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ABSTRACT

Background: Obesity is a complex pathology re-
sulting from metabolic disorders. It causes a high
risk of cardiovascular diseases, insulin resistance,
atherogenic dyslipidemia, hypertension and oth-
er conditions. Its prevalence has a steady upward
trend due to the growing incidence of obesity and
type 2 diabetes mellitus. Laparoscopic sleeve gas-
trectomy (LSG) has proven to be a safe, effective
and technically undemanding method of weight
loss, which has made this bariatric procedure pop-
ular worldwide. However, it does not always pro-
vide the desired reduction in excess weight and
comorbidities.

Aim: The aim of this single-center, prospective
randomized pre-post interventional study was to
compare the safety and effectiveness of the mod-
ified (MLSG) versus the standard LSG (SLSG) in
elderly patients with morbid obesity.

Methods: The study was conducted at the Shen-
gavit Medical Center (Yerevan, Armenia) from Feb-
ruary 2020 to February 2022 involving 168 patients
aged > 50 years with a body mass index (BMI) of 40
to 50 kg/m? who underwent SLSG with convention-
al postoperative care or MLSG with individualized
postoperative management. The efficacy of surgical

interventions was assessed by measuring and com-
paring BMI and quality of life (using the Bariatric
Analysis and Reporting Outcome System [BAROS])
of patients pre-LSG, as well as 6 and 24 months
post-LSG.

Results: The study did not reveal significant in-
tergroup differences in BMI and BAROS values im-
mediately before surgery and 6 months after sur-
gery. After 6 months, intragroup differences were
identified in both groups when compared with the
corresponding preoperative values: a significant
decrease in the BMI level and a significant increase
in the BAROS level. These changes were more
pronounced in the MLSG group. When BMI and
BAROS values were measured 24 months post-sur-
gery, their progressive changes were still evident
with significantly more pronounced effect in the
MLSG group.

Conclusion: MLSG in morbidly obese elder-
ly patients can be an effective alternative to SLSG
thanks to long-term high impact on weight and
quality-of-life indicators.
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INTRODUCTION

Obesity is a complex pathology resulting from
metabolic disorders, causing a high risk of cardi-
ovascular diseases, insulin resistance, atherogenic
dyslipidemia, arterial hypertension and a number
of other conditions. Its prevalence has a steady up-
ward trend due to the growing incidence of obesity
and type 2 diabetes mellitus [1,2]. Overweight and
obesity are among the top five major risk factors
for death. According to the Global Health Obser-
vatory, about 2.8 million people die each year as
a result of overweight or obesity. The relevance of
the problem is also evidenced by the fact that a
number of international health organizations have
recognized obesity as a separate nosology [3].

Interventions aimed at combating obesity (die-
tary regulation, radical lifestyle revision, drug inter-
vention) do not have a reliable and stable impact on
weight improvement [4,5]. The use of convention-
al therapy leads to the desired efficacy in no more
than 10% of morbidly obese patients. The outcomes
of long-term observation of large groups of patients
showed that the use of various weight loss programs
including diet therapy, drug therapy, and exercise
did not result in weight loss over a 10-year period.
Moreover, these measures also led to an increase in
body mass index (BMI) and comorbidity [4,5].

Safety, effectiveness and technical simplicity
have led to widespread option of laparoscopic sleeve
gastrectomy (LSG) and made this bariatric proce-
dure popular worldwide [1,6,7]. Nevertheless, LSG
does not always provide proper dynamic changes
in excess weight loss and comorbidity with a corre-
sponding improvement in quality of life (QoL). On
the other hand, the continued prevalence of post-
operative short- and long-term complications en-
courages researchers to elaborate new approaches
to LSG techniques and appropriate postoperative
care, directly affecting comorbidity and mortality
rates as well as QoL indicators.

AIM OF THE STUDY

The aim of this study was to evaluate the safety
and effectiveness of the modified versus the stand-
ard LSG in elderly patients with morbid obesity.

MATERIALS AND METHODS

Participants and the study design
This single-center, prospective randomized
pre-post interventional study was conducted at the

Shengavit Medical Center (Yerevan, Armenia) from
February 2020 to February 2022, involving the el-
derly morbidly obese patients who had undergone
standard (SLSG) with conventional postoperative
care or modified (MLSG) LSG with adapted postop-
erative management.

All patients recruited to participate in this study
were informed about the risks and benefits of the
LSG procedure and its modification. Informed con-
sent was obtained from all the participants includ-
ed in the study. The follow-up period of the study
was 2 years.

The study protocol conformed to the ethical
guidelines of the 1975 Declaration of Helsinki, as
reflected in the approval by Human Research Com-
mittee. All procedures used in the study involving
human participants were in accordance with the
ethical standards of the Ministry of Health of the
Republic of Armenia.

Patient inclusion criteria were as follows: age 50-
70 years old (elderly patients), BMI = 40-50 kg/m?
(morbid obesity).

The exclusion criteria of the study were as fol-
lows: active Helicobacter pylori infection, non-treat-
ed peptic ulcer, previous gastric resection, drug or
alcohol abuse, mental health disorders, age < 50
years old, BMI < 40 kg/m? or BMI > 50 kg/m?.

A total of 168 patients who met the inclusion
criteria were selected to take part in the study. The
participants were randomly divided into 2 inter-
vention groups in accordance with the preformed
protocol of LSG and postoperative management.
The first group (n = 82) consisted of patients who
underwent MLSG with adapted postoperative man-
agement, and the second group (n = 86) comprised
of patients who underwent SLSG with standard/
conventional postoperative care.

The dynamic changes of BMI and BAROS indi-
cators were assessed via comparison of the pa-
rameters at study baseline with the parameters, ob-
tained from the patients of the same group 6 and
24 months after operation. The intergroup discrep-
ancy was determined by comparative evaluation of
the results at the same stages of the study between
groups.

Preoperative management and

surgical intervention

Preoperative management was performed by
a multidisciplinary team. Medical, nutritional, en-
docrine, and psychiatric standard preoperative
assessments included abdominal ultrasonography,
upper gastrointestinal radiography with barium
and esophagogastroduodenoscopy, blood tests,
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cardiologic evaluation, and chest X-ray. Psychiat-
ric counseling was performed to identify possible
mental health contraindications to surgery. Weight
and dieting history, motivation for surgery, and ex-
pectations regarding its outcome were recorded in
all participants.

All operations were performed laparoscopically
by the same surgical team using four ports.

Group 1 - MLSG. The operation was performed
according to the standard LSG with our modifica-
tion [8,16]. Under general anesthesia, carboxy-
peritoneum up to 15 mmHg was created in the left
upper quadrant. Trocars and optical devices were
placed. An initial laparoscopy was performed; then
the greater curvature of the stomach was mobilized
from the pyloric region 2.5 cm proximal to the car-
dia region. MLSG was performed with a 26-28-F
bougie, and gastric resection was performed and
reinforced with a linear stapler (ECHELON En-
docutter 60-mm (ETHICON)), longitudinal dissec-
tion (with simultaneous suturing) of the stomach
was performed using a linear cutting ECHELON
Endocutter 50-mm (ETHICON) using 4-6 cartridg-
es. The antral part was sewn with 2.0-4.1 mm high
staples (the first two pieces), and the remaining part
- with 1.5-3.5 mm high staples; their number was
determined by the length of the gastric remnant. A
drain was placed along the length of the stomach
edge. The part of the stomach to be removed was
taken out from the right-side incision; the trocar
wound was sutured layer by layer with interrupt-
ed absorbable (VICRYL 1, (ETHICON)) sutures. The
residual volume of the stomach was 110-120 mL.
Desufflation is performed, trocars and instruments
were removed. The trocar wounds were sutured
(Ethilon 3-0 (ETHICON)).

Group 2 - SLSG. Under general anesthesia, a
carboxyperitoneum up to 15 mmHg was created in
the left upper abdominal quadrant. Trocars and op-
tical devices were introduced. An initial laparosco-
py was performed, followed by the mobilization of
the greater curvature of the stomach from the py-
loric region 2.5 cm proximal to the cardia region.
An oro-gastric calibrating 32-34-F probe was fixed.
Longitudinal dissection of the stomach was per-
formed using a linear cutting ECHELON Endocutter
60-mm (ETHICON) using 4-6 cartridges. Hemosta-
sis was assessed and a nasogastric tube was placed.
A drain was placed along the length of the stomach
edge. The part of the stomach to be removed was
taken out from the right-side incision; the trocar
wound was sutured layer by layer with interrupt-
ed absorbable (VICRYL 1 (ETHICON), Ethilon 3-0
(ETHICON)) suture. The residual volume of the

stomach was 150 mL. Desufflation was performed,
trocars and instruments were removed. The trocar
wounds are sutured (Ethilon 3-0 (ETHICON)).

Postoperative Management
All of the 168 patients underwent early mobiliza-
tion 8-12 hours post-LSG:

1. MLSG - Adapted (individualized) postoperative
management: Physical activity was moderat-
ed taking into consideration the patient’s age,
degree of obesity, and comorbidities. After 1
month, patients gradually started to include in
their nutritional plan a low-fat, low-carbohy-
drate and high-protein solid diet. The diet was
prescribed according to the guidelines but was
subject to modification in subgroups of patients
depending on their age, degree of obesity and
comorbidities. Intake of liquids was also sched-
uled according to the patient’s age, degree of
obesity, and severity of related diseases [17].

2. SLSG - Standard postoperative care: The recom-
mended course of action was conventional post-
operative care. Dietary guidelines comprised a
15-day liquid and pureed meal diet followed by a
15-day semisolid diet. After 1 month, the patients
progressively began to incorporate a substantial
meal that was rich in protein, low in fat, and low
in carbohydrates into their nutritional regimen.
The prescriptions were not associated with the
patients’ age, primary BMI and comorbidity.

Body Mass and Quality of Life Assessment

Pre- and post-operative BMI values and BAROS
scores were compared both within and between the
two study groups in before and 6 and 24 months
after LSG.

BMI was calculated in accordance with the
standard formula [9].

BAROS has five options and is scored from -3 to
3 points in each of the following three parts: weight
loss, changes in underlying disease, and QolL; 1
point for the most desirable option, 0.5 points for
the remaining four options; —1 point for the least
desirable option and —0.5 points for the remaining
four options [10,11].

For the examined patients, the somatic comor-
bidity burden index (CBI) was calculated, based
on which a generalized analysis of dynamic chang-
es in the severity of diseases caused by pathologi-
cal obesity or the severity of combined factors was
performed. A score of O, 1, 2, or 3 was given for
the corresponding degree of each comorbidity. The
maximum number of points is 3, the minimum is 0.
The somatic comorbidity burden index (CBI) pro-
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Table 1. Baseline characteristics of the study groups

Baseline Characteristics MLSG, n =82 SLSG,n=86 p-value
Age (meantSD), years 67.4£10.2 68.119.9

Male 42 (51.2%) 44 (51.1%)
Gender, n (%)

Female 40 (48.8%) 42 (48.8%)

Male 48.0+4.9 48.1+4.9 >0.05
BMI (meantSD), kg/m?

Female 48.8+4.2 47.6+5.01
Family history of obesity, n (%) 40 (48.8%) 46 (53.5%)
CBI (meanSD) 14.9+2.16 14.6+3.13

BMI - body mass index, CBI - comorbidity burden index, F - female, M - male, MLSG - modified laparoscopic sleeve
gastrectomy, SD - standard deviation, SLSG - standard laparoscopic sleeve gastrectomy

Table 2. Mean BMI values and BAROS scores in MLSG and SLSG groups

Baseline 6 Months after Operation 24 Months after Operation
Group Parameter Male Female Male Female Male Female
(n = 86) (n = 82) (n = 86) (n = 82) (n = 86) (n =82)
n 0 40 2 40 0 40
NS BMI(meansSD), kg/m?  48.0:4.9  48.8:42  44.8:32  426:36  31.0:39  29.6:3.0
BAROS (mean+SD) N/A N/A 3.940.62 444123  7.0+1.51 7.4+1.06
n 44 2 44 0 44 2
oG BMi(mean:SD) kg/m? 481349  47.635.01 44.9:353  435:232  38.2:342  38.0:327
BAROS (mean+SD) N/A N/A 404172 414165 524210  5.9+1.91

BAROS - Bariatric Analysis and Reporting Outcome System, BMI - body mass index, MLSG - modified laparoscopic sleeve gastrectomy,
N/A - not applicable, SD - standard deviation, SLSG - standard laparoscopic sleeve gastrectomy

posed by the author (and its calculation methodol-
ogy) has been patented [8,17].

Statistical Analysis

Statistical data processing was performed using
the statistical software package SPSS 23 (Statistical
Package for Social Science 23). For the compara-
tive analysis of group results obtained before and 6
and 24 months after LSG, the Kolmogorov-Smirnov
test was used to identify the pattern of data distri-
bution, followed by parametric Student’s t-test to
determine significant intergroup differences. The
chosen level of significance was at 0.05 with 95%
confidence interval (Cl). The ABS.DIF. (Absolute
Difference - difference in absolute means, calcu-
lated by subtracting one mean from the another,
then dividing into the first mean and multiplying by
100%) parameter was determined to assess the am-
plitude of shifts inside the group as well as between
groups at the same stage of the study.

RESULTS

The baseline characteristics of the patients are
presented in Table 1. As per inclusion criteria, all
included patients were older than 50-70 years and

had a BMI of 40-50 kg/m?2. There were 42 (51.2%)
and 44 (51.2%) males in the MLSG and SLSG
groups, respectively. Family history of obesity was
stated in 48.8% and 53.5% of patients in MLSG and
SLSG groups, respectively. The average Comorbid-
ity Burden Index was 14.912.16 and 14.6%3.13 for
the MLSG and SLSG groups, respectively. At study
baseline, no significant differences were recorded
between the intervention groups (p > 0.05).

Study data were collected prior to LSG and com-
pared to assessments performed 6 and 24 months
after LSG. As shown in the follow-up assessments,
LSG led to BMI reduction in both groups. Tables
2 and 3 provide descriptive data and statistical re-
sults illustrating variations in BMI parameters dur-
ing follow-up assessments performed in the study
groups.

BMI Changes

Intragroup comparison

At baseline in patients of MLSG group, the in-
itial BMI values were 48.0+4.9 kg/m? in men and
48.8+4.2 kg/m? in women. These values signifi-
cantly decreased at 6 months post-MLSG (ABS.
DIF.= -6.7%, p = 5.19E-11, 95%Cl [43.80-45.80;
46.9749.53] and ABS.DIF= -12.8%, p = 5.85E-
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Table 3. Intragroup comparison of BMI values and BAROS scores in MLSG and SLSG groups

Group and 6 Months after Operation vs. Baseline 24 Months after Operation vs. 6 Months after Operation

Parameter Male (n = 86) Female (n = 82) Male (n = 86) Female (n = 82)

MLSG Group

Number of patients 42 40 42 40

BMI

t-value 7.405 18.104 29.173 3.163

p-value 5.19E-1 5.85E-40 23E-45 4.46E-46

95%C] [43.80-45.80] vs.  [41.45-43.75] vs. [29.78-32.22] [28.64-30.56]
[46.47-49.53] [47.46-50.14] vs. [43.80-45.80] vs. [41.45-43.75]

ABS.DIF., % -6.7 -12.8 -30.8 -30.5

BAROS

t-value N/A N/A 2.971 21.21

p-value N/A N/A 1.207E-46 6.73E-35

95%Cl N/A N/A [6.53-7.47] vs. [3.71-4.09] [7.06-7.74] vs. [4.01-4.79]

ABS.DIF., % N/A N/A 79.0 85.0

SLSG Group

Number of patients 44 42 44 42

BMI

t-value 6.575 8.588 0.518 14.342

p-value 1.8E-09 2.38E-13 0.303 0.234

95%Cl [43.84-45.96] vs.  [42.78-44.22] vs. [37.17-39.23] [37.0-39.0]
[46.61-49.59] [46.04-49.16] vs. [43.84-45.96] vs. [42.78-44.22]

ABS.DIF., % -6.7 -8.6 -15.0 -12.6

BAROS

t-value N/A N/A 6.153 -9.125

p-value N/A N/A 1.09E-08 1.657E-14

95%Cl N/A N/A [4.54-5.85] vs. [3.48-4.52] [5.31-6.50] vs. [3.59-4.61]

ABS.DIF., % N/A N/A 30.0 34.0

BAROS - Bariatric Analysis and Reporting Outcome System, BMI — body mass index, Cl - confidence interval, MLSG - modified laparoscop-
ic sleeve gastrectomy, N/A — not applicable, ABS.DIF.- absolute difference, SLSG - standard laparoscopic sleeve gastrectomy

40, 95%CI [41.45-43.75; 47.46-50.14] in male and
female patients, respectively). Further remarkable
decline in BMI values was revealed between the 6-
and 24-month follow-up data (ABS.DIF= -30.8%,
p = 23E-45, 95%Cl [29.78-32.22; 43.80-45.80]
and ABS.DIF.= -30.5%, p = 4.46E-46, 95%Cl
[28.64-30.56; 41.45-43.75] in male and female
patients, respectively).

In the SLSG group, baseline BMI was
48.1+4.9 kg/m? and 47.6£5.01 kg/m? in men and
women, respectively. Compared to baseline, the
BMI values decreased at 6 months post-SLSG (ABS.
DIF.= -6.7%, p = 1.8E-09, 95%Cl [43.8445.96;
46.61-49.59] and ABS.DIF. = -8.6%, p = 2.38E-
13, 95%Cl [42.78-44.22; 46.04-49.16] in male
and female patients, respectively). Compared to
the 6-month assessment data, BMI values did not
significantly decrease at 24-month follow-up (ABS.
DIF. = -15.0%, p = 0.303, 95%Cl [37.17-39.23;

43.84-45.96] and ABS.DIF.= -12.6%, p = 0.234,
95%Cl [37.0-39.0; 42.78-44.22] in male and fe-
male patients, respectively).

Intergroup comparison

There was no significant difference in baseline
BMI between the MLSG and SLSG groups (ABS.
DIF.= 0.21% p = 0.261, 95%Cl [46.47-49.53;
46.61-49.59] and ABS.DIF. = 2.5%, p = 0.057,
95%Cl [47.46-50.14; 46.04-49.16] for men and
women, respectively) and (despite the apparent
difference in absolute means) 6 months post-LSG
(ABS.DIF.= 0.22%, p = 0.372, 95%Cl [43.80-45.80;
43.84-45.96] and ABS.DIF. =2.4%, p=0.160, 95%ClI
[41.4543.75; 42.78-44.22] in male and female pa-
tients, respectively). When comparing BMI values
recorded 24 months after surgery, a significant
difference was revealed between MLSG and SLSG
groups (ABS.DIF.= 23.0%, p = 2.64E-45, 95%ClI
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Table 4. Intergroup comparison of BMI values and BAROS scores between MLSG and SLSG groups

MLSG Group vs. SLSG Group

Parameter
Before Operation (Baseline) 6 Months after Operation 24 Months after Operation
Male Female Male Female Male Female
BMI
t-value 0.644 3.477 0.327 -1.00 -29.737 20.102
p-value 0.261 0.057 0.372 0.160 2.642E-45 2.589E-33
95%Cl [46.47-49.53] [47.46-50.14] [43.80-45.80] [41.45-43.75] [29.78-32.22] [28.64-30.56]
vs. [46.6149.59] vs. [46.0449.16] vs. [43.8445.96] vs. [42.7844.22] vs. [37.1739.23] vs. [37.039.0]
ABS.DIF., % 0.21 2.5 0.22 2.4 23.0 28.4
BAROS
t-value N/A N/A -0.292 -0.582 11.539 6.417
p-value N/A N/A 0.386 0.281 6.326E-19 6.44E-09
s wa o w BIATL oaie GmTels mooige
ABS.DIF., % N/A N/A 2.6 7.3 26.0 20.3

BAROS - Bariatric Analysis and Reporting Outcome System, BMI - body mass index, Cl - confidence interval, MLSG - modified laparo-
scopic sleeve gastrectomy, N/A - not applicable, Abs.Dif. - absolute difference , SLSG - standard laparoscopic sleeve gastrectomy

[29.78-32.22; 37.17-39.23] and ABS.DIF.= 28.4%,
p = 2.589E-33, 95%Cl [28.64-30.56; 37.0-39.0] in
male and female patients, respectively).

BAROS Changes

Intragroup comparison

At 6 months after MLSG, the mean BAROS
score was 3.920.62 in males and 4.4%1.23 in fe-
males. These values increased significantly 24
months post-MLSG (7.0+1.51; ABS.DIF.= 79.0%,
p = 1.207E-46, 95%Cl [6.53-7.47; 3.71-4.09] and
7.4+1.06; ABS.DIF.= 85%, p = 6.73E-35, 95%Cl
[7.06-7.74; 4.01-4.79] in male and female patients,
respectively).

In the SLSG group, the mean BAROS score at 6
months after operation was 4.0+1.72 and 4.1£1.65
in male and female patients, respectively. Remark-
able elevation of BAROS scores was revealed at
24-month follow-up, compared with the 6-month
scores (5.2+2.10; ABS.DIF.= 30.0%, p = 1.09E-08,
95%Cl [4.54-5.85; 3.48-4.52] and 5.9%1.91; ABS.
DIF.= 34.0%, p = 1.657E14, 95%Cl [5.31-6.50;
3.59-4.61] in men and women, respectively).

Intergroup comparison

There was no significant difference in mean
BAROS scores between the MLSG and SLSG
groups 6 months after operation (ABS.DIF.= 2.6%,
p =0.386, 95%CI [3.71-4.09; 3.48-4.52] and ABS.
DIF.=7.3%, p=0.281, 95%Cl [4.014.79; 3.59-4.61]
for men and women, respectively), while compari-
son of mean BAROS scores recorded at 24-month
follow-up revealed a significant difference in favor

of MLSG (ABS.DIF.= 26.0%, p = 6.326E-19, 95%ClI
[6.537.47; 4.56-5.85] and ABS.DIF.= 20.3%,
p = 6.44E-09, 95%Cl [7.06-7.74; 5.31-6.50] in
male and female patients, respectively).

DISCUSSION

The present study aimed to verify the dynam-
ic changes in BMI and BAROS indices in morbid-
ly obese patients over 50 years of age 6 and 24
months after standard and modified LSG. The LSG
modification included not only a modified proce-
dure technique but also an individualized postoper-
ative management depending on the patient’s age,
BMI, comorbidity and lifestyle habits (smoking),
which is fully represented as the somatic Comor-
bidity Burden Index (CBI) [8].

The study demonstrated a significant decrease
in BMI (p < 0.05), i.e. an excess weight loss, in
both intervention groups 6 months after surgery
compared to preoperative values. Despite a mod-
erate decline of BMI values in the group of patients
receiving SLSG, there was no significant difference
between the SLSG and MLSG groups in terms
of BMI measured 6 months postoperatively. At
24-month follow-up, BMI showed further significant
decrease in the MLSG group compared to 6-month
values (p < 0.05), whereas its decrease was not sta-
tistically significant in the SLSG group (p > 0.05).
Subsequent comparison of mean BMI values 24
months after surgery revealed a significantly faster
and greater reduction of BMI in the MLSG group
compared to the SLSG group (p < 0.05).




AJHMS | 1/IV/2024

www.ahms.am

Another reliable and widely used indicator that
provides a straightforward, impartial, objective and
evidence-based approach to outcome analysis is
BAROS. It is implemented to assess alternative me-
dicinal interventions for the management of obesi-
ty. This approach is taken into consideration while
evaluating the effectiveness of bariatric treatments
and comparing the outcomes of different surgical
series. It also depicts the long-term effects of sur-
gery [10-12].

Similar to mean BMI values, mean BAROS scores
demonstrated identical dynamics in the study
groups at 6- and 24-month follow-ups. With signif-
icant improvement in mean BAROS scores in both
groups, there was no significant difference between
groups at 6-month follow-up. However, further
BAROS survey revealed intergroup differences. Al-
though mean BAROS scores continued to improve
significantly over time in both study groups, im-
provement appeared to be faster and greater in the
MLSG group, and subsequent comparison of mean
BAROS scores 24 months postoperatively revealed
a significant difference in favor of MLSG compared
to SLSG (p < 0.05 in both gender subgroups).

Our results are in agreement with some other
studies aimed at examining patients’ BMI and QoL
at different time points after bariatric surgery. Ana-
lyzing the relationship between bariatric surgery
and its impact on weight loss, it has been observed
that bariatric surgery was proved to be quite effec-
tive not only in terms of BMI decline (mean BMI be-
fore and after surgery was 45.9 kg/m? and 31.3 kg/
m2, respectively) [13], but also thanks to significant

reduction in mortality and associated improvement
of QoL [14,15,]. The present study is the first re-
search performed to discover the effect of modified
LSG technique and individualized postoperative
management on BMI values and BAROS scores in
morbidly obese patients over 50 years of age.

CONCLUSION

The study showed that both MLSG and SLSG
lead to a significant decrease in BMI (weight loss)
and a significant increase in BAROS score (QoL im-
provement) compared to baseline, with no inter-
group differences 6 months after surgery and with
significantly better results 24 months after MLSG
compared to SLSG.

Thus, intergroup comparison of BMI values
showed that MLSG was significantly more effective
in terms of weight loss compared to SLSG. The
data also showed a significant difference in BAROS
scores between the MLSG and SLSG groups, in-
dicating better and faster improvement in QoL af-
ter MLSG. The lower efficacy of SLSG in morbidly
obese elderly patients is supposedly explained by
a higher rate of comorbidities and lower level of
physical activity, not taken into account by conven-
tional postoperative care.

Therefore, it can be concluded that MLSG may
be an effective alternative to SLSG in morbidly
obese (BMI = 40-50 kg/m?) patients older than
50 years with favorable long-term high impact on
weight and QoL indicators.
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OueHKka a¢pcpeKTuBHOCTU MOAUCPULMPOBAHHOI U
CcTaHJapTHOI nanapocKonnyecKoi NpoaosbHoi
pesekuuu Menyaka u nocieonepauuoHHOro BeeHus
y NOMUAbIX MALUEHTOB C MOPOUAHBIM OMUpPEHUEM:
OfIHOLEHTPOBOE PaHAOMMU3MPOBaHHOE KNUHUYECKOe
uccnepoBaHne

Cesak C. lllaxba3aH

Kadbeppa Obuieit Xupyprum, EpesaHckuit locyaapcTBeHHbIi
MepyuyHcknii Yuusepcutet um. M. Tepauw, EpeBan, Apmerua
MepyuyHckuii uenTp «LlleHraBut», EpeBaH, Apmenua

ABCTPAKT

Beepenue: OmupeHne - mnonvkomnoHeHTHoe 3abo-
nesaHue, BO3HMKalollee B pesynbrate MeTabonuyeckux
HapylleHuii. OHO BbI3bIBa€T BbICOKWUI pPUCK ceprey-
HO-COCYAUCTLIX 3abonesBaHuii, NHCYTMHOPE3UCTEHTHOCTMH,
aTeporeHHol AUCAUNUAEMUN, TUNEPTOHUN U ApPYrux Co-
cToAHWIA. Ero pacnpocTpaHéHHOCTb MMeeT YCTON4UBYHO
TEH[EHLMIO K YBENNYEHUIO 3a CYET pocTa 3abonesaemo-
CTW OMMpeHneM K caxapHbiM auabetom Il Tuna. Jlanapo-
cKonuyeckas npogonbHaa pesekuuna menyaka (JIMPK)
3apekomeHpoBana cebs kak 6esonacHblii, apeKTUBHbIN
U TeXHUYeCKU HeTpeboBaTENbHbI METOS, CHUMEHMA Beca,
yTo cpenano 3ty bapuaTpuyeckyro npouenypy nonynap-
Hoit Bo Bcem mupe. OfHako oHa He Bcerga obecneyvBaert
Menaemoe CHUmeHue u3bbITOYHOro Beca M COMyTCTBYHO-
wmx 3abonesaHuin.

LLenb: Lienbto gaHHOro oHOLEHTPOBOrO MPOCMEKTUB-
HOro pPaHLOMWU3MPOBAHHOMO «JO-NMOCAE» WUCCNefoBaHUA
6bino cpaBHeHve 6e3onacHocTn U 3dpheKTUBHOCTU MO-
andpuumposanHoro (MJINPH) n ctanpapTHoro (CIIMPIK)
nposegerusa JINP y nounbix nauneHTos ¢ mopbuaHbIM
OMUPEHUEM.

MeToabl: WccnepoBaHne npoBoaMnoce B MeRULMH-
cKoMm LeHTpe «lllenrasut» (EpesaH, Apmenus) c cbespana

2020 no dpeBpanb 2022 roga c y4actvem 168 nauneHtoB
ctapie 50 net ¢ ungekcom maccol Tena (UMT) ot 40 po
50 kr/m?, nepenéclumnx CINMPHK ¢ TpagmumoHHbIM nocne-
onepauoHHbiM yxopom unn MIMPXK ¢ uHameuayanu-
31poBaHHbIM MocneonepawuoHHbIM BeaeHnem. ddbdek-
TUBHOCTb XMPYPr1YecKoro BMeLLaTeNnbCcTBa OLeHVBanach
nyTém namepenua n cpasHenna VMT u kavecta #u3Hu
(c nomoLubto cuctembl Bariatric Analysis and Reporting
Outcome System [BAROS]) nauveHtoB po onepauuu, a
TaKkMe Yepes 6 n 24 mecaua nocne Heg.

Pesynbtatbi: B npouecce uccneposaHua He Oblino
BbIABNEHO [AOCTOBEPHbIX MEKIPYNMOBbIX pa3nnuunii B no-
kasatenax UMT n BAROS HenocpencteeHHO nepep, one-
pauveii u yepes 6 mecaues nocne onepauun. o npo-
LLEeCTBUMN 6-1 MecALEB BHYTPUIpynnoBble pa3nnmuns bbinu
BblABNEHbI B 0benx rpynnax rnpu cpaBHEHUU C COOTBET-
CTBYIOLLMMM MOKa3aTeNAMU [0 Onepaluu: [OCTOBEpHOE
noHueHne yposHa UMT npu poctoBepHOM NoBbILLEHUM
ypoHA BAROS. [lpu 3ToMm, ykasaHHble CABUMM HOCUMAK
6onee BbipameHHbIi1 xapakTep Yy nauveHTos rpynnbl MJl-
MPK. Mpwn nsmepenunn nokasareneit UMT n BAROS nocne
24 mecAueB Tepanuun 6binK BbIABNEHbBI UX MPOrPECCUpPYHO-
LLMe U3MEHEHUA, MPUYEM NPU MEXIPYNMNOBOM CPaBHEHWUM
BbIAB/NEHbI AOCTOBEPHbIE Pa3inynA B YPOBHAX 060UX MO-
Kasateneii B nonb3y MIITP.

BbiBogbl: CpenaH BbIBOA, YTO y NauMeHTOB cTaplue
50 net ¢ UIMT 40-50 kr/m? MITTIP moxeT bbITb adhdpek-
TnBHOI anbtepHatuBoii CJINPM 3a cuyér crabunbHoro
A0NrOCPOYHOrO BAMAHMA Ha MoKasaTenu mMaccbl Tena u
KayecTBa KU3HW.

Knrouesbie cnoBa: nanapockonudeckaa npooosib-
Has pesexyusa xenyoka (JI[IPX), uHOekc maccbl mena
(MMT), Bariatric Analysis and Reporting Outcome System
(BAROS), mopbudHoe oxupeHue, noxusnbie nayueHmel,
Ka4yecmao Xu3Hu.
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