319±172pmol/l, at 9 months mean 526±395pmol/l and at 12

months mean 451±321pmol/l. One patient was switched to intramuscular

supplementation after 6 months because of incompliance. Vitamin B12 levels

before supplementation in the group with intramuscular injection were mean

216±47pmol/l, at 3 months mean 456±281pmol/l, at 6 months mean

572±472pmol/l, at 9 months mean 414±295pmol/l and at 12 months mean

640±560pmol/l.

Conclusion: Both ways of supplementation prevented Vitamin B12 deficiency

effectively. Differences could be seen in compliance of the patients. 78% of the

spray users were unsatisfied with the high frequency of the application; nev-

ertheless 67% would recommend it. To increase patient’s compliance ease of

use and patient’s convenience are important features to be considered.

P.413 Persistence of Vitamin D Deficiency in Asians and Duodenal

Switch Patients After Bariatric Surgery Despite Supplements

PRESENTER: A. Goralczyk1

Co-authors: T. Williams1, E. Redshaw1, S. Agrawal1, K. Mannur1, Y. Koak1

1Homerton University Hospital, Bariatric Surgery, London-United Kingdom

Introduction: Bariatric surgery patients may have or develop Vitamin D defi-

ciency after the operation. This study was performed to evaluate which pa-

tients are at particular risk of persistent Vitamin D deficiency despite adequate

postoperative supplements.

Method: Retrospective data of age, ethnicity, and type of surgery, serum

vitamin D levels and serum calcium levels was collected on Bariatric surgery

patients (01.01.10 – 31.12.10) with 1-year follow up. All patients were pre-

scribed vitamin D and calcium supplements. Results were tabulated and

statistical analysis performed.

Results: 348 patients [age 45.7 ± 10.28 years (mean ± standard deviation);

Male 75, Female 273; BMI (Body mass index) 54.3 ± 13] underwent Bariatric

surgery over 12 months (236 LRYGB, 57 LSG, 12 LDS, 7 LAGB & 25 other).

The preoperative serum level of vitamin D was 41.34 ± 22 (nmol/l) and serum

calcium 2.39 ± 0.09 (mmol/l). There were significant differences in the serum

Vitamin D level before the operation between Caucasian and African/Afro-

Caribbean (p<0.05), but not in serum calcium levels. Postoperatively Asians

continued to have significantly low levels of serum vitamin D (p<0.05) despite

supplements. There was a significant improvement in vitamin D levels 1-year

after LRYGB, LSG (p<0.05), but not after LDS (p>0.05). There was also

improvement in other surgical patients in serum Vitamin D levels but this did

not achieve significance. There was no statistical change noted in serum

calcium levels.

Conclusions: Asians and duodenal switch patients are more prone to vitamin D

deficiency before and after Bariatric surgery, despite supplements.

P.414 A Double-Blind Prospective Randomized Controlled Trial

Comparing Multivitamin Supplements After Roux-en-Y Gastric

Bypass in Morbidly Obese Patients: VITAAL Study

PRESENTER: K. Dogan1

Co-authors: E. Aarts1, B. Betzel1, P. Koehestanie1, N. Ploeger1, C. Van

Laarhoven2, T. Aufenacker1, I. Janssen1, F. Berends1

1Rijnstate Hospital, Surgery, Arnhem-The Netherlands
2Radboud University Nijmegen Medical Centre, Surgery, Nijmegen- The

Netherlands

Introduction:After aRoux-en-YGastricBypass (RYGB) there is an increased risk for

nutritional deficiencies.Most commonare iron, vitaminB12 and folic acid deficiencies.

A newmultivitamin supplement (WLSForte,WLSF) adjusted forRYGBpatientswere

developed based on published literature to reduce those deficiencies. The aim of this

double-blind randomized controlled study was to determine the effectiveness of

WLSF compared to standard multivitamin supplement (SMVS) after RYGB.

Method: Between June 2011 and March 2012, patients who were scheduled

for a primary laparoscopic RYGB were randomized for SMVS and WLSF for a

period of 1 year. WLSF holds higher nutrition’s, e.g. vitamin B12 14000% RDA,

iron 500% RDA, and folic acid 300% RDA. The SMVS consists approximately

100% RDA for all supplements. Primary outcome was 25% reduction of

vitamin and mineral deficiencies 1 year after RYGB.

Results: In total 148 patients (74 in each group) underwent a RYGB procedure.

Weight, BMI, sex and excess weight loss were similar for SMVS and WLSF

(p>0.05). Mean serum levels for iron, vitamin B12, folic acid, and vitamin D

were similar at baseline in both groups (p>0.05). Less vitamin B12 and ferritin

deficiencies were observed in WLSF compared to SMVS (p<0.05). Within 12

months, mean serum vitamin B12 levels increased (+112.8 pmol/l) in WLSF,

and decreased (4.9 pmol/l) in SMVS (p<0.05). In both groups, no adverse

events concerning the supplement usage occurred.

Conclusion: Optimized multivitamin supplement, WLS Forte, is safe and

resulted in less vitamin B12 and folic acid deficiencies after RYGB.

P.415 An Overview of Excessive Body Weight Loss Following Gastric

Bypass Surgery - Our Hospital Experience

PRESENTER: R. Ramamoorthy1

Co-authors: K. Crystallis1, N. Choudhary1, V. Karimyan1, M. Howlader1, P. Sufi1,

S. Ramar1

1Whittington NHS Trust, Bariatric & Upper GI Surgery, London-United

Kingdom

Introduction: Gastric bypass is considered the gold standard in bariatric sur-

gery and is deemed successful if 70 - 80% excess body weight (EBW) loss is

achieved between 1–2 years post-surgery. Excessive excess body weight

loss may lead to malnutrition. We aim to analyse the factors associated

with excessive excess weight loss (more than 80% EBW) at 24 months

following surgery.

Methods: A retrospective analysis of prospectively collected data of patients

who underwent laparoscopic gastric bypass surgery for morbid obesity be-

tween January2008 - December2010 in the Whittington Hospital. There were

no exclusion criteria.

Results: From our database, 211 gastric bypasses were performed during the

above period. There were 21 male and 190 female patients (ratio 1:9). The

average weight loss was 70.4% EBW (range 30.34-119.2). 47 patients

(22.27%) experienced weight loss >80%. 36 patients (17.1%) achieved 80 -

100% EBW loss and a further 11 patients (5.21%) achieved >100% EBW loss.

All patients with more than 100% EBW loss at 24 months were female. The

1222 OBES SURG (2013) 23:1017–1243



commonest association was a diagnosis of marginal ulcers present in 4 patients

(36.4%) of the >100% EBW loss group compared with 6 patients (16.7%) of the

80-100% EBW loss group and 2 patients (1.2%) of <80% EBW loss group.

Conclusion: Marginal ulcers should be suspected in all patients with >80%

EBW loss following gastric bypass surgery. Alternately, marginal ulcer diagno-

sis in symptomatic patients should alert us for a high risk for more than EBW

loss. They may benefit from aggressive treatment of ulcer.

P.416 Post Bariatric Care Protocol Avoiding Nutrient Deficiencies

PRESENTER: M. Goel
1

Co-authors: S. Dharia1, R. Goel1

1Nova Specialty Surgery, Bariatric & Metabolic Surgery, Mumbai-India

Introduction: Rapid acceptance of bariatric surgery has resulted in heightened

fears of long term deficiencies & impact on health. It is essential that deficien-

cies are avoided by implementing a protocol, which is easier to follow esp for

patients travelling from long distances. Many centers advise periodic paren-

teral supplementation to avoid vitamin & mineral deficiencies.

Method: In a program doing ~250 bariatric procedures yearly, post-op patients are

aggressively followed up with modified post-surgical protocol where patients are

counselled in detail about the reasons for supplement intake&possible outcomes in

situations of default. Bi-monthly support group meetings, electronic communica-

tions & 6 monthly reminders are incorporated in the program to ensure low rate of

default. Parenteral supplements are avoided & simplified oral supplement details

are provided.

Result: Though 70% patients present pre-op with nutitional deficiencies, only

3% are found to have post op deficiencies esp protein & vit D deficiencies. B12

& Iron deficiencies are not seen after surgery though 30% of our patients

undergo gastric bypass surgery.

Conclusion: Post bariatric deficiency related complications can be avoided by

careful pre & post-surgical supplement protocol & regular follow up. Nutrition

status improves in these patients post-operatively due to close supervision.

P.417 Nutrition Status After a Standard Gastric Bypass Procedure

Up To 5 Years Later. Does Gastric Bypass Causes Malignant

Deficiencies?

PRESENTER: A. Katsarou
1

Co-authors: H. Pappis1, N. Pararas1, D. Kotsakou1

1Hygeia Hospital, 3rd Surgical Department, Athens-Greece

Aim: To evaluate the prevalence of nutritional deficiencies and co-morbidities

in patients undergone a standard gastric bypass procedure.

Methods: During 2006–2011, 114 patients were recruited to undergo a gastric

bypass procedure. From them, 92 (80%) complied with follow up visits.

Nutritional screening up to 4 years after surgery included, among others, blood

testing for asymptomatic anemia, levels of B12, folic acid, PTH, vitamin D and

protein. All patients underwent the procedure after routinely correcting any

preoperative deficiencies patients. The progression of pre-surgical diabetes

mellitus was also evaluated.

Results: The mean age of participants was 53±4,7 years old and 81% were

postmenopausal women. Initial BMI was 44,7± 6.7 and mean BMI at least one

year later was 28.6±6.3. 37 patients had diabetes mellitus and were under

medication. Independently of nutritional supplementation, 32% of patients

developed asymptomatic anemia, 16% of patients developed Vitamin D defi-

ciency and 9% of patients presented increased PTH. Deficiency in B12 and

folic acid levels developed in 9 patients (13%) not taking nutritional supple-

mentation. Protein levels remained normal in all patients. Most patients (74%)

did not undertake the appropriate visits to the dietitian, whereas 32% of

patients declared that they have moderately improved their dietary habits. At

least one year after surgery diabetes mellitus resolved and most ex-diabetic

patients (21) needed no medication.

Conclusion: Gastric bypass can cause only mild anemia in Greek postmeno-

pausal women, to a lesser extend Ca dys-homeostasis and does not cause

protein deficiencies. Cobalamin and folic acid levels appear highly dependent

of nutritional supplementation compliance. Diabetes mellitus resolves in most

postmenopausal women. Although these deficiencies are placed directly un-

der control, preventive nutritional supplementation prior to and after surgery

should be emphasized. Further, better compliance with dietary advice and

follow up visits may improve the aforementioned outcomes.

P.418 Pre Operation and Post Operation Nutrition for Bariatric Surgery

Patients

PRESENTER: D. Darakjian
1

1DFC İnst. of Florida, Head of Wellness deprt, Dubai-United Arab Emirates

Obesity is epidemic, it continues its popularity among bariatric surgery which

rises for both severely obese adults and adolescents and very recently among

children’s. Medical practitioners must be aware of pre-existing nutritional de-

ficiencies in overweight and obese patients and appropriately recognize the

immediate need of special nutritional team in order to treat both common and

rare nutritional deficiencies that may arise or worsen following bariatric sur-

gery. We will discuss the recent new era of general view of nutritional deficits

and Physical activities in obese and overweight individuals and those that

commonly present before and mainly after bariatric surger.

The recent studies indicate that many post-bariatric surgery patients have

protein-calorie malnutrition and various vitamins and mineral deficiencies that

may limit optimal health and healing.

Pre posterior bariatric surgery is important but not as much as post.

The treatment of post-bariatric surgery patients is essential, the awareness

and the education of the nutritional deficiencies like; Proteins, Vitamin C, A,

glutamine, etc. .can be maximized by adhering to eating guidelines, supple-

mental prescriptions and related physical activities significant beneficial effects

on wound healing and optimizing the immune system.

Obesity is a very morbid condition that has several health consequences. Mild

obesity is still controllable by a special protocol based on nutrition and physical

activities. However, as it is advanced level it becomes more difficult to treat

because of metabolic changes, physical limitations, psychological effects, and

social inhibition.

When exercise and dieting does not help to control the weight bariatric surgery

is the solution, to bring the person back to normal near to desirable weight.

Pre posterior at this stage is very important to prepare and educate the patient

to the changes which will be visible during post posterior. Where at the end

stage the person should start to work for maintaining his weight.

The biggest success of achieving the desirable weight and almost without and

health symptoms and improvements to all health complications, The Medical

Community can no longer ignore the vast body of EVIDENCE BASED

MEDICINE RESEARCH(EBMR) that proves that Exercise and Sports Nutrition

Prescriptions, and non-invasive Lifestyle Management and Age Management

Protocols are the most effective treatments for the care and prevention for

virtually all chronic diseases, disabilities and dysfunctions. DOCTORS

FITNESS CENTERS (DFC) AND THE FELLOWSHIP IN INTEGRATED

SPORTS MEDICINE (FIISM) PROVIDE A SOLID AND CONCISE

FRAMEWORK for all doctors to seamlessly integrate DFC/FIISM Protocols into

the doctors existing medical practice, regardless of the doctors specialty.

The basic, major and efficient post- posterior of Bariatric surgery lies on the

wellness team department.. Besides the pre posterior

Weight lose cannot be achieved without successful team of post posterior.

EBMR reported in "CIRCULATION" the Journal for Cardiologists that the number

one predictor of the patients’ chance of dying from a Cardiac Event had little to do

with cholesterol, triglycerides, HDL, LDL, HDL-C or any other blood panel or

medical test! EBMR showed that the number one test for determining the pa-

tients’ longevity was their time in theONE-MILE(1.6Km)WALK-JOG-RUNTEST!

DFC/FIISM has specific Treatments and Protocols to improve nearly ALL your

patients’ times in this test, safely and effectively without the devastating side-

effects of the current drug Protocols for Cardiac Patients.
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P.419 Vitamin D Deficiency in the Obese Population - The Indian Paradox

PRESENTER: C. Remedios
1

1Centre for Obesity& Diabetes Surgery, Nutrition, Mumbai -India

Aim: Vitamin D 3 deficiency has been linked to obesity and development

of Type 2 diabetes. The aim of this study was to 1) evaluate the

prevalence of vitamin D3 deficiency in the Indian obese population 2)

determine if a correlation exists between vitamin D3 deficiency, body

mass index, waist circumference 3) to determine whether vitaminD3

deficiency is an independent risk factor for type 2 diabetes in a purely

obese Indian population

Methods: This was a retrospective observational study. 757 obese pa-

tients were included. Anthropometric parameters were recorded.

Prevalence of type 2 diabetes mellitus (T2DM), fasting and post prandial

sugars, fasting and post prandial insulin and HbA1c were recorded.

Vitamin D3 levels were measured in all patients. Vitamin D3deficiency

was defined as serum 25 OH D levels less than 10 ng/ml. The popula-

tion studied had a median Body Mass Index (BMI) of 41.41 kg/m2 (range

28.1 -93.42 kg/m2) and a median age of 41years (range 18 to 79 years).

The median Waist Circumference (WC) was 125 cms (range 93 cms –

212 cms).

Results: Overall prevalence of vitamin D3 deficiency was 41%. There is a

positive co-relation between increasing BMI and Vitamin D3 deficiency. The

incidence of vitamin D3 deficiency in males was comparable.

Conclusion: The Indian obese population had a high prevalence of vita-

min D3 deficiency. A positive co–relation between increasing BMI and

vitamin D3 deficiency. No co–relation was found between vitamin D3

deficiency and waist circumference. Vitamin D3 deficiency was not found

to be an independent risk factor for type 2 diabetes in this obese Indian

population.

P.420 Do Patients with Depression Have Worse Outcomes Post

LRYGB??

PRESENTER: A. Hannan
1

Co-authors: D. Nadim1, S. Afghan1, A. Alhamdani2, P. Sufi2, M. Howlader2

1UCL, UCL, London-United Kingdom
2Whittington Hospital, General Surgery, London-United Kingdom

Introduction: There has been much speculation about the preoperative mental

state affecting success of the LRYGB. Depression in particular was being seen

as a contributory factor to this success.

Objective: The aim of this study is to investigate whether patients with pre-

operative depression are more likely to develop less successful outcomes

following LRYGB compared to patients with no psychiatric history (NPP).

Method: Clinical data of 368 patients undergoing LRYGB between 2007 and

2012 were analyzed from a prospectively collected database. Based on our

exclusion criteria, 49 patients with depression and 55 patients with no psychi-

atric problems were evaluated post operatively at 1, 2, 3 and 4 years.

Percentage excess body weight loss (EBWL) was calculated and co-

morbidities assessed.

Results: Between the depression and NPP cohort groups there was no

significant difference in % EBWL and resolution of co-morbidities at 1, 2,

3 and 4 years. However, a trend was seen at 4 years showing depres-

sion cohort achieving less %EBWL in comparison to NPP. In addition, a

trend also shows NPP to report higher rate of remission in all co mor-

bidities post-surgery. Furthermore, the depression cohort was more likely

to report no change or worsening of co morbidities. DNA rates were

similar in both groups.

Conclusion: Our results show no difference in co-morbidity resolution and the

%EBWL between the depression and NPP cohort groups at 1, 2, 3 and 4

years. However a trend demonstrates higher rate of co-morbidity remission

and %EBWL in the NPP group.

P.421 The Quality of Life of Older Bariatric Patients Before and After

Surgery

PRESENTER: P. Toor
1

Co-authors: K. Castleberry1, K. Kim1, C. Buffington1

1Florida Hospital Celebration Place, Metabolic Medicine and Surgery Institute,

Celebration-United States

Introduction: Increasing age, independent of body size, has a negative effect

on many aspects of life quality. The purpose of this study was to examine the

effects of age on quality of life of morbidly obese patients before and after

bariatric surgery.

Methods: Participants included 104 bariatric surgical candidates whose quality

of life was assessed before and one year after surgery using the Impact of

Weight on Quality of Life Questionnaire (IWQOL). Associations between age

and IWQOL were studied for all participants and for individuals in the upper

and lower quartiles of age, i.e. patients >60 and <37 years.

Results: IWQOL for all participants was impaired (p<0.01) with increasing age

for health, mobility, sex, and eating; and, these same variables were signifi-

cantly lower (p<0.01) for patients > 65 years as compared to their younger

cohort. Age was not associated with work, self-esteem, activities of daily living

and was positively correlated (p=0.004) to social/interpersonal relations.

Bariatric surgery led to a 28% total reduction in BMI with no significant

differences in weight loss between the older and younger subsets (% change

BMI=24.1±2.6 and 27.9±2.2, respectively). Surgery resulted in highly signifi-

cant improvement in all of the IWQOL subscales, and such improvements

were similar between patients in the upper vs. lower quartiles of age.

Increasing age remained an inverse correlate (r=0.31, p=0.01) of IWQOL

mobility but no longer had a negative influence on any of the other IWQOL

domains.

Conclusion: Surgery leads to highly significant improvement in IWQOL for all

patients, regardless of age.

P.422 Efficacy of LSG in Morbidly Obese with Type 2 Diabetes Mellitus in

UAE, Sharjah Experience

PRESENTER: T. Mahdi
1

Co-author: A. Alwahedi1

1AlQassimi Hospital, Surgery, Sharjah-United Arab Emirates

Background: Many reports have showed that patients who have undergone

laparoscopic sleeve gastrectomy (LSG) have experienced resolution of type 2

diabetes. The UAE ranks as the fifth fattest nation in the world, and the

diabetes rate of roughly 20 percent for residents and 25 percent for Emirati

nationals. The aim of our study was to evaluate the efficacy and safety of LSG

in morbidly obese UAE subjects with type 2 diabetes mellitus.

Methods: From Marsh 2008 to January 2012, morbid obese patients with

T2DM underwent LSG enrolled in this study. The change in fasting blood

sugar, postprandial blood sugar, and glycosylated hemoglobin, C-peptide, total

body weight and the use of oral hypoglycemic agents and insulin at the end of

one year were studied.

Results: A total of 167 patients with type 2 diabetes mellitus (101 women and

66 men age 39.5 ± 8.7 years, body mass index 47.7 ± 6.6 kg/m2, and

hemoglobin A1c 8.7% ±1.9%) had undergone LSG. Before LSG, 120 patients

(71.9%) required oral hypoglycemic agents and 47 patients (28.1%) required

oral hypoglycemic agents and insulin) .

Resolution of type 2 diabetes was achieved in 108 (64.7%), remission in 50

(29.9) and stable in 9 (5.4) patients at one year after LSG. The diabetes

resolution rates for those with pre-operative C-peptide <3, 3–6, and >6

ng/mL were 5/43 (11.6 %), 83/104 (79.8%), and 20/20 (100%), respectively .

Conclusion: LSG is an effective the treatment of T2DM in morbidly obese UAE

patients. C-peptide as the predictor of successful T2DM resolution should be

evaluated and used as patient selection criteria. The possible mechanisms

explaining improvement in glycemic control need further investigation.
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P.423 Sleeve Gastrectomy in Patients with Diabetes Mellitus Type 2. A

Case Series of 75 Patients

PRESENTER: C. Guixé
1

Co-authors: H. Coñoman1, I. Valle1, M. Fajardo2

1Cencolap, Bariatric Surgery, santiago-Chile
2Hospital Felix Bulnes, Bariatric Surgery, Santiago-Chile

Introduction: Type 2 diabetes mellitus (T2DM) and obesity are often associat-

ed in the same metabolic pathology and represent a significant public health

problem. Although laparoscopic sleeve gastrectomy (LSG) is a relatively re-

cent technique of bariatric surgery several studies have highlighted the effects

in terms of resolution and improvement of diabetes.

Objective: The aim of this study was to evaluate the effects of laparoscopic

sleeve gastrectomy (LSG) on type 2 diabetes mellitus (T2DM) in obese pa-

tients at one year of follow up.

Methods: Prospective case series of 75 diabetes mellitus patients who went to

LSG between December 2009 to December 2012. There where 75 patients.

Male: 19 patients, Female: 56 patients. 51 patients with 1 oral drug, 19 patients

with combinations of oral drugs and 5 patientswith insulin requirement. MeanAge

47 (range 30 to 75) years. Mean Preoperative Weight: 98.3±15 (65–210) kg.

Mean preoperative BMI of 42.1±7 kg/m(2), mean fasting plasma glucose (FPG)

of 160.2±26.9 mg/dL, mean glycosylated hemoglobin (HbA(1c)) of 8.1%±1.4%,

and a mean T2DM duration of 5 years. All patients had a 24 month follow-up.

Results: 57 patients (76%) discontinued antidiabetic medications 6 months

after LSG (%EBMIL mean was 70.1 ± 24.2 (range 26.1 to 134.4)%). HbA(1c)

of 5.5%±.2%). 19 (25.3%) patients reduced or change to orally medication. 1

(1,3%) patient continued with insulin.

Conclusions: LSG is a safe and effective treatment for obesity. This study

confirms the efficacy of LSG in the treatment of T2DM and indicates that LSG

can provide a significant percentage of treated patients with one year of

remission of T2DM.

P.424 Reduction in the Risk of Coronary Heart Disease and Stroke in

Patients with Type 2 Diabetes Mellitus and a Body Mass Index

Between 25 And 35 Kg/M2 After Gastric Bypass

PRESENTER: J. Molina
1

Co-authors: E. Lanzarini1, I. Lara1, P. Cuevas1, M. Musleh1, K. Papapietro1,

V. Araya2, L. Gutierrez1, A. Csendes1

1University of Chile Clinical Hospital, Surgery Department, Santiago- Chile
2University of Chile Clinical Hospital, Endocrinology Department, Santiago-Chile

Introduction: Type 2 Diabetes Mellitus is a major risk factor for cardiovascular

events. Bariatric Surgery has shown to improve glycemic control in diabetic

patients and plays an important role in controlling other cardiovascular risk

factors, such as weight, cholesterol, hypertension, etc.

Objective: Evaluate the effect of gastric bypass in patients with T2DM and a

BMI between 25 and 35 kg/mt2 in the risk of fatal and non-fatal coronary heart

disease and stroke.

Material and Methods: Patients with a BMI between 25 and 35 and with T2DM

were submitted to gastric bypass. Weight, Total and HDL Cholesterol, Systolic

blood pressure and HbA1C were registered in the preoperative evaluation and

after 2 years of follow up. Risk of Coronary heart disease (fatal and non-fatal)

and stroke (fatal and non-fatal) were calculated using the UKPDS Risk Engine

before surgery and after the follow up and were compared.

Results: 29 Patients were included, 14 males and 15 females, with a mean

preoperative BMI of 31,1 ± 1,9 and 24,1 ± 2,9 after the follow up. The 10 years

risk for Coronary heart disease, Fatal Coronary heart disease, Stroke and

Fatal Stroke calculated before the surgery was 15%, 9,1%, 4,4% and 0,7%;

and 2 years after surgery was 9,3%, 5%, 4,3% and 0,6% respectively, showing

a reduction in the Relative Risk of 38,3%, 44,5%, 1,6% and 14,1%.

Conclusion: Gastric Bypass seems to decrease the risk of cardiovascular

events according to the UKPDS Risk Engine.

P.425 “Double Stent Technique” Following Sleeve Gastrectomy Leak-

An Initial Experience

PRESENTER: O. Khan
1

Co-authors: N. Sanmugalingam1, A. Bond1, M.Reddy1, A.Wan1, G. Vasilikostas1

1St George’s Healthcare NHS trust, Department of Upper GI Surgery, London-

UnitedKingdom

Background: Endoscopic stenting is a novel technique for the treatment of

leaks following sleeve gastrectomy. Insertion of fully covered stents is associ-

ated with a significant incidence of migration and as a consequence of this

some clinicians advocate insertion of a partly covered stent. These stent, while

not prone to migration, may consequently be associated with difficulties with

respect to stent removal. We described a technique of safe removal of a

partially covered stent using a “double stent” technique.

Results: Over a 26 month period a total of 5 patients had leaks following sleeve

gastrectomy. In all cases a partially covered stent was inserted. Four weeks

later endoscopic stent removal was attempted however in all cases this was

not easily achievable. A fully covered stent was therefore inserted and two

weeks later both stents were removed.

Stent removal was associated with minor bleeding in one cases and a median

hospital stay of one day.

Conclusions: “Double stent technique” is a useful approach to allow the safe

removal of partially-covered stents following sleeve gastrectomy leak.

P.426 Standardized Surgical Technique Improves Surgical Outcome of

Laparoscopic Adjustable Gastric Banded Plication

PRESENTER: K. Malapan
1

Co-authors: A. Ghinagow1, A. Ooi Se1, P. Chang1, C. Huang1

1E-Da Hospital, BMI Center, Kaohsiung-Taiwan

Introduction: Laparoscopic adjustable gastric banded plication (LAGBP),

which combines adjustable gastric banding and plication, has been adopted

by some bariatric surgeons to treat morbid obesity. However, non-

standardized surgical steps provoked un-expected complications. Here,

we postulate standardized surgical techniques, to improve the postoper-

ative recovery and decrease potential complications.

Methods: We conducted a prospective study for LAGBP, including preserving

right gastroepiploic vessels and uniform plication volume. From July 2011 to

March 2013, totally 51 patients were enrolled. Relevant preoperative and

postoperative data were collected and analyzed.

Results: 19 male and 33 female patients with mean age 32.3 years old (19–49)

were enrolled. Pre-op mean BMI was 39.4 (32.0-52.4) in average. All the

surgeries are successfully performed laparoscopically with mean operation

time 105.8 mins. Post-op hospitalization was 2.1 days (1–3).No intra-

operative complications or surgical mortality was observed in this study. No

major surgical complication (0%) was observed, but only 2 patients were re-

admitted for dehydration and medical treatment offered.

Conclusion: Standardized technique of LAGBP further ensures the feasibility,

safety and reproducibility of this new bariatric surgery. Otherwise, long-term

results needed to be reported in the future.

P.427 Diabetes Without Drug Therapy After Biliopancreatic Diversion with

Duodenal Switch: A Reality for Most on Intermediate-term Follow-up

PRESENTER: F. Moustarah
1

Co-authors: K. Ahmad1, J. Dumas-Dupont1, F. Larose1, L. Biertho1, S. Lebel1,

O. Lescelleur1, S. Marceau1, P. Marceau1, S. Biron1, F. Simon-Hould1

1Institut Universitaire de Cardiologie et de Pneumologie de Québec

Background: The potent effect of BPD-DS in inducing diabetes remis-

sion based on drug utilization data and biochemical markers of
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diabetes control on intermediate-term follow-up (up to 5 years) is

described.

Methods: A retrospective review of severely obese patients with type 2 diabetes

mellitus (T2DM) who underwent BPD-DS between 2006 and 2009 was performed.

Patients were included if they had baseline HbA1c and/or fasting glucose levels plus

complete information in their medical record relating to diabetes drug therapy and

follow-up at five distinct time points: first evaluation, pre-op visit, surgical admission,

discharge, and last follow-up visit. Continuous data is expressed as mean±sd.

Results: 299 T2DM patients (178 F: 121 M) were reviewed. 99 patients were

on Insulin on admission. Age, weight, and BMI at time of surgery were 46.8

±8.9 yrs, 142.8±28.7 Kg, and 51.6±8.3 Kg/m2, respectively. Follow-up time

was 33±14 months (Range: 3 to 63 months), with >67% having >2yr follow-up.

Weight on last follow-up was 86.0±17.3 Kg. Elevated baseline fasting glucose

and HbA1c (despite medical therapy) normalized as early as 3 months post-

operatively and remained so on last follow-up. In the Insulin treated group,

89% were off insulin on last follow-up, and oral hypoglycemic agent use

dropped to 9% (82% at surgery). Just 3% of those on oral hypoglycemic

agents only at the time of surgery remained on these agents.

Conclusion: BPD-DS induces durable diabetes remission in obese patients

based on biochemical markers of diabetes control, with most patients being off

drug therapy up to 5 years postoperatively.

P.428 Ventral Hernia Repair During Bariatric Surgery Procedure

PRESENTER: A. Al Fadhel
1

Co-authors: A. Al Garzaie2, E. Zakarnah1, H. Zahrani1

1KFMMC, General Surgery, Dhahran-Saudi Arabia
2Procare, Surgery, Khobar-Saudi Arabia

Introduction: The incidence of ventral hernia in morbidly obese patients is high

and the repair of hernia in the same sitting with bariatric surgery procedure still

controversial. In this study we presented our experience in managing ventral

hernia in the same session of bariatric surgery.

Method: A retrospective study collecting data from database system in

KFMMC and procare hospital from the patient‘s files in a period from 2008–

2013. Who had laparoscopic Roux en Y gastric bypass/sleeve gastrectomy

associated with ventral hernia repair done by Dr. Garzaie.

Result: A total of 13 patients underwent bariatric surgery procedure with

ventral hernia repair with BMI ranging from 38-48%, 8 patients (61.5%)

underwent laparoscopic Roux en Y gastric bypass, 5 patients (38.5%)

underwent Laparoscopic sleeve gastrectomy ( one of them was SILS). 5

patients (38.5%) had incisional hernia & 8 patients ( 61.5%) had PUH. the

repair was with mesh in 7 patients (53.8%); 5 of the mesh repair ( 71.4%) done

laparoscopically & 2 (28.5%) open. However 6 hernias (46%) repaired ana-

tomically. Two of them (33.3%) by endoclose & 4 cases (66.6%) by open

technique. The average hospital stay was 5 days. Follow Up ranging from 2

weeks- 2 years with average one year. In follow up period two patients (15.4%)

with open mesh repair developed wound infection one of them with mild leak,

& 2 patients (25%) had recurrence of ventral hernia.

Conclusion: Repair of ventral hernia in the same session of bariatric surgery

appears safe and feasible with low complication rate. However, more cases

should be studied to weigh the risk of complications and the optimal timing and

management of the hernia repair.

P.429 Air Filled Intragastric Baloon (Heliogast) as Preoperative

Treatment in Suberobese Patients

PRESENTER: V. Bruni
1

Co-author: A. Masini2

1Ospedale Belcolle Bariatric Surgery, Viterbo-Italy
2Ospedale Belcolle Digestive Endoscopy, Viterbo-Italy

Introduction: Superobese patients (BMI>50) have a higher intra- and post-

operative complications rate, increasing proportionally to the BMI. The

preoperative reduction of weight allows therefore to reduce the risk in addition

to improving the performance of the patient in terms of postoperative recovery.

Materials and methods: Were selected 85 patients with BMI greater than 50,

which was placed intragastric balloon inflated with air, held in place for six

months and subjected to diet with clinical examination monthly. E ’was esti-

mated initial body mass index, the trend in monthly checks in weight and BMI

end. 83/85 (97.6%) patients were then tested within 60 days after removal of

the balloon, surgery (BPG or SG).

Results: In all patients there was a reduction in weight and body mass index,

the average weight loss was 27kg (3–68), the mean reduction in BMI was 9.7

(0–21). Patient compliance to the periodic inspections was excellent (85% of

pts.Has performed all monthly). In no case was it necessary to precede

removal of the garrison for early symptoms or adverse events.

Conclusions: The use of intragastric balloon HELIOGAST has proved partic-

ularly effective in terms of weight loss and thus a reduction of the risk and

tolerability for the patient.

P.430 Concomittant Laparoscopic Ventral Hernia Mesh Repair and

Bariatric Surgery

PRESENTER: A. Vashistha
1

1Max SuperSpeciality Hospital, Surgery, New Delhi-India

Introduction: To analyze the safety in combining laparoscopic ventral hernia

repair with a mesh and bariatric surgery. Obesity is one of the important

precipitating factors for primary and recurrent ventral hernias (incisional and

umbilical) and it is not uncommon to find these hernias in patients opting for

obesity surgery. But, with no consensus or recommendation and concern of

mesh infection, surgeons fear in combining these procedures, especially Roux

en Y gastric bypass and sleeve gastrectomy.

Method: In this study, we have retrospectively analyzed all patients who underwent
concomitant bariatric procedure and mesh repair for ventral hernia at our depart-

ment. A video presentation will follow to illustrate the use of Biological Meshes.

Results:A total of 15out of 182patientsoperatedat our departmentbetween2007and

2012 had concomitant procedures. Seven patients hadRoux enY gastric bypass and

remaining eight had sleeve gastrectomy performed on them. No immediate compli-

cations or any incidence of mesh infection or recurrence in either of the groups.

Conclusion: Concomitant mesh repair for ventral hernias can be safely

combined with bariatric procedures like Roux en Y gastric bypass and

sleeve gastrectomy. But, for beginners, these should be done only in

selected cases after fully informed consent from the patients.

P.431 Diabetic Remission After Loop Duodeno Jejunostomy with Sleeve

Gastrectomy (LDJB-SG) for Low BMI (<32 kg/m2) Type II Diabetes

Mellitus

PRESENTER: C. Huang
1

1E Da Hospital, BMI centre, Koahsiung-Taiwan

Introduction: Surgical treatment of Type 2 Diabetes Mellitus (T2DM) has been

increasingly documented.We developed a new procedure, Loop duodeno-jejunal

bypass with Sleeve gastrectomy (LDJB-SG) / Proximal Duodenal Switch (PDS),

combining sleeve gastrectomy, duodenal exclusion and bypassing proximal jeju-

num. Here we reported glycemic results of this procedure.

Methods: FromOctober 2011 till March 2012, 57 T2DM patients (24 men and 33

women), underwent PDS. Data on patient demographics, BMI, co-morbidities,

and details of diabetes mellitus, including disease duration, family history, med-

ication use, and surgical results, were prospectively collected and analyzed.

Results: Mean age and BMI were 49.7 years (33–64) and 27.5 kg/m2 (22.4–

31.9), and mean duration of T2DM was 7.6 years (range, 6months–20 years).

8 patients needed insulin therapy and others were controlled by oral hypoglyce-

mic medicine. Pre-operative mean fasting plasma glucose and glycated hemo-

globin were 164.9 mg/dL (61.3) and 8.96 %( 1.8), respectively. Operative time

and hospitalization were 122.4 mins and 3.4 days in average. There was no
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mortality, but 3 patients (5.2%) required reoperation because of leakage or

stricture of gastric tube. At 6th and 12th month, mean fasting plasma glucose

and glycated hemoglobin significantly dropped to 116.6 mg/dL (61.4) and 104.2

mg/dL (20.0) & 6.36% (1.1) and 6.46% (0.9). 18 patients achieved 1 year follow

up and 10 patient (55.5%) patients showed T2DM remission (HbA1C<6.0%) and

15 (83.3%) patients achieved HbA1C<7.0% without medicine.

Conclusion: LDJB-SG has shown this novel procedure is feasible, safe, and

excellent glycaemia control, and should be treated as a new option in meta-

bolic surgery

P.432 Intra-Gastric Pressure Measurement During Laparoscopic Sleeve

Gastrectomy to Prevent Early Leaks

PRESENTER: P. Vasas
1

Co-authors: I. Foldi1, R. Gurprashad1, F. Passafiume1, D. Whitelaw1,

M. Barreca1

1Luton &DunstableUniversity Hospital, Bariatric Surgery, Luton- UnitedKingdom

Introduction: One of the most significant complications of laparoscopic sleeve

gastrectomy (LSG) is the stapler-line leak. The reported complication rate is typi-

cally around 2%. This has significant implication in postoperative readmissions,

hospital stay, deaths and attributed high financial cost. One third of these leaks are

"early, occurring in the postoperative 48 hours, and this condition necessitates

return to the operating theatre and direct closure of the defect. Our hypothesis is

that the universally employedmethylene-blue test does not exclude the presence of

early leaks, as the achieved intragastric pressure is unclear during the test.

Method: Prospective, case-controlled study was designed and carried out be-

tween Oct 2012 and Feb 2013. All consecutive patients were involved who

underwent LSG. Intraoperative intragastric pressure measurement (IPM) was

carried out while the methylene-blue leak test was performed and we aimed to

reach the 60 cmH20 pressure during the test. Patient with same gender and BMI

was chosen to populate a comparative group in 1:2 ratios.

Results: 25 patients underwent LSG during the study period, 18 females. IPM

was measured in 8 patients.

Mean preop BMI was 48.4 (range 33.8-64); this did not differ significantly from

the control group, whose mean BMI was 51.16 (range: 37.9- 62.6). There was

no leak in the IPM group, while 1 patient had an early leak in the control group,

which lead to readmission to the local hospital.

Conclusion: IPM is an easy method to peform and seems to improve the

detection and the prevention of the early leaks.

P.433 The Diagnostic Value of Predictive Tests on for Determination of

Difficult Laryngoscopy and Intubation in Obese Patients

PRESENTER: M. K. Arslantas1

Co-authors: R. Arslantas2

1Marmara Univ. Pendik Education and Research Hospital, Istanbul, Turkey
2Dr. Lütfi Kirdar Kartal Education and Research Hospital, Istanbul, Turkey

Introduction: Difficulties with laryngoscopy and intubation (LI) significantly

contribute to the morbidity and mortality associated with anesthesia. Many

predictive tests are used in the determination of difficult laryngoscopy and

tracheal intubation. Several reviews have reported that LI is more difficult in

obese than in lean patients. The aim of this study was to assess the clinical

usefulness of frequently used predictive tests in the obese.

Method: 128 morbid obese (BMI 30) patients who went under general anesthe-

sia were included in the study. The predictive tests for determination of difficult

laryngoscopy and tracheal intubation which are sterno-mental distance (SMD),

thyro-mental distance (TMD), and inter-incisor distance (IID), the upper lip bite

test (ULBT), Wilson total risk score (WTRS), neck circumference (NC) were

measured preoperatively. After induction of general anesthesia, view determined

using the Cormack-Lehane (C-L) grading systemby anesthesiology specialist. C-

L Grades 1 and 2 were categorized as “easy intubations” and Grades 3 and 4 as

“difficult intubations”. By using receiver operating characteristic analysis, the best

cutoff points of the tests were calculated. Finally, sensitivity, specificity, positive

and negative predictive values of these tests were calculated

Results: The incidence of and difficult LI in obese was 4,7% (n=6). Class II ULBT,

TMD 8.5cm, SMD 12.5cm, NC 38, 5cm, IID 4cm, WTRS 2cm were defined as

predictors of difficult intubation. ROC analysis, sensitivity, specificity, positive and

negative predictive values of the predictive tests were ULBT (0,590;%50;%68,9;

%7,3; %96,6), TMD (0,541; %66,7; %57,4; %7,1; %97,2), SMD (0,625; %83,33;

%48,36; %7,4; %98,3), NC (0,337; %50; %89,3; %18,8; %97,3), IID (0,590;

%40,00; %75,72; %8,7; %95,6), WTRS (0,435; %80,00; %5,20; %4,7; %81,8).

Conclusions: UIDT predicts difficult LI better than SMD and TMD in

general population. In our study, SMD predicted better than UDIT in

obese patients. For prediction of difficult LI in obese patients SMD is

the test of choice, and UDIT, TMD, IID can be used as supporting tests.

P.434 Increased Insulin Clearance and Normalization of C-peptide

Secretion in Diabetic Patients After Roux En Y Gastric Bypass

PRESENTER: J. Pender1

Co-authors: W. J. Pories1, M. A. Reed3, W. Chapman1, R. Bowden1,

E. Tapscott2, G. L. Dohm2

1Departments of Surgery, and
2Physiology, East Carolina University, Greenville NC
3Department of Kinesiology, West Chester University, West Chester, PA

Introduction: We previously reported that Roux En Y gastric bypass

normalized fasting insulin and insulin response to a mixed meal in

diabetic patients. In this study we investigated whether this was a result

of changes in insulin secretion and/or insulin clearance.

Methods: In nine obese-diabetic patients a standardized liquid meal was given

after an overnight fast. Blood samples were drawn at several intervals relative

to the start of the meal. C-peptide and insulin were measured. AUC for insulin

secretion (in pmol/min/m2) divided by the AUC of plasma insulin (in pmol/L)

was used to determine insulin clearance. Incremental area under the curve

(AUC) was calculated using the pre-meal values as baseline. The subjects

were tested again at 1 week and 3 months post-surgery.

Results: Compared to 1 week and 3 months post-surgery, pre-surgery

fasting c-peptide was higher (P < 0.05) in the diabetic group. C-peptide

area under the curve after surgery was unchanged in the patients with

type 2 diabetes. In the type 2 diabetic patients, insulin clearance

doubled from pre-surgery to 3 months post-surgery (0.46 ± 0.07

L/min/m2 pre-surgery vs. 0.93 ± 0.31 L/min/m2 3 months post-surgery).

Conclusions: Fasting insulin and insulin response to a meal are normalized in

diabetic patients through changes in both insulin secretion and insulin

clearance.
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P.435 Effect of Varying BP Limb Length on Type 2 Diabetes Resolution

After RYGB - A Pilot Study

PRESENTER: S. Nachimuthu
1

Co-authors: M. Alrashedy1, H. Khwaja1, C. Magee1, S. Javed1,

D. Kerrigan1

1Phoenix Health, Bariatric Surgery, Liverpool-United Kingdom

Background: The mechanism of improved glycaemic control after Roux-

en-Y gastric bypass (RYGB) is still not clearly understood. This pilot

study investigated the effect of variation in the length of the

biliopancreatic (BP) limb on diabetes remission one year after laparo-

scopic RYGB.

Methods: Cohort of 50 diabetics undergoing LRYGB. Prospective non-

randomised comparison of the effect of 40cm and 75cm BP limb on

the following end-points: % EWL at 6 and 12 months; cessation of all

diabetes medication and HbA1c at 12 months. A sub-group analysis

was undertaken in those patients with pre-operative and one year

post-operative HbA1c levels.

Results:

SUB-GROUP ANALYSIS 75cm BP limb

n=15

40cm BP limb

n=14

p value

Pre-op weight mean [SD] 124.5kg [12] 139kg [23] 0.04

Pre-op BMI (mean) 46 47

Male : Female 1:14 7:7 0.01

Age in years (mean) 48 51

Pre-op Insulin 3/15 2/14

Duration T2DM (months) 71 87 0.67

No diabetes Rx at 1 year 11/15 (73%) 13/14 (93%) 0.33

% EWL at 6 months 56% 57%

% EWL at 12 months 68% 71%

Pre-op HbA1c 7.85 7.48 0.48

HbA1c at 1 year (mean) 6.37 5.99 0.44

Change in HbA1c 1.48 - <0.0001

75cm BP limb

Change in HbA1c 40cm BP limb - 1.49 0.0004

ALL PATIENTS 75cm BP limb

(n=26)

40cm BP limb

(n=24)

p value

Pre-op weight (mean) 125.4 kg 135.7 kg 0.07

Pre-op BMI (mean) 45.8 48.2

Male : Female 6:19 9:15 0.35

Age in years (mean) 51 51

Pre-op Insulin 8/26 5/24 0.52

Duration of Type 2 DM

(months) [SD]

84 [69] 103 [135] 0.52

No diabetes Rx at 1 year 20/26 [77%] 23/24 [96%] 0.1

% EWL at 6 months 54% 55%

% EWL at 12 months 67% 72%

Conclusion: There is no strong evidence that varying the BP length

between 40 and 75cm has a significant effect. However, 20% more

people did stop taking all diabetic medication with the shorter BP

length (achieving a “remission” rate similar to the duodenal

switch). This is a pilot study and is limited by the small number

of patients, but a larger analysis in the context of a randomized

controlled trial with standardised alimentary limb lengths may be

justified.

P.436 Preoperative Carbohydrate Intake is coupled to Increased Nausea

After Gastric Bypass

PRESENTER: K. Wendel
1

Co-authors: A. Karlsson1, S. Polits1, C. Vilstrup1, J. Hedenbro2

1Aleris, Obesity, Kristianstad-Sweden
2Aleris & IKVL Lund University, Obesity, Lund-Sweden

Introduction: Low-caloric diets are prescribed prior to GBP. Preoperative fluid

treatments with carbohydrates (CH) are used in surgery to optimize postoper-

ative well-being. We investigated whether benefits were evident short-term

after laparoscopic gastric bypass surgery (LGBP).

Patients and Methods: Forty elective LGBP patients were randomly allocated to

either of four arms. Diabetics were excluded. Information on risk factors for

postoperative nausea was collected. In three arms patients were instructed what

to drink, in excess of their LCD diet, 16 and 2 hours before operation. Arms were:

i/ 500 + 250ml of a liquid rich in carbohydrates (total CH= 94g), ii/ 500+250ml of a

probiotic (total CH= 83 g) iii/ drink > 2000 ml of tap water, and iv/ no instructions.

All patients were operated between 8.30 and 10.30. Data were acquired

from baseline, arrival to the recovery room (RR), and at five more time

points. We measured pain, nausea and fatigue on 100 mm VAS.

Results: There were no differences between groups for age, gender, BMI or

nausea risk factors. Pain and fatigue both reached their peak values on arrival

to the RR after which point values gradually decreased. For these variables

there were no differences between groups. Nausea peaked later, at 7 p.m.

Women overall scored higher (p=0.0419). Patients with preoperative CH in-

take had significantly higher nausea scores than controls (p=0.0204).

Comments: Preoperative carbohydrate ingestion seems to be coupled to an

increase nausea score. Further studies on preoperative diets are indicated.

Treatment recommendations have to be postponed.

P.437 Gastric Sleeve: Technique that Produces Metabolic Improvement

PRESENTER: P. Omelanczuk
1

Co-authors: N. Pampillon2, M. Sanchez2, V. Lasagni2, C. Penuto2,

S. Omelanczuk2, M. Abaurre2

1Hospital Italiano de Mendoza, Surgery, Mendoza-Argentina
2Centro Quirurgico de la Obesidad, , Mendoza-Argentina

Hypothesis: 1)Gastric sleeve produces improvement of Diabetes Mellitus type

2 (DM) and insulin resistance (IR) after one year postoperative. 2)Gastric

sleeve is an effective technique for weight loss after one year postoperative.

Material and Methods: Retrospective and observational study that included 57

morbidly obese patients submitted to GS. It was analyzed in the general population

and DM2 insulinemy, glicemy HOMA index, glycosylated Hemoglobin (HbA1c) and

weight, at the baseline and after one year postoperative. For DM2 condition, it was

considered the improvement category, partial and complete remission.
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Results: The average BMI was 46.84. Prevalence of DM type 2 and IR was of

25.5 % (n=14) and 38.2% respectively. HbA1c of 7 ± 0.99 baseline decreased

to 5.8 ± 0.75 (p: 0.025) after one year postoperative for diabetic patients.

Three (3) of these patients (25%) presented improved diabetes, two (2)

(17%) partial remission and seven (7) (58.33%) complete remission.

During the preoperative period HOMA index in the general population was 2.91±

2.28 and 3.60 in diabetic patients. After one year postoperative it was observed a

significant decrease in both groups 1.43 ± 0.90 (p: 0.001) for the general population

and 1.42 ± 1.15 (p: 0.012) for diabetic patients.

The BMIELP was 71.85 ± 26.75 in the general population and 70.05

±25.25 in the diabetes group.

Conclusions: 100 % of the patients presented improvement or resolution of

DM 2, and IR. GS in our series has shown an effective decrease of BMIELP.

P.438 Portal-Mesenteric Thrombosis Following Laparoscopic Sleeve

Gastrectomy a Rare but Potentially Serious Complication

PRESENTER: M. Berry
1

Co-authors: P. Lamoza1, L. Urrutia1, A. Bustos1, M. Schulz1

1Clinica Las Condes, Unit of Bariatric and Metabolic Surgery, Santiago- Chile

Introduction: Laparoscopic Sleeve Gastrectomy (LSG) has shown to be an effec-

tive surgical technique for obesity control and its associated co-morbidities. As

every surgical procedure it has complications risk with associated morbidity and

mortality from 0% to 1% according to the series. Obese patients have a relative risk

to develop Thromboembolic Diseases (TED) of 2.5 compared with non-obese

patients. TED represents the main cause of mortality in bariatric surgery post-

operatory. In the different TED we found the Porto-Mesenteric Thrombosis

(PMT). In bariatric Surgery it has an incidence of 0.5 - 3% and a global mortality

of 0.21%. Incidence of PMT in relation to LSG reaches a 1%.The objective of this

study is to evaluate the incidence of PMT in a LSG series of patients and analyze

patient scharacteristics, risk factors, thrombosis extension and sequels.

Methods: Descriptive & retrospective study based on the analysis of a data

base of consecutively LSG operated patients, by the same surgical team

between April 2006 and August 2012.

Results: Out of 1170 LSG, 4 patients developed PMT, Incidence 0.34%. Female /

Male:2 / 2,MeanAge 32 years old (22–38), InitialWeight 100.8 kg (87–126), Initial

BMI 36 (32–42).: 2, 1, 3, 1, OR Time:91 min (80–95), Conversions 0, DVT

Prophylaxis all with enoxaparin 40 mg sc/day, Mean Hospital stay 3 days.

Risk Factors

Contraceptive users 2

Reinitiated (CC)previous to PMT 1

Smoke 3

DVT Family History 1

Post op presentation day:Mean 15 (10–59), Re-admissionmean stay 7.5 days (6–30).

Symptoms

Abdominal pain 4

Epigastric 3

Back pain 1

Vomits 1

Abdomen-pelvis CT Scan / Angio CT findings

PV Exclusive 1

PV extended to SpV 2

PV extended to SpV + SMV 1

Other findings: Small Bowel ischemia 1

Treatment: NPO, Anticoagulant (heparin and/or enoxaparin): Success 3, Fail 1

(PVT extended to SMV patient and intestinal ischemia & Intestinal necrosis),

Surgery: small bowel resection.

Follow Up: 12 months (3–24), all asymptomatic, AngioCT complete perme-

abilization in 4. Thrombophilia Study: Positive 2, Factor V Deficit 1, Factor VIII

Excess 1, Negative 2.

Conclusion: PVT incidence in this series is low as described in reported literature.

Thrombophilia was demonstrated in 2 of 4 patients. 2 out of 4 patients have at

least one associated risk, independent of thrombophilia, obesity and abdominal

surgery. The only patient that required surgery had small bowel ischemia and

demonstrated thrombosis extension to the SMV. A high clinical index of suspicion

and early workup are essential to have an early diagnosis and treatment, mini-

mizing complications, sequelae and mortality. The effectivity of LSG is not affect-

ed in terms of weight loss in the short and medium terms.

P.439 Early Post-operative Complications: Incidence, Management and

Impact on Length Of Hospital Stay. A Retrospective Comparison

between Laparoscopic Gastric Bypass and Sleeve Gastrectomy

PRESENTER: I. El-Sayes
1

Co-authors: R. Weiner1, S. Theodoridou1, S. Weiner1, O. Scheffel1

1Sachsenhausen Hospital, Surgery, Frankfurt am Main-Germany

Introduction: Laparoscopic Roux-en-Y gastric bypass (LRYGB) and laparo-

scopic sleeve gastrectomy (LSG) are currently the most common obesity

surgeries. Their early complications require urgent management and may

prolong hospital stay (HS).

Method: Patients who underwent LRYGB and LSG from January 2009 through

August 2012were included.Early post-operative complications that prolongHS (> 5

days) were retrospectively analyzed, highlighting their relative incidence, presenta-

tion, management and impact on length of HS.

Results: Early complications were encountered in 66 patients (4.9%) after 1345

LRYGB operations vs. 49 patients (7.14%) after 686 LSG operations. This differ-

ence is statistically significant. Male gender percentage and mean BMI were

significantly higher in the complicated LSG group. Median length of HS was

insignificantly longer after complicated LSG than after complicated LRYGB (11 vs.

10 days). Leakage and bleeding were the most common early complications after

either procedure. Leakage rate was insignificantly higher after LSG (12 patients,

1.75%) than after LRYGB (22 patients, 1.63%). Bleeding rate was significantly

higher after LSG (19 patients, 2.76%) than after LRYGB (10 patients, 0.7%).

Laparoscopic control of bleeding was needed in 7 patients (70%) in the LRYGB

group vs. 13 patients (68.4%) in the LSG group. Elevation of inflammatory markers

was the most common presentation for early complications after either LSG (18

patients, 36.7%) or LRYGB (31 patients, 46.9%).

Conclusion: LSG is associated with more early complications with subsequent

prolongation of HS compared with LRYGB. These complications, especially

bleeding, may be attributed to higher BMI and predominance of males in

complicated LSG group.

LRYGB LSG Pvalue

Number of

operations

performed

2009 353 2009 148

2010 372 2010 207

2011 333 2011 213

31 August

2012

287 31 August

2012

118

Total 1345 Total 686
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Number of

patients with

a prolonged

HS of more

than 5 days

due to early

post-operative

complications

N (%)

2009 21/353

(5.95%)

2009 9/148

(6.08%)

2010 14/372

(3.76%)

2010 12/207

(5.79%)

2011 17/333

(5.1%)

2011 20/213

(9.38%)

31 August

2012

14/287

(4.87%)

31 August

2012

8/118

(6.78%)

Total 66/1345

(4.9%)

Total 49/686

(7.14%)

0.039*

Patients with HS

ranging from

7–10 days N (%)

28 (42.4%) 17(34.7%) 0.571

Patients with HS

ranging from

10–30 days N (%)

33 (50%) 26 (53.1%)

Patients with HS

longer than

30 days N (%)

5 (7.6%) 6 (12.2%)

Median length of

HS in days for

patients with a

prolonged HS

of more than 5

days (Min. –

Max.)

10 (7 – 76) 11 (7 – 92) 0.287

p: p value for comparing between the two studied groups

*: Statistically significant at p 0.05

Table 1: Comparison between LRYGB and LSG in regard to the number

of performed operations and the number of patients with a prolonged HS

of more than 5 days due to early post-operative complications. Prolonged

HS is further subdivided in 3 categories: 7–10 days, 10–30 days and

more than 30 days. The median length of the HS for patients with a

prolonged HS of more than 5 days is also presented.

LRYGB (66)

(100%)

LSG (49)

(100%)

Male gender N (%) * 16 (24.2%) 23 (46.9%) *

Median age in years (Min. – Max.) 45 (28–60) 48 (24–60)

Mean BMI in Kg/m
2 (± SD) * 46.8 ± 5.7 54.2 ± 8.3 *

Co-morbidities:

– Type 2 diabetes 31 (46.9%) 20 (40.8%)

– Hypertension 27 (40.9%) 22 (44.8%)

– Hypertriglyceridemia 16 (24.2%) 13 (26.5%)

– Osteoarthritis 28 (42.4%) 24 (48.9%)

– Sleep apnea 15 (22.7%) 10 20.4%)

*: Statistically significant at p 0.05

Values are expressed as number (%). SD: standard deviation

Table 2: Demographic data and incidence of associated co-morbidities in

patients with a prolonged HS of more than the fifth post-operative day after

either LRYGB or LSG.

P.440 Performance of the BARD Scoring System in Bariatric Surgery

Patients with Nonalcoholic Fatty Liver Disease (NAFLD)

PRESENTER: L. Cartiano1

Co-authors: A. Branco1, L. Nassif1, J. Sampaio-Neto1, L. Crippa1,
S. Okayama1, D. Gouveia1

1CEVIP (Advanced Videolaparoscopy Center of Paraná), Curitiba, Brazil

Introduction: Nonalcoholic fatty liver disease (NAFLD) includes a wide spectrum

of liver diseases, ranging from pure steatosis to nonalcoholic steatohepatitis

(NASH), and eventually to liver cirrhosis with its complications. Identifying ad-

vanced fibrosis in patients is crucial to evaluating prognosis and possible thera-

peutic intervention. A simple and highly accurate scoring system called BARD,

which identifies patients with NAFLD and without significant fibrosis, was intro-

duced and validated in North America. The aim of this study is to compare its

performance in a bariatric surgery patients cohort with NAFLD.

Method: A group of 447 bariatric surgery patients with NAFLD (TGP > 19 in women

or > 30 in men plus presence of steatosis on ultrasound or during intraoperative

evaluation) were included in this study. Fibrosis in liver biopsies was evaluated

according to the Histological Scoring System for Nonalcoholic Fatty Liver Disease.

The BARD scoring systemwas assessed according to Harrison et al.: BMI > or = 28

=1point, AST/ALTratio (AAR) >or =0.8 =2points, type 2 diabetesmellitus =1 point.

Results: DM and AAR over 0.8 showed, respectively, a moderate and strong

association with fibrosis. A BARD score of 2–4 points was associated with F3

or F4 stages of fibrosis with an odds ratio of 15.43 (95% Cl; 4.67 – 80.3) and

negative predictive value of 96.3%.

Conclusion: Our results demonstrate that the BARD scoring system has value in

the non-invasive diagnosis of advanced fibrosis in bariatric surgery patients with

NAFLD. The vast majority of morbidly obese patients with NAFLD would avoid

liver biopsy if BARD was broadly introduced into the bariatric surgery practice.

P.441 Quality of Life Relating to Eating Disorders Among Obese Women

Accepted for Bariatric Surgery

PRESENTER: A. Von Lojewski
1

Co-authors: S. Abraham1, E. Durmush2

1University of Sydney Department of Obstetrics and Gynaecology Liverpool-

Australia
2Life Weight Loss Centre Sydney-Australia

Introduction: The importance of depression and disordered eating behaviours for

the outcome of bariatric surgery has previously been discussed. The quality of life

(QOL) related to eating disorders (ED), ED behaviours, feelings and thoughts and

psychological feelings of obese patients has not been considered in studies of

patients undergoing bariatric surgery. The aim was to explore obese womens

QOL related to ED behaviours, thoughts and feelings and psychological feelings

(QOL ED) as compared to ED inpatients and normal controls.

Method: The QOL ED was examined in three groups of women: obese about

to undergo laparoscopic sleeve gastrectomy (LSG) (N=164), ED inpatients

(N=208) and controls (N=510).

Results: Approximately one-third (28%) of the obese women had an ED, predom-

inately binge ED (BED). Obese women had significantly greater concerns about

overeating and body image than controls but did not differ from ED women. Obese

women had more ED thoughts and psychological feelings (depression, anxiety)

than control women but less than ED women. Obese women wanted to feel full

inside, wanted to always eat more, and ate to help their mood’ while ED patients

wanted to feel empty inside and felt more‘preoccupied with thoughts of food, eating

and body weight. QOL ED global scores discriminated BED women from controls.

Conclusion: The QOL ED may be a useful tool to examine the ED- and psycho-

logical feelings-related QOL of women before LSG as it may help to predict

weight loss success post-surgery and therefore indicate follow-up management.

P.442 Lesions that Mimic Liver Metastasis During Bariatric Surgery

Leading to Cancellations Sclerosing NASH and Von Meyenburg

Complex; A Case Series

PRESENTER: R. Aguilo
1

Co-authors: S. Coppack1, Y. Koak1

1Homerton University Hospital, Bariatric Surgery, London-United Kingdom

Introduction: Sclerosing non-alcoholic steatohepatitis (NASH) and Von

Meyenburg complex (VMC) can mimic liver metastasis resulting in the
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abandonment of a bariatric procedure. We present a picture case series of

lesions resembling liver metastasis during bariatric surgery resulting in oper-

ative cancellations.

Methods: The case notes of all intra-operative cancellations, liver biop-

sies and unusual diagnostic laparoscopy findings were reviewed.

Results: Ten bariatric surgery patients had lesions resembling liver metastasis

on diagnostic laparoscopy as part of their bariatric surgery. A histological liver

biopsy sample was taken in six patients and some procedures were initially

abandoned. Two of these biopsy samples confirmed sclerosis with NASH, and

four samples showed Von Meyenburg complexes. The other four remaining

cases were thought to be typical appearances of sclerosing NASH and Von

Meyenburg complexes and bariatric surgery was performed.

Conclusion: Increasing awareness of these mimicking lesions can help pre-

vent the intra-operative cancellation of a bariatric operation. Liver biopsy can

be performed during the operation if doubt remains.

P.443 Use of Endoscopic Stents in Staple Line Leaks After Laparoscopic

Sleeve Gastrectomy (LSG)

PRESENTER: C. Santander
1

Co-authors: J. Contreras1, C. Harz2, F. Perez1, I. Court3, J. Bravo1, P. Brante3,

J. Hamilton3

1University of Chile, Surgery, santiago-Chile
2Clinica Santa Maria, Endoscopic Surgery, Santiago-Chile
3Clinica Santa Maria, Bariatric Surgery, Santiago-Chile

Introduction: Most feared complications after LSG are related to staple line

dehiscence, which involve a challenging management. Endoscopic stent

placement (ESP) as part of minimally invasive approach is an alternative to

consider. We present or experience with this technique in treatment of leaks

due to staple line dehiscence after laparoscopic sleeve Gastrectomy (LSG).

Method: case series of patients treated at one center describing demographics

and clinical outcomes of patients submitted to LSGwho evolvedwith gastric leaks

and required endoscopic stent placement as part of their management.

Results: From March 2009 to April 2012, 7 patients (4 female),mean age 33 (±

10.2) years, mean preoperative BMI 36.5 (± 5.8) kg/m2. 10 metallic, self

expandable stents were placed. All patients had a demonstrated staple line

leak, 6 with associated abdominal collections and 1 case of diffuse peritonitis.

3 cases showed distal stricture. Mean time from surgery to clinical symptoms

of 8.7 (± 4.3) days. Stent placement was successful as definitive treatment in 5

cases, with evidence of persistant leak in 2 cases which resolved with conser-

vative measures. 5 cases required additional interventions: 3 submitted to

reoperation and 2 to percutaneous drainage of collections. 3 patients experi-

enced complications associated to stent placement: 2 cases of migration and 1

impaction all solved endoscopically. Mean time to clinical resolution of leaks 56

(± 15.3) days. No mortality in this series.

Conclusion: ESP of staple line leaks after LSG is an alternative to consider,

regarding a careful evaluation of each case.

P.444 Our Experience in Laparoscopic Removal of Migrated Adjustable

Gastric Bands

PRESENTER: H.E. Taskin
1

Co-authors: S. Ergun1, K. Zengin1, M. Taskin1

1Istanbul University Cerrahpasa Faculty of Medicine Department of General

Surgery

Introduction: Morbid obesity currently is a serious condition that threatens the

general public health in developing and developed countries globally. Bariatric

surgery is the most efficient form of treatment of morbid obesity providing good

and sustained weight loss and metabolic control. Laparoscopic Gastric

Banding is a safe, efficient, feasible and reversible bariatric surgical technique.

However there are some shot term and long-term complications of this tech-

nique. Intragastric band erosion and band migration is a rare but a long-term

major complication. There has been certain endoscopic and laparoscopic

techniques have been developed but there is no consensus on the standard

technique. Here in as being experienced in both techniques aim to provide our

outcomes on laparoscopic band removal and show that it is as feasible and

safe as compared the other techniques.

Materials and Methods: We have evaluated retrospectively the complica-

tions the 2750 laparoscopic adjustable gastric banding (LAGB) cases.

We have extracted the data of 15 (0.54 %) cases of gastric band

migration and out of those 7 of them who underwent laparoscopic re-

moval of the band. We have evaluated the chief complaints, time to

erosion, post-operative hospital stay and postoperative complication.

Results: The chief complaints of these patients were nausea and vomiting,

abdominal and back pain and hematemesis. The median time to complication

was 5 years after the operation. All of these 7 patients were operated laparo-

scopic ally and band removal with closure of gastrotomy was done. All the

patients were discharged uneventfully postoperatively. The mean hospital stay

was 2 ±1.2 days.

Conclusion: Laparoscopic band removal is a safe and effective method fort he

treatment of band migration which is a long-term and sometimes life threaten-

ing complication after LAGB surgery.
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Dı́az-Güemes I. P.323, P.329

1234 OBES SURG (2013) 23:1017–1243



Diemen V. P.022

Dillemans B. O.048, O.085, O.185, VS.06, VS.13,

VS.18, P.213, P.216, P.255

Dimitriadis E. O.202

Dittrich K. O.059, P.387

Dobrescu A. P.292

Dogan K. O.071, O.092, O.204, IH.07, P.169,

P.256, P.257, P.259, P.319, P.414

Dogan S. P.049

Dogan U. P.065

Dohm G. P.434

Dolezalova K. O.027, O.099, O.153

Dolphens T. P.003

Dolu F. P.262

Domènech J. P.052

Doulami G. P.338

Douvetzemis S. IH.10, P.190, P.248

Drabble N. O.058

Droeser R. P.200

Du X. P.026

Dua M. O.032, O.063

Ducroc R. O.117, P.058, P.059

Dumas-Dupont J. P.427

Duprée A. P.042

Durak E. P.076

Durmush D. O.133, P.151

Durmush E. O.133, P.151, P.441

Durna E. O.119

Duta C. P.292

Dziakova J. O.156, P.324, P.394

E

Ebrahimifard F. P.212

Edholm D. P.166

Efthimiou E. IH.18, P.081, P.112, P.187

Egiev V. P.072, P.073, P.074, P.075, P.080, P.085

Eickhoff H. O.137

Eid A. P.308, P.334

Ekelund M. O.053, O.096, O.116, O.191, VS.35,

P.181

Ekstedt M. P.062

El Kafsi J. P.051

El Shenawi M. O.132, P.298

Elagin I. P.281

Elahmedi M. O.046

Elbanna A. P.382

Elfawal m. O.127

Elhoush A. VK.04

El-Houssari T. O.146

Elias E. P.228

El-Kalwaay M. O.015, O.047, O.160, P.156

El-Sayes I. P.110, P.376, P.439

Emous M. O.171, P.224, P.226, P.390

Ensari C. P.049, P.064

Eoh K. P.155

Epstein M. O.206

Erdem N. P.208, P.285

Erdemir A. P.041

Erdogan C. O.181

Ergin G. P.121, P.122, P.123

Erickson A. O.195

Ermakov N. P.072

Ermerak G. O.133, P.151

Ernst A. P.199

Eryilmaz R. P.049, P.064, P.065

Escalona A. O.036

Eschenbacher F. VK.66

Espı́ndola M. P.358

Espinos J. O.038

Espinós J. O.017

Esposito M. P.287

Esquiroz Carballo I. P.147

Esquiroz I. VK.09

Evdoshenko V. P.281

Evertsson I. P.275

Eyre N. P.114

F

Fabre J. O.044, O.144, P.183, P.265, P.333

Fabris De Souza S. P.124, P.126, P.127, P.129

Fabris Luiz S. P.124

Fabris S. P.129

Facchiano E. VS.08, P.310

Fagerland M. P.170

Faintuch J. P.127, P.129

Fajardo M. P.423
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