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What do we know about the subject matter of this study?

Bariatric surgery in adolescents is a developing issue, its short- and
medium-term results are favorable regarding effectiveness and sa-

What does this study contribute to what is already known?

This document provides guidelines for the accurate indication of
bariatric surgery as part of a stepped care approach of for the ma-

nagement of the adolescent with severe obesity, considering the cu-
rrent evidence, the vulnerability of the adolescent, and the need for
its implementation in a multidisciplinary context.

fety, it frequently presents nutritional complications, and its long-
term consequences are still unknown.
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In recent years, severe obesity in adolescents has been rising worldwide, and Chile is no exception to obesity; gery

this phenomenon. This condition exponentially increases health risks and it is associated with prema-

Abstract

s o o . . S adolescence;
ture mortality. Since 2008, several guidelines on pediatric obesity treatment have included bariatric ediatrics:
surgery as a treatment strategy for certain severely obese adolescents. These procedures have proven bedia ’
obesity treatment

to be safe and efficient in adults. Recent evidence shows that, when done in specialized centers, the re-
sults would be similar in adolescents in the short and medium term. Nonetheless, in this group of pa-
tients, bariatric surgery has risks related to their stage of development, and data on long-term results
and complications are still lacking. Therefore, to achieve the expected results, the patient selection,
surgery, and follow-up must be carried out by qualified multidisciplinary teams, in hospitals centers
that have the appropriate infrastructure, It is essential for the patients a life-long adherence to medi-
cal and nutritional monitoring. The objective of this document is to present the position statement of
the Nutrition Branch of the Chilean Society of Pediatrics on the different issues to be considered for
the adequate indication of these procedures in severely obese adolescents.
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Introduction

Obesity is the most common nutritional problem
in our population. In Chile, there are no data regar-
ding obesity during the adolescent period. However,
the National Board of School Aid and Scholarships
(JUNAEB)' shows that, in students of 9™ year grade,
this condition has significantly increased, rising from
8.1% to 13.4% between 2011 and 2016. In 2018, this
figure increased to 14.7%, of which 1,9% are severely
obese.

Globally, there has been an increase in severe
obesity in adolescents and its associated medical and
psychosocial comorbidities. These comorbidities have
a cumulative impact on health, determining that the
duration of obesity carries significant risks of disease
and premature mortality. In our country, severe obesi-
ty is defined as a body mass index (BMI) > +3 standard
deviation (SD), according to age and sex, as defined in
WHO 2007 reference.

Lifestyle interventions, and pharmacologic ap-
proaches, have shown a scarce benefit in the control
of severe obesity in adolescents, thus, bariatric surgery
(weight loss surgery, WLS) has emerged as a treatment
option given its safety and efficacy in adults. In the
United States, about 1,000 WLS are performed per
year on adolescents, which represents less than 1% of
the adolescent population with obesity class IIT (BMI
> 40 kg/m?)°.

This article presents the recommendations of the
Nutrition Branch of the Chilean Society of Pediatrics
(SOCHIPE) for the indication of WLS in adolescents.

1. Why consider WLS in severely obese
adolescents?

The Bogalusa study* showed that all adolescents
who were severely obese at an average of 12 years of
age, maintained obesity in adult life, and 88% also re-
mained severily obese. Recently, a study showed that
in children and adolescents there is a significant asso-
ciation between the obesity class and the prevalence of
cardiometabolic risk (CMR) factors®.

On the other hand, the cumulative effect of persis-
tent obesity from adolescence to adulthood increases
the likelihood of complications and premature death
related to diabetes and cardiovascular disease®’. Some
studies suggest that this effect would remain, regard-
less of BMI changes in adulthood®.

However, the most important immediate impact
of severe obesity on adolescents occurs in psychoso-
cial terms, affecting their quality of life, especially in
the areas of physical comfort, body esteem, and social
life>!.
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There are few studies on the outcome of lifestyle in-
terventions, specifically in severely obese adolescents.
Available data suggest that an older age and a higher
BMI will condition less effectiveness in the medical
treatment for BMI reduction. In severely obese adoles-
cents, a reduction between 0.3-0.68 kg/m? in BMI has
been reported after 1-3 years of treatment'’. The avai-
lable drug therapy is very limited, achieving, along with
lifestyle modification, small reductions in BMI ranging
from 0.7-1.7 kg/m?,

The SOCHIPE’s Nutrition Branch believes that in
appropriately selected severe obese adolescents, a WLS
could be a useful therapeutic tool considering the avai-
lable evidence and scant success of medical treatment,
including drugs, taking into account the impact of se-
vere obesity on psychosocial health, quality of life, and
increased risk of early morbidity and mortality.

2. What are the current recommendations for
performing WLS in adolescents?

Scientific societies'>" recommend a stepped-care
approach to for the treatment of obesity in children
and adolescents, with increasing levels of supervision
and intervention according to age, obesity class, asso-
ciated morbidity, and response to previous treatments.

Stage 4 of this approach considers WLS as a the-
rapeutic alternative in adolescents with severe obesity
associated with serious comorbidities that have a nega-
tive response to lifestyle interventions.

Since 2008, the international literature'*?! suggests
that WLS candidates a must have a BMI > 35 associa-
ted with serious comorbidities or > 40 with less severe
ones, along with complete physical maturity, defined
as a Tanner IV-V pubertal stage (bone age > 13 years
in females and > 15 years in males), or having reached
at least 95% of the adult height predicted by bone age.
There is no consensus on the minimum chronological
age for performing these procedures. In recent multi-
center studies, these interventions were performed on
adolescents as young as 13 years old****. Other requi-
rements are include: unsuccessful organized attempts
to lose weight with lifestyle interventions for at least
6 months, with acceptable adherence; adolescent’s
psychological maturity, and family support. Table 1
presented the current recommendations.

14-21

The SOCHIPE’s Nutrition Branch adheres to the re-
commendations of international literature regarding
WLS in adolescents, highlighting as an essential con-
dition a solid family support network, along with pro-
ven to be directly related to understanding the risks
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and benefits of surgery, especially regarding adherence
to the indications, increasing the potential success of
the procedure. Adolescents should be evaluated in the
pre-surgical stage by a mental health team (psycho-
logists and/or psychiatrists) specialized or with expe-
rience in adolescent eating disorders and severe obesi-
ty, in order to identify psychological morbidity and/or
risk behaviors, which should be treated and/or stabili-
zed before surgery.

3. What conditions contraindicate
the prescription of WLS in adolescents?

There are absolute and relative contraindica-
tions'**!. The following are the conditions that render
WLS inadvisable:

+  Obesity secondary to drugs or endocrinopathies.

+  Active consumption of alcohol and/or substances
that cause dependency.

+  Pregnancy and breastfeeding.

+  Pregnancy planning for up to two years after sur-
gery.

¢ Inability of the adolescent and/or caregivers to un-
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derstand the risks and benefits of the procedure,
or to comply with pre- and post-operative indica-
tions and long-term follow-up.

*  Medical, psychiatric, psychosocial, or cognitive
condition of the adolescent that prevents adheren-
ce to the indications or affects her or his ability to
make decisions Relative contraindications include
untreated or uncompensated mental health disor-
ders.

The SOCHIPE’s Nutrition Branch believes that the
evaluation of absolute or relative contraindications to
BC WLS should be carefully carried out assessed by
a qualified multidisciplinary team. Furthermore, and
considering the psychosocial vulnerability of the ado-
lescent and their dependence on adult care, it additio-
nally includes as a contraindication the proven absen-
ce of adequate family support.

4. What are the WLS techniques currently
performed on adolescents?

Surgical procedures are classified as restrictive,
malabsorptive, and mixed?®. Restrictive techniques de-

Table 1. Indications for adolescent bariatric surgery: Expert recommendations

BMI > 35 kg/m? with severe comorbidities:

BMI > 40 kg/m? with mild comorbidities:

- Type 2 diabetes mellitus (T2DM)

- Moderate to severe sleep apnea
(apnea/hypopnea index > 15 events/hour)

- Severe steatohepatitis

- Pseudotumor cerebri

- Hypertension
- Dyslipidemia
- Insulin resistance
- Glucose intolerance
- Mild obstructive sleep apnea
(apnea/hypopnea index > 5y < 15 events/hour)
- Panniculitis
- Venous stasis disease
- Urinary incontinence
- Significant impairment of activities in daily living or in quality of life
- Steatohepatitis
- Gastroesophageal reflux disease
- Weight-related arthropathies
- Severe psychosocial distress

- Tanner sexual maturity IV or V or bone age > 13 years in girls and > 15 years in boys or completion of 95% of adult stature based on

radiologic study

- Have failed to attain a healthy weight and improvement of comorbidities in medical treatment at weight loss at least 6 months

- Evidence that the patient and his family have the capacity to understand, and motivation to comply with recommended pre and postope-
rative care in nutritional, kinesiologic, psychological and medical follow-up

- Evidence for mature decision making, with an appropriate understanding of potential risks and benefits of surgery. Provide informed assent

or consent for the bariatric procedure

- Ability to make decisions and understand the potential risks and benefits of surgery
- If active psychiatric conditions (e.g., depression, binge eating disorder or anxiety) are present, surgery cannot be performed

- Avoid pregnancy for 1-2 years after surgery

Center and team:

These procedures should be performed in experienced centers and integrated multidisciplinary teams members should include a surgeon,
medical nutrition specialist, dietitian, mental health specialist (psychologist / psychiatrist), kinesiologist, social worker and nurse/or administrator

Adapted from references 14-21.
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crease gastric capacity, malabsorptive ones reduce the
intestinal absorption surface, and mixed ones combine
both techniques (Figure 1 a - b).

Between 2004 and 2011, in the United States, an
average of 968 WLS were performed in adolescents per
year, with a significant decrease in Roux-en-Y gastric
bypass (RYGB) (85.7% to 54.4%) and an increase in
vertical sleeve gastrectomy (VSG) (0.7% to 26.7%).
There was a similar trend in adults, along with impor-
tant decreases in adjustable gastric banding (AGB)*%.
This last technique is not approved by the FDA in chil-
dren under 18.

There is no consensus on the most appropriate surgical
technique for adolescents. The decision will be based
on the obesity severity and the medical and psycho-
social conditions of each patient. However, based on
available evidence, the SOCHIPE’s Nutrition Branch
supports the current trend of VSG use in adolescents
as a less invasive procedure with fewer surgical and
nutritional complications.

5. What are the outcomes of WLS in adolescents?

Recent prospective and multicenter studies show
that the outcomes of WLS in adolescents are compara-
ble with those of adults in relation to weight loss, reso-
lution of comorbidities, and complications.

The Teen-LABS, AMOS, and FAB 5+ studies®*?%,

Bariatric surgery - M. V. Amézquita G. et al

report an average weight loss of 43 kg and 15 BMI
points at 3-8 years follow-up after RYGB. The VSG
cohort of the Teen-LABS study reported an average
weight loss of 38 kg and 13 BMI points 3 years after
surgery.

The literature on adults has consistently shown that
WLS leads to a significant decrease in CMR factors as
well as reducing the risk of stroke, myocardial infarc-
tion, and death, by about 50%?¥. Although there are
no similar long-term data in adolescents, in the 5 to
8-year post-RYGB follow-up, WLS demonstrated an
average resolution of T2DM by 94%, HTN 88%, dysli-
pidemia 74%, and normalization of transaminases by
929%*>*%. The resolution of CMR is not only associated
with weight loss, but also with pre-surgical BMI, and
the time of surgery. Better medium-midterm results
were observed in adolescents who underwent WLS
with BMI < 50 kg/mt? compared with those with hig-
her BMI*.

Between 10% and 15% of adolescents present a sig-
nificant weight regain at 4 to 10-year follow-up after
RYGB**. Regain of the lost weight toss above baseline
occurs in 4% of adolescents at 3-year post-VSG follow-
up and 3% in the 3 to 5-year post-RYGB follow-up?*?.

In adolescents, good adherence to pre- and post-
operative indications would be a determining factor
for adequate weight loss, improved metabolic outco-
mes, and prevention of nutritional deficiencies®.
However, the predictive factors for better adherence
have not been clearly identified*.

a. Roux-en-Y Gastic Bypass (RYGB)

b. Vertical Sleeve Gastrectomy (VSG)

Restrictive and malabsorptive procedure.
Technique:

Figure 1. Bariatric
procedures most
commonly perfor-
med in adolescents.
Figures: courtesy
of Dr. Daniel Eche-
verria

The creation of a small pouch from the stomach, of appro-
ximately 30 cc in volume capacity, connected to the small
intestine through a jejunal anastomosis, with

a defunctionalized portion on Y de Roux. The distal stomach
remains in situ and excluded from the functional gastoin-
testinal tract.

Restrictive Procedure

Technique:

It involves a subtotal gastrectomy that leaves a tubular sto-
mach after the resection of a major part of the body, leaving
approximately 20% of its original size. It does not involve
the formation of anastomosis. It's an irreversible procedure.

634 ebitoriaL_qiku
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Regarding the quality of life, studies of up to 5 years
of follow-up show that, along with considerable and
lasting weight loss, adolescents report marked and sus-
tained improvement in the weight-related quality of
life”>.

Mental health outcomes at 1 and 2 years of follow-
up show a reduction of depression and anxiety symp-
toms”*. The impact of weight regain on these doma-
ins, as well as the medical co-morbidities resolution on
adolescent psychosocial health is unknown’.

Regarding weight loss results, improvement of CMR
factors, quality of life, and mental health, WLS has
shown favorable effects on midterm outcomes in se-
verely obese adolescents, highlighting the importance
of adequate adherence to the indications for achieving
and maintaining these results. The development and
implementation of innovative strategies that favor ad-
herence to indications are a priority aspect in the care
of these patients. All adolescents should be carefully
monitored after surgery to promote positive mental
health and reduce the risk of future complications in
this area.

6. What are the complications associated with
WLS in adolescents?

The surgical, medical, and nutritional complica-
tions should be considered when evaluating the appro-
priateness of these procedures.

The surgical morbidity and mortality of WLS are
directly related to the experience of the surgical team
and the hospital center®. In a 3-year follow-up, the
Teen-LABS study? reported early major complica-
tions in 9% of RYGB and 5% in VSG, including intes-
tinal obstruction and leaks, sepsis, and postoperative
bleeding. Minor complications reached 15% (RYGB

BRANCH RECOMMENDATION

17% and VSG 12%). Most major and minor compli-
cations occurred before discharge from hospital and
there were no deaths. Late complications occurred in
10-15% which included hernias, cholelithiasis, intes-
tinal obstruction, and stenosis. A recent 5-year post-
RYGB follow-up study on adolescents*, reported 1.9%
mortality and 19% of abdominal reinterventions, of
which cholecystectomy accounted for almost half of
these procedures (9.4%), followed by bowel obstruc-
tion 2.5%, and herniorrhaphy 2.0%. Table 2 shows the
early and late postoperative complications.

Micronutrient deficiency secondary to dietary res-
triction and malabsorption is the most important mid
and long-term complication of WLS (Table 3), and is
directly related to inadequate adherence to both die-
tary and supplemental indications'>***7*%, Failure to
take post surgical micronutrient supplementation is
significantly higher in adolescents than in adults and
adds up to 70% of non-adherent subjects at 6 months
follow-up®®. The most frequent deficiencies are iron,
vitamin D, calcium, vitamin B12, thiamine, and zinc.
In addition, micronutrient deficiencies have been re-
ported in the pre-surgical evaluation of these adoles-
cents?**. Figure 2 shows the frequency of micronu-
trient deficiencies in different studies*2.

A reduction in bone mineral density (BMD) has
been observed in the follow-up of adults up to two
years post-RYGB. Hyperparathyroidism due to vita-
min D deficiency and skeletal unloading due to rapid
weight loss would be the probable mechanisms causing
BMD®. In adolescents, a study* reported a 7.4% re-
duction in bone mineral content at 2 years post-RYGB
and a decrease between 0.1 to 1.5 SD in BMD. This loss
was significantly correlated with weight loss, however,
BMD remained appropriate for age, sex, and new body
weight. Further research is required to determine the
long-term impact of BC on bone mass.

Table 2. Common complications early and late of bariatric surgery in adolescents

Type Anatomical Common early complications Late complications Commentary
change (< 30 days) (>30dias)
Roux-en-Y Gastric Restrictive- - Anastomotic leak or - Vitamin and mineral With laparoscopic techniques,
Bypass Malabsorptive obstruction deficiency early complications are
- Operative wound infection - Dumping Syndrome reduced
- Thrombosis - Cholelithiasis
- Gastrojejunal anastomotic
stricture
- Ulcers, fistulas and hernias
Sleeve gastrectomy Restrictive - Anastomotic leak - Vitamin and mineral Vagus nerve is preserved

deficiency
- Gastroesophageal reflux
- Cholelithiasis

(Dumping Sx decreases)

Adapted from references 15, 16, 18, 19, 34.
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Table 3. Nutritional deficiencies after bariatric surgery

Bariatric surgery - M. V. Amézquita G. et al

Nutrient Clinical manifestations Biomarker (s) Observations
Iron Chronic fatigue, microcytic anemia and Pica  Ferritin, total iron binding capacity, Iron deficiency is perhaps the most
Syndrome complete blood count with common and earliest nutritional defi-
differential ciency following bariatric surgery.
Women of childbearing age at
greater risk
Vitamin B1 Ophthalmoplegia, nystagmus, ataxia, en- Serum thiamin Body storage last 18 days, it is the most
cephalopathy, rapid visual loss (Wernicke frequent deficit in patients with per-
Encephalopathy) sistent vomiting and/or excessive low
weight post bariatric surgery
Isolated peripheral neuropathy:
difficulty walking, painful paresthesias and
weakness
Vitamin B12 Macrocytic anemia, polyneuropathy, pa- CBC, serum vitamin B12, plasma Subclinical deficiency up to 25% post
resthesias, delusions, hallucinations, psycho- homocysteine and methylmalonic  weight loss surgery adults
sis and permanent neurological damage acid levels (subclinical deficit
screening)
Folate Megaloblastic anemia and neurological CBC and red blood cell folate
symptoms; memory deficit and irritability
Vitamin D Decreased bone mineral density Serun 25 (OH) vitamin D High prevalence deficiency in the
levels, calcium, phosphorus, general population
alkaline phosphatase, and PTH
(parathyroid hormone)
Vitamin K Coagulation disorders, bleeding, bruising, Prothrombin time
ecchymosis
Vitamin A Xerophthalmia, night blindness Plasma retinol
Vitamin E Neuropathy, ataxia Plasma alpha-tocopherol
Zinc Rash, acne, taste disturbances, immune Plasma zinc
impairment
Adapted from references 37, 38, 43.
100
90
80
70 *
60 hd ® Vitamin D
% 50  Ferritin
40 m Vitamin B12
30 Folate
. ® Vitamin A
20
Figure 2. Frequency of mi-
- - 10— W .
cronutrient deficiency pre and .
post bariatric surgery in ado- 0 * . *
lescents in the Teen-LABS (22),
FAB-5 + (24). AMOS (23) stu- Pre CB Post CB Post CB ‘ Pre CB Post CB
dies. (e) Significant differences Teen-LABS FAB 5+ AMOS
between groups (p < 0.05).
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Nutrition Branch strongly recommends that WLS be
performed in specialized hospital centers, by experien-

WLS is associated with rare but serious immediate
complications related to surgery. The most frequent
complications are micronutrient deficiencies, often
marginally symptomatic, but with great impact on
health and development of the adolescent on the mid-
and long-term follow up. Therefore, the SOCHIPE’s

ced surgeons, and long-term follow-up by a multidis-
ciplinary team.

7. Why does WLS on adolescents needs a
multidisciplinary approach? Which team
members should be considered?

International guidelines on adolescent WLS agree

on the recommendation of a multidisciplinary care
model with a comprehensive and collaborative ap-
proach.

A weight loss program that includes a medical-

surgical stepwise treatment of obesity in adolescents
must operate under standardized protocols, have clear
objectives, be carried out in hospital centers with qua-
lity standards, and qualified professionals from diffe-
rent disciplines. It is suggested that multidisciplinary
follow-up should be maintained for at least 2 years
after surgery’®**? and that follow up must be carried
out by a physician nutrition specialist and a dietitian
throughout life.

The guidelines of the pediatric committee of the

American Society for Metabolic and Bariatric Surgery
(ASMBS)" suggest a multidisciplinary team that inclu-

des:

1. Bariatric surgeon with experience in adolescents.

2. Pediatrician specialized in clinical nutrition.

3. Dietitian with experience in treating pediatric obe-
sity and family interventions.

4. Psychologist and/or psychiatrist with training in
pediatrics/adolescence and with experience in the
treatment of obesity and eating disorders.

5. Kinesiologist or exercise physiologist.

The role of each professional is outlined below:

1. The surgeon is responsible for performing the pro-
cedure, perioperative care, and surgical complica-
tions*H*2,

2. The physician nutrition specialist should evaluate
the severity of obesity, physical maturity, rule out
secondary causes of obesity, detect and treat co-
morbidities and nutritional deficiencies, and iden-
tify pathologies that may contraindicate surgery or
increase its complications*.

3. The dietitian must carry out a comprehensive nu-

tritional evaluation, food education, te calculate

BRANCH RECOMMENDATION

nutritional requirements, and dietary prescriptions
aiming to satisfy individualized nutritional needs,
as well as to regulate the food pattern towards the
postoperative dietary prescription**.

4. Kinesiology assessment of physical condition,
strength, tone, flexibility, gait, balance, and postu-
re is necessary for adolescents seeking WLS as they
have a high prevalence of musculoskeletal patho-
logy and impaired functional mobility*!. Funda-
mental objectives at this stage should be the safe
prescription of exercise, better use of leisure time,
education on the benefits of exercise for sustained
weight loss, preservation of bone and muscle mass,
and their development, along with improvement
of comorbidities and mental health***.

5. Evaluation and psychological support are essential
in the process of selection, preparation, and follow-
up of the adolescent who will undergo WLS, which
will have a significant influence on the adherence
to the indications'>*"***, The psychologist has to
evaluate the cognitive, emotional, and social matu-
rity of the adolescent, as well as the presence of fac-
tors that may negatively affect psychosocial health.
Targeted assessment of symptoms of depression or
anxiety, quality of life, and family functioning is
recommended.

The time needed for evaluation and preparation
for surgery is variable. The Teen-Labs centers report
10 months on average (range 7.5 to 13.5 months) and
at least 6 visits for each professional on the team**. Fi-
gure 3 shows a flowchart of evaluation, preparation for
surgery, and recommended psychological follow-up.

The SOCHIPE’s Nutrition Branch considers that the
treatment of severely obese adolescents requires a mul-
tidisciplinary approach and that WLS is a therapeutic
alternative for selected cases. The multidisciplinary
team, recognized as a specialized medical-surgical
obesity treatment program for adolescents, ensures a
comprehensive evaluation and appropriate follow-up.
In addition, we suggest including a social worker to
evaluate if the socioeconomic and family conditions
favor the care and fulfillment of pre and postoperative
indications. Finally, developing a plan for transitio-
ning to adult care is also crucial.

8. Which are the ethical aspects to consider be-
fore prescribing WLS on adolescents?

Among the fundamental ethical principles that
should be explored and discussed regarding adolescent
WLS indication are the beneficence and autonomy
principles*.

ebitoriaL_qiku

637



BRANCH RECOMMENDATION

Figure 3. Flow chart for
evaluation, preparation,
and psychological follow
up to adolescents for ba-
riatric surgery.
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Which patients to refer?

Teenager and their family

e

Psychological evaluation

¢ What to screen?

Motivation, symptoms of anxiety, depression, eating
disorders, drug addition, family functioning, quality of life,
risks and contraindications, need for referral to other
professionals (psychiatrist, neurologist, etc.)

N

cHow?
Semiestructural interview

Instruments: Beck Depression Inventory II, Peds-QL.

For at least 6 months, working together with the family,
psychoeducation according to the needs of each patient,
adherence to treatment, long-term motivations.

Pre-surgical Preparation —
Post-surgical follow-up —_—

For at least two years with a multidisciplinary team (medical
nutrition specialist, dietitian, psychologist, kinesiologist,
social worker).

For life with medical nutrition specialist, and dietitian.

In order to determine the beneficence of this thera-
peutic option, it is necessary to evaluate whether there
is an overall benefit for the patient who will undergo
surgery and whether the surgery will be effective in
controlling the underlying pathology. The available
evidence shows that WLS is effective in weight reduc-
tion and comorbidities resolution in severely obese
adolescents, in the short- and mid term studies. Howe-
ver, there is still the question of its long-term effective-
ness, considering that few publications have evaluated
both its benefits and risks beyond 8-10 years. Even so,
the beneficence principle is ratified if it is determined
that WLS will improve the patient’s condition more
than any other available treatment. The statement abo-
ve reaffirms the importance of a thorough multidisci-
plinary evaluation, since without the fulfillment of the
agreed criteria to validate a candidate, this principle
would be violated*®.

Regarding the principle of autonomy, the multidis-
ciplinary team must provide to the patient and family
comprehensive and clear information about the pro-
cedure, its risks, and benefits. When carrying out the

ebitoriaL_qiku

process of informed consent and/or assent, we must

ensure the understanding of this information.

The following is a list of aspects that should be in-
cluded in the request for consent/assent to the proce-

dure?”:

1. Clear information about the diagnosis, including

obesity degree and associated comorbidities.

2. The procedures available for adolescents, inclu-
ding visual material that describes the procedure
and allows them to understand the difference bet-
ween them.

3. Risks and benefits of the surgical procedure to be
performed.

4. Risks and benefits of not performing the surgery.

5. The behavioral changes expected after WLS to
achieve weight and comorbidities resolution goals,
emphasizing adherence to nutritional indications,
including the schedule of post-operative check-
ups.

6. Financial aspects of the procedure and follow-up,
including the cost of complications if any.

7. Expected results after the procedure.
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The SOCHIPE’s Nutrition Branch believes that the
ethical principles of beneficence and autonomy must
be considered before deciding on surgery. The detai-
led evaluation of the medical and psychosocial con-
ditions of the adolescent as well as of her/his family
environment will allow the identification of candida-
tes who meet the selection criteria and especially those
in which the benefits of these procedures exceed the
known risks at least in the medium term. It is also very
important that both, the patient and the family, make
a fully informed decision through an adequate process
of consent and assent.

Conclusion

WLS is a therapeutic option to consider in a selec-
ted group of severely obese adolescents who meet the
requirements and recommendations outlined above,
in order to improve their quality of life, reduce me-
tabolic risks, associated diseases, and early mortality.

BRANCH RECOMMENDATION

The available evidence has demonstrated the safety and
effectiveness of these procedures in weight loss and
improvement of associated diseases, with mid-term re-
sults comparable with those observed in adults. Howe-
ver, these are invasive and irreversible procedures, with
long-term results and complications largely unknown
in adolescents, therefore, their indication, performan-
ce, and follow-up must be performed by qualified mul-
tidisciplinary teams dedicated to the comprehensive
care of these patients to ensure their safety and expec-
ted results.

Finally, it is of the utmost importance to note that
WLS should not be indicated as an isolated procedures,
but rather associated with a set of interventions aimed
at strengthening permanent lifestyle changes.
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