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K CBEAEHHUIO ABTOPOB!
[Ipu HampaBIEeHUY CTAaTbH B PEAAKITUIO HEOOXOIUMO COOIONATh CISAYIONINE TIPABHIIIA;

1. CraTps nomkHa OBITH IPEJCTaBICHA B IBYX SK3EMIUIIPAX, HA PYCCKOM HMJIM aHTITUHACKOM SI3bI-
Kax, HaTrleyaTaHHas yepe3 MoJITopa HHTepBaJjia Ha OIHOI CTOPOHE CTAHIAPTHOIO JIUCTA € INMPHHOI
JIEBOTO NOJIsI B TPHM caHTHMeTpa. Mcnonb3yemblil KOMIIBIOTEPHBII WPUQT U1 TEKCTa Ha PYCCKOM U
aHnuickoM s3bikax - Times New Roman (Kupuiuna), 115 TeKcTa Ha TPy3UHCKOM S3BIKE CIIEAYeT
ucnoip3oBath AcadNusx. Pasmep mpudra - 12. K pykonrcu, HaneyaTaHHOW Ha KOMITBIOTEPE, JTODKEH
o5ITh IprtoskeH CD co crarbeit.

2. Pa3Mep craTbu TOTKEH OBITH HE MEHEe NeCsTH 1 He OoJiee 1BaALATH CTPAHUI] MAITHOIINCH,
BKJIIOYAsl yKa3areJlb JINTepaTypsl U Pe3loMe Ha aHIJIMIICKOM, PYCCKOM U IPYy3HHCKOM SI3bIKaX.

3. B crarbe 10KHBI OBITH OCBEIICHBI AKTyaIbHOCTh JAHHOTO MaTepHalla, METOIBI U PE3YIIbTaThI
UCCIIeIOBaHUs U X 00CYyKACHHE.

[Ipu npencTaBiIeHNHN B IIeYaTh HAYYHBIX SKCIIEPUMEHTAIBHBIX PA0OT aBTOPHI JOJIKHBI YKa3bIBATH
BHUJl U KOJMYECTBO SKCIIEPUMEHTANBHBIX KUBOTHBIX, IPUMEHSBIINECS METOABl 00e300MMBaHUS U
YCBHIJICHHUS (B XOJI€ OCTPBIX OIIBITOB).

4. K crarbe JOIKHBI OBITH MIPUIIOMKEHBI KpaTKoe (Ha MOJICTPAaHUIIBI) Pe3OMe Ha aHIIIUICKOM,
PYCCKOM M IT'PY3HHCKOM $I3bIKax (BK/IIOYAIOLIEE CIELYOLINE pa3aesbl: Liedb UCCIeI0BaHNs, MaTepHual U
METOJIBI, PE3YJILTATHI M 3aKIIFOUSHHE) U CIIUCOK KITtoueBBIX cioB (key words).

5. Tabnunp! HEOOXOIUMO NPENCTABIATE B Ie4aTHOH hopme. DoTokonuu He npuHUMaroTcs. Bee
nu¢poBbie, HTOTOBbIE H NPOLIEHTHbIE JaHHbIE B Ta0JIMIaX J0JIKHbI COOTBETCTBOBATH TAKOBBIM B
TeKcTe cTaThbU. Tabiuibl U rpaduKu TOJKHBI OBITH 03aryIaBIICHBI.

6. dotorpadun AOIKHBI OBITH KOHTPACTHBIMHU, (POTOKOIHHU C PEHTTEHOTPAMM - B IO3UTUBHOM
n300paxeHuH. PUCYyHKH, yepTeXu U IuarpaMmbl clIeoyeT 03ariaBUTh, IPOHYMEPOBATh U BCTABUTH B
COOTBeTCTBYIOIIEe MecTo TekcTa B tiff opmare.

B noanucsix k MukpogotorpadgusaM cieayeT yKa3plBaTh CTEICHb yBEIMUCHUS Yepe3 OKYISP HITH
00BEKTUB U METOJ] OKPACKU WJIM UMIIPETHALIMH CPE30B.

7. ®aMUIUU OTEYECTBEHHBIX aBTOPOB MIPUBOJAATCS B OPUTHHAIBHON TPAHCKPUIILIUH.

8. I[Ipu opopmnennu u HampaBneHun crared B xypHanm MHI mpocum aBTOpOB cobmronars
NpaBUIIa, U3JI0KEHHBIE B « EMUHBIX TpeOOBaHUSIX K PYKOMHUCSM, IPEACTABISIEMBIM B OMOMEIUIIMHCKHUE
JKypHAJIbD», TPUHATHIX MeXIyHapOAHBIM KOMHUTETOM PEIAaKTOPOB MEAMLMHCKUX KYpHAJIOB -
http://www.spinesurgery.ru/files/publish.pdf u http://www.nlm.nih.gov/bsd/uniform_requirements.html
B koHIIe Kax 101 OPUTHHATIBHOM CTaThU MPUBOAUTCA OnOIHOrpadguyeckuii cnucok. B cnmncok nurepa-
TYPBI BKJIFOYAIOTCSl BCE MaTepHalibl, HA KOTOPBbIE UMEIOTCS CCBUIKU B TeKcTe. CIHUCOK COCTaBIAETCs B
andaBUTHOM MOpsAKe U HymMepyeTcs. JIutepaTypHblii HCTOYHMK NPUBOAUTCS Ha sI3bIKE OpUrMHaia. B
CIMCKE JINTEPATyPhl CHavYajia IPUBOIATCS PabOThI, HAMCAHHBIE 3HAKaMU TPY3MHCKOTO andaBuTa, 3aTeM
Kupwuien u naruHuneidl. CChUIKM Ha IUTHUPYEMble pabOThl B TEKCTE CTAaTbH JAIOTCS B KBaIpPaTHBIX
CKOOKax B BUJI€ HOMEPA, COOTBETCTBYIOLIETO HOMEPY JaHHOH pabOoThI B CIIMCKE TUTEPaTypbl. bonbmmH-
CTBO IIUTHPOBAHHBIX UCTOYHUKOB JOJKHBI OBITH 3a IMOCTIEAHNUE S5-7 JIET.

9. ns momydeHus MpaBa Ha MyONMKAIMIO CTaThs OJDKHA MMETh OT PYKOBOIUTENSI pabOTHI
WIN YUPEXKJCHUS BU3Y U CONPOBOIUTEIHHOE OTHOLLICHNUE, HAIMCAHHBIC WJIM HAlledaTaHHbIE Ha OJIaHKe
Y 3aBEPEHHBIE MOJIHCHIO U NIEYATHIO.

10. B koHIe cTaThU NOJKHBI OBITH MOAMHCH BCEX aBTOPOB, MOJHOCTBHIO MPUBEAEHBI UX
(amMuInM, UIMEHa U OTYECTBA, YKa3aHbl CIIy>KeOHBIN M AOMAIIHUI HOMEpa TeJIe(OHOB U agpeca MM
uHble koopAuHaThl. KomuuecTBo aBTOPOB (COABTOPOB) HE NOHKHO MPEBBIMIATH IISATH YEJIOBEK.

11. Penakuus ocraBisiet 3a cO00i MpaBo COKpaIaTh ¥ HCIPaBIATh cTarhi. Koppekrypa aBropam
HE BBICBUIAETCS, BCS paboTa U CBEpKa IPOBOAUTCS 110 aBTOPCKOMY OPHTHHAILY.

12. HemomycTuMoO HampaBiieHHE B pelaklMIo padoT, MpeICTaBICHHBIX K MeYaTH B MHBIX
M3/1aTeNbCTBAX WIIM OMYOJIMKOBAHHBIX B APYTHX U3JAHUSX.

Hpﬂ HApYHNIEHUH YKa3aHHBIX IPABUJI CTATbU HE PAaCCMAaTPUBAIOTCH.




REQUIREMENTS

Please note, materials submitted to the Editorial Office Staff are supposed to meet the following requirements:

1. Articles must be provided with a double copy, in English or Russian languages and typed or
compu-ter-printed on a single side of standard typing paper, with the left margin of 3 centimeters width,
and 1.5 spacing between the lines, typeface - Times New Roman (Cyrillic), print size - 12 (referring to
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be at least 10 pages and not exceed the limit of 20 pages of typed or computer-printed text.

3. Submitted material must include a coverage of a topical subject, research methods, results,
and review.

Authors of the scientific-research works must indicate the number of experimental biological spe-
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articles. Tables and graphs must be headed.
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mark out its top and bottom parts. Drawings must be accurate, drafts and diagrams drawn in Indian ink
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Accurately numbered subtitles for each illustration must be listed on a separate sheet of paper. In
the subtitles for the microphotographs please indicate the ocular and objective lens magnification power,
method of coloring or impregnation of the microscopic sections (preparations).

7. Please indicate last names, first and middle initials of the native authors, present names and initials
of the foreign authors in the transcription of the original language, enclose in parenthesis corresponding
number under which the author is listed in the reference materials.

8. Please follow guidance offered to authors by The International Committee of Medical Journal
Editors guidance in its Uniform Requirements for Manuscripts Submitted to Biomedical Journals publica-
tion available online at: http://www.nlm.nih.gov/bsd/uniform_requirements.html
http://www.icmje.org/urm_full.pdf
In GMN style for each work cited in the text, a bibliographic reference is given, and this is located at the end
of the article under the title “References”. All references cited in the text must be listed. The list of refer-
ences should be arranged alphabetically and then numbered. References are numbered in the text [numbers
in square brackets] and in the reference list and numbers are repeated throughout the text as needed. The
bibliographic description is given in the language of publication (citations in Georgian script are followed
by Cyrillic and Latin).

9. To obtain the rights of publication articles must be accompanied by a visa from the project in-
structor or the establishment, where the work has been performed, and a reference letter, both written or
typed on a special signed form, certified by a stamp or a seal.

10. Articles must be signed by all of the authors at the end, and they must be provided with a list of full
names, office and home phone numbers and addresses or other non-office locations where the authors could be
reached. The number of the authors (co-authors) must not exceed the limit of 5 people.

11. Editorial Staff reserves the rights to cut down in size and correct the articles. Proof-sheets are
not sent out to the authors. The entire editorial and collation work is performed according to the author’s
original text.

12. Sending in the works that have already been assigned to the press by other Editorial Staffs or
have been printed by other publishers is not permissible.

Articles that Fail to Meet the Aforementioned
Requirements are not Assigned to be Reviewed.
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Abstract.

Introduction: The effective techniques of surgical intervention
that ensure the desired level of weight reduction outcomes
(decreased level of obesity) not always improve QOL outcomes,
explained by a range of post-surgery complications. There are
the specific complications, strongly impacting the QOL of the
patients after bariatric surgery and increasing postoperative
comorbidity.

Aim: The aim of this retrospective case control study was
to evaluate the relative safety of primary LSG performed
with standard and modified LSG techniques according to the
Clavien—Dindo complication grading system and the rate of
long-term complications in patients with BMI>40.

Materials and methods: A total of 497 cases of patients
were divided into 2 groups in accordance with the type of LSG
performed. The first group (n = 246) were the patients managed
with the Standard protocol of LSG and the second group (n =
251) included the patients treated with the modified protocol of
the LSG. The prevalence of specific post-bariatric complications
and short-term (30-days) complications was calculated
and compared in the groups. The long-term complications
were assessed after 1-year of post-operation period in both
intervention groups. The relative risk ratio, p-value and CI195%
were calculated for all complications. The short-term (30-days)
complications assessment in both intervention groups was
performed in accordance with Clavien-Dindo classification of
surgical complications.

Results: The remarkable reduction of relative risks was
registered for the minor and major complications rates.
Similarly, the total rates for the minor and major complications
demonstrated strong difference between group I and group
II (p<0,05). The intraoperative and early (first 72 hours)
complications (acute bleeding, and leakage) rates in patients
of group I were reliably lower compared to the patients of
group II (p<0,05). The RR indicators were 0.123 and 0.121
respectively for acute bleeding and leakage. The indicator of
acute obstruction was not essentially different while intergroup
comparison was significantly divergent (p<.05). However, the
RRR was calculated as 80%. The total rate of intraoperative
and first 72 hours complications was 7.3% vs 1.2% in group II.
The difference was reliable (p-value<.05) in Gall stone disease,
GERD, thrombosis malnutrition and anemia. Comparison of
the Renal lithiasis and depression didn’t reveal any essential
difference between clinical groups (p-value>.05).

Conclusion: The results we received are direct confirmation
of the comparatively higher effectiveness of the modified LSG
evidenced by a significant reduction of the major and minor
complications in patients with BMI>40.

Key words. Bariatric complications, laparascopic sleeve
gastrectomy (LSG), Clavien—Dindo classification.
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Introduction.

Due to the sedentary lifestyle and the high caloric content of
the food consumed, the modern living environment is often
characterized as "obesogenic" or fattening. The combination of
these factors, as a rule, leads to decreased energy expenditure
which in turn contributes to obesity [1].

Obesity is a multifactorial pathology, associated with a
combination of genetic, environmental and metabolic factors
[2,3].

From a public health perspective, obesity is a major risk
factor for the multiple comorbid conditions and complications,
increasing the cost of medical care and deteriorating the quality
of life in patients. Overweight and obesity are among the risk
factors for disability and death.

Morbid obesity accounts for 44% of diabetes, 23% of coronary
heart disease, 7 to 41% of cancer, and is also associated with
hypertension, cardiovascular disease, sleep apnea, and liver
failure. 80-90% of alcoholic fatty disease cases occurs in obese
individuals, and the high degree of steatosis reflects the degree
of fat accumulation in the liver. All these factors, in turn, lead to
reduction in life expectancy [1,4].

Laparoscopic sleeve gastrectomy (LSG) with its growing
popularity has nowadays become the most performed bariatric
procedure worldwide [5,6].

LSG is now widely accepted procedure due to its safety,
effectiveness, technical simplicity, short time required for
learning, shorter operative time, feasibility, and chances of
revision and conversion to minimally invasive surgery [7,8].

At the same time, its implementation does not always provide
the expected results. The effectiveness of surgery is determined
not only by weight loss indicators, but also by changes in the
course of obesity associated diseases, the quality of life of
patients and correlated with the type of surgery, the technique of
performance, and postoperative management strategy. Besides,
there are the specific complications, strongly impacting the
QOL of the patients after bariatric surgery and increasing
postoperative comorbidity. The effective techniques of surgical
intervention that ensure the desired level of weight reduction
outcomes (decreased level of obesity) not always improve QOL
outcomes, explained by a range of post-surgery complications.

There is a lack of unity in reporting the complications following
bariatric surgery. Therefore, there may be a misperception about
the general level of safety associated with bariatric surgery
methods applied worldwide [9,10].

Analysis of above-mentioned issues requires new approaches
in the management of postoperative complications following
the LSG and improving the overall bariatric outcomes.

Aim.
The aim of this retrospective case control study was to evaluate
the relative safety of primary LSG performed with standard
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and modified LSG techniques according to the Clavien—
Dindo complication grading system and the rate of long-term
complications in patients with BMI>40.

Materials and Methods.

Study design:

This retrospective case control, descriptive study was carried
out between August 2019 and March of 2024 in a sample of 20+
years old bariatric patients of “Shengavit” Medical Center.

The study protocol conforms to the ethical guidelines of the
1975 Declaration of Helsinki as reflected in the approval by
human research committee. The study protocol was approved
by the Ethics Committee of Yerevan State Medical University.

Patient selection criteria were as follows: age >20 and identified
BMI>40. The exclusion criteria of the study were as follows:
active Helicobacter pylori infection, non-scared gastric ulcer,
previous gastric resection or fundoplication, drug or alcohol
abuse and mental health disorders, age <20 and BMI<40.

Operations were performed by the same surgical team via
laparascopy.

Study participants:

A total of 497 cases of patients, admitted to the surgical
department of the “Shengavit” Medical Center for bariatric
surgery within the mentioned period, corresponding to the
inclusion criteria, were included in the study. The selected
participants were divided into 2 groups in accordance with
the type of LSG performed. The first group (n = 246) were the
patients managed with the Standard protocol of LSG and the
second group (n = 251) included the patients treated with the
modified protocol of the LSG.

Clinical research methods.

Body mass index (BMI) data of patients:

BMI was calculated according to the standard formula [11].
Comrbidity burden Index (CBI) is calculated in accordance
with the BMI at baseline, presence and degree of severity of
comorbid pathologies, smoking heaviness, patient’s age etc.
[12].
Complications:

The prevalence of specific post-bariatric complications and
short-term (30-days) complications was calculated and compared
in the groups. The long-term complications were assessed after
1-year of post-operation period in both intervention groups. The
relative risk ratio, p-value and C195% were calculated for all
complications [9,13-16].

The short-term (30-days) complications assessment in both
intervention groups was performed in accordance with Clavien-
Dindo classification of surgical complications (see table 1)
[13,17].

In accordance with the Clavien-Dindo classification, the results
assessed by 1-2 scores were considered minor complications
while the results assessed by 3 and higher scores were included
in major complications.

Treatment protocols.

The preoperative Management was performed by
multidisciplinary team. Medical, nutritional, endocrinological,
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Table 1. 30-day complication rates using the Clavien-Dindo
classification [17].

Grade Clavien-Dindo classification of surgical complications
Any deviation from the normal postoperative course

1. without the need for pharmacological treatment or
surgical, endoscopic and radiological intervention.
Acceptable therapeutic regimens are drugs as antiemetics,
antipyretics, analgesics, diuretics and electrolytes and
physiotherapy.

This grade also includes wound infections opened at the
bedside.

Requiring pharmacological treatment with drugs other
than such allowed for grade I complications. Blood

2. transfusions, antibiotics and total parenteral nutrition are
also included.

3 Requiring surgical, endoscopic or radiological
intervention.

3a. Intervention under regional/local anesthesia

3b. Intervention under general anesthesia

4 Life-threatening complication requiring intensive care/
intensive care unit management

4a. Single-organ dysfunction

4b. Multi-organ dysfunction

5. Patient demise

and psychiatric standard preoperative assessment included,
abdominal ultrasound investigation (USI), barium X-ray of the
upper gastrointestinal tract, esophagogastro -duodenoscopy,
blood analysis, cardiologic evaluation, and chest X-ray.

Group 1. SLSG: Under general anesthesia, a
carboxyperitoneum up to 15 mm Hg is created in the left upper
abdominal quadrant. The trocars and optical devices were
placed. An initial laparoscopy was performed, followed by
the mobilization of the greater curvature of the stomach from
the pyloric region 2.5 cm proximal to the cardiac region. An
orogastric calibrating probe 32-34 Fr was fixed. Longitudinal
dissection of the stomach was performed using a linear cutting
“Eshelon” 60mm device (4-6 cartridges are used). Haemostasis
was assessed and a nasogastric tube was placed. One 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 wound was sutured layer by layer with an
interrupted absorbable thread suture. The residual volume of the
stomach was 150 ml. Desufflation was performed, trocars and
instruments were removed. Wounds were sutured [18].

Group 2. MLSG: The operation is performed according to the
standard procedure with our modification [12,18]. Under general
anesthesia, a carboxyperitoneum up to 15 mm Hg is created
in the left upper quadrant. The trocars and optical devices are
placed. An initial laparoscopy was performed, then the greater
curvature of the stomach is mobilized from the pyloric region
2.5 cm proximal to the cardiac region. MLSG was performed
with 26-28-F bougie, and the gastric resection was carried out
with a reinforced linear stapler. Longitudinal dissection (with
simultaneous suturing) of the stomach was performed using
a linear cutting “Eshelon” 60mm device (4-6 cartridges were
used). The antral part was sewn with staplers with a height of
2.0-4.1 mm (the first two pieces), and the remaining part - with
staples of 1.5-3.5 mm height, the number of which is determined



by the length of stomach residual part. One drain is 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
wound is sutured layer by layer with an interrupted absorbable
thread suture. The residual volume of the stomach was 110-120
ml. Desufflation was performed, trocars and instruments are
removed. Wounds were sutured [12,18].

Postoperative Management.

All patients underwent early mobilization in postoperative
8-12h. The postoperative management was conducted according
to the recommended conventional care guidelines.

Group 1:

Early mobilization, 8-12 hours after surgery, was performed
in all patients. Dietary guidelines comprised a 15-day liquid
and pureed meal diet followed by a 15-day semisolid diet.
After a 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
are not associated with the patients’ age, primary BMI and
comorbidity.

Group 2: Early mobilization, 8-12 hours after surgery, was
performed in all patients. Physical activity should be moderated
taking into consideration the patient’s age, degree of obesity
and associated diseases.

After 1 month, the patients gradually started to include in their
nutritional plan a low-fat, low-carbohydrate and high-protein
solid diet. The diet is prescribed according to the guidelines but
is subject to modification in subgroups of patients depending on
their age, degree of obesity and comorbidity.

Intake of liquids was performed according to the schedule
and to the patient’s age, degree of obesity and severity of
related diseases. The modified postoperative management drug
prescriptions list contains the medicines, directed to prevention
of complications [12,18].

Data Analysis.

Clinical and functional parameters of participants in
each group were assessed. The assessment and intergroup
comparison (standard vs modified LSG) were performed based
on the Clavien-Dindo classification of complications including
intraoperative, early postoperative (first 72 hours), short term
(30-days) and long-term complications.

Statistical analysis.

To determine any significant difference in post-operative
rates of complications between the groups the Statistical data
processing was performed using the statistical software package
SPSS 23 (Statistical Package for Social Science 23). Categorical
variables are described using frequencies and percentages.
For a comparative analysis of the group results obtained after
intervention the prevalence rates (PR), relative risk (RR) and
relative risk reduction (RRR) were calculated in CI95%. The
p-value=.05 was considered the statistical significance of
differences in the variance of the compared groups.

Results.

Baseline characteristics of the patients:
We included patients aged 20—65 years with a BMI > 40.
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The male patients were 134 (54.5 %) and 129 (51.4 %)
(correspondingly in group I and group II). The Preoperative
BMI was 47.2 + 5.4 kg/m2 in group I and 48.9+ 6.2 kg/m2 in
group II. The family history of Obesity was stated in 44.3%
and 50.2 % in patients of group I and group II respectively. The
average Comorbidity Burden Index was calculated 14.3 + 4.34
for group I and 15.1 + 4.98 for group II. The strong difference
was not observed in the preliminary parameters between the
interventional groups at the study baseline (p>0.05).

The data regarding 30-days complication rates in accordance
with Clavien Dindo classification in patients of standard and
modified LSG groups are represented in the table 3. Associations
are reported as relative risks (RRs), and relative risk reduction
(RRR) with 95% CI.

As can be seen from the data presented in the table, the
differences in rates of 30-days post-operative complications
(in accordance with Clavien-Dindo classification) between the
patients of the first and second clinical groups were significant.

The between group comparison for the rates of minor and
major complications demonstrated reliable difference (RR
=0.412, p=.0316, CI95% [0.1891-0.9250] and RR= 0.196, p=
.0092, C195% [0.057 - 0.669] correspondingly for the minor and
major complication rates). The remarkable reduction of relative
risks was registered for the minor and major complications rates
(58,8% & 80.4% respectively). The total rates for the minor and
major complications demonstrated strong difference between
group I and group II (RR= 0.317, RRR= 68.3%, p=.0006, CI
95% [0.164 to 0.612].

The data concerning most specific intraoperative, early
postoperative (first 72 hours) and long-term complications after
bariatric operations in patients of standard and modified LSG
are represented in the Table 4.

The intraoperative and early (first 72 hours) complications
(acute bleeding, and leakage) rates in patients of group I were
reliably lower compared to the patients of group II (P<0,05).
The RR indicators were 0.123 and 0.121 respectively for acute
bleeding and leakage.

The indicator of acute obstruction was not essentially different
while intergroup comparison was significantly divergent
(p<.05). However, the RRR was calculated as 80%.

The total rate of intraoperative and first 72 hours complications
was 7.3% vs 1.2% in group II.

The long-term complications (Gall stone disease, GERD,
thrombosis (inclusive non-obstructive), nutrition disorders
and anemia) rates as well were characterized by comparatively
low levels in the patients of group II vs group 1. The difference
was reliable (p-value<.05) in mentioned complications with
RR= 0.381, RR=0.374, RR=0.123, RR=0.220 and RR=0.358
respectively for Gall stone disease, GERD, thrombosis
malnutrition and anemia.

Comparison of the Renal lithiasis and depression didn’t reveal
any essential difference between clinical groups (p-value>.05
for both prevalence indicators) with RR=0.392 and RR=0.844
correspondingly for renal lithiasis and depression.

Discussion.

While planning our research we investigated the identical data
of those of other studies that used the CD classification [9,13-16].



Table 2. Descriptive data of the Study Participants’ Baseline Characteristics.

. . Group I
Baseline Characteristics N=2 42
Age 484 £11.6
Male Gender, n (%) 134 (54.5)
Preoperative BMI, kg/m2 472+54
Family history of Obesity,
n (%) 109 (44.3)
Comorbidity burden Index (CBI) 14.3 +£4.34

Group II —value
N=251 P
49.7+10.4 >.05
129 (51.4) >.05
48.9+ 6.2 >.05
126 (50.2) >.05
15.1+4.98 >.05

Table 3. Statistics data of 30-days complication rates in accordance with Clavien Dindo classification in patients of standard and modified LSG

groups.
Sleeve Gastrectomy Sleeve Gastrectomy Relative risk/
Clavien Dindo Grade (standard technique) (modified technique) Relative risk reduction,
N =246 N =251 P, CI95%
RR* 0.412
1\1/[(1;0)1* Complications rate, 19 (7.7) 8(3.2) RRR, % ** 58.8
’ p-value .0316
CI 95%%*** [0.189-0.925]
RR 0.196
Major Complications rate, RRR, % 80,4%
15 (6.1 3(1.2
n (%) 6.1 (1.2) p-value .0092
CI95% [0.057 - 0.669]
RR 0.317
Total RRR, % 68,3
Complications rate, n (%) 34(13.8) 144 p-value .0006
CI195% [0.164 - 0.612]

*RR - relative risk.
**RRR — Relative Risk Reduction.
**%* 95% CI— 95% Confidence Interval.

In the study by Vidal and colleagues,14 minor complications
were reported in 5 (4.4%) patients: urinary tract infection (n =
2), pseudomembranous colitis (n = 1), hypertensive crisis (n =
1) and subphrenic abscess (n = 1). Major complications were
reported in 5 (4.4%) patients: gastric leak (n = 2), bleeding from
the port site (n = 2) and acute myocardial infarction resulting in
death (n=1) [16].

Three nonsurgical, one surgical, and three dysphagia-related
minor complications were among the fifteen recorded in 7.5%
of patients in the study by Peterli & colleagues. Major problems
were determined to be obstruction and infection, representing a
0.9% rate [15].

There were 29 serious problems, and 38 minor complications
described by Lemanu and colleagues (2016). There were 23
grade III, 5 grade 1V, and 1 grade V among the 28 significant
problems. The authors documented one mortality (0.3%), staple
line hemorrhage (2.5%), and staple line leakage (2%) [14].

Goitein et al. (2015) observed an overall complication rate of
4.1% using the CD classification as well. 1.8% of patients had
significant problems and 2.3% of patients had minor ones. The
following 30-day absolute complication rates were given: 2.5%
(n=66) for bleeding, 0.8% (n =22) for leakage, 0.2% (n =4) for
venous thromboembolism, and 0.1% (n = 3) for blockage [9].

As it is following from data, mentioned above, the various
complications rates were reported by researchers from different
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countries. This controversy triggered us to perform the analysis
of the national data. At the same time the efficacy of modified
LSG and modified (individual) schedule of postoperative
management in terms of complications was another attractive
subject to be assessed.

To increase the accuracy of the judgement regarding the
efficacy of the modification, the RR and RRR indicators
were calculated. The performed processing of statistical data
has revealed the significant difference for 30-days major and
minor complications rates in accordance with Clavien Dindo
classification in patients from standard and modified LSG
groups (p-value <.05). On another hand, while comparing
intraoperative, early postoperative (72 hours after operation)
and late complications’ prevalence rates, the mosaic pattern has
been revealed.

So, some early postoperative complications (acute obstruction)
has not demonstrated significant difference in between group
comparison at the same time providing fellable reduction of
Relative risk (RR=80.4%).

In spite of the fact of low relative risk of some late complications
(renal lithiasis (RR = 0.392) and depression (RR = 0.844)) and
significant reduction of the relative risk complications (RRR
= 60.8% for renal lithiasis and (RRR =15.6% for depression),
in patients treated with MLSG, the difference was not reliable
(p-value>.05 for both complications).



Table 4. The most specific intraoperative, early postoperative and longtime complications in bariatric patients of standard and modified LSG
groups.

Sleeve Gastrectomy Sleeve . Relative risk/
s . . Gastrectomy Statistical .. .
Complications (standard technique) . . s Relative risk reduction,
N =246/98 (modified technique) indicator P. CI95%
N=251/108 ’ °
INTRAOPERATIVE AND EARLY POSTOPERATIVE COMPLICATIONS
RR* 0.123
. RRR, %** 87.7
0, >
Acute bleeding, n (%) 8(3.25) 1(0.39) p-value 047
95% CI*** [0.015-0.972]
RR 0.196
0,
Acute . 2(0.8) ) RRR, % 80.4
obstruction, n (%) p-value 292
95% CI [0.009 - 4.063]
RR 0.123
RRR, % 87.7
0, >
Leakage, n (%) 8(3.25) 1(0.4) p-value 047
95% CI [0.015-0.972]
LONG-TERM COMPLICATIONS
RR 0.381
RRR, % 61.9
Gall-stones disease, n (%) 54 (21.95) 21 (8.36) p-value .0001
95% CI [0.237-0.611]
RR 0.374
34 RRR, % 62.6
0,
GERD, n (%) 89 (36.18) (13.55) p-value .0001
95% CI [1.875 -3.805]
RR 0.123
Thrombosis (inclusive non- RRR, % 87.7
obstructive), n (%) 83.25) 1(04) p-value .047
95% CI [0.015-0.972]
RR 0.220
Nutrition RRR, % 78.0
Disorders (malnutrition), n (%) 49.(19.92) 1143) p-value .0001
95% CI [0.117 - 0.413]
RR 0.358
. RRR, % 64.2
0 9
Anemia, n (%) 127 (51.6) 47 (18.7) p-value 0001
95% CI [0.269 - 0.476]
RR 0.392
RRR, % 60.8
s 0 >
Renal lithiasis, n (%) 10 (4.1) 4 (1.6) p-value 109
95% CI [0.125 - 1.233]
RR 0.844
. RRR, % 15.6
[
Depression, n (%) 65 (26.4) 56 (22.3) p-value 287
95% CI [0.619 - 1.153]

*RR - relative risk.
**RRR — Relative Risk Reduction.
**%* 95% CI— 95% Confidence Interval.
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Conclusion.

The results we received are direct confirmation of the
comparatively higher effectiveness of the modified LSG
evidenced by a significant reduction of the major and minor
complications in patients with BMI>40.
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