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135 statements       26 surgeons/43 attendees
• Preoperative decision making
• Indications
• Contraindications
• Specifics of each procedure
• Comparisons between procedures
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Consensus  on MBS
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Algorithm for MBS in patients with obesity

Endoscopy

• Preoperative endoscopy is a must for safe MBS (level 1: Wang et al) 
• Severe gastric disease )   may exist in
• Esophagitis  ) asymptomatic patient 
• BE ) (level 1: Qumseya et al)

Wang et al Obesity surgery. 2021;31:337-42
Qumseya et al Obesity surgery. 2022;32:3513-22
Lewis et al SOARD 2021;17:72-80
Xie et al World Journal Gastroenterology. 2013;19:6098-107.



Obesity → ↑ incidence of - atrophic gastritis
     - intestinal metaplasia
     - gastric cancer

MBS without endoscopy will miss these lesions 
Disadvantageous for RYGB with excluded stomach remnant
endoscopy prior/after  MBS

59 studies = 32789 patients 

Obesity Surgery (2021) 31:337–342

Incidences 
pathology

Level Evidence: 1

%
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Endoscopy

• Preoperative endoscopy is a must for safe MBS (level 1: Wang et al) 
• Severe gastric disease )   may exist in
• Esophagitis  ) asymptomatic patient 
• BE ) (level 1: Qumseya et al)

• H Pylori must be evaluated before any MBS with gastric exclusion
• HP may →gastric Ca, atrophy, ulceration or GIST (level 1: Wang et al)
• HP should be eradicated before MBS to ↓ the risk of gastric  Ca  (level 1: Cochrane gut). 
• HP protects however against esophageal adenoCa (level 1:Xie et al)

Wang et al Obesity surgery. 2021;31:337-42
Qumseya et al Obesity surgery. 2022;32:3513-22
Lewis et al SOARD 2021;17:72-80
Xie et al World Journal Gastroenterology. 2013;19:6098-107.



associations (95% confidence 
intervals) between stomach 
cancer and nutritional and 

behavioral factors
Risk factors
Protective factors

Level Evidence: 1

232 studies n= 33,831,063



Effects of eradicating Helicobacter pylori on metachronous gastric cancer prevention: A systematic review and 

meta‐analysis

Evaluation Clinical Practice, Volume: 26, Issue: 1, Pages: 308-315, First published: 29 May 2019, DOI: 

(10.1111/jep.13179) 

13 studies    3863 patients 

metachronous gastric cancer
HP eradicated              2480                    163   (6.57%) 
HP persistent 1383                    176 (12.73%)

The pooled risk ratio of metachronous gastric cancer for 
these studies was 0.46 (95% CI, 0.37-0.57, P < .001)

Eradicating H pylori

↓ rates of metachronous gastric cancer
by 50% → effective preventive measure

Level Evidence: 1
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Endoscopy

• Preoperative endoscopy is a must for safe MBS (level 1: Wang et al) 
• Severe gastric disease )   may exist in
• Esophagitis  ) asymptomatic patient 
• BE ) (level 1: Qumseya et al)

• H Pylori must be evaluated before any MBS with gastric exclusion
• HP may →gastric Ca, atrophy, ulceration or GIST (level 1: Wang et al)
• HP should be eradicated before MBS to ↓ the risk of gastric  Ca  (level 1: Cochrane gut). 
• HP protects however against esophageal adenoCa (level 1:Xie et al)

• BE - ↑ Prevalence BE after LSG  - ↑ year by year.   Not ↑ after RYGB (level 1:Qumseya et al.)
• Hiatus Hernia +/- reflux  → LSG + HHR  improves oesophagitis and GERD

→ RYGB .

Wang et al Obesity surgery. 2021;31:337-42
Qumseya et al Obesity surgery. 2022;32:3513-22
Lewis et al SOARD 2021;17:72-80
Xie et al World Journal Gastroenterology. 2013;19:6098-107.



Salminen et al JAMA Surg. 2022;157(8):656-666. 

Effect of Laparoscopic Sleeve Gastrectomy vs Roux-en-Y Gastric Bypass on Weight 
Loss, Comorbidities, and Reflux at 10 Years in Adult Patients With Obesity 

The SLEEVEPASS Randomized Clinical Trial

JAMA Surgery | Original Investigation

31%                         7% (P<.001)



Gastric Band
SADI

SADI-DS



MBS Options

Sleeve gastrectomy
60.4%

RYGB
29.5%

IFSO 8th Global Registry 2023

480,970 procedures 
24 national and 2 regional registries 
81.3% of all MBS registries 



Mechanistic 
Studies – 
Human Studies

vs

STAMPEDE TRIAL:

Despite similar weight loss as sleeve gastrectomy, 

RYGB uniquely restores beta-cell function and 

reduces truncal fat”



Clinical Studies – 
Long-term 
Outcomes

vs Changes in HbA1CWeight Loss



Cost-Effectiveness-
Medication Usage

vs 95405 pts, 5 y FU

✓ Anti diabetics withdrawal

✓ BP meds withdrawal

✓ Statins withdrawal

Reintroduction meds for 

diabetes BP, statins after

initial withdraeal



Clinical Studies – 
Long-term 
Outcomes

vs

425 pts; 8 years f.u. (5-14 y), 32% T2D recurrence
Recurrence associated with:

✓ longer T2D history
✓Less WL

✓ Choice of SG as index operation



SLEEVEPASS %EWL & SM-BOSS %EBMIL: 
JAMA 5-year follow-up – NO DIFFERENCE IN WEIGHT LOSS 
BETWEEN THE PROCEDURES IN SEPARATE RCTs

SLEEVEPASS %EWL: LSG 49% vs. LRYGB 57% SM-BOSS %EBMIL: LSG 61.1% vs. LRYGB 68.3%

• Absolute difference -7.18%  (95%CI: -14.30% to -0.06%)

• p=0.22 after adjustment for multiple comparisons

%EWL after LSG vs. LRYGB not equivalent, but no clinically
significant difference based on the prespecified equivalence
margins.







• BMI 30-35 kg/m2 + T2DM who do not achieve substantial, durable weight loss and 
diabetes improvement with reasonable nonsurgical methods.

• BMI 30-35 kg/m2 + obesity-related complications, but no T2DM, who do not achieve 
substantial, durable weight loss and improvement in their complications with 
reasonable nonsurgical methods.

• BMI 30-35 kg/m2  +  no obesity-related complications who do not achieve 
substantial, durable weight loss with reasonable nonsurgical methods.

Algorithm for MBS in patients with obesity

Overall Consensus  MBS



SG RYGB OAGB                             SADI-S

> >>
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Choice of procedures



RYGB SG

>

For patients with large HH, severe GERD or BE

Choice of procedures

• control reflux symptoms  

• ↓ risks of worsening BE



RYGB OAGB SG

>

Adults T2DM

Choice of procedures

SADI-S

or



Choice of procedures

RYGB OAGB SG

>

Adults T2DM

SADI-S
or



Summary

Algorithm for MBS in patients with obesity

• MBS should be considered in individuals with class I obesity who do not achieve 

substantial or durable weight loss or co-morbidity improvement using nonsurgical 

methods.

• Pre-operative endoscopy is a must for safe MBS 

• To exclude   - severe gastric disease

- esophagitis

- BE

• Hiatus hernia +/- reflux → LSG + HHR or RYGB

• H Pylori must be evaluated before any MBS with gastric exclusions

• SG > RYGB > OAGB  > SADI-DS

• Large HH, severe GERD or BE -→ RYGB > SG

• T2DM → RYGB or OAGB



thankyou

Algorithm for MBS in patients with obesity




	Slide 1
	Slide 2
	Slide 3
	Slide 4
	Slide 5
	Slide 6
	Slide 7
	Slide 8
	Slide 9
	Slide 10
	Slide 11
	Slide 12
	Slide 13
	Slide 14
	Slide 15: Mechanistic Studies – Human Studies
	Slide 16: Clinical Studies –  Long-term Outcomes
	Slide 17: Cost-Effectiveness- Medication Usage
	Slide 18: Clinical Studies –  Long-term Outcomes
	Slide 19: SLEEVEPASS %EWL & SM-BOSS %EBMIL:  JAMA 5-year follow-up – NO DIFFERENCE IN WEIGHT LOSS BETWEEN THE PROCEDURES IN SEPARATE RCTs 
	Slide 20
	Slide 21
	Slide 22
	Slide 23
	Slide 24
	Slide 25
	Slide 26
	Slide 27
	Slide 28
	Slide 29

