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Abstract
Background Video recording of surgical procedures is increasing in popularity. They are presented in various platforms, 
many of which are not peer-reviewed. Laparoscopic sleeve gastrectomy (LSG) videos are widely available; however, there 
is limited evidence supporting the use of reporting guidelines when uploading LSG videos to create a valuable educational 
video.
We aimed to determine the variations and establish the quality of published LSG videos, in both peer-reviewed literature 
and on YouTube, using a newly designed checklist to improve the quality and enhance the transparency of video reporting.
Methods A quality assessment tool was designed by using existing research and society guidelines, such as the Bariatric 
Metabolic Surgery Standardization (BMSS). A systematic review using PRISMA guidelines was performed on MEDLINE 
and EMBASE databases to identify video case reports (academic videos) and a similar search was performed on the com-
mercial YouTube platform (commercial videos) simultaneously. All videos displaying LSG were reviewed and scored using 
the quality assessment tool. Academic and commercial videos were subsequently compared and an evidence-based checklist 
was created.
Results A total of 93 LSG recordings including 26 academic and 67 commercial videos were reviewed. Mean score of the 
checklist was 5/11 and 4/11 for videos published in articles and YouTube, respectively. Academic videos had higher rates 
of describing instruments used, such as orogastric tube (P < 0.001) and stapler information (P = 0.04). Fifty-four percent of 
academic videos described short-term patient outcomes, while not reported in commercial videos (P < 0.001). Sleeve resec-
tion status was not universally reported.

Laith Alghazawi and Michael G. Fadel contributed equally to this 
work.

Key points
1. A checklist has been proposed in an attempt to improve the 

quality of LSG videos.
2. LSG videos from academic and commercial platforms were 

assessed by six reviewers.
3. Academic platforms provide details of LSG steps, 

instruments and patient outcomes.
4. This checklist can enhance the reliability and value of peer-

reviewed LSG videos.
LSG, laparoscopic sleeve gastrectomy.
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Conclusions Videos published in the academic literature are describing steps in greater detail with more emphasis on specific 
technical elements and patient outcomes and thus have a higher educational value. A new quality assessment tool has been 
proposed for video reporting guidelines to improve the reliability and value of published video research.

Keywords Laparoscopic sleeve gastrectomy · Educational video · Video reporting guidelines · Video quality assessment

Surgery Standardization (BMSS) [11] to improve consist-
ency in surgery, data collection and outcome reporting. 
However, the utilisation of these guidelines in practice and 
the demonstration of best practice in academic and com-
mercial videos is unknown. Our aim was to determine the 
quality of both academic and commercial videos by using a 
checklist based on BMSS guidelines and describe the degree 
of heterogeneity in both peer-reviewed publications and LSG 
videos on YouTube.

Methods

Search Strategy

A literature search of MEDLINE (via PubMed) and 
EMBASE (via OVID) was performed in January 2023 using 
Preferred Reporting Items for Systematic Reviews and Meta-
Analyses (PRISMA) guidelines [12]. Studies were identified 
by using the search terms: ((Laparoscopic Sleeve Gastrec-
tomy OR Sleeve Gastrectomy OR Bariatric Surgery OR 
Metabolic Surgery OR Bariatric Surgical Procedures OR 
Weight Loss Surgery OR Stomach Stapling OR Stapling, 
Stomach OR Gastrectomy) AND “Video-Audio Media” 
[pt]). A further search was made on the YouTube website for 
LSG videos by using the search term: (Laparoscopic Sleeve 
Gastrectomy). Inclusion and exclusion criteria were speci-
fied for both peer-reviewed articles and YouTube videos, and 
are described as the following:

Inclusion criteria:

 I) Articles with attached televisual media.
 II) Videos that show the beginning and end of the LSG 

procedure (not part of procedure).
 III) YouTube videos uploaded in 2021 and 2022.

Exclusion criteria:

 I) LSG was not the primary surgical procedure being 
recorded.

 II) Video in the peer-reviewed articles that were unavail-
able or not accessible.

 III) Animated or duplicate videos.

Abbreviations
BMSS  Bariatric Metabolic Surgery Standardization
GOJ   Gastroesophageal junction
LSG  Laparoscopic Sleeve Gastrectomy
PRISMA  Preferred Reporting Items for Systematic 

Reviews and Meta-Analyses guidelines

Introduction

Video recordings of surgical procedures have been increas-
ingly used for training, demonstration of new techniques, 
presentation of unique cases or determination of outcomes, 
as well as for legal reasons [1, 2]. Laparoscopic sleeve gas-
trectomy (LSG) is one of the most common procedures in 
bariatric surgery [3, 4] and many academic and commercial 
videos have been published. Video analysis of LSG tech-
nique identified associations between technical variations 
and postoperative complications, including staple line leak 
and haemorrhage rates [5]. These findings highlight the 
importance of operative videos in measuring surgical qual-
ity. Recordings of operations are also utilised for educational 
purposes and play an important role in simulation training 
[1, 6].

Video recordings have the advantage of demonstrating 
operative skills remotely, allowing surgeons in training to 
use videos to prepare for operations and quickly learn skills 
and procedures [2, 7]. Additionally, it permits retrospective 
review and monitoring of progression. Consequently, there 
is growing evidence that videos enhance surgical skills and 
techniques [1, 8] and improve surgical training [9]. From 
a clinical perspective, videos can link postoperative com-
plications to intraoperative techniques and identify errors 
[5]. These recordings are presented in various methods, 
including academic publications (e.g., video case reports), 
on commercial platforms (e.g., YouTube) and educational 
resources [2, 10]. However, these platforms present videos 
in different form such as full length, highlights, narrated or 
with subtitles, and without audio. Heterogenous reporting of 
videos can reduce the educational value of them, impair the 
communication of the intended learning or clinical outcome 
and limit the possibility of auditing them.

The steps of a gold standard of LSG procedure have been 
established by expert consensus in the Bariatric Metabolic 



1911Obesity Surgery (2024) 34:1909–1916 

Checklist Development

The BMSS World Consensus Meeting defined standard 
anatomic measurements for each bariatric procedure 
through expert consensus in 2018 [11]. They aimed to 
propose a high-quality standardisation of dimensions 
and volumes for the procedure’s key anatomic variations, 
including LSG. The core elements identified during the 
BMSS consensus for LSG procedure included distance of 
sleeve transection from the gastro-oesophageal junction 
(GOJ) and pylorus, the length of the sleeve, the use of 
an appropriately sized orogastric tube and the volume of 
the sleeve. BMSS guidance deemed these critical steps 
necessary to ensure safety and optimal outcomes for 
patients undergoing LSG. Furthermore, a recent study by 
Chhabra et al. [5] prospectively reviewed LSG videos in 
a large cohort of videos, showing significance between 
postoperative patient outcomes and video evaluation of 
surgical techniques. The study provided a breakdown of 
the aspects of LSG operations, the clinical significance of 
these important aspects and their corresponding peer-rated 
components. The majority of the identified components 
were similar to the BMSS guidance, however, included 
other parameters such as leak test demonstration and dis-
section of proximal stomach (complete mobilisation of 
fundus, visualisation of left crus and complete division of 
short gastric vessels).

There is consensus on key components needed in lapa-
roscopic recorded procedures for educational purposes. 
LAParoscopic surgery Video Educational GuidelineS 
(LAP-VEGaS) practice guidelines [13] reported the impor-
tance of illustrating the case presentation first, demon-
strating the surgical procedure, and describing patient out-
comes within each video. Following this, the LAP-VEGaS 
was used to evaluate LSG videos on YouTube by Chapman 
et al. [14]. However, they did not specifically examine the 
LSG procedure step-by-step.

The checklist was developed using the gold standard steps 
of LSG described in BMSS and supplementing it with data 
from the literature (Chhabra et al. study and LAP-VEGaS). 
We identified three important elements of videos describ-
ing LSG as displayed in Fig. 1. The first element, “Video 
component”, are agreed key procedurals skills in LSG, 
shared between Chhabra et al. and the BMSS consensus [8, 
9]. The “intraoperative technique” section of the checklist 
was developed from the literature connecting postoperative 
patient outcomes and intraoperative surgical techniques per-
formed [5]. The last component titled “Other information” 
are aspects not related to the recording itself, but rather are 
of educational and clinical significance, supported by the 
LAP-VEGaS consensus [13]. A total of 11 fields were identi-
fied as part of the video reporting checklist, corresponding 
to one point each. Video length and audio status (narrated, 

music, no audio) were also collected for analysis. They con-
tained each key surgical step within all LSG procedures, as 
well as other domains within the video that determined the 
end quality of the published surgical videos. Median (range) 
values are presented in the text, unless stated otherwise.

Video Data Extraction, Marking, and Statistical 
Analysis

Each video included in the analysis was subjected to evalua-
tion by the reporting checklist. Videos from included articles 
were reviewed independently by six reviewers (LA, MGF, 
JYC, HR, NFG and MF) assessed against each domain of the 
checklist. Of those six reviewers, two were junior surgical 

Fig. 1  Reporting checklist for laparoscopic sleeve gastrectomy video 
quality assessment 
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trainee (surgical training year 1–3), two were at a senior 
surgical trainee (surgical training year 4–8,) and two were 
at consultant level.

Statistical analysis was performed with SPSS for Mac 
OSX 21.0.0 (SPSS Inc., Chicago, IL) statistical software. 
As many of the variables had non-Gaussian distributions, 
we used non-parametric tests for the analysis. Statisti-
cal analyses were performed using a two-tailed test and 
P < 0.05 was considered statistically significant. Inter-
rater reliability of the checklist marking was performed 
using Cohen’s kappa coefficient and the Fisher exact test 
was used to assess the difference in narrations between 
academic and commercial videos.

Results

A total of 716 articles were identified. The flowchart of the 
search is presented in Figs. 2 and 3. Overall, twenty-six 
academic videos and sixty-seven commercial videos were 
included in the analysis.

The median time of the LSG videos was 13 min and 43 s. 
Specifically, videos uploaded in peer-reviewed literature 
had a median time of 7 (5–12) minutes whilst LSG vid-
eos uploaded to YouTube had a median time of 17 (2–120) 
minutes.

The total median score for academic videos was 5 
(1–10) and 4 (1–10) out of a total of 11 for academic and 

Fig. 2  The flowchart shows the 
peer-reviewed video-based lit-
erature search and study selec-
tion process according to the 
PRISMA guidelines. LSG lapa-
roscopic sleeve gastrectomy

Fig. 3  The flowchart demon-
strates the selection process for 
the YouTube videos related to 
Laparoscopic Sleeve Gastrec-
tomy. LSG laparoscopic sleeve 
gastrectomy



1913Obesity Surgery (2024) 34:1909–1916 

commercial videos, respectively. None of the videos ana-
lysed, either peer-reviewed or on YouTube, described the 
volume of the resected sleeve specimen or gained a full score 
of 11. Table 1 shows the percentages and scores for each 
component of the developed checklist, comparing academic 
and commercial videos.

All videos describe their aim or reason for uploading the 
video, which was primarily demonstrative or educational. 
None of the YouTube videos described short-term outcomes, 
whereas half of the peer-reviewed articles did. High per-
centage of agreement and good inter-rater reliability were 
demonstrated between the six assessors from various level 
of expertise. Regardless of the level of expertise there was 
an agreement in nearly all elements of the checklist, except 
for distance from pylorus, as demonstrated on Table 2. The 
raw total score for each assessor is provided in Supplemen-
tary File 1.

There were notable differences in the type and frequency 
of audio elements. Narration was more prevalent in academic 
videos, whereas commercially available videos often lacked 
audio or used music instead of formal narration to describe 
the operation (Fig. 4). Statistically significant differences 
were observed in the use of narration (P < 0.001) and the 
absence of audio (P < 0.001) between the two groups. How-
ever, no statistically significant differences were identified in 
the use of music between academic and commercial videos 
(P = 0.72), as demonstrated in Table 3.

Discussion

The analysis demonstrated inconsistent reporting in the vid-
eos uploaded in both peer-reviewed literature and the You-
Tube platform. Videos published in the academic literature 

had a greater tendency to describe technical information 
in detail. They provided information regarding the surgi-
cal instruments used and patient outcomes. There was no 
audio or background music found in more than 85% of You-
Tube videos, compared to 26% of academic videos. There is 
potentially higher educational value in narration, for exam-
ple, through the expert description of surgical instrumenta-
tion. This is supported by the LAP-VEGaS consensus state-
ment [10]. The findings of this study therefore suggest that 
videos clips in the academic literature have more educational 
value than commercial platforms.

Further analysis revealed that all videos failed to mention 
the resected volume of the sleeve. The exact importance of 
this has not yet been established. There is some evidence in 
literature to support the relationship between resected sleeve 
volume and weight loss [15–17], although other authors have 
disputed this and described the resected volume to be related 
to the initial body mass index, rather than as a predictor of 
weight loss [18, 19].

This qualitative review has led to the development 
of an evidence-based checklist for LSG video reporting 
using BMSS guidance. Although there are no established 
video reporting guidelines yet, checklists are routinely 
used in the literature to assess observational studies, 
systematic reviews and meta-analyses. For example, the 
STROBE statement comprises of a checklist of items that 
should be included in articles reporting observational 
research [20] and the MOOSE checklist contains speci-
fications for reporting meta-analyses of observational 
studies in epidemiology [21]. To our knowledge, this is 
the first reporting guidelines checklist for surgical vid-
eos. We have presented a method for LSG video report-
ing, of which a similar approach can be applied to report 
other surgical videos. The overall inter-rater agreement, 

Table 1  Checklist and analysis of laparoscopic sleeve gastrectomy videos from academic and commercial video platforms. GOJ, gastro-oesopha-
geal junction. * = statistically significant

Total videos (n = 93) Academic videos (n = 26) Commercial videos
(n = 67)

Parameter Yes (%) No (%) Yes (%) No (%) Yes (%) No (%) P-Value
Distance from pylorus 38 (41) 55 (59) 11 (42) 15 (58) 27 (40) 40 (60) 1
Distance from GOJ 68 (73) 25 (27) 20 (77) 6 (23) 48 (72) 19 (28) 0.79
Use of orogastric tube 84 (90) 9 (10) 24 (92) 2 (8) 60 (90) 7 (10) 1
Orogastric tube size (when used) 29 (35) 55 (65) 22 (92) 2 (8) 7 (12) 53 (88)  < 0.001*
Dissection of proximal stomach 74 (80) 19 (20) 16 (62) 10 (38) 58 (86) 9 (14) 0.011*
Staple line reinforcement 48 (51) 45 (49) 16 (62) 10 (38) 31 (46) 36 (54) 0.25
Leak test 24 (26) 69 (74) 8 (31) 18 (69) 16 (24) 51 (76) 0.59
Volume of sleeve 0 (0) 93 (100) 0 (0) 26 (100) 0 (0) 67 (100) 1
Stapler information
(size and type)

48 (52) 45 (48) 18 (69) 8 (31) 30 (45) 37 (55) 0.04*

Aim of video uploaded 93 (100) 0 (0) 26 (100) 0 (0) 76 (100) 0 (0) 1
Complications / 30-day outcome 9 (10) 84 (90) 14 (54) 12 (46) 0 (0) 67 (100)  < 0.001*
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along with the agreement between surgeons and trainees 
at various levels of expertise, indicates that the check-
list functions effectively across different skill sets. This 
suggests that the checklist is accessible and valuable not 
only for experienced surgeons but also for those with 
less expertise, including trainees. Consequently, this 
tool could be useful in helping both surgeons and train-
ees monitor their performance and identify any changes 
or improvements over time. The utility of this checklist 
across diverse levels of surgical expertise highlights the 
potential of video-based quality assessment as a broad-
based tool for enhancing surgical proficiency and out-
comes. Therefore, a new initiative was initiated to move 
the medical field forward in televisual education. The 
SPRINT (Standards for Presenting and Reporting clini-
cal InterveNtions Televisually) guideline is currently 
under development as a universal checklist for all clini-
cal interventional videos, registered with the EQUATOR 
(Enhancing the QUAlity and Transparency Of health 
Research) network (www. sprin tguid elines. com). The 
aim of SPRINT is to improve the reliability and quality 
of published video research by promoting transparency 
and quality of surgical videos in the literature.

The applications of surgical videos are broad and 
variable, having a strong impact on clinical practice and 
patient outcome. Intraoperative video-based technical 
skills assessment, analysed in a systematic review by 
Bavardi et al. [22], supported the association between 
superior surgical techniques and lower postoperative 
morbidity. The authors proposed video analysis as an 
approach to surgical quality improvement. There is a 
significant opportunity to improve e-learning strategies 
through robust studies with clear reporting outcomes and 
standardized metrics. Some resources such as WebSurg 
IRCAD’s online University has proven to be a high-qual-
ity, peer reviewed e-learning resource which adapts to 
LAP-VEGaS guidelines [23, 24] providing content that 
meets Health on the Net Foundation (HONCode) ethical 
requirements for quality, confidentiality, neutrality, trans-
parency, community and visibility, guaranteeing reliable 
and expert health information [25]. These peer reviewed 
and readily available educational videos are becoming an 
important part of surgical education. Beyond educational 
importance of videos, there are other essential benefits 
from recording operative procedures. Videos can poten-
tially identify errors or complications, and therefore aid in 
the improvement of patient safety by learning from those 
experiences. Moreover, videos can possibly be used in 
the future as documents or evidence in medicolegal cases.

One of the strengths of this study is the objectivity of 
the designed evidenced-based checklist to aid comparing 
uploaded LSG videos. However, there are important limita-
tions that must be addressed. This study included a relatively Ta
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low number of videos used in the analysis, especially from 
peer-reviewed literature, and a lack of expert consensus 
agreement of the developed reporting guidelines video 
checklist. It must also be taken into account that videos on 
commercial platforms do not undergo a strict peer-review 
process prior to upload onto the website.

Conclusions

Surgical videos of LSG are increasingly becoming more 
important and accessible on the internet, however there is 
no reliable quality assessment tool available. It is possible 
to develop an evidence-based checklist that can assess 
the quality of these surgical videos based on previous 
research and society guidelines. The checklist presented 
here delivers consistent results across users of varying 
expertise levels, demonstrating its usability. Academic 
videos were overall more detailed and more commonly 
narrated suggesting higher quality and educational value. 
Most commercial videos lack important elements such 
as description of technique and narrations of the proce-
dure. Furthermore, there is a lack of peer review to act as 
quality control on these platforms. These findings dem-
onstrate that there is a need for a reliable quality assess-
ment tool beyond LSG in order to promote transparent 

and accurate reporting of surgical videos. Future stud-
ies should aim to achieve expert consensus, through the 
Delphi technique, on the development of optimal video 
reporting guidelines in surgery.

Supplementary Information The online version contains supplemen-
tary material available at https:// doi. org/ 10. 1007/ s11695- 024- 07199-0.

Author Contribution L.A. and M.G.F.: conceptualization, methodol-
ogy, software, formal analysis, investigation and writing – original 
draft. J.Y.C., B.D., H.R., M.R.R.L. and N.F.: formal analysis, soft-
ware, investigation, writing – review and editing. S.P., H.A. and M.F.: 
methodology, validation, writing – review and editing, visualization, 
supervision and project administration.

Data Availability The authors confirm that the data supporting the find-
ings of this study are available within the article and its supplementary 
materials.

Declarations 

Conflict of Interest The authors declare no competing interests.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

 1. Grenda TR, Pradarelli JC, Dimick JB. Using Surgical Video to 
Improve Technique and Skill. Ann Surg. 2016;264(1):32–3.

Fig. 4  Analysis of the use of 
sound in laparoscopic sleeve 
gastrectomy videos from 
academic and commercial video 
platforms

Table 3  Comparison of music, narration, and audio in laparoscopic 
sleeve gastrectomy videos from academic and commercial video plat-
forms. * = statistically significant

Academic videos (%) Commercial 
videos (%)

P value

Music 2 (7%) 9 (13%) P < 0.72
Narration 19 (74%) 8 (12%) P < 0.001*
Without Audio 5 (19) 50 (75%) P < 0.001*

https://doi.org/10.1007/s11695-024-07199-0
http://creativecommons.org/licenses/by/4.0/


1916 Obesity Surgery (2024) 34:1909–1916

 2. Celentano V, Smart N, Cahill RA, et al. Use of laparoscopic vid-
eos amongst surgical trainees in the United Kingdom. Surgeon. 
2019;17(6):334–9.

 3. Toniolo I, Fontanella CG, Gagner M, et  al. Computational 
evaluation of laparoscopic sleeve gastrectomy. Updates Surg. 
2021;73(6):2253–62.

 4. Manos T, Nedelcu M, Nedelcuat A, et al. Leak after sleeve 
gastrectomy updated algorithm of treatment. Obes Surg. 
2021;31(11):4861–7.

 5. Chhabra KR, Thumma JR, Varban OA et  al. Associations 
between video evaluations of surgical technique and out-
comes of laparoscopic sleeve gastrectomy. JAMA Surg. 
2021;156(2):e205532.

 6. van Det MJ, Meijerink WJHJ, Hoff C, et  al. Effective and 
efficient learning in the operating theater with intraoperative 
video-enhanced surgical procedure training. Surg Endosc. 
2013;27(8):2947–54.

 7. Rapp AK, Healy MG, Charlton ME, et al. YouTube is the most 
frequently used educational video source for surgical prepara-
tion. J Surg Educ. 2016;73(6):1072–6.

 8. Green JL, Suresh V, Bittar P, et al. The utilization of video 
technology in surgical education: a systematic review. J Surg 
Res. 2019;235:171–80.

 9. Ahmet A, Gamze K, Rustem M, et al. Is Video-Based Educa-
tion an Effective Method in Surgical Education? A Systematic 
Review. J Surg Educ. 2018;75(5):1150–8.

 10 Patel E, Mascarenhas A, Ahmed S, et al. Evaluating the ability 
of students to learn and utilize a novel telepresence platform. 
Proximie J Robot Surg. 2022;16(4):973–9.

 11 Bhandari M, Fobi MAL, Buchwald JN. Buchwald, bariatric met-
abolic surgery standardization )BMSS) working group stand-
ardization of bariatric metabolic procedures: world consensus. 
Obesity Surgery. 2019;29(Suppl 4):S309–45.

 12. Moher D, Liberati A, Tetzlaff J, et al. Preferred reporting items 
for systematic reviews and meta-analyses the PRISMA State-
ment. Open Med. 2009;3(2):123–30.

 13. Celentano V, Smart N, McGrath J, et al. LAP-VEGaS practice 
guidelines for reporting of educational videos in laparoscopic 
surgery. Ann Surg. 2018;268(6):920–6.

 14 Chapman D, Weaver A, Sheikh L, et al. Evaluation of online vid-
eos of laparoscopic sleeve gastrectomy using the LAP-VEGaS 
guidelines. Obes Surg. 2021;31:111–6.

 15 Obeidat FW, Shanti HA, Mismar AA, et al. Volume of resected 
stomach as a predictor of excess weight loss after sleeve gastrec-
tomy. Obes Surg. 2014;24(11):1904–8.

 16. Bekheit M, Abdel-Baki TN, Gamal M, et al. Influence of the 
resected gastric volume on the weight loss after laparoscopic 
sleeve gastrectomy. Obes Surg. 2016;26(7):1505–10.

 17. Weiner RA, Weiner S, Pomhoff I, et al. Laparoscopic sleeve gas-
trectomy–influence of sleeve size and resected gastric volume. 
Obes Surg. 2007;17(10):1297–305.

 18. Tartaglia N, Pavone G, Germano MP, et al. Relationship between 
residual gastric area and weight loss after sleeve gastrectomy: a 
Cohort study. Ann Med Surg (Lond). 2021;20(73):103177.

 19. Xiao D, Luo R, Chen Y, et al. Resected gastric volume has no 
influence on early weight loss after laparoscopic sleeve gastrec-
tomy. Surg Obes Relat Dis. 2018;14(2):129–35.

 20 von Elm E, Altman DG, Egger M, et al. STROBE Initiative. The 
Strengthening the Reporting of Observational Studies in Epide-
miology (STROBE) statement: guidelines for reporting observa-
tional studies. Lancet. 2007;370(9596):1453–7.

 21 Stroup DF, Berlin JA, Morton SC, et al. Meta-analysis of obser-
vational studies in epidemiology: a proposal for reporting. Meta-
analysis of Observational Studies in Epidemiology (MOOSE) 
group. JAMA. 2000;283(15):2008–12.

 22 Balvardi S, Kammili A, Hanson M, et al. The association between 
video-based assessment of intraoperative technical perfor-
mance and patient outcomes: a systematic review. Surg Endosc. 
2022;36(11):7938–48.

 23. Ferhatoglu MF, Kartal A, Filiz Aİ, et al. Comparison of new era’s 
education platforms, YouTube® and WebSurg®. Sleeve Gastrec-
tomy Obes Surg. 2019;29(11):3472–7.

 24. Mahendran B, Celentano V, Soltes M, et al. EAES online edu-
cational resources: a survey of the membership of the European 
Association for Endoscopic Surgery (EAES). Surg Endosc. 
2021;35(5):2059–66.

 25. Boyer C, Selby M, Scherrer JR et al (1998) The Health on the Net 
Code of Conduct for medical and health Websites. Comput Biol 
Med. 28(5):603–10. Health On the Net, promotes transparent and 
reliable health information online through HONcode certification.

Publisher's Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

Authors and Affiliations

Laith Alghazawi1  · Michael G. Fadel1,2 · Jun Yu Chen1 · Bibek Das1 · Henry Robb1 · Maria Rita Rodriguez‑Luna3,4 · 
Naim Fakih‑Gomez2 · Silvana Perretta3,5,6 · Hutan Ashrafian1 · Matyas Fehervari1,7

 * Laith Alghazawi 
 laith.alghazawi@nhs.net

1 Department of Surgery and Cancer, Imperial College 
London, London, UK

2 Department of Bariatric and Metabolic Surgery, Chelsea 
and Westminster Hospital, London, UK

3 Research Institute Against Digestive Cancer (IRCAD), 
Strasbourg, France

4 ICube Laboratory, Photonics Instrumentation for Health, 
Strasbourg, France

5 Department of Digestive and Endocrine Surgery, University 
of Strasbourg, Strasbourg, France

6 IHU-Strasbourg, Institute of Image-Guided Surgery, 
Strasbourg, France

7 Gastrointestinal Surgery, Maidstone and Tunbridge Wells 
NHS Trust, Tunbridge Wells, UK

http://orcid.org/0000-0003-1247-5858

	Development and Evaluation of a Quality Assessment Tool for Laparoscopic Sleeve Gastrectomy Videos: A Review and Comparison of Academic and Online Video Resources
	Abstract
	Background 
	Methods 
	Results 
	Conclusions 

	Introduction
	Methods
	Search Strategy
	Checklist Development
	Video Data Extraction, Marking, and Statistical Analysis

	Results
	Discussion
	Conclusions
	References


