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Bariatric Surgical Services Within a Pandemic Can Continue Safely:
the Initial Experience of a UK Centre of Excellence
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Coronavirus disease 2019 (COVID-19) is a respiratory dis-
ease caused by the novel severe acute respiratory syndrome
coronavirus 2 (SARS-CoV-2), which has reached pandemic
status as declared by the World Health Organization (WHO)
on 11 March 2020 [1]. The epidemic of obesity had
progressed to global pandemic status, even before this recent
viral pandemic [2]. The outbreak of COVID-19 has caused
great concern among patients with obesity. COVID-19 may
have detrimental effects on obesity, includingmore significant
risks of severe complications due to increased medical comor-
bidities in this population [3].

The COVID-19 pandemic has posed challenges to the
healthcare system in the UK [4]. Given the large and growing
backlog of patients awaiting medically necessary elective sur-
gery (not just cancer-related surgery but benign elective
cases), there is now an urgent need to rebuild surgical activi-
ties across the nation [5]. How to safely restart surgical pro-
grams [6] in the context of ongoing community spread and
localised outbreaks of COVID-19 remains unclear.

The authors describe an initial experience of a tertiary bar-
iatric unit restarting promptly after the recommencement of
surgery within the UK using an already established local pro-
spectively collated database cross-referenced with the
National Bariatric Surgical Registry (NBSR). The details of
the demographic, operative and clinical data were interrogated
by two authors (OM, PO) for validity.

All cases were performed electively within an established
weight management unit. All patients on the waiting list were
prioritised except those requiring a prolonged or complicated
postoperative stay. All high-risk patients (age > 60 years and
patients with diabetes or with underlying lung pathology)
were further prioritised to a priority 2 (to be done within 4
weeks) [7]. This was confirmed by the Tier 4 multi-
disciplinary team (MDT) meeting using the Edmonton
Obesity Staging System [8] and clinical harm scores assigned
as per the Royal College of Surgeons (RCS) England guide-
lines [9].

An agreed COVID-19 safe pathway was devised, a set
protocol for standardisation after discussion at the MDTmeet-
ing. After completing remote consultations, patients were ad-
vised to self-isolate before surgery for 1 week. Three days
before surgery, an in-person surgical pre-assessment was per-
formed, including an additional COVID-19 PCR test. All sur-
geries were undertaken on an elective pathway and screened
for COVID-19 symptoms and a routine temperature check,
and their COVID-19 PCR test was repeated. All surgeries
were performed in a specialist laparoscopic operating theatre.
Surgical wounds were closed with absorbable sutures to avoid
returning to the hospital for clip removal. Postoperatively,
patients were supported in a specialist three-bed-isolated bar-
iatric ward. All staff were tested weekly with COVID-19 PCR
tests. Symptomatic staff were excluded from the site and re-
ferred to primary care. In addition, anaesthetic pathways were
in place at the time of surgery, fully compliant with current
guidance from the Royal College of Anaesthesia, specifically
with aerosol-generating procedures [10].

Overall, 204 patients were contacted, of which 180
(88.2%) underwent surgery. Twenty (9.8%) patients declined
surgery, and 2 (0.98%) patients opted to have surgery abroad,
and 2 (0.98%) patients did not respond. One hundred and
eighty patients underwent bariatric procedures from
July 2020 to early December 2020 when bariatric services
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were suspended again due to the second UKwave of COVID-
19. The number of operations performed was, in fact, slightly
increased during the pandemic period (170 in 2019 vs 180 in
2020) despite the reformed pathways.

The majority of patients were female (76.8%), and the
mean age was 44.5 (11.8) years. Hypertension (50.3%),
dyslipidaemia (43.6%) and diabetes (34.3%) were the most
prevalent obesity-associated comorbidities. Functional mobil-
ity was documented in 75.7% of patients, and the most prev-
alent functional status was tolerating at least two flights of
stairs (51.4%). The majority of patients were of the
American Society of Anaesthesiology (ASA) grade 3
(47.5%), followed by grade 2 (40.9%).

Baseline descriptive measurements were verified at the
date of the Tier 4 multi-disciplinary meeting discussion. The
average time from Tier 4 MDT to surgery was 53.5 (SD 24.6)
weeks. The mean weight immediately pre-operatively on the
day of surgery was recorded in 137 cases (76.1%) and was
122.0 (SD 27.5) kg, and on the first postoperative day ten
follow-up was 115.9 (SD 39.1) kg.

All procedures were carried out laparoscopically. The most
frequently performed procedure was sleeve gastrectomy
(42%), followed by Roux-en-Y gastric bypass (30.4%).
Procedures were primary in 90.1% vs 9.9% revisional. The
primary performing surgeon was a fellow (39.8 %), consultant
(37.6 %) and training registrar (22.1 %). The majority of pro-
cedures (97.2%) were performed electively. Patients with type
2 diabetes (46.8%) were more likely to have Roux-en-Y gas-
tric bypass. Patients with hypertension (46.2%) or
dyslipidaemia (46.8%) were more likely to have a sleeve
gastrectomy.

The mean postoperative length of stay was 2.2 (SD 0.9)
days. The first nurse specialist remote review took place 9.5
days (SD 3.1) post-op. Overall, there were 6 (3.3%) (Clavien-
Dindo grade II) complications and 2 (1.1%) Clavien-Dindo
IIIb complications. There were 7 (4.1%) postoperative mor-
bidities, of which 2 were chest infections, a wound infection,
arrhythmia, and 2 (1.1%) needed a second procedure within 3
months of the index surgery (one for small bowel obstruction
due to a paraumbilical hernia and one due to postoperative
staple line bleed). There were no mortalities amongst our co-
hort, and there was only one COVID-19-related diagnosis
identified amongst the whole cohort re-presenting after 14
days of discharge, with no adverse clinical sequelae other than
the admission.

Overall, UK bariatric services have been markedly reduced
or totally cancelled throughout the pandemic. Currently, at the
time of writing (February 2021), bariatric surgical services in
most UK hospitals continue to be suspended. There is a clin-
ical drive to restart services before the pandemic completely
settles, demonstrated by nationwide-based surveys [6].

The authors have reported a pathway based on global and
national recommendations applied in a multi-disciplinary

manner. This involved a bariatric MDT working together to
formulate new pathways using the latest and often changing
evidence base and seeking management and board approval.
Once a safe local protocol was established, this became a
routine to which all clinicians ensured continuity. The authors
demonstrate a considerable number of bariatric surgeries car-
ried out in a brief period compared with other UK institutions;
this was also cross-checked with the NBSR. Both local and
national database was maintained in parallel for quality con-
trol and to aid retrospective audit analysis. This data also dem-
onstrates that consultant-led care allows the primary operating
surgeon to be a trainee (fellow and registrar), indicating that
specialist training opportunities can continue in a pandemic
with appropriate planning.

This experience also demonstrates that reinitiating an
MDT-facilitated, COVID-19 risk-managed pathway bariatric
surgery (in a cohort of patients who already have a higher risk
of COVID-related morbidity) is both feasible and safe within
an ongoing pandemic. Overall, this is the most extensive
COVID-19 bariatric case series in the UK and describes the
feasibility of a high bariatric caseload and safety in a
specialised tertiary bariatric unit.
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