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Abstract

Background The COVID-19 pandemic was initially responsible for a global restricted access to healthcare resources includ-
ing the follow-up of at-risk populations such as bariatric patients. We substituted face-to-face bariatric follow-up outpatient
clinics (FTFC) with teleclinics (TC) during the lockdown.

Material and Methods We retrospectively reviewed data collected on all patients scheduled for TC during the French
lockdown period (March 15 to May 15, 2020) (N=387). Our aims were to present the patients’ outcomes at one and 2 years
post-TC implementation and describe patient/practitioner satisfaction.

Results Seven (8%) patients required FTFC, and 80 (92%) underwent TC (study population) for preoperative bariatric assess-
ment (N=3) and postoperative follow-up (N="77) after 23.6 + 29 months following surgery. TC was performed with video
and audio (N=46; 57.5%) or audio alone when video was impossible (N=34; 42.5%). Sixteen (20%) patients presented at
least one complication identified at the first TC and were managed accordingly. There were no readmissions at 30/90 days
post-TC. At 1-year after the first TC, overall follow-up rate was 94.9% (TC: 73% vs FTFC: 27%). Patients surveyed on the
main advantages of TC over FTFC (N=46) cited: saving time (97.8%) at a mean 3.9 + 6.4 h saved per TC, work-advantages
(94.3%), and comparable relevance of TC (84.8%). At 2 years post-TC implementation, follow-up rate was 93.5% and sat-
isfaction rate was 80%, with 33% of patients preferring to return to FTFC.

Conclusions TC is a satisfactory substitute for FTFC, enabling continued bariatric follow-up during and beyond the pan-
demic setting without compromising patient safety. However, the modest satisfaction outcomes at 2 years highlight a need
to discuss follow-up preferences in order to achieve optimal outcomes.
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Key Points

o TC was applicable to 92% of this cohort.

e There were no readmissions at 30 and 90 days after TC.

o At 2 years post-implementation, follow-up rate was 93.5% (TC:
100%), and satisfaction rate was 80%.

o Thirty-three percent of patients would prefer to go back to
FTFC.

o Underwhelming satisfaction outcomes at 2 years highlight the
need to talk over follow-up preferences in order to achieve optimal
outcomes.
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Introduction

Obesity is a fast-rising global healthcare issue correlated
with onset of obesity-related diseases and premature death
[1-3]. Bariatric surgery (BS) is a safe and effective treat-
ment for long-term weight loss [4] and longer life expec-
tancy compared to medical management [5]. Severe obesity
(BMI > 35 kg/m?) has recently been identified as an inde-
pendent predictor of severe infection, hospitalization, inten-
sive care unit admission, and death following SARS-CoV-2
infection [6, 7], including in various surgical settings [8, 9].
During the initial phase of the COVID-19 pandemic, global
data showed that 81.7% of surgical procedures for benign dis-
eases and 94% of bariatric procedures have been postponed
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worldwide [10, 11], along with the attending follow-up clin-
ics. During this period, the regulations governing the use of
telemedicine (TM) rapidly evolved to facilitate, secure and
warranted widespread use of TM [12], and multiple consensus
statements were rapidly issued to provide guidance on surgical
care, including urgent implementation and utilization of TM
via teleclinics (TC) to maintain unbroken follow-up whatever
the pressure on national healthcare systems [13—16].
Several studies have shown that TM integrated into
weight-loss programs is a feasible and efficient option
whether implemented before [17] or during the pandemic
[18]. In this particularly challenging pandemic period, TC
was proposed as a promising short-term substitute to face-to-
face follow-up clinics (FTFC) for more than half of bariatric
patients [19], improving postoperative follow-up but only
for non-surgical practitioners [20]. Although TC was rap-
idly and widely implemented to tackle urgent outpatient and
inpatient issues [21], few studies have assessed the impact of
TC adoption in BS practice [22] on mid-to-long-term post-
pandemic outcomes. Here, to address this gap, we investi-
gated patient-reported and practitioner-reported satisfaction
rates and patient outcomes at 1 and 2 years after the first TC
performed during the first COVID-19 lockdown in France.

Material and Methods
Patients and Ethics

During the first COVID-19 lockdown in France (i.e., from
15 March to 15 May, 2020), all consecutive patients sched-
uled for a preoperative or postoperative bariatric follow-
up appointment at the department of digestive surgery,
Pitié-Salpétriere University Hospital, Sorbonne Université
(France), were proposed consultation via a virtual follow-
up clinic (TC) and included in the study. The postoperative
assessments were scheduled in accordance with the recom-
mendations of the French national health authority (Haute
Autorité de Santé) [23]. TC were performed according to
the French telehealth guidelines [12] via a dedicated free-of-
charge institutional telehealth platform (Ortif, Sesan®) ena-
bling secure voice and video exchanges and transmission of
medical documents. All patients received login details prior
to their TC (https://ortif.sante-idf.fr/portail/#/fr/index). If the
connection was not satisfactory, the patient was phone called
to complete the visit. In the event of suspicion of a clini-
cal complication and/or when the patient was impossible to
contact, a conventional face-to-face interview was sched-
uled. During the TC, follow-up—related data such as weight
change, vitamin supplementation regimen, food tolerance,
abdominal pain, adverse events, and blood test results was
collected as usually performed in the course of conventional
follow-up. Using our ongoing deeply phenotyped BS cohort
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(“BARICAN;,” registered under CNIL [French data privacy
agency] No. 1222666), we retrospectively retrieved each
patient’s baseline clinical characteristics and perioperative
data. Ethical approval was obtained from the Ile-de-France-1
institutional review board (No. 13533).

Satisfaction Questionnaire

At 1 and 2 years post-TC implementation (March—-May 2021
and 2022), all patients who underwent a TC during the study
period were systematically phone called. The patients and
bariatricians involved in TC follow-up (surgeon, nutritionist)
were asked to answer, on a voluntary basis, multiple specific
questions addressing TC satisfaction, usefulness, accessibil-
ity to the tool, quality of communication, future bariatric
follow-up preferences, and the limits and constraints and
potential improvements. The answers were given using a
5-point Likert scale.

Statistical Analysis

Continuous demographic and outcome variables were
expressed as mean + standard deviation. Categorical vari-
ables were expressed as number and percentage. Statistical
analyses were performed using JMP version 13.0.0 (SAS
Institute, Cary, NC) software.

Results
Study Population — First TC Performed

In total, 87 patients were scheduled for a virtual bariatric follow-
up TC during the first lockdown period. TC was not possible in
7 post-operative patients (8%): we systematically scheduled an
FTFC for all these patients, which 4 (57.1%) patients attended
(Fig. 1). Eighty patients (92%) underwent TC for preopera-
tive bariatric assessment (N =3) or for postoperative follow-up
(N="T17) after a mean delay of 23.7 +29 months following BS
(Fig. 1). The baseline characteristics of these 80 patients are
detailed in Table 1. During the first TC, a rescue phone call was
performed in 34 (42.5%) patients due to limited internet con-
nectivity (N=22;27.5%) or limited audio and/or video compat-
ibility with the interface (N=12; 15%). In 3 (3.7%) patients,
a conventional face-to-face visit was organized following the
TC to rule out complications (N=2) or at the patient’s request
(N=1). At completion of the TC procedure, 72 patients (90%)
agreed to schedule the next post-operative follow-up visit with
the surgeon using TC. There were no unplanned admissions,
resurgeries, or mortalities for BS-related complications at 30
and 90 days post-TC. All patients attending TC at the preop-
erative bariatric assessment were operated (N =3) once France
resumed bariatric surgery.
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Table 1 Baseline characteristics

- . Variable
of 80 patients undergoing a

first bariatric teleclinic (TC)
during the COVID-19 lockdown
(March-May 2020)

Age (years)*
Male sex £
Employed £

Bariatric surgery £
Roux-en-Y gastric bypass
Sleeve

Complex revisional bariatric surgery

Band removal

Type of bariatric follow-up visit

46.1+12
19 (23.7%)
35 (44%)

77 (96.2%)
38 (49.3%)
35 (45.5%)
2 (2.6%)
2 (2.6%)

3 (3.7%) T7(82.3%)

Preoperative/postoperative assessment £

Delay from bariatric surgery to TC (months)*£

<12 months
<90-day postoperative period

12-24 months
25-60 months
> 60 months
Teleclinic characteristics

Fully achieved TC (video + audio)/phone call clinicf
Complication(s) identification (n patients) after first TC £

GERD
Dysphagia
Abdominal pain
Wound abscess

Nutritional/vitamin deficiencies

Others

23.6+29

43 (55.8%)
14 (18.1%)

8 (10.4%)
18 (23.4%)
8 (10.4%)

46 (57.5%)134 (42.5%)
16 (20%)

9 (11.2%)
5(6.2%)
3(3.7%)
1(1.2%)
1 (1.2%)
1(1.2%)

x performed after online teleclinic attempt. Continuous variables are expressed as mean + standard devia-
tion and categorical variables as number with percentage.*Mean + standard deviation £ postoperative fol-
low-up; £ N (%); GERD, gastro-esophageal reflux disease

Post-TC Outcomes

At 1 year, two patients (2.5%) with active multidisciplinary
follow-up asked to transfer follow-up to another center nearer
to their home, and four patients (5.1%) were lost to follow-up
(Fig. 1). Overall, 74 patients (94.9%) were in active follow-up
by TC (N=>54; 73%) or conventional FTFC follow-up (N=20;
27%) justified by either acute medical issues requiring rein-
forced follow-up (N=16; 73%), patient preference (N=3;
14%), or concomitant hospitalization unrelated to BS (N=1,
4%). One patient (1.2%) required an unplanned readmission
at the emergency department for transient abdominal pain at
1 year post-TC implementation and 2 weeks before their next
scheduled TC follow-up appointment. The next follow-up visit
in surgery was systematically scheduled for TC in all patients.

The audit at 2 years post-TC implementation showed a
total of 5 patients (6.4%) lost to follow-up after a mean time of
99.3 +299 months post-surgery (Fig. 1). Seventy-three patients
(93.5%) still had active follow-up in surgery with TC in all
cases. Two patients were readmitted between year 1 and year 2
post-BS: one for acute intestinal obstruction caused by a retro-
grade jejuno-jejunal intussusception which required emergency
surgery (N=1) and one anemia requiring iron infusion (N=1),
without mortality. Among the 7 patients who could not attend

the first TC and were offered an FTFC appointment during the
lockdown, three (42.7%) were immediately lost to follow-up,
and one (14.3%) was lost to follow-up 1 year later. To date, three
of these 7 patients (42.8%) are in active follow-up, all via FTFC.

Patient and Practitioner Satisfaction with TC

In total, 46 (62.2%) and 30 (41.1%) patients agreed to answer
the survey at 1 and 2 years post-TC implementation, respectively.
The details of the audit are presented in Tables 2 and 3. Overall, at
2 years, 24 of the 30 (80%) respondent patients expressed satisfac-
tion with post-surgery TC follow-up. Ten patients (33%) patients
were not satisfied with the interface at 2 years. None of these 10
patients had experienced readmission at 90 days post-TC, and 9
of these patients (90%) had complete uneventful follow-up. The
patient-stated benefits of TC over FTFC are presented in Table 4.

Discussion
The key findings of this study are as follows: (1) FTFC

was successfully substituted with TC during COVID-19
lockdowns in 91.9% of BS patients scheduled for in-clinic
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Table 2 Practitioners satisfaction survey (N=3) at 1 and 2 years from tele-bariatric follow-up implementation period (i.e., first COVID-19 lock-
down (March—May 2020)

Questions Time point Totally Agree Neutral Not agree Com-
agree n (%) n n (%) pletely
n (%) disagree
n (%)
The TC went well* 1 year 3 (100%) 0 0 0 0
2 years 3 (100%) 0 0 0 0
I think the patient was fully satisfied* 1 year 3 (100%) 0 0 0 0
2 years 3 (100%) 0 0 0 0
It is simple to organize* 1 year 2 (67%) 0 1 (33%) 0 0
2 years 3 (100%) 0 0 0 0
I think I did not missed anything* 1 year 2 (67%) 1(33%) 0 0 0
2 years 3 (100%) 0 0 0 0
I feel secure with TC regarding on-time 1 year 2(67%) 1(33%) 0 0 0
complications screening 2 years 2 (67%) 1(33%) 0 0 0
I think I did as well as a conventional 1 year 3 (100%) 0 0 0 0
outpatient clinic* 2 years 3 (100%) 0 0 0 0
T had access to blood tests* 1 year 2 (67%) 0 1(33%) 0 0
2 years 2 (67%) 1 (33%) 0 0 0
I wish I continue TC in the future* 1 year 3 (100%) 0 0 0 0
2 years 3 (100%) 0 0 0 0
I am satisfied with the interface* 1 year 1 (33%) 1(33%) 0 0 1 (33%)
2 years 1 (33%) 2 (67%) 0 0 0

The answers are presented given in a 5-level scale from “totally disagree” to “totally agree”; *TC, télé-consultations; 1 year/2 years

Table 3 Patients satisfaction survey at 1 (n=46) and 2 years (n=30) from tele-bariatric follow-up implementation period (i.e., first COVID-19
lockdown (March-May 2020)

Questions Time point Totally Agree Neutral Not agree Completely disagree
agree n (%) n (%) n (%) n (%)
n (%)
The clinic went well* 1 year 41 (89%) 4(9%) 0 12%) 0
2 years 28 (93%) 0 2 (7%) 0 0
I was fully satisfied with TC* 1 year 33 (72%) 10 (22%) 1 2%) 2 (4%) 0
2 years 15 (50%) 3 (10%) 9 (30%) 2 (7%) 1 (3%)
It is simple to organize* 1 year 39 (85%) 6 (13%) 1 2%) 0 0
2 years 25 (84%) 3 (10%) 0 1 (3%) 1 (3%)
Communication with the practitioner was easy 1 year 37 (81%) 6 (13%) 1 2%) 2 (4%) 0
2 years 25 (84%) 3 (10%) 1 (3%) 1 (3%) 0
I think the practitioner did not miss anything* 1 year 12 (26%) 26 (57%) 6 (13%) 1 2%) 1(2%)
2 years 17 (57%) 6 (20%) 6 (20%) 1 (3%) 0
I wish I continue TC in the future* 1 year 29 (63%) 4 (9%) 1 2%) 10 (22%) 2 (4%)
2 years 15 (50%) 3 (10%) 5(17%) 2 (6%) 5(7%)
I prefer TC to conventional outpatient clinic 1 year 19 (41%) 12 (26%) 3 (T%) 10 22%) 2 (4%)
2 years 10 (34%) 1 (3%) 9 (30%) 1 (3%) 9 (30%)
I feel secure with TC regarding on-time compli- 1 year 30 (65%) 13 (29%) 2 (4%) 1 (2%) 0
cations screening 2 years 14 (46%) 3 (10%) 3(10%) 5(17%) 5(17%)
I am satisfied with the interface 1 year 23 (50%) 18 (39%) 1(2%) 2 (4%) 2 (4%)
2 years 14 (46%) 2 (7%) 4 (13%) 0 10 (33%)

The answers are presented given in a 5-level scale from “totally disagree” to “totally agree”; *TC, télé-consultations
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Table 4 Benefits of virtual appointments depending on patients’
satisfaction survey (n=46) in comparison with face-to-face clinics
(FTFC)

Benefits of TC

Time saving 45 (97.8%)
Time saved at each TC (hours)* 39+64
1-12h £ 40 (87%)
12-24 h€ 4 (8.7%)
>One day £ 1(2.1%)
Work-related/occupational benefits §£ 33 (94.3%)
No work cessation required to attend to the clinic §£ 25 (71.4%)
Can be performed at workplace §£ 26 (74.3%)
As relevant £ 39 (84.8%)
Distance from hospital 35 (76.1%)
Familial/personal preferences 31(67.4%)
Forgot the appointment 4 (8.7%)

“Mean + standard deviation; £ N (%): § excluding 11 patients without
professional activity or retired

follow-up; (2) gold-standard TC combining audio and video
was fully achieved for 57.5% of patients, with phone-only TC
alone in the rest of the population; (3) there was no unplanned
readmissions at 90 days post-TC; (4) 2 years after TC imple-
mentation, only 6.4% of patients were lost to follow-up; (5)
although 80% of patients expressed overall satisfaction with
TC, 33% would prefer to return to FTFC, whereas all practi-
tioners wished to continue with TC, suggesting that personal-
ized follow-up with TC or alternative TC and FTFC should be
organized the future as per patient preferences.

When the World Health Organization officially declared
COVID-19 a pandemic in March 2020 [24], the lack of effective
therapies led the medical community to implement innovative
preventive follow-up strategies to maintain normal patient care
while limiting potential virus transmission, especially in frail
populations at risk of severe forms such as patients with obe-
sity [7]. The need for social distancing thus acted as a powerful
catalyzer for rapid regulations on TM health policies [12] and
TM implementation [25] to maintain medical and surgical ser-
vices [21]. A recent registry insurance study in Michigan recently
showed that the proportion of TC in surgery increased rapidly
after the pandemic broke out, ultimately reaching 34.6% of all
visits (versus < 1% before). It seems very likely that this paradigm
shift was enabled by a combination of commitment from health-
care providers [26, 27], maturing telehealth technologies and the
related governing regulations [28], and patient engagement with
the dedicated platforms. Thus far, several reports based on online
questionnaires have shown that bariatric patients were familiar
with using the Internet [29, 30] to search for bariatric-related
information, with 95.1% of bariatric patients having a connection
[31]. Not surprisingly, 80 of the 87 patients (91.9%) in our study
population agreed to a first bariatric TC, with only 27.5% of the
patients reporting limited web connectivity.

Here TC emerged as a safe alternative to FTFC in lock-
down, as no patients were unexpectedly readmitted within
30 and 90 days following these first virtual appointments.
Interestingly, data from a nationwide study showed that post-
operative readmission was a critical event following bariat-
ric surgery as it was associated with a fivefold increase in
mortality when patients were admitted into another center
[32]. This data suggests that TC is a promising tool to rein-
force the bariatric patient care pathway and engagement with
the multidisciplinary team and therefore a potential lever
to reduce avoidable postoperative morbidity and mortality.

The French regulations governing TC [12] recom-
mend the use of video and audio via appropriately
authorized purpose-dedicated platforms or audio only
if the experience with the interface fails to ensure sat-
isfactory practitioner-patient communication. Here
we performed a “rescue” phone call TC in 34 (43%)
patients. To date, there has been scarce literature exam-
ining these issues in detail. Runfola et al. [19] reported
data in 19 patients who attended a video bariatric clinic,
but did not give any data on any rescue phone calls
needed. In other bariatric teams, when telehealth plat-
forms were unavailable, phone calls were used to con-
duct follow-up clinic work, and 81.7% of the patients
stated they were satisfied [33].

Three patients (3.7%) in our study population switched
to TC during the preoperative bariatric assessment and
were operated when surgical rooms were reopened for non-
emergency care, and all 3 are still in active follow-up. Mills
et al. recently reported completely virtualized multidiscipli-
nary preoperative management during the pandemic with-
out negative impact on preoperative workup in comparison
with conventional management [34]. Several observational
studies [17] have shown that TM integrated into preopera-
tive bariatric programs improved overall patient satisfaction,
connection with the multidisciplinary team, and perceptions
regarding their knowledge of nutrition a healthier lifestyle.
Recently, a study conducted before the pandemic investi-
gated the influence of intensive nutritional and lifestyle sup-
port by phone during the perioperative period and found
greater weight loss at one and 3 years following surgery in
patients included in this protocol compared to those who
were not [22]. During the lockdowns, patients with over-
weight or obesity (N=1550) included in a national weight-
loss program who underwent remote consultation follow-
up with dieticians from 2 to 6 months post-surgery showed
greater weight loss compared to those who did not benefit
from remote clinic support (—4.4 kg vs — 1.4 kg; p<0.01).
The study found that number of remote clinics was positively
correlated with extent of weight loss [18]. Taken together,
these outcomes argue for the use of bariatric tele-care from
as early as the preoperative assessment, providing that
patients are comfortable with using the virtual tool.
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Only one patient was lost to follow-up at 6 months, and
only five (6.4%) of the eligible patients were lost to fol-
low-up at 2 years post-TC implementation and four beyond
2 years post-BS. TC was found to be associated with
stronger adherence to weight-loss programs [17], but lit-
tle data is available on the impact of TC on adherence to
bariatric follow-up. Even though our study population had
a limited sample size for investigating the effect of TC, the
rate recorded here seems low in comparison with data from
the literature. Indeed, an earlier audit from our prospective
cohort showed 75% and 46% follow-up rates in face-to-face
clinics at 2 and 5 years post-BS [35], respectively. Similar
results were reported by Paolino et al. who found 92.6%
and 44.3% follow-up rates at 2 and 5 years post-surgery
[36], with sleeve gastrectomy, male gender, and geographi-
cal distance identified as significant risk factors for discon-
tinuation of follow-up [37]. Here, 96.7% of the population
who answered the questionnaire found TC to save time,
and 76.1% found it helped remove geographical barriers to
healthcare structures. These benefits can partially explain the
high follow-up rate reported in this cohort. The link between
adherence to follow-up and weight loss remains a subject of
debate [38], but some teams have nevertheless underlined a
relationship between regular follow-up and favorable weight-
loss outcomes at 5 years [36, 39]. With that in mind, a recent
report by the French Ministry for Health [40] pointed out the
need to improve bariatric follow-up and identified TM as a
potentially valuable tool for that purpose.

During the COVID-19 lockdown, decreased physical
activity, unhealthy eating behaviors, and increased stress
resulted in significant weight gain in adults [41, 42] and
children [43]. However, these findings were mostly based on
self-reported data, which limits the reliability of these stud-
ies [44]. Here, we did not investigate weight-loss outcomes
in our study population, due to these pandemic-related varia-
bles and the heterogeneity of the bariatric patient population
and postoperative timeframes. Interestingly, we observed
that due to inter-current health issues, TC rate decreased
to 69.2% at 1 year but increased to 100% of eligible study-
population patients at 2 years following implementation,
which shows that patients are flexible and interested in new
follow-up technologies.

Overall, all the bariatricians and 80% of the patients
were satisfied with TC at 2 years after implementation and
expressed their wish to maintain virtual bariatric follow-up
appointments. However, thorough patient satisfaction anal-
ysis showed that 33% of patients would prefer to go back
to FTFC, and 34% felt unsecure with remotely tackling any
health issues that may arise. These data can be explained
by the limited rate of satisfaction with the interface rather
than any objective misdiagnosed complications. Our find-
ings argue for a follow-up that alternates TC with FTFC
in certain patients. TM has been shown to be feasible in
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various surgical settings [27] including BS [20] during
and after lockdown, as confirmed here. With the pandemic
now in decline, FTFC have progressively resumed [27],
thus allowing the patients to reconnect in-person with their
bariatricians. As suggested by Kapadia et al. [45], these
contrasted satisfaction outcomes can be explained by the
need to restore a patient-practitioner alliance, based on
an effective relationship and verbal as well as non-verbal
communication [28, 46, 47], which may be suboptimal
through TM platforms and could unintentionally lead to
communication breakdown and loss to follow-up. Better
quality of communication and a better TM experience
could help improve patient satisfaction and adherence to
TM. These aspects should be investigated further to sup-
port optimal use of TM in bariatric medicine and beyond.

Finally, as reported by Hardy et al. [33], most of the
patients found TC to be on a par with FTFC in terms of
saving time and costs, probably because they did not have
to stop working and/or travel to attend the clinic. These
outcomes highlight the potential economic benefits of
implementing TC in bariatric follow-up. A study looking
at the long-term management of chronic diseases such as
diabetes [48] found that using TM for retinal complica-
tions, telemonitoring, and remote assistance was cost-
effective, but there is still little data available on the cost-
effectiveness of TM in the management of obesity and BS.

This present pilot study carries several limitations
inherent to its retrospective and declarative nature. The
Likert scale is a validated tool for measuring different atti-
tudes and satisfaction levels. However, there is currently
no validated tool to specifically address the effects of TC
in our study population. Therefore, in line with what other
teams have done [19, 33], we developed a dedicated ques-
tionnaire using the Likert method to estimate patient/prac-
titioner experiences and satisfaction with bariatric TC. As
discussed above, we did not investigate the cost-effective-
ness of this TC implementation program and weight-loss
outcomes. Large-scale randomized multicentric studies are
now needed to determine whether TC is comparable to
FTFC in the management of bariatric patients in order to
gain further knowledge and endorse safe and widespread
use of TM in this frail population.

Conclusion

Bariatric follow-up with TC was found to apply to more
than 90% of our patients. TC emerged as a satisfactory
substitute to FTFC without compromising patient safety
during and beyond the pandemic. Although TC first
emerged as a fantastic opportunity to maintain the link
with our patients, the underwhelming patient satisfaction
outcomes at 2 years point to a need to discuss follow-up
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preferences with the patients in order to help maintain
adherence to the alliance with the multidisciplinary team
and avoid lost-to-follow-up. Further research is needed
to provide evidence on the long-term benefit of TM in
order to facilitate resource allocation to expand TM use
and uptake for high-quality follow-up in bariatric patients.
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