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Quebecs: CANMEDS ROLES COVE

Medical Expert (as Medical Experts, physicians integrate all of the CanMEDS R&[es app lyir fi
medical knowledge, clinical skills, and professional values in their provision of hlgh\tm. lity”a

patient-centered care. Medical Expert is the central physician Role in the CanMEDS Fr“éﬁewg@\an S
defines the physician’s clinical scope of practice.) B

X

g

Communicator (as Communicators, physicians form relationships with patients and their families that
facilitate the gathering and sharing of essential information for effective health care.)

N

Collaborator (as Collaborators, physicians work effectively with other health care professionals to
provide safe, high-quality, patient-centred care.) =

Leader (as Leaders, physicians engage with others to contribute to a vision of a high-quality health
care system and take responsibility for the delivery of excellent patient care through their activities as -
clinicians, administrators, scholars, or teachers.) e

Health Advocate (as Health Advocates, physicians contribute their expertise and influence as they
work with communities or patient populations to improve health. They work with those they serve to
determine and understand needs, speak on behalf of others when required, and support the
mobilization of resources to effect change.)

X | XXX

Scholar (as Scholars, physicians demonstrate a lifelong commitment to excellence in practice through
continuous learning and by teaching others, evaluating evidence, and contributing to scholarship.)

X

X Professional (as Professionals, physicians are committed to the health and well-being of individual
patients and society through ethical practice, high personal standards of

behaviour, accountability to the profession and society, physician-led regulation, and maintenance of
/ | personal health.)
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Same day discharge (SDD) (<12h)
experience with Sleeve Gastrectomy (SG)
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Abstract

Background Laparoscopic sleeve gastrectomy (LSG) is be-
coming one of the most popular bariatric procedures because
of its short operative time, good resolution of comorbidities,
excellent weight loss, and low complications rae. However,
the safety of LSG as a day-surgery procedure has not yet been
widely documented.

Methods A retrospective analysis of a prospectively collected
bariatric database, in a single instilution, between August
2012 and February 20135, yielded 980 patients who underwent
LSG; 328 patients (33.5 %) responded to established criteria
and were operated on a 1-day surgery basis (length of stay<
12 h).

Results There were 258 (78 %) primary LSG and 70
revisional LSG (22 %) performed on 284 females and 44
males, with a mean age (£5D) of 38=9 years. Mean (=SD)
preoperative body mass index (BMI) was 456 kg/m’.

Operative time was 68+17 min (mean=5D). There were no
deaths. A total of 322 patients (98.2 %) were discharged home
the day of surgery. There were 6 (1.8 %) unplanned overnight
hospitalization, and 28 patients (8.5 %) were readmitted be-
tween days 1 and 30. Most patients (25/34, 73 %) were hos-
pitalized for minor problems, such as pain, nausea, and/or
vomiting. There were two cases of (0.6 %) gastric staple line
leaks, three (0.9 %) of intra-abdominal hematomas, two
(0.6 %) of pneumonia, one (0.3 %) of acute pancreatitis, and
one (0.3 %) of urnary tract infection. All patients recovered
well

Conclusions LSG can be performed as an outpatient proce-
dure in selected padents, with acceptable results in terms of
retention, readmission, and complication rates.

Keywords Ambulatory surgery - Obesity - Laparoscopic
sleeve gastrectomy
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COVID-19 Pandemic
Limited acces to care (nurse, staff, beds...)

Delayed management for bariatrics

Extending the Protocol for fully ambulatory to
hypoabsorptive procedures
SDD (<12h)

Dhesity Surgery
h'l:l]n-.-'.‘-:i:lb:vl'g.'l-:l.1[l]?.'sl 168500 0957
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Single Anastomosis Duodeno-lleal bypass (SADI-S) as Primary
or Two-5tage Surgery: Mid-Term Outcomes of a Single Canadian
Bariatric Center
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Abstract

Purpose Compar primary single anastomosis doodeno-ikeal by pass with sheeve gastrectomy (SAD-5) and feo-stage SAD]
afer sheeve pastrectomy (50) in erms of weight loss, reduction/remission of comarhidities, and mochidity.

Methods Retmspective study including 179 patients treaied lapamoscopically hetwesn 2016 and 2030, A 530Fr bougie was
used for the 50 in the primary SADI-S (group 1) and 36540Fr for the mvo-stage pocedure (group 2). The duodeno-ikeal
mnastomosis was performed &t 250 cm from the ileocecal valve and at beaxt 2 cm afier the pylornus.

Results Mean age was 441 years old, and there were 148 women and 31 men. There were 67 (37.4%) patients in group 1
and 112 (62.6%) in group 2, with 67% completing the d-year follow.ap. Mean preoperative body mass index (M) was
51.1 kgim® and 44.6 kgim” for groups 1 and 2, mespeciively. Preoperative comorbidities were obstructive sleep apnea.
hyperiension, type 2 dinbetes, and dyshpidemia in 103 (37.5%), 93 (52%), 3 (36.3% ), and 58 (32.4%) of cases. A1 d years
postoperatively, exoess weight loss (EWL) was 7 5% in group 1 and 67% in group 2 {p=0_1005). Both groups had good
oomortidity w=mission rates. Early posioperative morhidity rake was W.4% in group 1 and 3.6% in growp 2. In groupl, thene
wer mostly posioperative intra-ahdominal hemetomeas manaped consrvatively (ne= 4). Two revisional surperies were needed
fiar duode no-ileal @nEstomosis leaks. Pesioperative gastroesophageal reflun dissase (GERD), daly diarhea, vitamin, and
prodein kevels were similar in both groups.

Condusion Both types of strategies are afficient at short and mid-term omcomes. Preoperative criteria will inform surpeon
tecision between a primary and a fwo-stape strategy.

Keywonds Simple anastomasis dundenoileal bypass with sheeve gastreciomy (54 DI1-3) - One anasiomosis duodenal switch
(DADE) - Sleeve gastreciomy non-respondens: - Two-stage surpery
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Objectives

Analyse early results (30days) of hypoab orjati //

—

SADI-S, RYGB and OAGB
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Study design




> Method

Québec =z

Hopital du Sacré-Ceeur
CIUSSS Nord-de-l’ile-
de-Montreal

Dr. Ronald Denis MD, FRCS (c), FASMBS = :'i_:_'
Outgoing chief of Surgery and Director of Bariatric_a__n_d_'t_lfﬂl-_
Trauma Program at Hospital du Sacré-Coeur of Monﬁﬁa
Associate Professor at the Université de Montréal, Cana

Dr. Pierre Y. Garneau MD, FRCS(C), FASMBS - n,.l,':l||||IIII'I'|'I|'|'
Chief of Surgery = ' '
Bariatric and MIS surgeon =
Associate Professor at the Université de Mont:r;é_'é;_t;,_Qﬁf
North america chapter IFSO —

Dr. Anne-Sophie Studer MD, CSPQ
General, Bariatricand MIS Surgeon
Traumasurgeon NN
Clinical associate professor at the Université deﬁ\ﬁ_

Dr. Radu Pescarus MD, FRCSC
Bariatric and Upper GI Surgeon
Therapeutic Endoscopy

Co chairof CABPS

Dr. Adam Di Palma, MD, MSc, FRCS(c)
General, Bariatricand MIS Surgeon

Traumasurgeon
Clinical associate professor at the Université de Montréal, Canada r”1



Québec 2z
P -

Inclusion Criteria Exclusion Criteria

*Age < 55 yo with BMI < 50 kg/m? *Age > 55y0 and BMI > 50 kg/m?

*Age < 45 yo with BMI > 50 and < 55 kg/m? *Age > 45 yo and BMI > 55 kg/m?

*ASA score I or II, or III if cleared by internist, *ASA score = IV

*Moderate or severe obstructive sleep apnea *Obesity Surgery Mortality Risk* score grade C
syndrome if well controlled with CPAP *Poorly controlled Insulin-dependent diabetes
*Obesity Surgery Mortality Risk* score grade A or B| *Poorly controlled hypertension

*Residence within 40km radius from hospital *Complex previous abdominal surgeries

DeMaria EJ & al.(2007) Obesity surgery mortality risk score: proposal for a clinically useful score to predict mortality risk in patients undergoing gastric bypass. Surg Obes Relat Dis
Stenberg E, & al.(2022) Guidelines for Perioperative Care in Bariatric Surgery: Enhanced Recovery After Surgery (ERAS) Society Recommendations: A 2021 Update. World J Surg



