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Abstract: Introduction: Laparoscopic adjustable gastric band (LAGB) operation is one of the bariatric surgery methods 
used to treat extreme obesity. 

Objective: This study aimed to evaluate the changes in food tolerance, quality of alimentation, anthropometric 
measurements, and emotional and appetite status following LAGB. 

Materials and methods: A retrospective cohort study was conducted with 98 patients, 1 year had passed since LAGB. In 
this study, no sample selection method was used; all patients who met the inclusion criteria and volunteered participated. 
The questionnaire form included questions to determine the patients’ demographic information, anthropometric 
measurements, changing food consumption, pre- and post-operative meal consumption, appetite and emotional status. 
Quality of Alimentation (QA) reflects patients’ post-operative dietary satisfaction and tolerance. The QA Form was used 
to evaluate post-operative food tolerance. 

Results: The average age was 38.61±9.82 years, and the mean QA score was 15.59±4.81. The patients lost an average 
of 30.80±17.76 kg of body weight from pre-operative to post-operative 1st year, and the percentage of patients’ 
excessive body weight loss was found to be 54.37±26.42. It was determined that the foods that were most difficult to 
consume after the operation were red meat, white meat, bread, rice, pasta, and salad, respectively.  

Conclusions: This study uniquely evaluates food tolerance using the QA Form, offering insights into post-operative 
dietary challenges. LAGB effectively reduces appetite, promotes weight loss, and has a positive impact on patients’ 
emotional health. 
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INTRODUCTION 

Laparoscopic adjustable gastric band (LAGB) 
operation is one of the bariatric surgery methods used 
to treat extreme obesity. LAGB offers lower 
perioperative risks compared to other bariatric 
procedures but presents unique post-operative (post-
op) challenges such as band slippage and erosion [1]. 
However, as with other bariatric surgery methods, post-
op complications can be controlled with appropriate 
interventions [2-4]. Studies in the literature indicate that 
the LAGB operation continues to be a safe, effective 
and durable option for body weight loss, with 
advantages such as preserving the integrity of the 
gastrointestinal tract, relatively easy reversibility, and 
read justability compared to other methods [5]. 
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After bariatric surgery, patients often experience 
decreased quality of alimentation, food intolerance, and 
sometimes frequent vomiting. This can also negatively 
affect patients’ quality of life [6]. In the LAGB operation, 
the quality of the diet consumed by patients may 
change due to gastrointestinal symptoms and food 
intolerance that may occur in relation to these 
symptoms. However, nutritional difficulties decrease as 
time passes after bariatric operation. Thus, patients’ 
tolerance to food also increases. In a study in which 93 
patients were followed for 3 years after LAGB 
operation, it was observed that food intolerance was 
high, especially to red meat, bread, salad, and rice-
pasta in the first 6 weeks, but in long-term follow-up, 
the quality of alimentation of the patients increased and 
their tolerance to food improved [7]. Compared to other 
methods, similar improvements were found in all 
bariatric surgery methods as the duration increased 
[8,9]. The literature on the change in the quality of 
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alimentation of patients after LAGB operation is limited 
[6]. This study was conducted to evaluate the changes 
in food tolerance, quality of alimentation, 
anthropometric measurements, emotional and appetite 
status after laparoscopic adjustable gastric band 
operation.  

MATERIAL AND METHODS 

Study Design and Sample 

In this retrospective cohort study, we attempted to 
reach all patients between the ages of 19-64 who 
underwent LAGB operation in 2011 at Ankara Numune 
Training and Research Hospital and 1 year had passed 
since LAGB, and were followed by the bariatric surgery 
team and dietician. The study was completed with 98 
patients with a mean age of 38.61±9.82 years. In this 
study, no sample selection method was used, the study 
was conducted with all patients who met the inclusion 
criteria and volunteered during the study. Inclusion 
criteria included being between 19-64 years of age, 
having a preoperative (pre-op) BMI over 40 kg/m2, or 
having a pre-op BMI between 35-40 kg/m2 and at least 
2 comorbidities. The study was approved by the the 
Istanbul Medipol University Non-Interventional Clinical 
Research Ethics Committee and written informed 
consent was obtained from all participants in 
accordance with the provisions of the Declaration of 
Helsinki [10]. 

Data Collection 

The questionnaire form includes questions to 
determine the patients’ demographic information (age, 
gender, education status, pre- and post-op disease 
status), anthropometric measurements (height and pre- 
and post-op body weight), changing food consumption, 
pre- and post-op meal consumption, appetite and 
emotional status. In addition, the Quality of 
Alimentation Form was used [6]. 

Quality of Alimentation Form 

Patients’ food tolerance after bariatric surgery was 
recorded using the Quality of Alimentation (QA) form. 
This form included an overall assessment of patient 
satisfaction with the quality of their diet, questions 
about the timing of meals, food intake between meals, 
and tolerance to various foods, and frequency of 
vomiting/ regurgitation. The form was developed by 
Suter et al. [6], and the validity and reliability study of 
the QA form in Turkish was conducted by Erdem and 
Avşar [7]. The Cronbach’s alpha value was found to be 

0.72 in patients who underwent LAGB operation [7]. 
The patient’s satisfaction with nutritional intake is 
scored with numbers ranging from 1 (very bad) to 5 
(excellent). Food tolerance is assessed for each 
specific food type (red meat, white meat, salad, 
vegetables, bread, rice, pasta, and fish), with 2 points if 
the patient can eat it without any difficulty, 1 point if the 
patient can eat it with some difficulties/restrictions, and 
0 points if the patient cannot eat it at all and the total 
score varies between 0 and 16. Vomiting/ regurgitation 
is evaluated based on a total score ranging from 0 to 6 
points; daily vomiting or regurgitation is evaluated as 0 
points, vomiting or regurgitation three or more times a 
week is evaluated as 2 points, vomiting twice a week is 
evaluated as 4 points, and no vomiting is evaluated as 
6 points. The form is scored between 1 and 27, with 27 
being the maximum value for excellent food tolerance 
[6]. 

Anthropometric Measurements 

The pre-op body weight and one year post-op body 
weight measurement results of the patients were used. 
Body weight (kg) was measured with a calibrated 
Tanita brand digital scale, without shoes and wearing 
light clothing, in accordance with the method [11]. 
Height (cm) was measured using a non-stretchable 
tape measure, with feet together, heels, back and 
shoulders touching the wall, and after providing the 
Frankfurt plane [11]. Body mass index (BMI) values 
were calculated by dividing the body weight of the 
individuals by the square meter of their height (kg/m2) 
and were evaluated according to the classification 
made by the World Health Organization (WHO) [12]. 
When calculating percentage of excessive body weight 
loss rate (EWL%), the formula “lost weight / (pre-op 
weight – ideal body weight) x 100” was used [13]. 

Data Analysis 

SPSS 26.0 (SPSS Inc., Chicago, IL, USA, a free 
trial version) was used for statistical analysis of the 
data [14]. The methods used in statistical analyses 
were selected considering the retrospective cohort 
design of the study and the characteristics of the data 
set. Means ± standard deviations ( x ±SD) were 
calculated and frequencies were expressed as 
numbers (n) and percentages (%). These analyses 
were used to describe the sample characteristics and 
understand the general structure of the data set. The 
Kolmogorov-Smirnov test was used to determine 
whether the distribution of continuous variables was 
normal. The Wilcoxon matched pairs test was used to 
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test whether there was a difference between the 
medians of the dependent samples. Quality of 
alimentation score (QAS) was converted into a 
categorical variable (as more or less) by determining 
the cut-off point (15.5918) from the sample mean and 
used in the Chi-square test for statistical dependencies. 
Chi-square cross-tab analysis was used to assess 
independence between categorical QAS variables and 
qualitative variables. The McNemar test was used to 
investigate whether there were significant differences in 
participants’ morning and afternoon eating behavior 
before and after the operation. Relationships between 
quantitative variables were tested using Spearman 
correlation tests. For all statistical tests, the minimum 
significance level was set at 0.05. 

RESULTS 

The general characteristics of the patients 
participating in the study are given in Table 1. The QAS 
was transformed into a categorical variable (more or 
less) by selecting the sample mean as the cut-off point. 
The independence of the qualitative variables and the 
“categorical QAS” variable was investigated with Chi-
square cross-table analysis and the found p-value is 
given. QAS mean did not differ significantly according 
to patient general characteristics. The majority of the 
patients participating in the study were female 
[female:81 (82.65%), and male:17 (17.35%)], and 
almost all of the patients had attempted to lose weight 
other than diet and bariatric surgery before the LAGB 
operation (94.90%). The mean QAS of the patients is 
15.59±4.81 kg/m2 and 52.04% comply with the post-op 
diet. More than half of the patients describe their 
appetite as normal or above in the post-op period. 
Similarly, 85.71% of the patients feel full after the 
operation. When the post-op emotional status is 
examined, it is determined that very few of the patients 
feel bad or very bad (bad:3.06%, very bad:4.08%).  

Differences between pre- and post-op 
anthropometric measurements and the number of 
meals were examined using the Wilcoxon matched pair 
test. The average BMI of the patients decreased from 
45.98±6.91 kg/m² preoperatively to 34.81±6.52 kg/m² 
one year postoperatively. While 82.65% of the patients 
were in the obesity class III category according to 
WHO’s BMI classification before the operation, it was 
observed that 5.10% of them were normal weight and 
18.37% were pre-obesity after the operation. The 
patients lost an average of 30.80±17.76 kg of body 
weight from pre-op to post-op 1st year, and the 
percentage of patients’ excessive body weight loss was 
found to be 54.37±26.42.  

Changes in the consumption of certain foods in the 
post-op 1st year are summarized in Table 3. It was 
determined that the consumption of red meat, white 
meat, bread, salad, fruit, rice, pasta, legumes, fat and 
fatty foods decreased after the operation in most 
patients. When the food consumption before and after 
the operation was evaluated based on QAS, the QAS 
averages of the individuals whose consumption of 
white meat, salad, and vegetables (cooked) decreased 
were found to be statistically significantly lower than the 
QAS averages of the individuals whose consumption of 
these foods did not change or increased (p<0.05). 
Higher QA scores were observed in patients 
maintaining consistent red meat, soup, and milk 
consumption (p<0.05). 

In the study, the relationships between QAS and 
anthropometric measurements and nutritional habits 
were evaluated with Spearman Correlation Analysis. 
This method is suitable for examining the linear 
relationship between continuous variables such as 
QAS and other continuous variables that do not show 
normal distribution. This analysis contributed to the 
determination of factors that may affect the quality of 
alimentation. No correlation was found between the 
patients’ QAS, anthropometric measurement results, 
and the number of main meals and snacks (p>0.05).  

As shown in Figure 1, when the patients’ tolerance 
status to different foods was examined in the post-op 
1st year, it was determined that the foods that were 
most difficult to consume after the operation were red 
meat, white meat, bread, rice, pasta, and salad, 
respectively. It was found that the patients had higher 
food tolerance to vegetables and fish compared to 
other foods. 

DISCUSSION 

Laparoscopic adjustable gastric banding is a 
restrictive procedure that involves placing an adjustable 
band inside the stomach to create an artificial pouch. 
This pouch helps reduce body weight by creating a 
feeling of fullness [15,16]. This method is associated 
with a significant reduction in obesity-related 
comorbidities and significant improvements in health 
and quality of life. It also provides safe and effective 
control of extreme obesity [17,18]. However, 
deterioration in the quality of alimentation and food 
intolerance are common after bariatric surgery [19,20]. 
Patients who have undergone a band operation often 
have difficulty consuming certain specific foods in the 
post-op period. However, this situation decreases as
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Table 1: General Characteristics of the Patients and their Quality of Alimentation Scores  

 Frequency  
(n) 

Percentage 
(%) 

QAS 
X ±SD 

p-value 

Quality of alimentation score (QAS) 
Satisfaction of eating ability 

Food tolerance 
Frequency of vomiting 

98 100.00 15.59±4.81 
3.85±1.08 
9.55±3.17 
2.18±1.86 

 

Gender     

Female 81 82.65 15.53±5.16 0.719 

Male 17 17.35 15.88±2.71  

Education     

Illiterate 
Primary school graduate 

Secondary school graduate 
High school graduate 
University graduate 

Master’s/PhD graduate 

2 
33 
12 
23 
25 
3 

2.05 
33.67 
12.24 
23.47 
25.51 
3.06 

19.50±7.78 
15.15±4.82 
16.08±4.42 
15.74±4.30 
15.40±5.61 
16.33±3.51 

 
 
 

0.915 

Weight loss attempts other than pre-op diet and bariatric surgery     

Yes 93 94.90 15.61±4.89 

No 5 5.10 15.20±3.27 

0.680 

Weight loss methods other than pre-op diet and bariatric surgery* 
Self-induced vomiting 
Weight loss drug use 

Laxatives use 
Diuretics use 

Excessive exercise 
Alternative medicine practices (other than acupuncture) 

Acupuncture 
Surgical applications (liposuction etc.) 

Non-surgical applications (CO2 application, cavitation, etc.) 

 
9 
74 
11 
13 
14 
63 
53 
6 
8 

 
9.68 
79.57 
11.83 
13.98 
15.05 
67.74 
56.99 
6.45 
8.60 

 
14.44±3.47 
15.96±4.86 
15.36±5.37 
13.92±3.09 
15.00±3.66 
15.83±4.99 
14.89±5.14 
14.83±5.46 
15.75±4.95 

 
0.700 
0.472 
0.777 
0.146 
0.592 
0.415 
0.178 
0.384 
0.975 

Compliance with the recommended diet after surgery 
Yes 
No 

 
51 
47 

 
52.04 
47.96 

 
16.18±4.80 
14.96±4.80 

 
0.680 

Feeling of fullness after surgery 
Feeling full 

Not feeling full 

 
84 
14 

 
85.71 
14.29 

 
15.82±4.72 
14.21±5.29 

 
0.419 

Appetite status after the operation 
Very bad 

Bad 
Normal 
Good 

Very good 

 
3 
16 
55 
18 
6 

 
3.06 
16.33 
56.12 
18.37 
6.12 

 
11.33±2.08 
14.44±5.30 
16.25±4.72 
16.33±4.83 
12.50±3.21 

 
 

0.541 

Emotional status after the operation  
Perfect 
Good 

Not bad 
Bad 

Very bad 

 
45 
30 
16 
3 
4 

 
45.92 
30.61 
16.33 
3.06 
4.08 

 
16.71±4.33 
15.47±4.70 
13.31±5.35 
16.33±3.21 
12.50±7.14 

 
 
 

0.842 

*More than one option is marked. QAS: Quality of Alimentation Score. Data were analyzed using the Chi-square  test. 
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Table 2: Anthropometric Measurements, Meal Consumption, Appetite and Emotional Status of the Patients Pre-op and 
Post-op 1st Year 

Pre-op Post-op 1st year 
 

n % n % 
p-value 

Body weight (kg) ( X ±SD) 126.08±24.29 95.27±20.45 <0.01* 

BMI (kg/m2) ( X ±SD) 45.98±6.91 34.81±6.52 <0.01* 

BMI classification 
Normal weight 

Pre-obesity 
Obesity class I 
Obesity class II 
Obesity class III 

 
- 
- 
- 

17 
81 

 
- 
- 
- 

17.35 
82.65 

 
5 
18 
30 
24 
21 

 
5.10 
18.37 
30.61 
24.49 
21.43 

 
<0.01* 

Body weight loss (kg) ( X ±SD) 30.80±17.76  

EWL (%) ( X ±SD) 54.37±26.42  

Number of main meals ( X ±SD) 3.64±1.57 2.77±0.44 <0.01* 

Number of snacks ( X ±SD) 2.20±1.83 2.07±1.34 0.631* 

Main meals* 
Breakfast 

Lunch 
Dinner 

 
84 
84 
96 

 
85.71 
85.71 
97.96 

 
89 
84 
98 

 
90.82 
85.71 

100.00 

 
<0.01** 
<0.01** 

- 

Appetite status  
Very bad 

Bad 
Normal 
Good 

Very good 

 
- 
- 
1 
13 
84 

 
- 
- 

1.02 
13.27 
85.71 

 
3 
16 
55 
18 
6 

 
3.06 
16.33 
56.13 
18.37 
6.2 

 
- 

Emotional status  
Perfect 
Good 

Not bad 
Bad 

Very bad 

 
3 
12 
10 
32 
41 

 
3.06 
12.24 
10.21 
32.65 
41.84 

 
45 
30 
16 
3 
4 

 
45.92 
30.61 
16.33 
3.06 
4.08 

 
- 

*More than one option is marked. Pre-op: Pre-operative, Post-op: Post-operative, BMI: Body Mass Index, EWL%: Percentage of excess weight loss. *Data were 
analyzed using the Wilcoxon matched pair test.** Data were analyzed using the McNemar test. -: McNemar test could not be performed because the number of 
categories of the variables was more than two.  

 

Table 3: Changes in the Consumption of Certain Foods Post-op 1st Year 

 n % QAS ( X ±SD) p-value 

Red meat 
Increased 
Decreased 

Not Changed 

 
3 
76 
19 

 
3.06 
77.55 
19.39 

 
14.33±2.52 
14.95±4.80 
18.37±4.23 

0.014 

White meat 
Increased 
Decreased 

Not Changed 

 
9 
66 
23 

 
9.18 
67.35 
23.47 

 
16.33±4.42 
14.82±4.64 
17.52±5.06 

0.016 

Fish 
Increased 
Decreased 

Not Changed 

 
16 
34 
48 

 
16.33 
34.69 
48.98 

 
15.44±2.85 
15.35±4.97 
15.81±5.27 

0.962 
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(Table 3). Continued. 

 n % QAS ( X ±SD) p-value 

Egg 
Increased 
Decreased 

Not Changed 

 
8 
49 
41 

 
8.16 
50.00 
41.84 

 
17.25±4.98 
15.18±4.75 
15.76±4.90 

0.920 

Cheese 
Increased 
Decreased 

Not Changed 

 
12 
38 
48 

 
12.24 
38.78 
48.98 

 
15.67±6.73 
15.32±4.24 
15.79±4.79 

0.793 

Milk 
Increased 
Decreased 

Not Changed 

 
32 
21 
45 

 
32.65 
21.43 
45.92 

 
14.38±4.27 
14.57±3.88 
16.93±5.29 

0.047 

Yogurt 
Increased 
Decreased 

Not Changed 

 
26 
30 
42 

 
26.53 
30.61 
42.86 

 
16.00±5.34 
14.77±4.38 
15.93±4.82 

0.463 

Vegetables (cooked) 
Increased 
Decreased 

Not Changed 

 
28 
50 
20 

 
28.57 
51.02 
20.41 

 
16.32±4.86 
14.36±4.43 
17.65±4.98 

0.010 

Salad 
Increased 
Decreased 

Not Changed 

 
18 
61 
19 

 
18.37 
62.24 
19.39 

 
18.17±3.24 
14.48±4.93 
16.74±4.64 

0.001 

Fruit 
Increased 
Decreased 

Not Changed 

 
17 
65 
16 

 
17.35 
66.33 
16.32 

 
16.71±3.04 
14.91±4.80 
17.19±5.97 

0.335 

Bread 
Increased 
Decreased 

Not Changed 

 
3 
92 
3 

 
3.06 
93.88 
3.06 

 
15.33±2.89 
15.59±4.78 
16.00±8.72 

0.715 

Pasta 
Increased 
Decreased 

Not Changed 

 
2 
86 
10 

 
2.04 
87.76 
10.20 

 
20.50±6.36 
15.35±4.89 
16.70±3.50 

0.116 

Rice 
Increased 
Decreased 

Not Changed 

 
2 
90 
6 

 
2.04 
91.84 
6.12 

 
20.50±6.36 
15.40±4.81 
16.83±4.22 

0.069 

Soup 
Increased 
Decreased 

Not Changed 

 
30 
51 
17 

 
30.61 
52.04 
17.35 

 
14.27±4.83 
15.78±4.87 
17.35±4.17 

0.040 

Legumes 
Increased 
Decreased 

Not Changed 

 
7 
65 
26 

 
7.14 
66.33 
26.53 

 
15.43±3.36 
14.83±4.87 
17.54±4.58 

0.109 

Fat and fatty foods 
Increased 
Decreased 

Not Changed 

 
2 
88 
8 

 
2.04 
89.80 
8.16 

 
14.00±4.24 
15.67±4.70 
15.13±6.51 

0.998 

Sugar and desserts 
Increased 
Decreased 

Not Changed 

 
18 
52 
28 

 
18.37 
53.06 
28.57 

 
12.61±4.65 
16.56±4.51 
15.71±4.84 

0.630 

Data were analyzed using the Chi-square test. 
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Figure 1: Quality of Alimentation: Tolerance to Different Foods Post-op 1st Year. 

time passes after the operation and the patient’s quality 
of alimentation improves [7,9]. In this study, the mean 
QAS of the patients 1 year after the LAGB operation 
was found to be 15.59±4.81. When the quality of 
alimentation of the patients was evaluated by taking 
into account the time elapsed after the operation in 
different studies in the literature, QAS means similar to 
the results of this study were found [9]. For example, in 
a cross-sectional clinical study, the quality of 
alimentation was evaluated in three different periods 
after LAGB operation: short (3-6 months), medium (6-
12 months), and long-term (>12 months) follow-up. The 
mean QAS of the patients was found to be 14.47±5.92 
in the medium term and 15.5±3.75 in the long term [9]. 
In this study, it was determined that the foods that 
patients had the most difficulty consuming after the 
operation were red meat, white meat, bread, rice, 
pasta, and salad, respectively (in Figure 1). In addition, 
most patients reported that their consumption of red 
meat, white meat, bread, salad, fruit, rice, pasta, 
legumes, fat and fatty foods decreased after the 
operation. As shown in Figure 1, patients have a higher 
food tolerance to vegetables and fish than to other 
foods. It is thought that this is due to the fact that 
vegetables are consumed cooked and fish is a food 
that can be easily broken into small pieces by chewing 
when cooked. Cooked vegetables and fish are easily 
digestible foods [21,22]. In another study, similar to the 
results of this study, it was observed that food 
intolerance, especially to red meat, bread, salad and 
rice-pasta, was high in the first 6 weeks after LAGB 
operation, but over time, the quality of alimentation of 
the patients increased and their tolerance to foods 

improved [7]. In a different study, it was observed that 
patients had difficulty consuming bread, rice, and fish 
after LAGB operation (n:49) [9]. It was also found that 
there was a significant decrease in the consumption of 
pasta, white bread and fresh fruit compared to before 
the operation (p<0.05) [23]. It is likely that patients’ 
difficulty in consuming nutrient-rich foods such as fruit 
and red meat will negatively affect their diet quality 
[23,24]. Dietary challenges, particularly intolerance to 
red meat and bread, underscore the importance of 
individualized nutritional counseling post-LAGB.  The 
quality of alimentation in LAGB patients may decrease 
due to food intolerance and gastrointestinal symptoms. 
However, nutritional difficulties decrease as time 
passes after bariatric surgery. Thus, patients’ tolerance 
to food and the quality of alimentation improve [7].  

In this study, it was determined that while the 
majority of individuals were in the obesity class III 
category (82.65%) before the operation, 5.10% of them 
reached normal weight after the operation, 18.37% 
were pre-obesity, and 30.61% were in the obesity class 
I category. In addition, the mean BMI of the patients 
was 45.98±6.91 kg/m2 in the pre-op period, while it was 
34.81±6.52 kg/m2 in the post-op first year. In a similar 
study, patients showed comparable post-operational 
BMI reductions, with the mean BMI decreasing from 
42.7 kg/m² to 31.0 kg/m² one year after operation 
[25]. In this study, patients lost an average of 
30.80±17.76 kg body weight from pre-op to one year 
after the operation, and EWL% was found to be 
54.37±26.4%. Loss of 50% of EWL% after operation is 
shown as success [26]. Accordingly, our results were 
successful. Similar to the results of this study, in 
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another study, the average body weight loss of patients 
one year after the operation was found to be 35.4±13.8 
kg, and EWL% (27.6±8.4%) was reported lower than 
that found in this study [7]. In another study where 
long-term follow-up results after LAGB operation were 
reviewed, it was found that the mean pre-op BMI of 
patients who did not need reoperation decreased from 
42.23 kg/m2 to 37.50 kg/m2 and their EWL% was 
39.22%. These results indicate that LAGB is an 
effective and durable option for providing body weight 
loss in the treatment of extreme obesity [5]. As shown 
in Table 4, no correlation was found between the 
patients’ QAS and anthropometric measurements and 
the number of meals (p>0.05). In a study conducted 
with patients who underwent LAGB operation, no 
relationship was found between the QAS and weight 
loss, EWL%, and BMI in the post-op 1st year, similar to 
the results of this study [7]. It is possible that the 
relatively short follow-up period affected these results. 
Indeed, the relationship between anthropometric 
measurements and QAS was found to be statistically 
significant in the post-op 3rd year (for EWL% 
r:+0.0251, p:0.031; for BMI r:-0.395, p:0.001) [7].  

In a study investigating food tolerance and 
gastrointestinal quality of life in LAGB patients 
approximately 2 to 4 years after the operation, it was 
shown that low food tolerance after the operation was 
associated with decreased Gastrointestinal Quality of 
Life Index in this patient group [27]. Study results 
supporting decreased food tolerance in LAGB patients 
[27-29] indicate that long-term nutritional problems that 
may be encountered should be taken into consideration 
before the operation. According to the results of this 
study, 52.04% of the patients comply with their post-op 
diet and 85.71% feel full despite the decrease in the 
average number of main and snack meals after the 
operation. It is possible that the LAGB procedure and 
the nutritional counseling, education and diet 
monitoring provided by the dietitian to the patients 

participating in this study were effective on these 
results [7]. The ability of patients to change their eating 
habits and body weight loss after LAGB operation are 
interrelated. Therefore, compliance with dietary 
recommendations and continuous diet monitoring are 
shown to be important factors in determining post-op 
body weight loss and health outcomes [24]. In this 
study, more than half of the patients described their 
appetite as normal or above in the post-op period. 
Similarly, it was determined that very few patients felt 
bad or very bad after the operation. When all these 
results are evaluated together, it is thought that the 
health and quality of life of the patients and their post-
op adaptations are high after the LAGB operation. 

This study is a retrospective cohort study, the study 
could have been supported by follow- up data of 
patients participating in the study for more than one 
year to verify the data obtained from the study. There 
are a limited number of studies in the literature on the 
evaluation of the quality of alimentation in patients 
undergoing LAGB operation. Therefore, although we 
think that the contribution of this study to the literature 
is quite important, longitudinal studies with follow-up 
studies are needed. Future studies should incorporate 
longitudinal designs and larger sample sizes to validate 
findings and assess long-term changes. 

CONCLUSION 

The results obtained from this study show that 
LAGB is an effective method for appetite control and 
loss of excess body weight, as well as having health 
benefits on the emotional state of the patients. This 
study uniquely evaluates food tolerance using the QA 
Form, offering insights into post-op dietary challenges. 
It is thought that the relatively low food tolerance after 
the operation is due to the control of the patients with 
nutritional counseling, nutritional education, and dietary 
interventions, and these are essential in this patient 

Table 4: Relationship between QAS and Anthropometric Measurements and Meal Consumptions 

 r p 

Post-op body weight (kg) -0.028 0.787 

Post-op BMI (kg/m2) 0.022 0.830 

Body weight loss (kg) -0.163 0.108 

EWL% -0.097 0.342 

Number of main meals post-op 1st year 0.138 0.176 

Number of snacks post-op 1st year 0.086 0.398 

Data were evaluated with Spearman correlation analysis. Post-op: Post-operative, BMI: Body Mass Index, EWL%: Percentage of excess weight loss. Correlation 
was considered significant if p<0.05 (2-tailed). 
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group. Food tolerance and vomiting/regurgitation have 
the potential to affect the quality of alimentation, quality 
of life, and post-op complications. Therefore, it is 
anticipated that evaluation of this issue in future studies 
involving longitudinal designs and larger sample sizes 
will contribute to the development of a more 
comprehensive evidence base in the nutritional 
perspective of LAGB. 
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