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Abstract

BACKGROUND

The global prevalence of obesity has increased over the past 40 years, and bariatric
surgery has proven to be the most effective therapy for long-term weight loss. Its
principles are based on modifying the brain-gut axis by altering the gastrointestinal
anatomy and affecting the function of gastrointestinal hormones, thereby modifying
satiety signals. Single anastomosis duodeno-ileal bypass with sleeve gastrectomy (SADI-
S) combines both techniques and has become an alternative to gastric bypass and
biliopancreatic diversion procedures for treating severe obesity and associated metabolic

diseases in selected patients.

AIM

To describe the outcomes and complications of SADI-S.

METHODS




We retrospectively analyzed the database of patients who underwent SADI-S
laparoscopically at the Clinica Reina Sofia in Bogota, Colombia. This study describes the
therapeutic effectiveness of SADI-S in terms of short-term preoperative clinical
characteristics, postoperative complications, comorbidities, nutritional deficiencies, and

intraoperative complications during a 2-years follow-up.

RESULTS

Sixty-one patients with a mean body mass index (BMI) of 50 + 7.1 kg/m? underwent
laparoscopic SADI-S. The mean operative time and hospital stays were 143.8 + 42 min
and 2.3 + 0.8 days, respectively. The mean follow-up period was 18 mo, and the mean
BMI decreased to 28.5 + 12.2 kg/m?. The excess BMI loss was 41.8% + 13.5%, and the
weight loss percentage was 81.1% + 17.0%. Resolution of obesity-related comorbidities,
including type 2 diabetes mellitus, hypertension, dyslipidemia, and obstructive sleep
apnea, was achieved and defined as complete or partial remission. No intra-operative
complications were observed. Short-term complications were observed in four (6.8%)
patients. However, larger studies with longer follow-up periods are required to draw

definitive conclusions.

CONCLUSION
SADI-S has a low intraoperative and postoperative complications rate and is effective for
weight loss and improving obesity-related comorbidities, including hypertension, type 2

diabetes mellitus, dyslipidemia, and sleep apnea syndrome.
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Core Tip: In this publication, we showcase our institution's experience with Single
anastomosis duodeno-ileal bypass with sleeve gastrectomy (SADI-S) in Colombia. We
provide a comprehensive description of the patient journey, from preoperative to
postoperative phases, demonstrating weight loss outcomes and resolution of obesity-
related comorbidities. We present procedural complications, immediate postoperative
care, and the evolution of patients with early initiation of oral intake, ambulation, and
nutritional strategies. Our study emphasizes SADI-S as a viable surgical alternative for
extreme obesity and metabolic diseases, highlighting its progressive weight reduction
and promising lifestyle modifications for this patient population. Our findings support

the effectiveness of SADI-S in the Colombian context.

INTRODUCTION

Obesity is a chronic disgase whose global prevalence has significantly increased over the
past 40 years[!2l. Over 1.5 billion adults are estimated to have a body mass index (BMI)
greater than 25 kg/m?2 globallyl3¢]. The prevalence of obesity in adults in the United States
is approximately 42.4%[256], The latest health survey in Colombia (ENSIN 2015) found
that 37.8% of the adults in the country were overweight, whereas 18.7% were obese. With
over half the population (56.5%) being overweight or obese, obesity is considered a public
health problem in Colombial”l.

Treatment of obesity requires a multidisciplinary approach to reduce long- term
morbidity and mortality34l. Bariatric and metabolic surgeries are indicated for obese
patients who do not respond to medical treatment!5-101.

Among the surgical procedures, laparoscopic sleeve gastrectomy or gastric bypass
surgeries!!'°] _have shown effectiveness in terms of long-term weight loss and
maintenance. i

e single anastomosis duodeno-ileal bypass with sleeve gastrectomy

(SADI-S) combines the restrictive component of sleeve gastrectomy with the




malabsorptive component of duodeno-ileal bypass. It simplifies the techniques of
biliopancreatic diversion procedures, such as the duodenal switch (DS), where sleeve
gastrectomy is followed by a terminolateral duodeno-ileal bypassl'®. SADI-S has
demonstrated a low complication rate, requires a single ileo-duodenal anastomosis, and
reduces the likelihood of internal hernias by avoiding mesenteric openings. This
simplifies the surgical technique and has been associated with good short- and medium-
term sustained weight loss[17-19].

The literature has demonstrated that the procedure is safe and effective, with optimal
effects on weight loss and reduced metabolic diseases. In 2018, the International
Federation for the Surgery of Obesity stated that available short-term data demonstrated
the safety and efficacy of this procedure. However, the long-term outcomes of this
procedure remain unclear.

Therefore, this retrospective study aimed to analyze our experience with patients
undergoing SADI-S, the first of its kind in Colombia. We aimed to describe our
institution's experience, identify the rates of intraoperative and postoperative
complications, and evaluate weight loss and resolution of obesity-related comorbidities

during 1-2 years of follow-up.

MATERIALS AND METHODS

Retrospective data were collected from patients with extreme obesity who underwent
laparoscopic SADI-S as a primary or revision procedure after sleeve gastrectomy at
Clinica Reina Sofia, Bogota, from August 3, 2016, to June 15, 2020, with a follow-up
limited to 2 years. Data were retrospectively obtained from medical records of patients
attending the bariatric surgery clinic.

The primary objective of this study was to assess the safety of this procedure in terms
of intraoperative complications within 30 postoperative days. The secondary objective

was to evaluate the weight loss and complications during the follow-up period.




Patients were evaluated in the clinic according to the guidelines of the Colombian
Association of Obesity and Bariatric Surgery (ACOCIB - Asociacion Colombiana de
Obesidad y Cirugia Bariatrica)20.21],

Inclusion criteria

All patients aged 18-65 years with extreme obesity and obesity-related comorbidities such
as type 2 diabetes mellitus, hypertension, dyslipidemia, and obstructive sleep apnea
syndrome (OSAS) were included in the study. Extreme obesity was defined as a BMI =
40 kg/m?. Patients who had failed sleeve gastrectomies were included, with failure
defined as insufficient weight loss after 18 mo (excess weight loss percentage < 50) or a

BMI > 35%[20],

Exclusion criteria

Patients with a history of bariatric surgery other than sleeve gastrectomy, severe
gastroesophageal reflux disease (GERD - esophagitis equal to or greater than Los Angeles
classification grade C)22, Barrett's esophagus, or giant hiatal hernias (candidates for
gastric bypass according to the study protocol) were excluded. Patients with serious
pathologies that would not benefit from the intervention or posed a high anesthetic-
surgical risk were also excluded. Similarly, patients with active major psychiatric
disorders (alcoholism, drug addiction, schizophrenia, efc.) were excluded. Individuals
identified by the multidisciplinary team (nutritionist, internist, psychiatrist, and surgeon)
to be at risk of lack of support and poor compliance with postoperative medical or
nutritional treatment plans and recommendations were excluded.

The reference institution provides a multidisciplinary program for obese patients,
including pre-and postoperative counseling, focused on education about lifestyle
changes and outpatient follow-up evaluations 8 days after surgery, at 1 mo, once every 3
mo for 1 year, and every 6 mo thereafter.

At this institution, the choice of surgical approach (1- or 2-stage SADI-S) depends on

the patient's BMI, medical condition, and the surgeon's judgment.




Surgical technique
An expert bariatric surgery team performed all the procedures. The 58 patients
underwent sleeve gastrectomy, which involved dissection of the gastrocolic ligament,
followed by preparation of the greater curvature, extending cranially to expose the left
diaphragmatic pillar and caudally to the pylorus. The first portion of the duodenum was
prepared to expose the gastroduodenal arteries. The next step was vertical gastric
resection using a 48 Fr bougie with a section 6 cm from the pylorus. A 60 mm linear
cutting stapler was used for all procedures. The staple line was reinforced using a
continuously invaginating suture using 3-0 polypropylene. The efferent limb was 300 cm
from the ileocecal valve, and a terminolateral antecolic duodenoileal anastomosis was
performed in two planes. Continuous polydioxanone (PDS) 3-0 barbed sutures were used
for the first plane on the posterior side and PDS 3-0 for the remaining planes. The integrity
of the anastomosis was verified using methylene blue and pneumatic tests following the
basic principles of the technique described by Sanchez-Pernaute (Figures 1 and 2)[16l.

Post-procedural weight loss was the primary outcome. For secondary outcomes, the
resolution of comorbidities was assessed and classified as complete or partial remission.
Complete remission of hypertension was considered achieved when blood pressure was
below 130/85 mmHg without medicationl?*l. In this study, complete remission of type 2
diabetes mellitus was defined as a glycosylated hemoglobin (HbA1c) level of < 6% and
normalizing fasting glucose (< 100 mg/dL) without medication for over 1 year. Partial
remission was defined as an HbAlc level between 6%-6.5% and fasting glucose levels
between 100 and 125 mg/dL without medication[2°l. Resolution of hypercholesterolemia
and hypertriglyceridemia was evaluated when medication was no longer required, and
the values were within normal parameters. The resolution of sleep apnea was defined as
the discontinuation of all sleep apnea treatments!24l.

This study implemented a standardized, personalized postoperative protocol for

bariatric patients. The severity of postoperative complications was evaluated using the




Clavien-Dindo classification/?l. The follow-up period was defined as short-term (12-24

mo after surgery) and medium-term (2-5 years after the procedure).

Statistical analysis

Descriptive analyses of the convenience sample of patients included means, standard
deviations, percentages, and frequencies. Descriptive analyses were performed on
demographic variables, medical history, surgical characteristics, and surgical
complications. Qualitative variables were presented using absolute and relative
frequencies, whereas quantitative variables were presented using central tendency and
dispersion measures based on their distribution. Laboratory parameters and BMI were
presented according to the time of measurement, and their comparison was conducted
using repeated-measures analysis of variance, with assumptions of independence,
normality, and sphericity verified. Post hoc analysis was conducted using paired t-tests
adjusted for Bonferroni correction. The percentage of BMI reduction was compared using
the non-parametric Kruskal-Wallis test, and post-hoc analysis was performed using the

paired Wilcoxon test with Bonferroni correction Rv 4.2.3.

Ethical considerations

After obtaining approval from the research and ethics committees of the institution, the
study was conducted in accordance with the Declaration of Helsinki of 1964 and its
subsequent revisions. The informed consent that the patients signed for surgery included
the use of personal and surgical data, images, and videos for scientific purposes. All the

study participants or their legal guardians provided written informed consent.

Body weight and composition
Weight and body composition were evaluated before surgery and at 3, 6,9, 12, 18, and 24
mo after surgery. The percentage of excess weight loss (%TWL) was estimated as the

percentage of total weight loss (%TWL).




WL% = 100 x (initial weight - weight at the 2-year follow-up) / initial weight.
Reduction of BMI = initial weight - final weight / height2. %TWL =100% * reduction in
baseline BMI/initial BMI.

RESULTS
Sixty-one patients ere included in this study, of whom 40 (65.57%) were female and 21
(34.4%) were male. The mean age of the patients was 39.8 + 9.54 years. At the time of the
procedure, the average weight of the patients was 139.5 + 28.3 kg, and the average BMI
was 50.27 + 7.6 kg/m?. Table 1 shows the patients' preoperative, surgical, and
demographic characteristics. All the patients underwent laparoscopic surgery. The SADI-
S one-step procedure was performed in 50 (81.9%) patients, while the two-step procedure
was performed in 11 (22.4%) patients. In the two-step procedure, the interval between the
two surgical sessions ranged from 6-12 mo. Regarding surgical procedures, SADI-S was
the primary procedure in 56 (98.36%) patients. In two (4%) patients, SADI-S was
performed as a rescue procedure for failed sleeve gastrectomy. For these two patients,
duodenal- ileal anastomosis was performed 3 and 6 years after the original sleeve
gastrectomy. The average operative time was 144.95 + 42.24 min (range 69-300), and the
average postoperative hospital stay was 2.3 + 0.8 days (range 1-6). Simultaneous
procedures were performed in three (5.2%) patients, including incisional herniorrhaphy
for a giant hernia with mesh in one patient and hiatal hernia repair in two patients. The
average time to initiate oral feeding after the procedure was 1.0 + 0.25 days. The patients
were followed up in the hospital before and after the operation. The median follow-up
time was 18 mo [interquartile range (IQR) 12-24] over 2 years. Weight loss and blood
analysis results were obtained by telephone or email for patients living in different
countries.

During the study, patients followed a specific dietary protocol, which involved a
liquid diet for the first 15 days postoperatively, followed by sequential progression to a
normal diet supplemented with bariatric multivitamins (calcium, vitamin D3, iron, efc.).

A nutrition team closely monitored the nutritional status of patients. Additionally, the




patients were instructed to initiate early ambulation starting on day 1 after surgery and
begin cardiovascular exercise after the first month. These measures were implemented to
support patients” postoperative recovery and overall health.

The most common comorbidity was OSAS (70.49%), followed by dyslipidemia
(50.82%) and hypertension (34.43%). Other comorbidities included hypothyroidism in 10
(17.2%) patients, GERD in eight (13.8%) patients, and type 2 diabetes mellitus in 19.7%.
One (2%) patient received insulin, and 13 (24.1%) were on oral hypoglycemic agents for
diabetes management. Thirteen (22.41%) patients were diagnosed with a hiatal hernia
based on preoperative endoscopic studies. Among them, seven (12%) patients had hiatal
hernias measuring >2 cm and/or were symptomatic for gastroesophageal reflux. Hiatal
hernia repair was performed in these seven patients. Additionally, seven (12.1%) patients

had a smoking history, but none were smokers at the time of surgery.

Resolution of comorbidities

Twelve (19.7%) patients had type 2 diabetes mellitus preoperatively. Preoperative tests
found 37 patients had HbA1C levels above 6.5% (Average: 6.03 + 0.99). At 12 mo post-
procedure, the average HbA1C of the patients was 5.13% + 0.34%, and the average fasting
blood glucose was 83.49 + 6.82 mg/ dL. None of the patients had HbA1C levels >5.6% at
24 mo.

Sleep apnea affected 70.49% of the patients at the beginning of the study. Of these,
23% used continuous positive airway pressure (CPAP); at 1 year postoperatively, only
25% reported no longer using CPAP. The resolution of sleep apnea was defined as the
cessation of all sleep apnea treatments.

Hypertension was present in 34.43% of patients before the surgical procedure.
However, 1 year after the procedure, 70% of the patients had normal blood pressure
during their office evaluations, and medications were discontinued, or the doses were
reduced.

Follow-up blood tests were performed every 6 mo after surgery. In the first year

postoperatively, Figure 3 shows that patients exhibited a reduction in hemoglobin,




hematocrit, HbA1C, glucose, total cholesterol, low-density lipoprotein (LDL) cholesterol,
and triglyceride levels before surgery (T1) and at 6 mo postoperative follow-up (T2). At
the 1-year follow-up, the levels remained stable compared to those measured at T2. High-
density lipoprotein (HDL) cholesterol levels tended to remain consistent with the
measurements at T1 and T2, but an increase was observed at T3. Differences were
considered statistically significant.

Preoperatively, 22.4% of the patients had elevated triglyceride and cholesterol levels
(triglyceride > 150 mg/dL and cholesterol > 200 mg/dL); these levels decreased by 19%
and 21%, respectively, after 6 mo. At 24 mo, cholesterol and triglyceride levels in all
patients were within the normal range. During the preoperative period, 57 (98.27%)
patients had low HDL levels, with an average of 43.23 + 8.89 mg/ dL. This had increased
to 50 £8.3 mg/dL by the end of the first year. The changes in the mean triglyceride, HDL,
and LDL levels are shown in Figure 4.

Regarding vitamin deficiencies at 12 mo, 10.3% of the patients had vitamin B12
Levels below the normal range (reference value: 197-771 pg/mL), and 17.24% had low
25-hydroxyvitamin D levels. Low ferritin levels were reported in three (5.1%) patients.
Average calcium levels were 3.86 + 3.76 mg/dL at 6 mo. Vitamin B12 and 25-
hydroxyvitamin D levels were not routinely measured preoperatively. Measurements
were taken at 6 mo and every year postoperatively.

At discharge, all patients were prescribed oral bariatric multivitamins three times a
day (folic acid 200 mcg, thiamine 3 mg, vitamin A 1875 IU), calcium (300 mg), vitamin D3
(750 IU), iron (11.25 mg), and a bimonthly intramuscular injection of the vitamin B
complex (vitamin B1, 100 mg; vitamin B6, 100 mg; vitamin B12, 5,000 mg). Patients had
the option to individually purchase sublingual vitamin B12 (1000 u g twice a week) as a

substitute for intramuscular administration.

Weight loss




Figure 4 demonstrates the progressive decrease in BMI from the preoperative point (T1)
to the last follow-up 2 years after surgery (T7). The differences were statistically
significant in all comparisons except for the T6-T7 period.

Figure 5 shows the weight loss percentage from 2 wk postoperatively (T1) to the last
follow-up 2 years (T7) postoperatively. Differences were considered statistically

significant for all comparisons.

Complications

The most frequent complications were abdominal pain (14.75%), readmission (6.56%),
and hematoma (3.28%). One patient experienced intraluminal bleeding, which resolved
spontaneously without the need for a blood transfusion. Another patient was diagnosed
with ileus on postoperative day 6; however, laparoscopic inspection did not reveal any
significant findings. Anastomotic leaks or strictures were not observed. None of the
patients experienced volvulus of the duodenal-ileal anastomosis or internal hernia. No
intraoperative complications or mortality were reported during the immedigte
postoperative or follow-up periods. No long-term complications were reported until the
end of the follow-up period. The mean follow-up time was 19.43 + 6.91 mo, with 65% of

patients being followed for 2 years.

DISCUSSION
This study presents the initial experience in Colombia with the SADI-S procedure as a
surgical approach for extremely obese patients with obesity- related metabolic diseases,
confirming the intended effectiveness in weight loss and safety. In an updated statement
(2020), the American Society for Metabolic & Bariatric Surgery endorsed SADI-S as an
appropriate metabolic procedure; however, there is a lack of evidence regarding
intestinal adaptation, nutritional issues, optimal lengths of efferent limbs, and long- term
weight loss and recovery after this procedurel'7 18],

Different studies have sought to identify an ideal technique that can be

individualized and tailored to each patient's requirements to identify the most effective




and safe procedure that reduces associated complications. One advantage of SADI-S is
the preservation of the pylorus, which reduces the occurrence of dumping syndrome and
reactive hypoglycemia reported after other procedures, such as Roux-en-Y gastric bypass
(RYGB)[1?l. Additionally, preserving a common limb length of 300 cm may be associated
with a lower incidence of diarrhea and malabsorption, reducing the occurrence of short
bowel syndrome, a risk factor for patients with an intestinal length of < 2 m[*l. Similar to
DS, SADI-S has beneficial effects on endocrine and metabolic diseases such as type 2
diabetes mellitus, hypertension, and OSAS, similar to DSI2.

The SADI-S is a modified version of the DS, and its efficacy should be compared
based on the mechanism they share. One advantage of SADI-S over DS is the shorter
operative time, with SADI-S averaging 132.70 + 7.19 min compared to 164.30 £+ 7.78 min
for DS (P = 0.006)[17-20I, Several studies have documented a low rate of anastomotic leaks
and a reduction in the occurrence of internal hernias, as there is no mesenteric
openingl1718]. The procedure can be performed in one or two stages, with the first stage
involving sleeve gastrectomy and the second being a single duodenal-ileal anastomosis,
typically performed 6-12 mo after the initial procedurel®. In the series published by
Surve ef all2], the average operative time (skin-to- skin) for SADI-S was 121.8 + 25 min
(range 75-182). Complication rates after SADI-S have been reported in the literature
ranging from 1.6% to 13%, with an overall reoperation rate of 8.2% and an estimated
mortality rate of 0.4%12022].

In this study, the mean operative time was 143 + 25 min. There were no
intraoperative complications in this series; only 6.8% (n = 4) of the patients experienced
early complications within the first 30 d after surgery. No mortality occurred during the
immediate postoperative period or follow-up. The mean hospital stay after surgery was
2.3 days, and the mean time from surgery to the initiation of oral feeding was only 1.0 +
0.25 days.

No cases of internal hernias or volvulus at the duodenal-ileal anastomosis were
documented during follow-up. The rate of anastomotic-related complications after SADI-

S was lower than those reported for RYGB and DSIZ?%1. The reported incidence of




anastomotic leaks after DS ranges from 0.5% to 6%, whereas the incidence of internal
hernias after RYGB ranges between 0.5% and 16%. The incidence of intestinal obstruction
ranges from 0.6% to 3.6%, and the incidence of gastrojejunal stenosis varies from 3% to
11 %l27-29],

Studies have documented excess weight loss of 61.7%-87% 1 year after the SADI-S.
Two-year weight loss ranges from 83.7% to 93.7%[182728]_ In this series, the initial mean
BMI was 50 kg/m?2, and 33% of the participants had a BMI < 30 kg/m? at 1 year. Weight
loss during the first year remained consistent throughout the follow-up period, with a
median reduction in BMI of 79.84% (IQR, 35.76) at 1 year and a median reduction of
91.27% (IQR, 102) at 2 years. However, no statistically significant differences were
observed between groups.

Regarding the resolution of comorbidities, the rates of complete remission of
diabetes in non-insulin-dependent patients after a 3-year follow-up were 77.1%, 89.7%,
and 96.4% for RYGB, DS, and SADI-S, respectively, and 30.4%, 50%, and 56%,
respectively, for insulin-dependent patients(2l. SADI-S, along with associated lifestyle
and nutritional changes during follow-up, improved fasting blood glucose levels to an
average of 83 mg/ dL at 12 mo and reduced the average HbA1C to 5.1%. All patients had
HbA1C levels <5.6% 24 mo after the procedure.

The control of obesity-related metabolic diseases and the outcomes observed in this
study are consistent with other evidence described by Sanchez-Pernaute, who reported
an average excess weight loss of 72% 2 years after the two-stage SADI-S. The complete
remission rates of diabetes mellitus, hypertension, and dyslipidemia were 88%, 60%, and
40%, respectively'8l. Dyslipidemia was resolved in 31.2% of patients and improved by
25%. The rates of remission and improvement in hypertension were 27.7% and 22.2%,
respectively 27311, This study illustrates the initial experiences in Colombia regarding the
performance of SADI-S as a surgical technique for extremely obese patients with obesity-
related metabolic diseases, reaffirming the data obtained regarding the effectiveness of

weight loss and the procedure's safety.




In a single-center cohort study that included patients who underwent the SADI-S,
the overall rates of resolution of diabetes mellitus, hypertension, dyslipidemia, and OSAS
were 88.5%, 73.0%, 77.0%, and 85.7%, respectively, with no differences observed between
one- and two-stage SADI-S[2l. In this study, OSAS was diagnosed in 76% (n = 44) of the
patients using polysomnography at the beginning of the study, of whom 69% were
treated with CPAP. At 1 year, 24% (n = 14) of the patients reported resolution of sleep
apnea and discontinuation of CPAP. The remaining 45% (n = 22) reported symptom
improvement during the follow-up/21l.

The results of this study support the efficacy and safety of SADI-S as a treatment for
extreme obesity. Long-term follow-up is necessary to evaluate the outcomes of this
technique and compare them with those of other procedures in terms of sustained long-
ter eight loss and occurrence of late complications[32341.

This is the first national retrospective study on SADI-S; however, several limitations
of our analysis should be considered, including its retrospective design, observational
nature, small sample size, short follow-up duration, and lack of postoperative
polysomnography. Although this study had a limited sample size and short-term follow-
up, the results correlate with findings from other studies showing favorable outcomes
and the safety of SADI-S as a surgical technique. The significance of this study lies in
being the first case series published in Spanish-speaking countries in South America,
which helps promote the use of this surgery as a viable alternative for patients with
extreme obesity, with very low perioperative mortality and good weight-loss results up

to the observation period.

CONCLUSION

SADI-S is an effective procedure for patients with extreme obesity. It has a low rate of
intraoperative and postoperative complications, with good outcomes in terms of weight
loss and improvement or resolution of associated comorbidities. Our experience confirms

the reproducibility of this technique when performed in referral centers. Long-term




follow-up studies are required to evaluate sustained weight loss and determine long-

term metabolic complications.

ARTICLE HIGHLIGHTS

Research background

The latest health survey in Colombia (ENSIN 2015) found that 37.8% of adults in our
country were overweight, while 18.7% were obese. With over half of the population
(56.5%) being overweight or obese, this is considered a public health problem in

Colombia.

esearch motivation
Single anastomosis duodeno-ileal bypass with sleeve gastrectomy (SADI-S) is a safe and
effective procedure for weight loss 2 years post-surgery SADI-S improved and resolved
obesity-related comorbidities. SADI-S has shorter operative time compared to duodenal

switch.

Research objectives
The primary objective is to assess the safety of the procedure in terms of intraoperative
complications and complications within 30 d postoperatively. The secondary objective is

to evaluate weight loss and complications during the follow-up period.

Research methods
Retrospective data were collected from patients with extreme obesity who underwent
laparoscopic SADI-S as a primary or revision procedure after sleeve gastrectomy at

Clinica Reina Sofia in Bogota.

Research results
The results of this study support the efficacy and safety of SADI-S as a treatment for

extreme obesity.




Research conclusions

SADI-S is an effective procedure for patients with extreme obesity. It has a low rate of
intraoperative and postoperative complications, with good outcomes in terms of weight
loss and improvement/resolution of associated comorbidities. Our experience confirms

the reproducibility of the technique when performed in referral centers.

Research perspectives

The significance of the study lies in being the first case series published in Spanish-
speaking countries in South America, which helps promote the use of this surgery as a
viable alternative for patients with extreme obesity, with very low perioperative

mortality and good weight loss results up to the observation period.
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