
Vol.:(0123456789)1 3

https://doi.org/10.1007/s11695-022-06212-8

ORIGINAL CONTRIBUTIONS

Hospital Variation in Preference for a Specific Bariatric Procedure 
and the Association with Weight Loss Performance: a Nationwide 
Analysis

Erman O. Akpinar1,2 · Ronald S. L. Liem3,4 · Simon W. Nienhuijs5 · Jan Willem M. Greve1,6,7 · 
Perla J. Marang‑van de Mheen8 · on behalf of the Dutch Audit for Treatment of Obesity Research Group

Received: 20 April 2022 / Revised: 10 July 2022 / Accepted: 14 July 2022 
© The Author(s) 2022

Abstract
Purpose  Hospitals performing a certain bariatric procedure in high volumes may have better outcomes. However, they could 
also have worse outcomes for some patients who are better off receiving another procedure. This study evaluates the effect 
of hospital preference for a specific type of bariatric procedure on their overall weight loss results.
Methods  All hospitals performing bariatric surgery were included from the nationwide Dutch Audit for Treatment of 
Obesity. For each hospital, the expected (E) numbers of sleeve gastrectomy (SG), Roux-en-Y gastric bypass (RYGB), and 
one-anastomosis gastric bypass (OAGB) were calculated given their patient-mix. These were compared with the observed 
(O) numbers as the O/E ratio in a funnel plot. The 95% control intervals were used to identify outlier hospitals performing 
a certain procedure significantly more often than expected given their patient-mix (defined as hospital preference for that 
procedure). Similarly, funnel plots were created for the outcome of patients achieving ≥ 25% total weight loss (TWL) after 
2 years, which was linked to each hospital’s preference.
Results  A total of 34,558 patients were included, with 23,154 patients completing a 2-year follow-up, of whom 79.6% 
achieved ≥ 25%TWL. Nine hospitals had a preference for RYGB (range O/E ratio [1.09–1.53]), with 1 having significantly 
more patients achieving ≥ 25%TWL (O/E ratio [1.06]). Of 6 hospitals with a preference for SG (range O/E ratio [1.10–2.71]), 
one hospital had significantly fewer patients achieving ≥ 25%TWL (O/E ratio [0.90]), and from two hospitals with a prefer-
ence for OAGB (range O/E ratio [4.0–6.0]), one had significantly more patients achieving ≥ 25%TWL (O/E ratio [1.07]). One 
hospital had no preference for any procedure but did have significantly more patients achieving ≥ 25%TWL (O/E ratio [1.10]).
Conclusion  Hospital preference is not consistently associated with better overall weight loss results. This suggests that even 
though experience with a procedure may be slightly less in hospitals not having a preference, it is still sufficient to achieve 
similar weight loss outcomes when surgery is provided in centralized high-volume bariatric institutions.

Keywords  Hospital preference · Hospital variation · Hospital volume · Centralized bariatric care · Weight loss · Bariatric 
surgery · Textbook outcome

Abbreviations
SG	� Sleeve gastrectomy
RYGB	� Roux-en-Y gastric bypass
OAGB	� One-anastomosis gastric bypass
DATO	� Dutch Audit for Treatment of Obesity
O/E	� Observed/Expected
TO	� Textbook Outcome
CD	� Clavien Dindo
LOS	� Length of stay
BMI	� Body mass index
ASA	� American Society of Anesthesiologists
GERD	� Gastro-esophageal reflux disease

Key Points   
• There was a large variation between hospitals in their 
preference to perform a specific bariatric procedure.
• The largest number of hospitals had a preference for RYGB, only 
a few for OAGB.
• Hospital preference for a specific bariatric procedure is not 
consistently associated with better overall weight loss results after 
2 years.
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T2D	� Type 2 diabetes
OSAS	� Obstructive sleep apnea syndrome

Introduction

To effectively treat patients with morbid obesity, a variety 
of bariatric surgical procedures are available. Literature has 
extensively demonstrated the effectiveness of bariatric proce-
dures in terms of weight loss and comorbidity reduction, but 
each procedure will have its own advantages considering some 
outcomes, while having disadvantages in terms of other out-
comes [1–5]. This makes it crucial to tailor the best procedure 
to the characteristics of individual patients, e.g., performing 
a Roux-en-Y gastric bypass (RYGB) for patients with gastro-
esophageal reflux disease (GERD) [6].

However, surgeon preference may also play a significant 
role in decision making around type of bariatric procedure 
[7]. Factors relevant for shared decision making are weight 
loss outcomes, patients’ preference, and reduction of rel-
evant comorbidities such as GERD or type 2 diabetes (T2D) 
[8]. Furthermore, bariatric surgery has a history of trends 
with frequent changes in techniques and procedures [9]. 
Nowadays, the most frequently performed procedures are 
the one-anastomosis gastric bypass (OAGB), RYGB, and 
the sleeve gastrectomy (SG), with SG being the world’s pre-
dominant procedure due to lower long-term morbidity and 
similar weight loss results as RYGB [2, 9–12].

These trends and changes in bariatric surgery have led 
to different physician preferences, with many surgeons pre-
dominantly performing one procedure [12]. Previous studies 
have shown that high operative volume of a single procedure 
is associated with lower morbidity[13, 14], consistent with 
the notion “Practice makes perfect.” Having extensive expe-
rience with one specific technique in a high volume center 
could therefore result in better overall hospital outcomes. 
On the other hand, a one-size-fits-all policy may also result 
in worse outcomes for some patients who, based on their 
patient characteristics, would be better off with a different 
type of bariatric procedure.

Therefore, the present study will evaluate the extent to 
which hospitals perform some specific bariatric procedures 
more than expected given their patient-mix, and whether 
such hospital preference in high volume centers is associated 
with overall hospital performance on patients achieving 25% 
total weight loss (TWL) after 2 years.

Materials and Methods

Setting and Study Design

In the Netherlands, bariatric surgical care is centralized 
in hospitals since 2010, using rather uniform peri- and 

postoperative care protocols [15]. All hospitals perform 
bariatric surgery with a multidisciplinary team, including at 
least 2 dedicated bariatric surgeons and performing at least 
200 procedures annually. This minimum number of annual 
procedures is based on the Dutch guidelines to ensure high 
surgeon experience on an institutional level. All included 
hospitals in the current study have at least 2 dedicated bariat-
ric surgeons performing a minimal of 200 procedures annu-
ally for at least 5 years [15].

Data were derived from the nationwide quality registry 
DATO (Dutch Audit for Treatment of Obesity) [16]. The 
present study was approved by all scientific committee 
members of the DATO and has been performed following 
the ethical standards stated in Dutch law. The DATO is an 
opt-out quality registry with anonymized data which cannot 
be traced back to the individual patient, so that according 
to applicable Dutch regulations, no informed consent was 
needed for this study.

Patient Selection

All patients who underwent a primary SG, RYGB, or OAGB 
between 2015 and 2018 were included in the analysis. To 
evaluate the current Dutch situation, patients were excluded 
if they underwent bariatric surgery in hospitals that stopped 
performing bariatric surgery. Therefore, we included all 16 
hospitals that performed bariatric surgery from 2015 to the 
present; 2 hospitals that stopped treating bariatric patients in 
this period were excluded. Patients with missing data on date 
of birth, weight, length, obesity related comorbidities during 
preoperative screening, or procedure type were excluded.

Definitions and Outcome Parameters

The choice for a specific bariatric procedure should be tai-
lored based on the individual patient’s characteristics. There-
fore, hospital preference for a specific bariatric procedure 
was defined as performing significantly more of this specific 
procedure than would be expected based on the patient-mix 
treated in that hospital. The calculation of expected num-
bers is explained in more detail in the statistical analysis 
section. The following patient characteristics were taken 
into account: age, sex, body mass index (BMI), American 
Society of Anesthesiologists (ASA) classification, year of 
operation, GERD, T2D, hypertension, obstructive sleep 
apnea syndrome (OSAS), dyslipidemia, and osteoarthritis, 
which were defined as described previously [17].

The primary outcome is patients achieving ≥ 25% TWL 
(total weight loss) i.e., for all patients in a hospital after 
2-year follow-up. Although 20% TWL is a common thresh-
old for successful weight loss, 25% TWL was chosen from 
the perspective of hospitals continuously improving their 
care, which is better supported by a threshold that is more 
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discriminative as shown by a previous study [18]. The 
nationally predefined interval for a follow-up at 2 years is 
an outpatient clinic visit between 21 and 27 months postop-
eratively. Total weight loss at 2-year follow-up is defined 
as: (preoperative weight−followup weight)

preoperative weight
  * 100% = % TWL. Second-

ary outcome was the composite measure Textbook Out-
come, which is defined as: no mortality, no severe postop-
erative complications, no readmissions, no mild 
complications, and no prolonged length of stay (LOS) 
(> 2 days) within 30 days after primary bariatric surgery 
[19]. This was chosen because it provides additional insight 
in the direct postoperative quality of care delivered by the 
hospital, from the rationale that if practice makes perfect, 
hospitals with a preference for a specific type of procedure 
might have better Textbook Outcome.

Statistical Analysis

Baseline characteristics were compared between patients 
undergoing different types of bariatric procedures, using 
descriptive statistics. Pearson Chi-square test was used to 
compare categorical variables and the analysis of variance 
(ANOVA) for continuous variables.

Subsequently, nationwide hospital variation was evalu-
ated in their preference to perform a specific bariatric 
procedure more often than would be expected given their 
patient-mix, using a funnel plot. First, multivariable logistic 
regression was performed using data from all patients in all 
hospitals, to estimate the extent to which certain character-
istics made it more or less likely for the patient to undergo 
a specific bariatric procedure. All of the aforementioned 
patient characteristics were included as independent vari-
ables based on literature[20] and clinical relevance, and 
undergoing a specific bariatric procedure (yes/no) as the 
dependent variable. This was done separately for each of 
the three bariatric procedures. The coefficients from these 
models were used to estimate for each patient the expected 
probability to undergo each of the three bariatric procedures 
based on patient characteristics. These probabilities were 
summed across patients within each hospital to arrive at the 
aggregated expected number (E) of specific bariatric pro-
cedures performed in that hospital. The observed number 
(O) of specific bariatric procedures was then divided by the 
expected number for that hospital to calculate the O/E ratio 
[21]. Subsequently, we graphically plotted all hospitals with 
their O/E ratios in a patient-mix adjusted funnel plot along 
with 95% Control Intervals (CI). Hospitals above the upper 
95%CI performed significantly more of a specific bariat-
ric procedure than expected based on their patient-mix and 
were defined as having a preference for that bariatric pro-
cedure. Hospitals under the lower 95%CI were significantly 
less likely to perform that particular procedure, which likely 

meant they had preference for another procedure and were 
therefore not further described. Hospitals in between the 
95%CI were performing as expected given their patient-mix 
and were defined as having no specific preference. The fun-
nel plot inherently takes into account differences in absolute 
numbers of procedures. This difference is shown by the fun-
nel shape of the control interval, which is broader for hos-
pitals with lower numbers and narrower for hospitals with 
higher absolute numbers, meaning that a smaller preference 
can be identified as significantly different for hospitals with 
higher absolute numbers.

Similarly, patient-mix adjusted funnel plots were created 
for the primary outcome of patients achieving ≥ 25% TWL 
after 2 years, including the same patient characteristics. All 
hospitals were color coded depending on their preference for 
a specific bariatric procedure. If hospitals had a preference 
for more than one procedure, they were given a separate 
color to indicate preference for the combination rather than 
counted by both types of procedures. All statistical analyses 
were performed in R version 3.4.2.

Sensitivity Analysis

Short-term weight loss results at 1-year follow-up have 
shown to be similar across bariatric procedures. Although 
2-year follow-up was assessed, it may not have been long 
enough to show the impact on weight loss. Therefore, a 
sensitivity analysis was conducted including all patients 
undergoing bariatric surgery in 2015 with a complete 5-year 
follow-up to examine the association of hospital preference 
for a specific bariatric procedure and long-term weight 
loss. Hospital preference from the main analyses was used, 
based on all patients. Patient-mix adjusted funnel plots were 
created to show hospital performance on patients achiev-
ing ≥ 25% TWL after 5 years, including all aforementioned 
patient characteristics.

Results

Study Sample

Between 2015 and 2018, 34,866 patients underwent a pri-
mary bariatric procedure of whom 34,558 (99.1%) had com-
plete data and were included for analysis. Hospitals had a 
median annual volume of 499 procedures (IQR 377–762). 
The follow-up at 2 year was 67% (n = 23.154), with lim-
ited hospital variation (median 70.2% [IQR 63.5–72.5%]). 
Table 1 shows significant differences in all baseline charac-
teristics between patients undergoing RYGB, SG, OAGB, or 
another procedure, which emphasizes the need for patient-
mix adjustment when comparing hospitals on the extent to 
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which they perform certain procedures and their perfor-
mance on patients achieving ≥ 25% TWL after 2 years.

Hospital Preference

The between-hospital variation in their patient-mix is 
shown in Fig. 1. Hospitals varied significantly in distribu-
tion for all patient-mix variables, but in particular for the 
percentage of patients with ASA ≥ 3 (median of 47.8% 
[IQR = 29.2–56.2%]), GERD (13% [IQR = 11.2–18.7%]), 
and osteoarthritis (51.6% [IQR = 24.5–57.1%]) at baseline.

Figure 2 shows the extent to which hospitals performed 
more RYGB, SG, or OAGB than expected based on their 
patient-mix, suggesting a preference for that specific proce-
dure (depicted in green). Table 2 shows the extent to which 
patient characteristics influenced the odds to undergo a 

specific bariatric procedure. Female elderly patients with 
T2D, GERD, dyslipidemia, or osteoarthritis at baseline were 
more likely to undergo RYGB. Patients with higher BMI, 
higher ASA classification, and hypertension or osteoarthri-
tis at baseline were more likely to undergo SG, and elderly 
patients with higher BMI, higher ASA classification, with 
T2D or hypertension at baseline were more likely to undergo 
OAGB. Nine hospitals performed significantly more RYGB 
(range in O/E ratio 1.09–1.53), six hospitals performed sig-
nificantly more SG (range in O/E ratio 1.10–2.71), and 2 
hospitals performed significantly more OAGB than expected 
given their patient-mix (range in O/E ratio 4.0–6.0). The 
hospitals indicated by a red color were significantly less 
likely to perform that type of procedure given their patient-
mix, which could mean they had a preference for another 
type of procedure. Hospitals were indicated by a grey color 

Table 1   Patient characteristics 
of patients who underwent a 
primary bariatric procedure 
between 2015 and 2018

RYGB Roux-en-Y gastric bypass, SG sleeve gastrectomy, OAGB one anastomosis gastric bypass, BMI 
body mass index, ASA American Society of Anesthesiologists, T2D type 2 diabetes mellitus, GERD gastro 
esophageal reflux disease, OSAS obstructive sleep apnea syndrome, SD standard deviation
* The group of “Other” procedures consists of gastric banding n = 91 (9%), BPD n = 4 (0.4%), SADI n = 32 
(3.2%), banded gastric bypass n = 851 (84%), and other procedures n = 34 (3.4%)

Characteristics Type of procedure p value

RYGB SG OAGB Others*

n 21,971 8690 2885 1012
Sex, no. (%)

  Male 4190 (19.1) 2230 (25.7) 736 (25.5) 249 (24.6)  < 0.01
  Female 17,781 (80.9) 6460 (74.3) 2149 (74.5) 763 (75.4)

Age, mean(SD) 44.66 (11.01) 41.77 (12.47) 45.66 (11.47) 44.39 (11.30)  < 0.01
BMI mean (SD) 43.23 (4.89) 45.44 (6.48) 46.07 (6.01) 43.05 (5.82)  < 0.01
ASA classification, no. (%)

  I–II 12,620 (57.4) 3822 (44.0) 985 (34.1) 523 (51.7)  < 0.01
  ≥ III 9351 (42.6) 4868 (56.0) 1900 (65.9) 489 (48.3)

T2D, no. (%)
  Not present 17,180 (78.2) 7265 (83.6) 2135 (74.0) 798 (78.9)  < 0.01
  Present 4791 (21.8) 1425 (16.4) 750 (26.0) 214 (21.1)

Hypertension, no. (%)
  Not present 14,166 (64.5) 5910 (68.0) 1726 (59.8) 654 (64.6)  < 0.01
  Present 7805 (35.5) 2780 (32.0) 1159 (40.2) 358 (35.4)

Dyslipidemia, no. (%)
  Not present 17,168 (78.1) 7225 (83.1) 2349 (81.4) 812 (80.2)  < 0.01
  Present 4803 (21.9) 1465 (16.9) 536 (18.6) 200 (19.8)

GERD, no. (%)
  Not present 18,528 (84.3) 7640 (87.9) 2510 (87.0) 871 (86.1)  < 0.01
  Present 3443 (15.7) 1050 (12.1) 375 (13.0) 141 (13.9)

OSAS, no. (%)
  Not present 17,812 (81.1) 7081 (81.5) 2289 (79.3) 874 (86.4)  < 0.01
  Present 4159 (18.9) 1609 (18.5) 596 (20.7) 138 (13.6)

Osteoarthritis, no. (%)
  Not present 11,312 (51.5) 4911 (56.5) 2066 (71.6) 390 (38.5)  < 0.01
  Present 10,659 (48.5) 3779 (43.5) 819 (28.4) 622 (61.5)
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if they performed as many procedures as would be expected 
given their patient-mix.

Association of Hospital Preference with Outcomes

Figure 3 shows how the preference for a particular type 
of bariatric surgery is associated with the overall hospi-
tal performance of patients achieving ≥ 25% TWL after 
2 years. Most hospitals have a preference for one type of 
bariatric surgery, except for 1 hospital (in grey) without 
any preference, and 2 hospitals with a preference for both 
RYGB and SG. From the 9 hospitals with a preference 
for RYGB, one hospital had significantly more patients 
achieving ≥ 25% TWL after 2 years, i.e., better overall 
outcomes (O/E ratio 1.06), and one of the two hospitals 
with a preference for OAGB (O/E ratio 1.07). On the other 
hand, from the 6 hospitals with a preference for SG, one 
hospital had significantly worse overall outcomes as fewer 
patients achieved ≥ 25% TWL after 2 years (O/E ratio 0.90). 
The hospital (grey) with no preference for either RYGB, 
SG, or OAGB shows significantly better overall outcomes 
on ≥ 25% TWL after 2 years (O/E ratio 1.10). There were 
no significant differences between hospitals in the out-
come ≥ 50% Excess Weight Loss (EWL) after 2 years (range 
O/E ratio 0.95–1.05).

Figure  4 presents the between-hospital variation to 
achieve Textbook Outcome associated with hospital 

preference for a bariatric procedure. From the 9 hospitals 
with preference for RYGB, one hospital had significantly 
fewer patients achieving Textbook Outcome, i.e., worse 
performance (O/E ratio 0.40), and one hospital had sig-
nificantly better performance (O/E ratio 1.07). One hos-
pital with preference for OAGB had significantly better 
overall performance in patients achieving Textbook Out-
come (O/E ratio 1.07). The remaining 13 hospitals all had 
a performance as expected in patients achieving Textbook 
Outcome. Looking specifically at postoperative severe 
complications, there was no association between hospital 
preference for a specific procedure and the percentage of 
Clavien Dindo ≥ III complications within 30 days (data not 
shown).

Sensitivity Analysis

The follow-up at 5-years was 35.4% (n = 2565) with lim-
ited hospital variation (median 33.2% [IQR = 28.4–41.3%]). 
Even though the funnel plot has lower power to detect dif-
ferences in hospital performance, as shown by wider con-
trol intervals, Supplemental Fig. 1 shows a very similar 
pattern for 5-year weight loss results as shown in Fig. 3 for 
2-year weight loss results. Hospital preference for a specific 
bariatric procedure was not systematically associated with 
hospital performance on patients achieving ≥ 25% TWL 
after 5 years.

Fig. 1   Boxplot showing the 
distribution of the median 
percentage (IQR) of patient 
characteristics by hospital in the 
Netherlands

Abbreviations: BMI, body mass index; ASA, American society of anesthesiologists; T2D, type 2 diabetes 
mellitus; GERD, gastro esophageal reflux disease; OSAS, obstructive sleep apnea syndrome; IQR: Inter Quartile 
Range
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Discussion

This study demonstrates large variation between hospitals to 
perform specific bariatric procedures more often than would 
be expected given the patient-mix, suggesting a preference 
for that procedure. The largest number of hospitals had a 
preference for RYGB, only a few for OAGB. Furthermore, 
hospital preference for a specific type of bariatric procedure 
is not consistently associated with better overall weight loss 
outcomes for all patients treated in that hospital after 2 years; 
one hospital with a preference for RYGB, one hospital with 
a preference for OAGB, and one hospital with no prefer-
ence at all had significantly more patients achieving ≥ 25% 
TWL after 2 years (adjusted for patient-mix). Notably, from 
the hospitals having a preference for SG, one hospital had 
significantly worse performance on achieving ≥ 25% TWL 
weight loss after 2 years, and one hospital with preference 

for RYGB performed significantly worse in patients achiev-
ing textbook outcome.

There are multiple factors that influence the choice for 
one bariatric procedure over another, e.g., short-term com-
plications, long-term complications, GERD, T2D, and 
expected long-term weight loss [7, 8, 22]. The current study 
shows that patients with characteristics known to be associ-
ated with increased complications risks, such as higher ASA 
classification and higher BMI, were more likely to undergo 
SG. This is supported by literature showing lower short and 
long-term complication risks after SG compared to RYGB, 
which has led to a worldwide increase of patients undergo-
ing SG [12]. In contrast, female patients were less likely to 
undergo SG [23], which has shown to be less effective in 
weight loss for females than males [24]. Females at child 
bearing age could play an important role in the decision-
making process of females more often undergoing SG, 

The color of the point shape (diamond (RYGB), circle (SG), and square(OAGB)) determines the rate; Green: denotes higher rates, Grey: denotes rates
as expected, Red: denotes lower rates Abbreviations: RYGB, Roux-en-y Gastric Bypass; SG, Sleeve gastrectomy; OAGB, One Anastomosis Gastric
bypass; CI, Control Intervals. Expected number given patient-mix  

Fig. 2   Patient-mix adjusted funnel plot showing hospital variation in preference for RYGB, SG, and OAGB procedures
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given the lower postoperative complications rates compared 
with RYGB [2, 25]. Nevertheless, the RYGB may still be 
preferred in patients with T2D and GERD due to higher 
remission rates compared with SG [17, 26, 27]. This is also 
shown in the current study results with a higher likelihood to 
undergo RYGB for patients with T2D and GERD at baseline, 
whereas OAGB was preferred for patients with T2D without 
GERD likely due to a higher prevalence of biliary reflux [4]. 
Although the current study adjusted for differences in all 
patient characteristics, the funnel plots show various pref-
erences for specific type of bariatric procedures between 
hospitals. These preferences are most likely due to (shared) 
surgeon preferences, which is more strongly correlated with 
procedure selection than patient or hospital factors [7].

Hospitals with high volume on specific bariatric proce-
dures are associated with lower morbidity, mortality, and 
improved outcomes after bariatric surgery [28–31]. It has 
been described that performing more than 100 laparoscopic 
RYGB results in 50% decrease of complications [32]. 

Furthermore, for every 10 cases performed annually, either 
on hospital or surgeon level, the odds are in favor of lower 
major morbidity [14]. The current study shows an annual 
median hospital volume of 499 procedures, meaning these 
hospitals have procedure volumes associated with favora-
ble outcomes. Hospitals having a preference for a specific 
procedure likely means they have relatively more experi-
ence with this procedure in the peri- and postoperative care 
process, which would suggest improved outcomes. However, 
the results from the present study do not show systemati-
cally better outcomes for hospitals having a preference for a 
specific procedure. One possible explanation could be that 
even though experience with a particular procedure may be 
slightly less in hospitals not having a preference for a spe-
cific procedure, it is still sufficient to achieve similar weight 
loss outcomes due to the centralized bariatric care in high 
volume institutions. This would also explain why hospital 
preference was not consistently associated with textbook 
outcome or CD ≥ III complications within 30 days. Of note, 

Table 2   Multivariable logistic 
regression analyses including all 
patients from all hospitals for 
undergoing a specific bariatric 
procedure based on patient-mix

RYGB Roux-en-Y gastric bypass, SG sleeve gastrectomy, OAGB one-anastomosis gastric bypass, BMI body 
mass index, ASA American Society of Anesthesiologists, T2D type 2 diabetes, GERD gastro esophageal 
reflux disease, OSAS obstructive sleep apnea syndrome, aOR adjusted odds ratio, CI confidence interval

Multivariable analyses RYGB SG OAGB
aOR [95% CI] aOR [95% CI] aOR [95% CI]

Sex
  Male ref ref ref
  Female 1.54 [1.46–1.63] 0.66 [0.62–0.7] 0.9 [0.82–0.98]

Age 1.01 [1.01–1.02] 0.98 [0.97–0.98] 1.02 [1.01–1.02]
BMI 0.94 [0.94–0.94] 1.05 [1.05–1.06] 1.06 [1.05–1.06]
ASA

  I/ II ref ref ref
  ≥ III 0.56 [0.54–0.59] 1.55 [1.47–1.63] 1.85 [1.71–2.01]

T2D
  Not present ref ref ref
  Present 1.14 [1.07–1.21] 0.75 [0.7 –0.81] 1.23 [1.11–1.36]

Hypertension
  Not present ref ref ref
  Present 0.9 [0.85–0.95] 1.09 [1.03–1.16] 1.12 [1.02–1.22]

GERD
  Not present ref ref ref
  Present 1.16 [1.08–1.24] 0.85 [0.79–0.92] 1.00 [0.89–1.13]

Dyslipidemia
  Not present ref ref ref
  Present 1.15 [1.07–1.22] 0.96 [0.9–1.04] 0.76 [0.68–0.85]

OSAS
  Not present ref ref ref
  Present 1.04 [0.97–1.1] 1.04 [0.97–1.11] 0.99 [0.89–1.1]

Osteoarthritis
  Not present ref ref ref
  Present 1.1 [1.05–1.15] 1.08 [1.03–1.14] 0.44 [0.41–0.49]
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Fig. 3   Patient-mix adjusted 
funnel plot showing hospital 
variation in 25% TWL after 
2 years related to preference for 
type of procedure

Abbreviations: RYGB, Roux-en-y Gastric Bypass; SG, Sleeve gastrectomy; OAGB, One Anastomosis Gastric 
bypass; CI, Control Intervals. Expected number given patient-mix

Fig. 4   Patient-mix adjusted 
funnel plot showing hospital 
variation on textbook outcome 
related to preference for type of 
procedure

Abbreviations: RYGB, Roux-en-y Gastric Bypass; SG, Sleeve gastrectomy; OAGB, One Anastomosis Gastric 
bypass; CI, Control Intervals. Expected number given patient-mix
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one hospital with RYGB preference performed significantly 
worse on textbook outcome, which was not due to worse 
peri-operative complications within 30 days, but due to their 
extended LOS policy of 3 days. This emphasizes the impor-
tance of the entire care process surrounding the surgery.

Long-term complications also have to be considered 
in shared decision making with patients to choose a spe-
cific type of bariatric procedure. After all, possible long-
term complications are directly linked to the procedural 
technique, with possible internal herniations occurring 
after RYGB or OAGB, biliary reflux or malnutrition 
after OAGB, and GERD after SG [33]. The present study 
recorded 15 (0.28%), 23 (0.15%), and 2 (0.11%) compli-
cations (e.g., stricture, intestinal obstruction, gallstone, 
dysphagia, and internal herniation) after respectively SG, 
RYGB, and OAGB beyond 30 days up to 2 years of follow-
up. The lower percentage complications after RYGB com-
pared with SG are likely due to the relatively short-term 
follow-up as RYGB has shown to have more operative re-
interventions for long-term complications up to 5 years 
[25].

The current study links the results of the decision-making 
process for procedure type to the overall hospital outcomes. 
A possible pitfall for hospitals with a preference could be 
that they also perform this procedure when perhaps another 
procedure might have advantages, thereby not tailoring the 
most suitable procedure to the clinical features of the patient 
as discussed previously [34]. The results for the hospital 
with no preference for any procedure (Fig. 3) support that 
bariatric patients are more likely to lose ≥ 25% of their total 
body weight if such a tailored choice of bariatric procedure 
is successful, rather than having a preference for (a) specific 
procedure(s) which is used on many patients [34, 35]. This 
shows the importance of procedure selection for the indi-
vidual patient and underlines that every bariatric surgeon 
should be proficient in various bariatric procedures.

This study has several strengths. It includes a nationwide 
registry reflecting daily practice and benchmarks the qual-
ity of care after adjustment for patient-mix differences in 
high-volume hospitals. However, there are also limitations. 
Data collected as part of daily practice may be subject to 
errors and incomplete data. However, the mandatory design 
of the DATO ensures completeness and participation of all 
hospitals, and data verification has previously shown that the 
quality of entered data is reliable [36]. Second, the follow-up 
after 2 years was only 67%, and a longer follow-up is needed 
to assess long-term weight loss. However, because there was 
limited variation between hospitals in percentage follow-up, 
this is unlikely to explain the results on variation in hospital 
preference and their overall outcomes at 2-year follow-up. 
Finally, this study could not adjust for surgeon volume or 
surgeon preference, as no distinction between surgeons can 
be made from the DATO dataset. However, it seems likely 

that hospital preference is the result of a shared preference 
and hospital policy given the importance of working in 
teams, particularly since surgeons are collectively responsi-
ble for the outcome of their patients in the Dutch setting, as 
well as that all surgeons in a hospital share the work load in 
performing a similar number of procedures.

Conclusion

Hospital preference for a specific bariatric procedure is not 
consistently associated with their overall performance on 
achieving ≥ 25% total weight loss for their patients after 
2 years. This suggests that even though experience with a 
procedure may be slightly less in hospitals not having a pref-
erence, it is still sufficient to achieve similar weight loss out-
comes when surgery is provided in centralized high-volume 
bariatric institutions.

Supplementary Information  The online version contains supplemen-
tary material available at https://​doi.​org/​10.​1007/​s11695-​022-​06212-8.

Acknowledgements  The authors thank all surgeons, registrars, phy-
sician assistants, and administrative nurses who registered patients 
in the DATO. This manuscript was written on behalf of the Dutch 
Audit for Treatment of Obesity (DATO) Research Group: L.M. de 
Brauw, MD, PhD (Spaarne Gasthuis, Haarlem); S.M.M. de Castro, 
MD, PhD (OLVG Hospital, Amsterdam); S.L. Damen, MD (Medical 
Centre Leeuwarden, Leeuwarden); A. Demirkiran, MD, PhD (Red 
Cross Hospital, Beverwijk); M. Dunkelgrün, MD, PhD (Franciscus 
Gasthuis & Vlietland, Rotterdam); I.F. Faneyte, MD, PhD (ZGT 
Hospital, Almelo & Hengelo); J.W.M. Greve, MD, PhD (Zuyder-
land Medical Centre, Heerlen); G. van ’t Hof, MD (Dutch Bariatric 
Centre South-West, Bergen op Zoom); I.M.C. Janssen, MD, PhD 
(Dutch Obesity Clinics, Zeist); E.H. Jutte, MD (Medical Centre 
Leeuwarden, Leeuwarden); R.A. Klaassen, MD (Maasstad Hospi-
tal, Rotterdam); E.A.G.L. Lagae, MD, PhD (ZorgSaam Zorggroep 
Zeeuws-Vlaanderen, Terneuzen); B.S. Langenhoff, MD, PhD (ETZ 
Hospital, Tilburg); R.S.L. Liem, MD (Groene Hart Hospital & Dutch 
Obesity Clinic, Gouda & The Hague); A.A.P.M. Luijten, MD, PhD 
(Máxima Medical Centre, Eindhoven); S.W. Nienhuijs, MD, PhD 
(Catharina Hospital, Eindhoven); R. Schouten, MD, PhD (Flevo Hos-
pital, Almere); R.M. Smeenk, MD, PhD (Albert Schweitzer Hospital, 
Dordrecht); D.J. Swank, MD, PhD (Dutch Obesity Clinic West, Den 
Haag); M.J. Wiezer, MD, PhD (St. Antonius Hospital, Utrecht); W. 
Vening, MD, PhD (Rijnstate Hospital, Arnhem)

Declarations 

Ethics Approval  For this type of study, formal consent is not required.

Consent to Participate  Informed consent does not apply.

Conflict of Interest  The authors declare no competing interests.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 

3597Obesity Surgery (2022) 32:3589–3599

https://doi.org/10.1007/s11695-022-06212-8


1 3

provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/.

References

	 1.	 Schauer PR, Bhatt DL, Kirwan JP, et al. Bariatric Surgery versus 
Intensive Medical Therapy for Diabetes — 5-Year Outcomes. N 
Engl J Med. 2017;376(7):641–51.

	 2.	 Peterli R, Wölnerhanssen B, Peters T, et al. Effect of laparoscopic 
sleeve gastrectomy vs laparoscopic Roux-en-Y gastric bypass on 
weight loss in patients with morbid obesity: the SM-BOSS rand-
omized clinical trial. JAMA. 2018;319:255–65.

	 3.	 Magouliotis DE, Tasiopoulou VS, Tzovaras G. One Anastomosis 
gastric bypass versus Roux-en-Y gastric bypass for morbid obe-
sity: an updated meta-analysis. Obes Surg. 2019;29:2721–30.

	 4.	 Musella M, Vitiello A. The YOMEGA non-inferiority trial. Lan-
cet. Elsevier; 2019;394:1412.

	 5.	 O’Brien P, Hindle A, Brennan L, et al. Long-term outcomes after 
bariatric surgery: a systematic review and meta-analysis of weight 
loss at 10 or more years for all bariatric procedures and a single-
centre review of 20-year outcomes after adjustable gastric band-
ing. Obes Surg. 2019;29:3–14.

	 6.	 Ashrafi D, Osland E, Memon MA. Bariatric surgery and gastroe-
sophageal reflux disease. Ann Transl Med. AME Publications; 
2020;8:S11–S11.

	 7.	 Udelsman BV, Jin G, Chang DC, et  al. Surgeon factors are 
strongly correlated with who receives a sleeve gastrectomy ver-
sus a Roux-en-Y gastric bypass. Surg Obes Relat Dis. Elsevier; 
2019;15:856–63.

	 8.	 Rozier MD, Ghaferi AA, Rose A, et al. Patient preferences for 
bariatric surgery: findings from a survey using discrete choice 
experiment methodology. JAMA Surg. American Medical Asso-
ciation; 2019;154:e184375–e184375.

	 9.	 Lo Menzo E, Szomstein S, Rosenthal R. Changing trends in bari-
atric surgery. Scand J Surg. 2015;104:18–23.

	10	 Tice J, Karliner L, Walsh J, et al. Gastric banding or bypass? 
A systematic review comparing the two most popular bariatric 
procedures. Am J Med. 2008;121:885–93.

	11	 Jennings N, Boyle M, Mahawar K, et al. Revisional laparoscopic 
Roux-en-Y gastric bypass following failed laparoscopic adjustable 
gastric banding. Obes Surg. 2013;23:947–52.

	12.	 The International Federation for the Surgery of Obesity and Meta-
bolic Disorders. 5th IFSO Global Registry Report 2019. IFSO. 
2019. Available from: https://​www.​ifso.​com/​pdf/​5th-​ifso-​global-​
regis​try-​report-​septe​mber-​2019.​pdf. Accessed 10-07-2022.

	13.	 Celio AC, Kasten KR, Brinkley J, et al. Effect of surgeon volume 
on sleeve gastrectomy outcomes. Obes Surg. Springer New York 
LLC; 2016;26:2700–4.

	14	 Bouchard P, Demyttenaere S, Court O, et al. Surgeon and hospital 
volume outcomes in bariatric surgery: a population-level study. 
Surg Obes Relat Dis. 2020;16:674–81.

	15.	 Federatie Medisch Specialisten. Chirurgische behandeling van 
obesitas - Richtlijn - Richtlijnendatabase. 2020 [cited 2022 May 
29]. Available from: https://​richt​lijne​ndata​base.​nl/​richt​lijn/​chiru​
rgisc​he_​behan​deling_​van_​obesi​tas/​start​pagin​a_-_​chiru​rgisc​he_​
behan​deling_​van_​obesi​tas.​html. Accessed 10-07-2022.

	16.	 Poelemeijer Y, Liem R, Nienhuijs S. A Dutch nationwide bariatric 
quality registry: DATO. Obes Surg Obes Surg. 2018;28:1602–10.

	17	 Akpinar EO, Liem RSL, Nienhuijs SW, et al. Metabolic effects of 
bariatric surgery on patients with type 2 diabetes: a population-
based study. Surg Obes Relat Dis. 2021;17:1349–58.

	18.	 Yinfang T, Yunhui P, Junfeng H, et al. A total weight loss of 
25% shows better predictivity in evaluating the efficiency 
of bariatric surgery. Int J Obes. Nature Publishing Group; 
2020;45(2):396–403.

	19	 Poelemeijer Y, Marang-van de Mheen P, Wouters M, et al. Text-
book outcome: an ordered composite measure for quality of bari-
atric surgery. Obes Surg. 2019;29:1287–94.

	20.	 ElAbd R, Al-Tarrah D, Almazeedi S, et al. Factors influencing 
weight loss after bariatric surgery: a multivariate analysis. J Obes 
Weight Loss Ther. OMICS International; 2021;11:1–6.

	21.	 Seaton SE, Manktelow BN. The probability of being identified as 
an outlier with commonly used funnel plot control limits for the 
standardised mortality ratio. BMC Med Res Methodol. BioMed 
Central; 2012;12:1–8.

	22.	 Ren CJ, Cabrera I, Rajaram K, et  al. Factors influencing 
patient choice for bariatric operation. Obes Surg. Springer; 
2005;15(2):202–6.

	23.	 Bal J, Ilonzo N, Adediji T, et al. Gender as a Deterministic Factor 
in Procedure Selection and Outcomes in Bariatric Surgery. JSLS. 
2021;25(1):e2020.00077

	24.	 Perrone F, Bianciardi E, Benavoli D, et al. Gender influence on 
long-term weight loss and comorbidities after laparoscopic sleeve 
gastrectomy and Roux-en-Y gastric bypass: a prospective study 
with a 5-year follow-up. Obes Surg. 2016;26:276–81.

	25.	 Lewis KH, Arterburn DE, Callaway K, et al. Risk of operative and 
nonoperative interventions up to 4 years after Roux-en-Y gastric 
bypass vs vertical sleeve gastrectomy in a nationwide US com-
mercial insurance claims database. JAMA Netw Open. American 
Medical Association; 2019;2:e1917603–e1917603.

	26.	 McTigue KM, Wellman R, Nauman E, et al. Comparing the 5-year 
diabetes outcomes of sleeve gastrectomy and gastric bypass. 
JAMA Surg. American Medical Association; 2020;155:e200087.

	27.	 Sharples AJ, Mahawar K. Systematic Review and Meta-Analysis 
of Randomised Controlled Trials Comparing Long-Term Out-
comes of Roux-En-Y Gastric Bypass and Sleeve Gastrectomy. 
Obes Surg. 2020;30(2):664–72.

	28.	 Torrente JE, Cooney RN, Rogers AM, et al. Importance of hos-
pital versus surgeon volume in predicting outcomes for gastric 
bypass procedures. Surg Obes Relat Dis. 2013;9:247–52.

	29.	 Smith MD, Patterson EJ, Wahed AS, et  al. The relationship 
between surgeon volume and adverse outcomes after RYGB in 
the Longitudinal Assessment of Bariatric Surgery (LABS) study. 
Surg Obes Relat Dis. NIH Public Access; 2010;6:118.

	30.	 Altieri MS, Pryor AD, Yang J, et al. Bariatric peri-operative out-
comes are affected by annual procedure-specific surgeon volume. 
Surg Endosc. Springer; 2019;34(6):2474–82.

	31.	 Zevin B, Aggarwal R, Grantcharov TP. Volume-outcome asso-
ciation in bariatric surgery: a systematic review. Ann Surg. 
2012;256:60–71.

	32.	 Schauer P, Ikramuddin S, Hamad G, et al. The learning curve for 
laparoscopic Roux-en-Y gastric bypass is 100 cases. Surg Endosc. 
2003;17:212–5.

	33.	 Ma IT, Madura JA. Gastrointestinal complications after bariatric 
surgery. Gastroenterol Hepatol (N Y). Millenium Medical Pub-
lishing; 2015;11:526.

	34	 Frattini F, Amico F, Lavazza M, et al. Standardizing or tailoring 
bariatric surgery. Obes Surg. 2015;25:133.

	35	 Sudan R, Jain-Spangler K. Tailoring bariatric surgery: sleeve 
gastrectomy, Roux-en-Y gastric bypass and biliopancreatic 

3598 Obesity Surgery (2022) 32:3589–3599

http://creativecommons.org/licenses/by/4.0/
https://www.ifso.com/pdf/5th-ifso-global-registry-report-september-2019.pdf
https://www.ifso.com/pdf/5th-ifso-global-registry-report-september-2019.pdf
https://richtlijnendatabase.nl/richtlijn/chirurgische_behandeling_van_obesitas/startpagina_-_chirurgische_behandeling_van_obesitas.html
https://richtlijnendatabase.nl/richtlijn/chirurgische_behandeling_van_obesitas/startpagina_-_chirurgische_behandeling_van_obesitas.html
https://richtlijnendatabase.nl/richtlijn/chirurgische_behandeling_van_obesitas/startpagina_-_chirurgische_behandeling_van_obesitas.html


1 3

diversion with duodenal switch. J Laparoendosc Adv Surg Tech 
A. 2018;28:956–61.

	36.	 Dutch Institute for Clinical Auditing. Eindrapport dataveri-
ficatie DATO. 2017. p. 1–18. Available from: https://​dica.​nl/​
media/​1068/​Eindr​apport_​datav​erifi​catie_​DATO_​2016.​pdf. 
Accessed 10-07-2022.

Publisher's Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

Authors and Affiliations

Erman O. Akpinar1,2 · Ronald S. L. Liem3,4 · Simon W. Nienhuijs5 · Jan Willem M. Greve1,6,7 · 
Perla J. Marang‑van de Mheen8 · on behalf of the Dutch Audit for Treatment of Obesity Research Group

	 Ronald S. L. Liem 
	 ronald.liem@ghz.nl

	 Simon W. Nienhuijs 
	 simon.nienhuijs@cze.nl

	 Jan Willem M. Greve 
	 j.greve@zuyderland.nl

	 Perla J. Marang‑van de Mheen 
	 P.J.Marang-van_de_Mheen@lumc.nl

1	 Department of Surgery, NUTRIM School for Nutrition 
and Translational Research in Metabolism, Maastricht 
University Medical Center, 6229 HX Maastricht, 
the Netherlands

2	 Scientific Bureau, Dutch Institute for Clinical Auditing, 
Leiden, the Netherlands

3	 Department of Surgery, Groene Hart Hospital, Gouda, 
the Netherlands

4	 Dutch Obesity Clinic, The Hague & Gouda, the Netherlands
5	 Department of Surgery, Catharina Hospital, Eindhoven, 

the Netherlands
6	 Department of Surgery, Zuyderland Medical Center, Heerlen, 

the Netherlands
7	 Dutch Obesity Clinic South, Heerlen, the Netherlands
8	 Department of Biomedical Data Sciences, Medical Decision 

Making, Leiden University Medical Center, Leiden, 
the Netherlands

3599Obesity Surgery (2022) 32:3589–3599

https://dica.nl/media/1068/Eindrapport_dataverificatie_DATO_2016.pdf
https://dica.nl/media/1068/Eindrapport_dataverificatie_DATO_2016.pdf

	Hospital Variation in Preference for a Specific Bariatric Procedure and the Association with Weight Loss Performance: a Nationwide Analysis
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusion 

	Introduction
	Materials and Methods
	Setting and Study Design
	Patient Selection
	Definitions and Outcome Parameters
	Statistical Analysis
	Sensitivity Analysis

	Results
	Study Sample
	Hospital Preference
	Association of Hospital Preference with Outcomes
	Sensitivity Analysis

	Discussion
	Conclusion
	Acknowledgements 
	References


