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Bariatric surgery and
inflammatory markers: the
jury is still out

We read with interest the article by
Hanusch-Enserer et al. ‘Non-conventional
markers of atherosclerosis before and after
gastric banding surgery’.1 In a cohort of 32
patients with severe obesity (BMI . 40 kg/m2),
markers of inflammation and atherosclerosis
were studied prior to bariatric surgery, as
well as 6 and 12 months after surgery.

This article has some interesting findings,
namely improvement in inflammatory
markers after bariatric surgery. But we feel
that there is a relevant shortcoming we
would like to point out here.

The authors limit their focus on the
reduction of adipose tissue as being respon-
sible for the improvement in inflammatory
markers as plasminogen activator inhibitor
(PAI)-1, while they disregard the potential
influence of other factors. For instance,
there is strong evidence that physical activity
has a positive impact on PAI activity2 and
other atherogenic factors.3,4

Why bother about physical activity in
extremely obese patients at all? Patients
with a BMI of 46.1+5.9 kg/m2 are rarely
able to perform physical activity due to
poor tolerance of exercise or comorbidities
such as orthopaedic and mechanical barriers.
Since the patients in the study lost approxi-
mately 31 kg following gastric banding, it
is likely that they enhanced their physical
activity significantly. This assumption is in line
with a large-scale study by Martinez-Gonzalez
et al.,5 which could demonstrate the associ-
ation between body weight and physical
activity.

Unfortunately, the authors report no data
about the physical activity of the patients.
However, this would allow getting a deeper
understanding of the interplay between
weight loss, physical activity and inflammatory
markers.
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Bariatric surgery and
inflammatory markers: the
jury is still out: reply

We are grateful for the discussion, which is
now offered by the letter of Burgstahler
et al. with respect to our recent publication
on ‘Non-conventional markers of athero-
sclerosis before and after gastric banding

surgery’.1 These authors discussed that the
increase in physical exercise after bariatric
surgery, based on the excessive weight loss
and suspected concomitant increase in daily
physical exercise, might have influenced the
decreasing signs of chronic inflammation in
our patients. Indeed, our patients demon-
strated a weight loss from initially 129.7+
18.1 kg (mean+ SD) before surgery to
109.7+16.0 kg and 97.6+15.2 kg 6 and
12 months thereafter (P , 0.001), respectively.

We believe that the mechanism of increased
physical activity had no or only limited impact
on our study population, because (i) we
offered no additional programme to increase
the patients’ physical activity after weight loss
in order not to influence the impact of surgical
reduction of body fat mass; (ii) patients were
known for long-term before bariatric surgery
and had proved not to be able and willing to
participate in specific exercise and diet pro-
grammes; and (iii) our patients were relatively
young (41.9+9.0 years) and did not show
specific orthopaedic and mechanical barriers
before bariatric surgery.

Gastric banding reduces the excess of
weight for about 60% on average.2,3 Accord-
ingly, most of the patients do not reach
normal BMI classes after this procedure. As
shown repeatedly, after gastric banding,
weight loss reaches a plateau usually after
12 months. Later on, weight gain of 3–4 kg
is frequently seen.4 Different from other
methods of weight reduction, bariatric pro-
cedures achieve satiety and reduce hunger
soon after the surgery.2–4 The mechanisms
are not fully understood but might be
explained by changes of circulating gut hor-
mones, e.g. a reduction in ghrelin or peptide
YY, which is followed by less food intake
and further augments the initial reduction in
weight.5,6 As also shown by others,7 increased
physical activity seems to be a minor player in
weight reduction and consecutive changes in
pro-atherosclerotic parameters in compari-
son with bariatric surgery in the first months
after surgery. However, regular physical exer-
cise might contribute later by avoiding
renewed weight gain, which in turn might
help to improve metabolic status and reduce
subclinical inflammation. Only a small
number of bariatric patients are willing to
start with regular exercise, which is neverthe-
less an important co-factor for a long-term
benefit in these patients.

Published on behalf of the European Society of Cardiology. All rights reserved. & The Author 2009. For permissions please email: journals.permissions@oxfordjournals.org.
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Routine stent implantation
vs. percutaneous
transluminal angioplasty in
femoropopliteal artery
disease: a meta-analysis of
randomized controlled trials

We read with great interest the article on
routine stent implantation vs. plain balloon
angioplasty in femoropopliteal artery obstruc-
tions by Kasapis et al.1

The endpoints of interest in the present
meta-analysis were immediate technical
success, rate of target vessel revascularization
(TVR) as well as restenosis rates.

From our perspective, substantial hetero-
geneity of endpoint definitions in individual
trials included in the present meta-analysis
clearly hamper both the deduction of mean-
ingful conclusions and the generalizability of
results from the present meta-analysis.2–4

There were subtle but crucial differences
among included individual studies regarding
all three endpoints analysed. First, there was
a substantial variability in the definitions of
immediate technical success by residual ste-
nosis thresholds between ,20 and ,50%
rendering a direct comparison of results
very challenging.2

Second, TVR was defined as ‘repeat revas-
cularization of the same superficial femoro-
popliteal artery (SFPA), proximal or distal
to, or involving the index lesion, or surgical
bypass of the SFPA’. In this context, the
authors state that ‘TVR, arguably, represents
a more robust endpoint than restenosis by
itself, as it is a decision driven by both the
clinical status and by the angiographic or
Doppler evidence of restenosis’. We feel
that exactly the contrary is the case. It is
obvious that TVR is influenced by many
factors such as patient or physician prefer-
ence or various other circumstances such as
local reimbursement policy, especially in
patients treated for claudication.2 Thus, in
the absence of a specific analysis of target
lesion revascularization, providing only TVR
rates does not allow to differentiate
between restenosis in the index segment
(which is attributable to the revascularization
method to be scrutinized) and progression of
atherosclerosis leading to the need for further
revascularization not associated with the
index procedure.2 –4 Therefore, solely report-
ing TVR rates does not allow for a precise
outcome analysis related to the initially
treated target lesion.

Third, binary restenosis in the present
meta-analysis was defined as ‘a reduction in
the luminal diameter of more than 50% on
follow-up conventional angiography or reste-
nosis more than 50%, as determined by
follow-up duplex ultrasound peak velocity
ratio, except for one study that used the
cut-off of 70% of angiographic restenosis’.
Remarkably, four included studies used angio-
graphic follow-up, four used duplex follow-up,
and two studies used both. Unfortunately, the
authors fail to describe that the definition of
restenosis, however, varied substantially
based on duplex criteria applied.2 The peak
systolic velocity ratio cut-off for restenosis
ranged from 1.55 to �2.56 in included trials.

In conclusion, we feel that this article does
more to confuse than to enlighten the ongoing
debate about the clinical utility of modern
stents in endovascular revascularization of

femoropopliteal arteries. These concerns
once again highlight the clear need for
uniform reporting standards for the scientific
evaluation of various innovative endovascular
treatment approaches.2 –4
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We are thankful to Diehm et al. for their
interest in our meta-analysis on routine
stent implantation vs. percutaneous translum-
inal angioplasty in femoropopliteal artery
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