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Abstract
Background The ongoing “coronavirus disease 19” (COVID-19) pandemic has had a strong effect on the delivery of surgical
care worldwide. Elective surgeries have been canceled or delayed in order to reallocate resources to the treatment of COVID-19
patients. Currently, the impact of the COVID-19 pandemic on bariatric and metabolic surgical practice remains unclear.
Methods An internet-based online survey was performed among bariatric surgeons worldwide. The survey was sent to bariatric
surgeons via the International Bariatric Club Facebook group and by electronic mail via the International Federation for the
Surgery of Obesity and metabolic disorders (IFSO) secretariat to members of the associated national IFSO societies.
Results One hundred sixty-nine (n = 169) bariatric surgeons participated in the survey. The majority of the respondents post-
poned preoperative upper gastrointestinal tract endoscopies, appointments in the outpatient clinic and bariatric operations. Most
surgeons performed video calls for follow-up appointments instead of meeting the patients in the outpatient clinics. Laparoscopy
was still the preferred treatment for surgical emergencies, but a trend towards conservative treatment of acute appendicitis and
acute cholecystitis was shown. Rapid preoperative COVID-19 testing availability was poor; therefore, routine screening of
emergency bariatric cases was not widely provided. A wide variance occurred regarding precautions and personal protection
equipment among the participants.
Conclusion The COVID-19 pandemic showed a strong impact on bariatric surgical practice regarding surgical and outpatient
planning as well as personnel management. Coordinated effort from the national bariatric societies should focus on strict
implementation of the current recommendations regarding precaution measures and personal protection equipment. Further
studies should evaluate how this impact will evolve in the near future.
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Introduction

On March 11, 2020, the World Health Organization (WHO)
declared “coronavirus disease 19” (COVID-19), which is
caused by the severe acute respiratory syndrome coronavirus

2 (SARS-CoV-2), a pandemic [1]. After its initial description
in Wuhan City, Hubei province in China, cases of COVID-19
spread rapidly worldwide causing major global public health
concerns. The COVID-19 pandemic has already shown to be a
threat for the healthcare system of many countries.
Governments have implemented social distancing measures
and even nationwide lockdowns have been imposed in order
to limit the spread of COVID-19.

Elective surgeries have been canceled or delayed in order
to increase intensive care unit (ICU) capacity and to reallocate
resources, including personnel and equipment, to the treat-
ment of COVID-19 patients in need of intensive care [2, 3].
Several strategies have been proposed among surgical disci-
plines regarding the triage of elective surgery and the manage-
ment of surgical patients infected with SARS-CoV-2 [4, 5].
Outpatient visits have also been suspended or replaced by

* Tarik Delko
tarik.delko@clarunis.ch

1 Clarunis, Department of Visceral Surgery, University Centre for
Gastrointestinal and Liver Diseases, St. Clara Hospital and
University Hospital Basel, Basel, Switzerland

2 First Department of Surgery, Laikon General Hospital, National and
Kapodistrian University of Athens, Athens, Greece

3 Adelaide Bariatric Centre, Flinders Private Hospital, Bedford Park,
Adelaide, South Australia, Australia

https://doi.org/10.1007/s11695-020-04830-8

/ Published online: 11 July 2020

Obesity Surgery (2020) 30:4428–4436

http://crossmark.crossref.org/dialog/?doi=10.1007/s11695-020-04830-8&domain=pdf
http://orcid.org/0000-0003-3406-1170
mailto:tarik.delko@clarunis.ch


video consultations to avoid face-to-face contact between cli-
nicians and patients [6, 7]. Bariatric and metabolic surgery has
been inevitably affected by the COVID-19 pandemic.
However, the challenges faced by surgeons who perform bar-
iatric surgery on their daily practice remain unclear. The ob-
jective of this survey is to understand the immediate interna-
tional impact of the COVID-19 pandemic on healthcare sys-
tems, the role of bariatric and metabolic surgery and its change
of practice, and the expected future implications in the surgical
treatment of morbidly obese patients.

Materials and Methods

Design and Subjects

An internet-based online survey was conducted encompassing
bariatric and metabolic surgeons globally via the International
Bariatric Club Facebook group (Facebook Inc., California,
USA) and directly by electronic mail via the International
Federation for the Surgery of Obesity and metabolic disorders
(IFSO) secretariat to members of the associated national IFSO
societies. The survey included a questionnaire consisting of 42
items and could be completed in less than 5 min. The ques-
tions were formulated by the authors based on the various
controversies surrounding the global impact of COVID-19
on allocation of healthcare resources, protection issues,
change of bariatric surgery practice, and the future implica-
tions for the surgical treatment of morbidly obese patients.
The questionnaire was created using Google Forms (Google
Inc., California, USA). Respondents were asked to confirm
that they are attending surgeons or consultants practicing bar-
iatric surgery. The email addresses of the participants were
requested in order to complete a follow-up survey after 6–
8 weeks aiming to evaluate how the current situation devel-
oped. The initial survey was open from April 1, 2020, until
April 30, 2020.

Outcome Measures

The questionnaire was divided into five topics (baseline infor-
mation, impact of the COVID-19 pandemic on daily bariatric
practice, change of practice for morbidly obese patients during
the COVID-19 pandemic, ICU capacity, precaution measures,
see the “Appendix” section).

Statistical Analysis

Continuous data were presented as median with interquartile
range (IQR). Categorical variables were summarized using
frequencies and proportions. The chi-squared test was used
and odds ratios (OR) with 95% confidence intervals (CI) were
reported as appropriate. The level of significance was set at

p < 0.05. All data analysis was performed using R version
3.5.3 [8].

Results

Baseline Information of COVID-19 Impact on
Healthcare Systems

One hundred sixty-nine (n = 169) respondents participated in
the survey. The median (IQR) age of the participants was 47
(41.3–55) years. The majority of the participants (n = 119, 70,
4%) responded from the European IFSO Chapter. The base-
line characteristics of the sample are reported in Table 1. One
hundred fifty-five participants (n = 155, 91.7%) indicated that
wide-scale social distancing measures such as local and na-
tional lockdown had been implemented as a response to the
COVID-19 pandemic in their country at the time they com-
pleted the survey. One hundred twenty-seven respondents
(n = 127, 75.1%) stated that patients with COVID-19 were
being treated in their hospital at the time the survey was con-
ducted, and one hundred five respondents (n = 105, 62.1%)
said they had COVID-19 patients receiving ICU treatment in
their hospitals. Eleven participants (n = 11, 6.5%) replied that
COVID-19 infections had been diagnosed during hospitaliza-
tion for elective bariatric procedures. Table 2 provides infor-
mation about the situation regarding the COVID-19 pandemic
in the hospitals of the participants during the study period as
well as the response status to the pandemic at an institutional
level.

Impact of the COVID-19 Pandemic on Bariatric
Surgery

Forty-seven participants (n = 47, 27.8%) stated that they con-
sidered changing the practice of preoperative work-up before
bariatric surgery during the pandemic (Fig. 1). One hundred
thirty-five (n = 135, 80.4%), one hundred thirty-two (n = 132,
78.1%), one hundred forty-seven (n = 147, 87%), and one
hundred forty-three (n = 143, 84.6%) respondents postponed
preoperative upper gastrointestinal tract (GI) endoscopies, ap-
pointments in the outpatient clinic (preoperative/ follow-up),
primary and redo bariatric operations respectively. The major-
ity of the responding bariatric surgeons (78.7%, n = 133) con-
sidered or already had performed follow-up via video call
instead of visits in the outpatient clinic. Table 3 shows the
respondents’ expected delay period for elective bariatric cases
caused by the precaution measures during the pandemic.
Figure 2 illustrates the respondents’ considerations about the
impact of the COVID-19 pandemic on bariatric surgery prac-
tice in the future. 56.2% (n = 95) of the participants believe
that bariatric surgery may serve as a measure for risk reduction
during respiratory infection pandemics such as the COVID-19
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crisis, followed by 24.9% (n = 42) and 18.9% (n = 32) of the
participants who responded “maybe” and “no” to this consid-
eration (respectively).

Change of Practice for Morbidly Obese/Post-Bariatric
Patients During the COVID-19 Pandemic

The vast majority of the participants (88.7%, n = 149) would
not consider performing open surgery instead of laparoscopy
for post- bariatric patients who require emergency surgery
during the COVID-19 pandemic. In case of acute appendicitis
in morbidly obese/post-bariatric patients, 59.3% (n = 99)
responded that they would still proceed with laparoscopic ap-
pendectomy. 34.7% (n = 58) would choose conservative treat-
ment instead of laparoscopic appendectomy in case of absent
signs for peritonitis or perforation, whereas ten participants
(n = 10, 6.0%) consider change of practice to open appendec-
tomy. Seventy-seven respondents (n = 77, 45.8%) would still
proceed with laparoscopic cholecystectomy in case of an acute

cholecystitis in a morbidly obese/post- bariatric patient, while
seventy-eight participants (n = 78, 46.4%) favor a conserva-
tive treatment trial with antibiotics. Only ten (n = 10, 6%) and
three (n = 3, 1.8%) surgeons would replace laparoscopic cho-
lecystectomy by cholecystostomy or open cholecystectomy
respectively.

ICU Capacity

39.6% (n = 67) of the respondents routinely send patients with
severe comorbidities to the ICU in the early postoperative
period after bariatric surgery. The percentage of the respon-
dents who routinely send patients with severe comorbidities to
the ICU was significantly lower among surgeons working in
community/local district hospitals than those working in
academic/tertiary hospitals and in private clinics (OR = 0.40,
95% CI: 0.18–0.89, p = 0.027). The percentage of surgeons
who send patients with severe comorbidities to the ICU did
not differ significantly by number of hospital beds. Table 4
shows the association of bariatric surgeons sending patients
with severe comorbidities to the ICU with hospital type and
hospital size. 16.1% of the responders replied that patients
have been sent directly to the ward during the COVID-19
pandemic, whereas thirty-eight surgeons (n = 38, 22.8%) re-
plied that they have considered sending patients directly to the
ward instead of the ICU in case of a severe postoperative
complication. Eighty-two (n = 82, 48.8%) participants report-
ed that they expect a shortage of the ICU beds in their insti-
tution during the COVID-19 pandemic, and fifty-two partici-
pants (n = 52, 31.0%) stated that the ICU capacity had already
reached its limit.

Precaution Measures

One hundred ten respondents (n = 110, 65.1%) did not rou-
tinely test patients for COVID-19 before performing bariatric
surgery. Thirty-four responders (n = 34, 20.1%) answered that
they currently test patients only if they show symptoms (Fig.
3). Rapid COVID-19 testing of emergency patients prior sur-
gery was available in the hospitals of sixty surgeons (n = 60,
35.7%). Regarding expectations about shortage of protection
material during the COVID-19 pandemic, 58% of the sur-
geons (n = 98) responded affirmatively and 31.4% (n = 53)
responded “maybe.” One hundred six surgeons (n = 106,
63.9%) replied that they routinely adopted special precautions
during bariatric surgery at the time of the survey. Figure 4
illustrates the different precaution measures in the operating
theater. 80.5% of the respondents (n = 136) answered affirma-
tively about the self-isolation in case of present COVID-19
symptoms, while 7.7% (n = 13) responded “maybe” and
11.8% (n = 20) replied negatively.

Table 1 Baseline information of the study population

Median
(IQR)

Total
(%)

Age (years) 47 (41.3–55)

Gender Male 138 (81.7)

Female 31 (18.3)

Region Europe 119 (70.4)

Asia 21 (12.4)

North America 20 (11.8)

South America 5 (3.0)

Australia 3 (1.8)

Africa 1 (0.1)

Hospital type Academic/Tertiary 52 (30.8)

Community/local
district

41 (24.3)

Private clinic 76 (45.0)

Number of hospital beds < 100 21 (12.4)

100–200 41 (24.3)

201–500 53 (31.4)

501–1000 40 (23.7)

> 1000 14 (8.3)

Type of bariatric surgery
practice

Laparoscopic 142 (84)

Robotic-assisted 3 (1.8)

Both 24 (14.2)

Redo bariatric
procedures performed

Yes 156 (92.3)

No 13 (7.7)

Emergency bariatric
procedures performed

Yes 148 (87.6)

No 21 (12.4)

Preoperative upper GI
endoscopy performed

Yes 153(90.5)

No 16 (9.5)
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Discussion

This survey of 169 bariatric surgeons representing all IFSO chap-
ters worldwide is an immediate attempt to understand the various
implications of the COVID-19 pandemic on the role and practice
of bariatric and metabolic surgery. The main finding was a sub-
stantial change of the usual practice of bariatric surgeons such as
preoperative work-up interventions (GI endoscopies), the post-
ponement of planned primary and revision bariatric operations,
and follow-up visits of post-bariatric patients. The majority of

respondents changed their practice in accordance with interna-
tional recommendations in regard to surgical planning, outpatient
clinic, and management of personnel in order to increase
healthcare capacity to a maximum and to protect staff and pa-
tients from COVID-19 transmission in hospitals in view of a
possible worst case scenario as seen in Northern Italy.

In April 2020, IFSO published recommendations in regard
to metabolic and bariatric surgical practice during the COVID-
19 pandemic [9]. In addition, the Society of American
Gastrointestinal and Endoscopic Surgeons (SAGES) and The
European Association for Endoscopic Surgeons (EAES) pub-
lished joint recommendations for minimally invasive surgery
during the COVID-19 pandemic. As a measure of resource
allocation, the postponement of elective bariatric cases was
strongly recommended. As a part of the surgical treatment pri-
oritization, only emergency surgeries to treat complications of
post-bariatric patients should be offered and conservative treat-
ment should be considered first in case of suspected or con-
firmed COVID-19 cases [10]. Furthermore, the American
College of Surgeons (ACS) provided guidance for the triage
of non-emergent surgeries during the COVID-19 pandemic.
They recommended that high acuity cases, including cancers
and highly symptomatic patients, should be performed, while
intermediate acuity surgeries should be postponed if possible.
However, the ACS suggested a day-by-day assessment based
on medical and logistical criteria should guide case triage [11].
Such recommendations are expected to strongly affect the time
frame of elective bariatric surgical procedures. This is in line
with the results of our survey, since 97.6% of the respondents
expect delays of more than 4 weeks for postponed elective
bariatric cases. Furthermore, according to the IFSO recommen-
dations, follow-up visits at the outpatient clinics should be re-
placed by telephone or video visits [9]. The findings of our
survey revealed that patient visits via telemedicine have already
been widely adopted by the majority of bariatric surgeons.

Screening and protection of medical staff is a further con-
troversy in the COVID-19 pandemic. IFSO recommendations
about screening and protection during emergency surgery re-
fer to suspected or confirmed COVID-19 cases. Symptom
assessment, screening with chest computer tomography and
confirmation by real-time reverse-transcriptase polymerase
chain reaction, should be performed for all hospital admis-
sions [9]. However, our survey revealed that routine screening

Table 2 The COVID-19 pandemic status at an institutional level during
the study period as reported by the participants of the survey

Total (%)

Patients treated with COVID-19 in
the ICU

Yes 105 (62.1)

No 59 (34.9)

Unknown 5 (3%)

Number of total COVID-19 cases in
the respondents institutions

< 10 78 (46.2)

10–20 25 (14.8)

21–50 25 (14.8)

51–100 20 (11.8)

> 100 21 (12.4)

Availability of endoscopies Elective and
emergency

41 (24.3)

Only emergency 120 (71)

No availability 8 (4.7)

Protocols for selection of elective
surgical procedures

Available 146 (86.4)

Not available 23 (13.6)

Protocols for protection of
healthcare providers

Available 163 (97.0)

Not available 5 (3.0)

Reduced surgical staff
(due to absences/reduced work-
ing hours)

Yes 140 (82.8)

No 29 (17.2)

Shift of daily practice of
participants/members of their
team

Participation in
general surgery on
calls

88 (52.1)

Allocation in the ICU 27 (16)

Reduced working
hours

104 (61.5)

Other 30 (17.8)

Fig. 1 To deal with the issues of the pandemic, have you considered
changing your preoperative investigations before performing bariatric
surgery? (169 responses)

Table 3 Expectations of the participants about delays in planned
bariatric operations

n (%)

< 4 weeks 4 (2.4)

4–8 weeks 58 (34.3)

8–12 weeks 73 (43.2)

> 12 weeks 34 (20.1)
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for COVID-19 of bariatric patients had not been implemented
by most of the surgeons. In addition, a surprisingly high pro-
portion of respondents (64.3%) stated that rapid COVID-19
testing prior emergency surgery was not available at the time
of the survey. Due to the high prevalence of pulmonary co-
morbidities, such as obstructive sleep apnea, obesity
hypoventilation, and chronic obstructive pulmonary disease,
bariatric patients are at risk for development of postoperative
pulmonary complications. Therefore, they are vulnerable to a
severe form of COVID-19 and to a subsequent complicated
perioperative course with significant potential morbidity [12].
This signifies the importance of thorough screening for
COVID-19 before bariatric surgery. Furthermore, negative
pressure operating rooms, disposable surgical caps, medical
protective masks (N95), disposable medical protective uni-
forms, disposable latex gloves, full-face respiratory protective
devices, or powered air-purifying respirators are part of pre-
caution measures in order to protect operating theater staff. In
our study, we found that 63.9% of the participants routinely

adopted special precaution measures during bariatric surgery.
The expectancies of the respondents about shortage of protec-
tion material were worryingly high. The predominantly used
precaution measure was eye protection, followed by double
gloves and FFP3 face masks. Still, the frequencies of these
types of personal protection equipment (PPE) revealed high
variance. These findings demonstrate that the bariatric com-
munity has not yet been following a common pathway in
terms of precaution measures to prevent harmful exposure to
the virus. More coordinated effort should be made from the
national bariatric societies towards strict implementation of
the current recommendations in order to protect health care
personnel from COVID-19 infections.

The matter of performing laparotomy instead of laparosco-
py during the COVID-19 pandemic has been subject to de-
bate, because of the potential risk of viral contamination via
possible release of virus in the form of aerosol with CO2

during laparoscopy. Aerosolization of blood borne viruses
through laparoscopy is a potential risk, which was shown in
previous research [13]. SAGES/EAES recommendations still
advise using minimally invasive surgery based on advantages
such as reduced length of hospital stay, the lower risk of post-
operative complications, and the option of using filters for
aerosolized particles, which may be more difficult in open
surgery [10]. Our study revealed accordance of the vast ma-
jority of respondents with the recommendation to use mini-
mally invasive surgery. In case of post-bariatric emergency
surgery, most respondents prefer the minimally invasive ap-
proach to an open approach whenever possible. Moreover,
laparoscopy was still the preferred surgical option for acute
appendicitis and acute cholecystitis. However, a significant
percentage of surgeons (34.7% and 46.4% respectively)
would choose or had already chosen a conservative treatment
with antibiotics over performing surgery whenever clinically
feasible. This change of common practice in order to save
resources for COVID-19 patients is another reflection of po-
tential harm to patients suffering from other diseases during
the pandemic.

Several reports have demonstrated a high mortality rate
among patients with Type 2 Diabetes Mellitus (T2DM) and
metabolic syndrome who contract COVID-19, while optimal
metabolic control is suggested to help treating all patients with
COVID-19. Moreover, comorbidities including T2DM and

Table 4 Association of number of respondents who send patients with
severe comorbidities to the ICU after bariatric surgery with hospital type
and hospital size

Factors Surgeons who send
patients with severe
comorbidities to the ICU
(%*) (n = 67, 39.6%)

Odds ratio
(%95 CI)

P

Hospital type

Academic/tertiary 21 (40.4) 1.05 (0.54–2.04) 1.000

Community/local
district

10 (24.4) 0.40 (0.18–0.89) 0.027

Private clinic 36 (47.4) 1.80 (0.97–3.36) 0.082

Hospital size (number of hospital beds)

< 100 8 (38.1) 0.93 (0.36–2.38) 1.000

100–200 18 (43.9) 1.26 (0.62–2.57) 0.584

201–500 24 (45.3) 1.41 (0.73–2.72) 0.316

501–1000 13 (32.5) 0.67 (0.32–1.41) 0.356

> 1000 4 (28.6) 0.58 (0.18–1.95) 0.570

ICU intensive care unit
* The percentages refer to the total of surgeons who work in the same
hospital type or in hospitals with the same size

%95 CI 95% confidence intervals

Fig. 2 How do you consider that
the COVID-19 pandemic will af-
fect bariatric surgery in the fu-
ture? (169 responses)
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hypertension have been associated with other coronavirus in-
fections, including severe acute respiratory syndrome (SARS)
and Middle East respiratory syndrome (MERS-CoV) [14].
The prevalence of obesity in patients with COVID-19 requir-
ing admission to ICU and mechanical ventilation is highly
compared with patients admitted to the ICU for other severe
acute respiratory conditions [15]. Furthermore, a BMI of more
than 30 kg/m2 has been associated with an increased risk for
hospital admissions and the need for ICU care in patients
younger than 60 years [16]. Further data showed that younger
patients admitted to the ICU are more likely to be obese [17].
These findings suggest that bariatric surgery for morbidly
obese patients may play a key role in the prevention of devel-
oping severe disease caused by SARS-CoV-2, as well as by
other coronavirus infections. Only 32.5% of the respondents
of our survey suggested that the COVID-19 pandemic might
lead to an increase of the volume of bariatric operations in the
future, while 81.9% of the respondents agreed that bariatric
surgery is or may be a means of risk reduction during respira-
tory infection pandemics. Further studies comparing the mor-
bidity among morbidly obese patients and patients who have
undergone bariatric operations are needed to provide such
evidence.

Another important finding of this survey is the significant
shift in the daily practice of bariatric surgeons worldwide.
61.5% of the respondents reported reduced working hours,
while 52.1% of the respondents stated that they participated
in general surgery on calls during the COVID-19 pandemic.
These changes may have serious implications for the surgical
practice, especially in regard to bariatric surgeons working in

private practice settings. Due to the postponement of bariat-
ric operations, preoperative investigations, and appoint-
ments, bariatric surgeons who work in private clinics may
need to consider changing their practice mix by including
more general surgery on calls. Moreover, surgeons maintain-
ing private practice are in risk of shuttering their practice due
to the loss of revenue caused by the reduced volume of bar-
iatric operations.

This survey was conveyed when the COVID-19 pandemic
was peaking in many regions globally, including Europe,
North America, and many Asian countries. The strength of
the survey is its global perspective representing a wide range
of countries from all continents with a good distribution of
answers from tertiary, community, and private clinics. To
our knowledge, this is the first survey reporting these out-
comes. However, there are several limitations to it. Although
participation showed a global range, the majority of partici-
pants were European surgeons. The survey was sent out to
IFSO members worldwide but a large number of bariatric
surgeons have not participated in it. Moreover, due to the
method of delivery of the survey, which included circulation
on social media, we cannot provide a response rate. Since the
survey was open for a period of 30 days, a reporting bias
regarding the perspectives of the participants about the delays
in planned bariatric procedures and the change of surgical
practice may be possible. Nonetheless, we believe that our
survey demonstrates the wide impact on bariatric surgery
and the controversies surrounding surgical and outpatient
management as well as staff protection and future perspectives
of our field in view of the pandemic.

Fig. 4 What kind of precaution
measures do you take? (141
responses)

Fig. 3 Do you currently test
patients for COVID-19 before
performing bariatric surgery?
(169 responses)
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Conclusion

In view of a possible collapse of national healthcare systems,
the COVID-19 pandemic calls upon all providers of medical
services to offer direct or indirect support. Bariatric surgery
departments and practices contributed immediately by post-
poning preoperative investigations and planned operations as
well as offering telephone or video-based consultations for
follow-up visits. Furthermore, we found a marked trend to-
wards a conservative treatment of surgical emergencies
among morbidly obese and post-bariatric patients, including
acute appendicitis and acute cholecystitis, all of which may
increase collateral damage to non-COVID-19-affected pa-
tients during the crisis. Patients’ and healthcare providers’
safety could be compromised due to the low routine preoper-
ative screening availability for COVID-19 in emergency
cases. Additionally, guidance in order to provide full PPE
measures was not universally established. Future studies
may reveal the role of bariatric surgery as a preventive mea-
sure, since obesity and the metabolic syndrome were found to
be risk factors for worse outcomes in COVID-19 positive
patients.
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Appendix

Baseline information

1. Age
2. Gender
3. Country
4. Have wide-scale social distancing measures such as lo-

cal and national lockdown been implemented as re-
sponse to the COVID-19 pandemic in your country?
(Yes/No)

5. Hospital type (private clinic/academic or tertiary
hospital/community or local district)

6. Total number of hospital beds (< 100/100–200/201–
500/501–1000/> 1000)

7. Are there currently patients being treated with COVID-
19 in your hospital? (Yes/No/Unknown)

8. Are there currently patients being treated with COVID-
19 in the ICU of your hospital? (Yes/No/Unknown)

9. How many COVID-19 cases are currently treated in
your hospital? (< 10/10–20/21–50/51–100/> 100)

10. What type of bariatric surgery do you perform?
(Laparoscopic/Robotic-assisted/Both)

11. Do you perform redo bariatric surgery in your hospital?
(Yes/No)

12. Do you perform emergency revisional surgery in your
hospital? (Yes/No)

13. Is upper GI endoscopy performed as a preoperative in-
vestigation before bariatric surgery at your hospital?
(Yes/No)

14. Are endoscopies available in your hospital during the
COVID-19 pandemic? (Yes—both elective and
emergency/Only emergency procedures/No)

15. Does your institution provide protocols for selection of
surgical procedures during the COVID-19 pandemic?
(Yes/No)

16. Does your institution provide protocols for protection of
the health care providers during the COVID-19 pandem-
ic? (Yes/No)

17. Is the staff of your surgical team currently reduced (be-
cause of absences/implementation of reduced working
hours) due to the COVID-19 pandemic? (Yes/No)

18. Have you or any members of your team been subject to
any shift of daily practice during the COVID-19 pan-
demic? (Participation in general surgery on calls/
Allocation in the ICU/Reduced working hours/other)

19. Has any of the bariatric patients been diagnosed with
COVID-19 so far during an elective hospitalization in
your hospital? (Yes/No)
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20. To deal with the issues of the pandemic have you con-
sidered changing your preoperative investigations before
performing bariatric surgery? (Yes/Maybe/No)

21. Have you postponed preoperative upper GI endoscopies
during the COVID-19 pandemic? (Yes/No)

22. Have you postponed appointments (preoperative/follow-
up) for bariatric patients in the outpatient clinic during
the COVID-19 pandemic? (Yes/No)

23. Have you postponed planned primary bariatric opera-
tions during the COVID-19 pandemic? (Yes/No)

24. Have you postponed planned redo bariatric operations
during the COVID-19 pandemic? (Yes/No)

25. Have you considered performing/ performed follow-up
via video call (Skype, Facetime, etc.) instead of appoint-
ments in the outpatient clinic since the COVID-19 pan-
demic? (Yes/No)

26. With the current pandemic expecting to affect access to
surgery, how long would you expect delays for
performing postponed bariatric surgery? (< 4 weeks/4–
8 weeks/8–12 weeks/ >12 weeks)

27. How do you consider that the COVID-19 pandemic will
affect bariatric surgery in the future? (Increase in the
volume of bariatric operations/Decrease in the volume
of bariatric operations/No impact)

28. Do you consider bariatric surgery as a means of risk
reduction for morbidly obese patients during respiratory
infection pandemics? (Yes/Maybe/No)

Change of practice for morbidly obese patients during
COVID-19 pandemic

29. Have you considered performing/performed open emer-
gency revisional surgery instead of laparoscopy for post-
bariatric surgery patients during the COVID-19 pandem-
ic? (Yes/No)

30. In case of acute appendicitis in a morbidly obese/post-
bariatric surgery patient, have you considered/performed
one of the following treatments instead of performing
laparoscopic appendectomy during the COVID-19 pan-
demic? (No—proceed with laparoscopic appendectomy/
Conservative treatment with antibiotics/Open
appendectomy)

31. In case of acute cholecystitis in a morbidly obese/post-
bariatric surgery patient, have you considered/ per-
formed one of the following treatments instead of
performing laparoscopic cholecystectomy during the
COVID-19 pandemic? (No—proceed with laparoscopic
cholecystectomy/Conservative treatment with antibi-
otics/Cholecystostomy/Open cholecystectomy)

ICU capacity

32. Do you send postoperatively patients with severe comor-
bidities to the ICU routinely? (Yes/No)

33. During the pandemic has there been any change in the
postoperative destination of these patients? (Yes—pa-
tients are sent directly to the ward/No)

34. In case of a severe postoperative complication, have you
considered sending/ have you sent patients directly to the
ward instead of the ICU? (Yes/No)

35. Do you expect a shortage of ICU beds in your hospital
during the COVID-19? (Yes/No/ICU beds already in
shortage)

Precaution measures

36. Do you currently test patients for COVID-19 before
performing bariatric surgery? (Yes—routinely/Yes—
only if patients have symptoms/No)

37. Is rapid COVID-19 testing of emergency patients avail-
able prior surgery in your hospital? (Yes/No)

38. Do you expect a shortage of protection material during
the COVID-19 pandemic? (Yes/Maybe/No)

39. Is personal protective equipment (PPE) available in your
institution at all times during the COVID-19 pandemic?
(Yes/No)

40. Do you and your team currently take special precaution
measures during bariatric surgery? (Yes/No)

41. What kind of precaution measures do you take? (More
than one choices possible) (eye protection/ FFP3 mask/
double gloves/other)

42. Do you or the members of your staff self- isolate/ con-
sider self-isolating in case of having COVID-19 symp-
toms? (Yes/Maybe/No)
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