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Laparoscopic sleeve gastrectomy 
in severely obese adolescents: 
effects on metabolic profile
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ABSTRACT
Objective: The objective was to conduct clinical and metabolic evaluations of obese adolescents 
before and after laparoscopic sleeve gastrectomy (LSG) (up to 24 months). Subjects and methods: 
This was designed as a retrospective, descriptive series of cases study, conducted in Instituto 
da Criança, São Paulo, Brazil. Analysis of clinical and laboratory data from 22 obese adolescents 
between 14 and 19 years old submitted to LSG between 2007 and 2014. Patients had BMI > 40 kg/m2 
or BMI > 35 kg/m2 with comorbidities. Anthropometric, clinical and laboratory assessments were 
performed: before surgery, 6, 12, 18, and 24 months after surgery. We assessed weight loss and 
metabolic changes up to 24 months after LSG. Results: The mean preoperative weight and BMI 
were 128.5 kg (SD = 23.1) and 46.5 kg/m2 (SD = 7.4), respectively. There was an average weight loss 
of 34.5 kg in the first 12 months’ post LSG, corresponding to a 60% excess weight loss (EWL), as well 
as an average reduction in BMI of 12.3 kg/m2. However, after 24 months, the average EWL was 45%, 
corresponding to an average weight regain (WR) of 13.3 kg (15%) within two years. LSG improved 
dyslipidemia in 67.8% of patients, a significant remission of hepatic steatosis 47% and 37.7% systemic 
arterial hypertension; type 2 diabetes remission was complete. Conclusions: LSG proved to be a safe 
and effective procedure and seems to be the new hope for the obesity epidemic. Arch Endocrinol Metab. 
2017;61(6):608-13
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INTRODUCTION

A s a chronic and progressive disease, obesity is 
currently considered a global epidemic that causes 

2.8 million deaths per year. The prevalence of overweight 
and obese children have increased worldwide, with an 
estimate of 60 million obese children in 2020 (1). 

The risk of becoming an obese adult is 77% for obese 
children and 7% for non-obese children, and it has been 
shown that 7.3% of boys and 5.5% of girls in the United 
States are extremely obese (BMI ≥ 35 kg/m2 ≥ or BMI ≥ 
1.2 above the 95th percentile) (2,3). In Brazil, data from 
the Family Expenditure Survey 2008-2009 conducted 
by the Brazilian Institute for Geography and Statistics 
showed a significant increase of overweight children, 
mainly in the age group between 5 and 9 years old. The 
number of obese children within the same age range 
increased by over 300%, jumping from 4.1% in 1989 to 
16.6% in 2009. The number of overweight boys more 

than doubled between 1989 and 2009, rising from 15% 
to 34.8%. Among girls, this variation was even greater: 
2.4 in 1989 to 11.8 in 2009 (4).

The metabolic risks faced by obese children and 
adolescents, as well as the related comorbidities, are 
widely known (5). In obese adolescents with diabetes, 
weight loss can improve glycemic control, prevent the 
development of type 2 diabetes mellitus (type 2 DM) 
in pre-diabetic teens, reduce cardiovascular risk and 
improve quality of life (6).

However, clinical, pharmacological and behavioral 
treatments have had disappointing outcomes in 
severely obese adults, adolescents and children. The 
consensus is that in adults, advanced stages of obesity 
only respond satisfactorily to surgical treatments, 
and surgical treatment for obesity in adolescents has 
recently been gaining acceptance (7). The current 
guidelines of the International Pediatric Endosurgery 
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Group (IPEG) recommend that surgical intervention 
should be considered only for extremely obese 
adolescents. Complete remission of type 2 DM in 
adolescents submitted to bariatric surgery has also 
been reported (8).

A meta-analysis done in 2008 included 19 studies 
on bariatric surgery in obese adolescents with a mean 
age of 16.8 years and mean body mass index (BMI) 
of 48.8 kg/m2 showed a significant reduction in BMI 
when patients underwent a bypass or gastric banding 
(7). Lately, less invasive techniques have been proposed 
for the pediatric age group with published efficacy and 
safety (9,10). Since 2007 laparoscopic sleeve gastrectomy 
(LSG) is one of these procedures. Performing LSG 
in this age group allows for intervention before the 
comorbidities become more severe.

LSG was initially used as part of the biliopancreatic 
bypass with duodenal switch (BPD-DS) (11). Later, 
in difficult cases, the procedure was performed in two 
stages and surprisingly good results were observed 
with the LSG alone, in spite of minimal restriction 
and malabsorption (12). Currently, it is an isolated 
procedure among the arsenal of surgical procedures. 
LSG is a relatively simple procedure, with low morbidity 
and mortality, and the ample literature on it shows that 
it can lead to loss of excess weight in a range of 54-
61% without device implantation or dissociation of the 
gastrointestinal tract (13). 

There is still a lack of consensus regarding the 
inclusion criteria for obese adolescents in surgical 
obesity treatment programs, what type of surgery 
would be most appropriate for this population, and how 
postoperative follow-up should be conducted. One of 
the most serious medium and long-term problems is 
weight regain, which varies across bariatric surgery 
patients (14,15). Little data exist on the metabolic 
changes after bariatric surgery in adolescents.

The goal of this study was to conduct clinical and 
metabolic evaluations of obese adolescents before and 
after LSG during a period of 24 months in order to 
obtain a clearer picture of postsurgical outcomes and 
better understand the subgroup of patients who might 
benefit from this procedure. 

SUBJECTS AND METHODS

This is a retrospective, descriptive series of cases study. 
Inclusion criteria was defined as patients with age from 
14 to 19 years old, had BMI ≥ 40 kg/m2 or BMI ≥ 

35 kg/m2 with comorbidities and were submitted to 
LSG between 2007 and 2014 at Instituto da Criança 
da Universidade de São Paulo (Children’s Institute of 
the University of São Paulo) Exclusion criteria were 
patients with no follow-up data available.

We conducted the analysis of a clinical and 
laboratory data. All patients attended the child obesity 
outpatient clinic of the Pediatric Endocrinology 
Department. The follow-up consists of clinical and 
pharmacological treatment. It includes a clinical 
appointment once a month for at least 6 months 
before surgery, followed by a multidisciplinary team 
including a pediatric endocrinologist, a nutritionist, a 
psychologist and a physical educator. Clinical treatment 
was composed of guidance on the lifestyle, diet and 
physical activity. Pharmacological treatment included 
the use when indicated of metformine, sibutramine and 
anti-depressive drugs as fluoxetine and sertraline. LSG 
was recommended to patients who failed to achieve 
significant weight loss (10% of initial weight at 6 
months) through clinical treatment. Both the patients 
and their guardians were informed about the risks and 
benefits of surgery and provided informed consent.

Anthropometric data such as weight (kg), height (m) 
and BMI (kg/m2) as well as abdominal circumference 
(AC) were retrieved from medical records. Weight loss 
and reductions in BMI were reported in absolute values 
and as a percentage of the initial values. Excess Weight 
Loss (EWL) was measured using BMI values above 
25 kg/m2. 

Clinical and laboratory assessments were performed 
during the following times: before surgery, and 6, 
12, 18, and 24 months after surgery. We evaluated: 
total cholesterol (TC), fractions [Low-density 
lipoprotein (LDL-C), high-density lipoprotein 
(HDL-C) and triglycerides (TG) (colorimetric enzyme, 
mg/dL)], oral glucose tolerance test (OGTT) with 
oral administration of 75g of glucose, fasting glycaemia 
(FG) (enzymatic colorimetric, mg/dL) and fasting 
insulinemia (electrochemiluminescence immunoassay, 
μU/mL), glycated hemoglobin (Hb) (ion exchange 
high performance liquid chromatography HPLC 
– Variant II Turbo – method certified by NGSP), 
transaminases (kinetic UV – IFCC, U/L), uric acid 
(enzymatic colorimetric assay, mg/dL), abdominal 
ultrasonography for evaluation of hepatic steatosis and 
echocardiogram to evaluate concentric hypertrophy of 
the left ventricle. 
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We evaluated the following variables: insulin 
resistance (IR; using the homeostatic model 
assessment of insulin resistance, HOMA-IR ≥ 2.5), 
pre-diabetes (FG ≥ 100 mg/dL and < 126 mg/dL 
or OGTT ≥ 140 and < 200 mg/dL), type 2 DM (FG ≥ 
126 mg/dL or OGTT ≥ 200 mg/dL or glycated Hb 
≥ 6.5%), dyslipidemia (TC > 200 or LDL-C > 130 or 
HDL-C < 40 for boys and HDL-C < 45 for girls or 
TG > 130 mg/dL), and systemic arterial hypertension 
(SAH) [systolic blood pressure > 130 mmHg or 
diastolic blood pressure > 80 mmHg]. The resolution 
of comorbidities was evaluated throughout follow-up. 
Metabolic Syndrome was considered when any 3 of 
5 were present: elevated waist circumference (> 102 
cm in men; > 88 cm in women), elevated triglycerides  
(≥ 150 mg/dL), reduced HDL-C (< 40 mg/dL in 
men; < 50 mg/dL in women), elevated blood pressure 
(≥ 130 mmHg systolic blood pressure or ≥ 85 mmHg 
diastolic blood pressure), elevated fasting glucose  
>100 mg/dL (16). 

Surgical descriptions, including complications, 
were retrieved from the medical records. After surgery, 
patients were followed by the same multidisciplinary 
team including a pediatric endocrinologist, a 
nutritionist, a psychologist and a physical educator. 
Physical activity was encouraged and all followed a one 
year diet with a nutritionist who introduced gradually 
each type of food according to a LSG guideline (17,18) 
and routinely received multivitamin, vitamin B1 and 
vitamin D3 supplements. The LSG technique has been 
well standardized (14).

Means were calculated for every period studied. 
We used a repeated measures model using generalized 
estimating equations (GEE) to calculate the effect over 
time considering a normal distribution of the response 
variables and the autoregressive working correlation 
matrix. We present the p-values for the comparisons 
in pairs, comparing each time to the baseline time and 
then to the time immediately before it. Significance was 
set at 5%. All analyses were conducted using the ggplot2 
and geeglm packages of the R 3.1.1 software (R Core 
Team).

RESULTS

We assessed 22 obese adolescents (16 females) with a 
mean age of 16.89 years). The mean preoperative weight 
and BMI were 128.5 kg (SD 23.1) and 46.5 kg/m2 (SD 
7.4), respectively. The average operation (anesthesia 

and surgery) time was 256 minutes. There were no 
open conversions or postoperative complications. 
One patient had a spleen injury and another had 
intraoperative port site bleeding. The mean hospital stay 
was four days (considering that patients were admitted 
one day before the surgery), without any readmissions 
or deaths. The average number of postoperative 
appointments was 8.9 (SD 4.0) during an average of 
27.6 months of follow-up.

There was an average weight loss of 34.5 kg in the 
first 12 months’ post LSG, corresponding to a 60% 
EWL, as well as an average reduction in BMI of 12.3 
kg/m2. However, after 24 months, the average EWL 
was 45%, corresponding to an average weight regain 
(WR) of 13.3 kg (Figures 1 and 2).

Before surgery, more than half of the patients 
were hypertensive and had hepatic steatosis, and two 
had concentric hypertrophy of the left ventricle. The 
baseline data and the following months data are shown 
in Table 1. There were also high rates of dyslipidemia and 
IR (Figure 3). Note that after LSG all the comorbidities 

Figure 1. Percent of excess weight loss (EWL) after laparoscopic sleeve 
gastrectomy in severely obese adolescents.
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Figure 2. Percent of reduction in body mass index (BMI) after laparoscopic 
sleeve gastrectomy in severely obese adolescents.

48
47
46
45
44
43
42
41
40
39
38
37
36
35
34
33

Before

BM
I (

kg
/m

2 ) 
– 

95
%

 C
I

6 months 12 months 18 months 24 months



Co
py

rig
ht

©
 A

E&
M

 a
ll r

ig
ht

s r
es

er
ve

d.

611

Sleeve gastrectomy in adolescents

Arch Endocrinol Metab. 2017;61/6

remitted or improved (Table 2). Twelve months after 
LSG, all metabolic markers remained stable and there 
was no weight regain. The course of metabolic syndrome 
before and after surgery is also shown in Table 2.

Throughout the postoperative follow-up, there were 
no deficiencies in vitamin D, albumin, vitamin B12, folic 
acid, calcium, magnesium, phosphorus or zinc dosages 
(data not shown). One female patient presented iron 
deficiency anemia with low concentrations of iron and 
ferritin. No patients developed a compulsive behavior. 
Twelve patients underwent bone densitometry (BD) 
15 months after LGV, on average. Everyone showed 
normal BD for age and sex.

Table 1. Comparison of the baseline characteristics and the evolution after 6, 12, 18 and 24 months

Variables

Baseline 6 months 12 months 18 months 24 months

N Mean (SD) N Mean (SD) N Mean (SD) N Mean (SD) N Mean (SD)

BMI (kg/m2) 23 46.3 (7.4) 21 34.4 (6.6)*† 15 34.5 (6.4)* 12 37.1 (6.2)* 14 38.4 (6.7)

WC (cm) 19 133.6 (13.7) 19 102.7 (27)*† 14 108.4 (13.8)* 10 114.4 (15.2) 13 116.6 (13.8)

SBP (mmHg) 23 127.8 (12.5) 19 113.7 (10.4)*† 14 119.7 (15.4) 8 113.9 (8.4) 14 120.1 (7.8)

DBP (mmHg) 23 80.2 (9.9) 19 69.8 (6.4) 14 72.2 (9.2) 8 70 (3.1) 14 75.1 (8.7)†

TC (mg/dL) 21 163.3 (25) 13 149.7 (15.3) 9 153.7 (23.7) 7 135.2 (10.6) 8 155.8 (25.6)

LDL-C (mg/dL) 20 106 (21.8) 13 94.1 (18) 9 91.4 (24.6) 7 79.9 (12.3)* 8 96.2 (23.4)

HDL-C (mg/dL) 20 36.6 (10.9) 13 42.3 (8)*† 9 51.4 (8.4)*† 7 48.4 (12.8)* 8 50.6 (14.1)*

TG (mg/dL) 21 115.6 (52.4) 13 91.8 (38.8) 9 68.7 (18.8)* 7 84.6 (31.1)* 8 90.5 (43.3)

Glycaemia (mg/dL) 19 59.5 (44.3) 13 66.6 (30.6)* 9 49 (38.7) 5 60.9 (37.1) 9 80.3 (6.8)*

Insulinemia (μU/mL) 11 38.6 (29.8) 10 12.1 (9.4) 6 8.4 (3.1)* 5 11 (8.9) 8 12.1 (8.2)

BMI: body mass index; WC: waist circumference; SBP: systolic blood pressure; DBP: diastolic blood pressure; TC: total cholesterol; LDL-C: low-density lipoprotein; HDL-C: high-density lipoprotein; 
TG: triglycerides; SD: standard deviation; N: number * statistic significant when compared to 6-month mean † statistic significant when compared to the mean immediately before.

Table 2. Prevalence of comorbidities at baseline and after 12 and 24 months of laparoscopic sleeve gastrectomy (LSG) in severely obese adolescents 

Measure Baseline 12 months 24 months p value

SAH 13/22 (59.1%) 3/17 (17.6%) 3/14 (21.4%) 0.023

type 2 DM 1/22 (4.5%) 0/12 (0%) 0/13 (0%) 0.999

OGI 2/22 (9.1%) 0/12 (0%) 0/13 (0%) 0.999

LV hypertrophy 3/22 (13,6%) 0/12 (0%) 0/12 (0%) 0,999

HOMA-IR > 2.5 21/22 (95.5%) 4/12 (33.3%) 6/13 (46.2%) 0.046

Hepatic steatosis 12/22 (54.5%) 2/12 (16.7%) 1/14 (7.1%) 0.027

Dyslipidemia 21/22 (95.5%) 2/12 (16.7%) 3/13 (23.1%) 0.004

Metabolic syndrome 4/22 (18.2%) 4/22 (18.2%) 1/14 (7.1%) 0.479

SAH: systemic arterial hypertension; type 2 DM: type 2 diabetes; OGI: oral glucose intolerance; LV hypertrophy: left ventricular hypertrophy; HOMA-IR: homeostatic model assessment of insulin 
resistance.

Figure 3. Mean HOMA-IR (homeostatic model assessment of insulin 
resistance) post laparoscopic sleeve gastrectomy in severely obese 
adolescents.
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DISCUSSION

Considering the low response to clinical treatments 
and the lowered life expectancy of severely obese 
adolescents, bariatric surgery seems to be the new 
hope for the obesity epidemic. However, the long-term 
implications of surgery, such as psychological effects, 
metabolic interference and the impact on growth are 
not yet fully understood.

In this study, we conducted clinical and metabolic 
evaluations of obese adolescents before and after LSG 
during a period of at least 24 months. In our group 
of 22 adolescents, we observed a mean weight loss of  
34.5 kg (average excess weight loss of 60% - EWL) at 12 
months. After 24 months, the average weight loss was 
25.8 kg (45% EWL), which means 15% of the weight 
regain within two years. This is similar to that reported 
by Nadler and cols., who evaluated 33 patients with 
an average EWL of 40 ± 19% after 12 months (19). 
On the other hand, our values were lower than those 
reported by Alqahtani and cols., who studied a group 
of 108 patients with a mean EWL of 64% at 24 months 
(9) and Boza and cols., who studied 54 patients and 
recorded a mean EWL of 96.2% after 12 months (20). 
From our experience this weight regain is due to a lack 
of compromise with diet and exercise prescription after 
the first year of follow-up, although we have no precise 
evaluation concerning this topic in this study.

While we found a 25.6% weight loss at 12 months, 
Sachdev and cols. similarly reported a loss of 27% (21). 
Our data were also like those of Lennerz and cols.,  
who observed a loss of 13.1 ± 8.2 BMI points at 18 
months’ post-surgery, while in our study this figure was 
11.1 (22).

While WR was 15% in our study, Boza and cols. 
reported a WR of only 4% in 2 years and Alqahtani 
and cols. did not report any (9,20).The lowest weight 
point in our study was 12 months, in line with studies 
reporting 12-16 months (23). WR is a common risk, 
and approximately 20-30% of patients do not reach 
their ideal weight loss (24,25). 

Several factors can influence weight goals and 
WR after bariatric surgery. Responses vary between 
individuals according to type of surgery, follow-up, 
demographics, psychosocial factors, biological factors 
and factors that regulate energy intake, stock and 
expenditure (25).

Our data showed a rapid decrease in blood glucose 
and a significant improvement in insulin sensitivity 

already at 6 months postoperatively, when there was still 
a mean BMI of 40.1 kg/m2 (SD 5.8). Previous studies 
related the different types of bariatric surgery with 
improved glucose homeostasis together with incretins 
and intestinal hormones, independently of weight loss 
(6,26-29). This was observed when they compared 
weight loss by bariatric surgery to weight loss achieved 
with clinical treatments or purely restrictive treatments 
such as gastric banding, which have little or no effect 
on the post-prandial hormonal profile (30-32).

Bariatric surgery not only reduces body fat; it also 
improves dyslipidemia. A study that evaluated a cohort 
of patients who had bariatric surgery showed improved 
serum lipid profiles in 70% of patients (33). In our 
study, dyslipidemia improved in 67.8% of patients.

Still regarding comorbidities, our study revealed a 
significant resolution rate in two years, with approximately 
47% remission of hepatic steatosis and 37.7% of SAH. 
Type 2 DM remission was complete. Of the 95.5% of 
patients with IR preoperatively, 66.6% normalized their 
insulin profile and kept it despite the weight regained in 
two years. The significant improvement in dyslipidemia 
also remained despite the weight regained. This shows 
that the metabolic condition achieved by LSG goes 
beyond simple weight loss, which makes the surgery 
more metabolic in nature and not purely restrictive, as 
formerly thought. Indeed, the International Hepatology 
Committee considers bariatric surgery a valid treatment 
option for non-alcoholic steatohepatitis in adolescents 
with morbid obesity (34). 

Limitations of our study are that it was a retrospective 
series of cases study with a small number of patients, no 
control group and non-standard follow-up. The same 
surgeon with the same surgical technique operated 
all patients and all exams were performed in the same 
laboratory.

The increase in the number of patients undergoing 
bariatric surgery has allowed for a better understanding of 
the mechanisms that induce weight loss. However, it is not 
yet clear which physiological mechanisms are responsible 
for continued weight loss and metabolic improvements 
(35). This work shows that even with weight regain, 
patients show great metabolic improvement, which is 
maintained for up to two years after surgery. Prospective 
studies should be conducted comparing different surgical 
treatments using standardized long-term follow-ups to 
address these issues. 

Acknowledgments: we thank Mariza Kazue for bibliography re-
search, Lucas Damiani for statistical analysis and Luiz Fernando 



Co
py

rig
ht

©
 A

E&
M

 a
ll r

ig
ht

s r
es

er
ve

d.

613

Sleeve gastrectomy in adolescents

Arch Endocrinol Metab. 2017;61/6

Ybarra and Sergio Santoro for reviewing this article many times. 
This manuscript was reviewed by a professional science editor and 
by a native English-speaking copy editor to improve readability.

Clinical Trial Registration Number: NCT02594514.

Disclosure: no potential conflict of interest relevant to this article 
was reported.

REFERENCES
1. (WHO) WHO. Obesity and overweight 2016. Available from: http://

www.who.int/mediacentre/factsheets/fs311/en/. Access on: Feb 
25, 2014.

2. Stefater MA, Jenkins T, Inge TH. Bariatric surgery for adolescents. 
Pediatr Diabetes. 2013;14(1):1-12.

3. Leon MB, Smith CR, Mack M, Miller DC, Moses JW, Svensson 
LG, et al. Transcatheter aortic-valve implantation for aortic ste-
nosis in patients who cannot undergo surgery. N Engl J Med. 
2010;363(17):1597-607.

4. BRASIL. Pesquisa de Orçamentos Familiares 2008-2009 – Antro-
pometria e estado nutricional de crianças, adolescentes e adultos 
no Brasil. Ministério do Planejamento, Orçamento e Gestão, In-
stituto Brasileiro de Geografia e Estatística, Rio de Janeiro, 2010.

5. Reilly JJ, Kelly J. Long-term impact of overweight and obe-
sity in childhood and adolescence on morbidity and premature 
mortality in adulthood: systematic review. Int J Obes (Lond). 
2011;35(7):891-8.

6. Karamanakos SN, Vagenas K, Kalfarentzos F, Alexandrides TK. 
Weight loss, appetite suppression, and changes in fasting and 
postprandial ghrelin and peptide-YY levels after Roux-en-Y gas-
tric bypass and sleeve gastrectomy: a prospective, double blind 
study. Ann Surg. 2008;247(3):401-7.

7. Treadwell JR, Sun F, Schoelles K. Systematic review and meta-
analysis of bariatric surgery for pediatric obesity. Ann Surg. 
2008;248(5):763-76.

8. Inge TH, Miyano G, Bean J, Helmrath M, Courcoulas A, Harmon 
CM, et al. Reversal of type 2 diabetes mellitus and improvements 
in cardiovascular risk factors after surgical weight loss in adoles-
cents. Pediatrics. 2009;123(1):214-22.

9. Alqahtani AR, Antonisamy B, Alamri H, Elahmedi M, Zimmerman 
VA. Laparoscopic sleeve gastrectomy in 108 obese children and 
adolescents aged 5 to 21 years. Ann Surg. 2012;256(2):266-73.

10. Baltasar A, Serra C, Bou R, Bengochea M, Andreo L. Sleeve gas-
trectomy in a 10-year-old child. Obes Surg. 2008;18(6):733-6.

11. Hess DS, Hess DW. Biliopancreatic diversion with a duodenal 
switch. Obes Surg. 1998;8(3):267-82.

12. Marceau P, Biron S, Bourque RA, Potvin M, Hould FS, Simard S. 
Biliopancreatic Diversion with a New Type of Gastrectomy. Obes 
Surg. 1993;3(1):29-35.

13. Pech N, Meyer F, Lippert H, Manger T, Stroh C. Complications, re-
operations, and nutrient deficiencies two years after sleeve gas-
trectomy. J Obes. 2012;2012:828737.

14. Till H, Bluher S, Hirsch W, Kiess W. Efficacy of laparoscopic sleeve 
gastrectomy (LSG) as a stand-alone technique for children with 
morbid obesity. Obes Surg. 2008;18(8):1047-9.

15. Allen SR, Lawson L, Garcia V, Inge TH. Attitudes of bariatric sur-
geons concerning adolescent bariatric surgery (ABS). Obes Surg. 
2005;15(8):1192-5.

16. Grundy SM, Cleeman JI, Daniels SR, Donato KA, Eckel RH, 
Franklin BA, et al. Diagnosis and management of the meta-
bolic syndrome: an American Heart Association/National Heart, 
Lung, and Blood Institute Scientific Statement. Circulation. 
2005;112(17):2735-52.

17. Parkes E. Nutritional management of patients after bariatric sur-
gery. Am J Med Sci. 2006;331(4):207-13.

18. Marcason W. What are the dietary guidelines following bariatric 
surgery? J Am Diet Assoc. 2004;104(3):487-8.

19. Nadler EP, Barefoot LC, Qureshi FG. Early results after laparo-
scopic sleeve gastrectomy in adolescents with morbid obesity. 
Surgery. 2012;152(2):212-7.

20. Boza C, Viscido G, Salinas J, Crovari F, Funke R, Perez G. Lapa-
roscopic sleeve gastrectomy in obese adolescents: results in 51 
patients. Surg Obes Relat Dis. 2012;8(2):133-7; discussion 7-9.

21. Sachdev P, Makaya T, Marven SS, Ackroyd R, Wales JK, Wright NP. 
Bariatric surgery in severely obese adolescents: a single-centre 
experience. Arch Dis Child. 2014;99(10):894-8.

22. Lennerz BS, Wabitsch M, Lippert H, Wolff S, Knoll C, Weiner R, 
et al. Bariatric surgery in adolescents and young adults--safety 
and effectiveness in a cohort of 345 patients. Int J Obes (Lond). 
2014;38(3):334-40.

23. Sjostrom L, Narbro K, Sjostrom CD, Karason K, Larsson B, Wedel 
H, et al. Effects of bariatric surgery on mortality in Swedish obese 
subjects. N Engl J Med. 2007;357(8):741-52.

24. Karra E, Yousseif A, Batterham RL. Mechanisms facilitating weight 
loss and resolution of type 2 diabetes following bariatric surgery. 
Trends Endocrinol Metab. 2010;21(6):337-44.

25. Pedersen SD. The role of hormonal factors in weight loss and 
recidivism after bariatric surgery. Gastroenterol Res Pract. 
2013;2013:528450.

26. Peterli R, Wolnerhanssen B, Peters T, Devaux N, Kern B, Christ-
offel-Courtin C, et al. Improvement in glucose metabolism after 
bariatric surgery: comparison of laparoscopic Roux-en-Y gastric 
bypass and laparoscopic sleeve gastrectomy: a prospective ran-
domized trial. Ann Surg. 2009;250(2):234-41.

27. Vrang N, Madsen AN, Tang-Christensen M, Hansen G, Larsen PJ. 
PYY(3-36) reduces food intake and body weight and improves in-
sulin sensitivity in rodent models of diet-induced obesity. Am J 
Physiol Regul Integr Comp Physiol. 2006;291(2):R367-75.

28. Ahren B, Larsson H, Holst JJ. Effects of glucagon-like peptide-1 
on islet function and insulin sensitivity in noninsulin-dependent 
diabetes mellitus. J Clin Endocrinol Metab. 1997;82(2):473-8.

29. Korner J, Bessler M, Inabnet W, Taveras C, Holst JJ. Exaggerated 
glucagon-like peptide-1 and blunted glucose-dependent insuli-
notropic peptide secretion are associated with Roux-en-Y gastric 
bypass but not adjustable gastric banding. Surg Obes Relat Dis. 
2007;3(6):597-601.

30. Korner J, Bessler M, Cirilo LJ, Conwell IM, Daud A, Restuccia NL, 
et al. Effects of Roux-en-Y gastric bypass surgery on fasting and 
postprandial concentrations of plasma ghrelin, peptide YY, and 
insulin. J Clin Endocrinol Metab. 2005;90(1):359-65.

31. Santoro S. Adaptive and neuroendocrine procedures: a new 
pathway in bariatric and metabolic surgery. Obes Surg. 
2008;18(10):1343-5.

32. Laferrere B, Teixeira J, McGinty J, Tran H, Egger JR, Colarusso A, 
et al. Effect of weight loss by gastric bypass surgery versus hypo-
caloric diet on glucose and incretin levels in patients with type 2 
diabetes. J Clin Endocrinol Metab. 2008;93(7):2479-85.

33. Buchwald H, Avidor Y, Braunwald E, Jensen MD, Pories W, Fah-
rbach K, et al. Bariatric surgery: a systematic review and meta-
analysis. JAMA. 2004;292(14):1724-37.

34. Nobili V, Vajro P, Dezsofi A, Fischler B, Hadzic N, Jahnel J, et al. 
Indications and limitations of bariatric intervention in severely 
obese children and adolescents with and without nonalcoholic 
steatohepatitis: ESPGHAN Hepatology Committee Position State-
ment. J Pediatr Gastroenterol Nutr. 2015;60(4):550-61.

35. Stefater MA, Wilson-Perez HE, Chambers AP, Sandoval DA, See-
ley RJ. All bariatric surgeries are not created equal: insights from 
mechanistic comparisons. Endocr Rev. 2012;33(4):595-622.


