
Supplementary Material


European Recommendations from Health Care Professionals and People Living with Obesity on Safe Practice for Bariatric and Metabolic Surgery Medical Tourism: A Modified Delphi Consensus Statement from EASO, IFSO-EC and ECPO



Supplementary Table 1. Demographic Characteristics of Healthcare Professional Survey Panel

	Healthcare Professional Panel
	Demographic
	Number (%)

	
	Sample Size
	119

	
	Country
	United Kingdom (UK)
	27 (22.7%)

	
	
	Italy
	17 (14.3%)

	
	
	Spain
	10 (8.4%)

	
	
	Germany
	7 (5.9%)

	
	
	The Netherlands
	7 (5.9%)

	
	
	Ireland
	6 (5.0%)

	
	
	France
	6 (5.0%)

	
	
	Switzerland
	5 (4.2%)

	
	
	Turkey
	4 (3.4%)

	
	
	Sweden
	4 (3.4%)

	
	
	Romania
	4 (3.4%)

	
	
	Austria
	3 (2.5%)

	
	
	Portugal
	2 (1.7%)

	
	
	Poland
	2 (1.7%)

	
	
	Norway
	2 (1.7%)

	
	
	Israel
	2 (1.7%)

	
	
	Greece
	2 (1.7%)

	
	
	Denmark
	2 (1.7%)

	
	
	Belgium
	2 (1.7%)

	
	
	North Macedonia
	1 (0.8%)

	
	
	Serbia
	1 (0.8%)

	
	
	United Arab Emirates
	1 (0.8%)

	
	
	Croatia
	1 (0.8%)

	
	
	Bulgaria
	1 (0.8%)

	
	Profession
	Bariatric Surgeon / Surgeon
	66 (55.5%)

	
	
	Endocrinologist
	28 (23.5%)

	
	
	Dietitian
	18 (15.1%)

	
	
	Nurse Practitioner / Bariatric Specialist Nurse 
	3 (2.5%)

	
	
	Psychologist
	2 (1.7%)

	
	
	General Practitioner
	1 (0.8%)

	
	
	Gastroenterologist
	1 (0.8%)

	
	Surgeons (number of surgeries per year)
	Total
	10535

	
	
	Mean ± SD
	182 ± 165

	
	
	Median (IQR)
	135 (70 – 250)

	
	Years Involved in Care of People living with Obesity
	Total
	1686.5 years

	
	
	Mean ± SD
	15.9 ± 8.6

	
	
	Median (IQR)
	15 (10 – 21)

	
	Worked in a obesity service in a country different to where you currently practice?
	Yes
	30 (25.2%)

	
	
	No
	89 (74.8%)

	
	Number of patients treated for obesity each year
	Total
	56698

	
	
	Mean ± SD
	525 ± 666

	
	
	Median (IQR)
	300 (150 – 500)

	Patient Panel
	Sample Size
	88

	
	Country
	Ireland
	69 (78.4%)

	
	
	United Kingdom
	10 (11.4%)

	
	
	Denmark
	2 (2.3%)

	
	
	Iceland
	2 (2.3%)

	
	
	Hungary
	1 (1.1%)

	
	
	Romania
	1 (1.1%)

	
	
	Poland
	1 (1.1%)

	
	
	Sweden
	1 (1.1%)

	
	
	Italy
	1 (1.1%)

































Supplementary Table 2: Regulation of Bariatric Surgery Tourism
	Question Number
	Statements 
	Round 1 
(n=119)
	Round 2
(n=82)
	Round 3
(n=94)
	Consensus

	Q1.
	Bariatric and metabolic surgery in Europe should only be performed at centres of obesity management which are accredited by either EASO (The European Association for the Study of Obesity) or the country’s representative national Bariatric and Metabolic surgery (BMS) society or Surgical society.
	91.5%
	
	
	Grade A (R1)

	Q2.
	Bariatric and metabolic surgery should only be undertaken by surgeons that have national or international accreditation to perform the procedure.
	93.3%
	
	
	Grade A (R1)

	Q3.
	All staff (i.e. bariatric surgeons, dietitians, endocrinologists, psychologists) involved in the care of patients undergoing bariatric surgery abroad should be appropriately trained and certified to deliver the care.
	
	98.8%
	
	Grade A (R2)

	Q4.
	Only surgical procedures/methods which are accredited by either IFSO (International Federation for the Surgery of Obesity and Metabolic Disorders) or a National Bariatric and Metabolic Surgery society, which regularly evaluates surgical procedures, should be performed in the context of surgical tourism.
	94.0%
	
	
	Grade A (R1)

	Q5.
	Bariatric and metabolic surgical procedures in the stages of research development should not be performed in the context of medical tourism.
	92.2%
	
	
	Grade A (R1)

	Q6.
	The indication for bariatric and metabolic surgery in any country should follow IFSO (International Federation for the Surgery of Obesity and Metabolic Disorders) guidelines if no national guidelines are available.
	97.5%
	
	
	Grade A (R1)

	Q7.

	V1
	If provided in private practice, bariatric and metabolic surgery should only be performed by surgeons who complete at least 100 procedures per year.
	64.5%
	
	
	

	
	V2
	Bariatric and metabolic surgery should only be performed by surgeons who complete at least 100 procedures per year.
	
	53.9%
	
	

	Q8.
	Bariatric and metabolic surgery should only be performed by surgeons who complete at least 50 procedures per year.
	
	73.1%
	85.1%
	Grade B (R3)

	Q9.
	Bariatric and metabolic surgery should only be provided in private practice when both the lead surgeon and assistant surgeon are trained and certified in bariatric and metabolic surgery.
	82.1%
	81.3%
	85.1%
	Grade B (R3)

	Q10.
	 Bariatric and metabolic surgery should only be undertaken at institutions which conduct at least 200 surgeries per year overall.
	50.9%
	40.8%
	
	

	Q11..
	Bariatric and metabolic surgery should only be undertaken at institutions which conduct at least 100 surgeries per year overall.
	
	71.4%
	79.8%
	Grade C (R3)

	Q12..
	A European-level risk registry would be beneficial to track instances of inadequate care and patient safety issues following bariatric and metabolic surgery tourism.
	92.7%
	
	
	Grade A (R1)

	Q13.
	Bariatric and metabolic surgery tourism should be regulated at a National and European Level.
	88.0%
	95.1%
	
	Grade A (R2)

	Q14.
	Bariatric and metabolic surgeries should be recorded in a national registry in the country where the procedure is performed, when a national registry exists within the country.
	96.6%
	
	
	Grade A (R1)

	Q15.
	V1
	Bariatric and metabolic surgeries should be recorded in a national registry in the home country that the patient returns to following the procedure.
	79.4%
	
	
	

	
	V2
	Bariatric and metabolic surgeries should be recorded in a national registry in the home country that the patient returns to following the procedure, if allowed by the home country’s regulations and the details of the surgery are clear from medical documentation.
	
	86.8%
	94.6%
	Grade A (R3)

	Q16.
	A European-level risk registry would be beneficial to track instances of cost-savings and efficiencies across the region.
	89.3%
	94.9%
	
	Grade A (R2)

	Q17.
	The causes of bariatric and metabolic surgery tourism should be researched.
	
	90.1%
	
	Grade A (R2)






























Supplementary Table 3: Provision of Care

	Question Number
	Statement
	Round 1
(n=119)
	Round 2
(n=82)
	Round 3
(n=94)
	Consensus

	Q1.
	In the context of surgical tourism, bariatric follow up should be provided for 2 years by the unit performing the surgery.
	
	83.8%
	92.4%
	Grade A (R3)

	Q2.
	Prior to bariatric surgery, patients should be provided with clear information about the risks and benefits of the surgery including the increased risk of having this surgery away from home, before travelling abroad.
	95.8%
	
	
	Grade A (R1)

	Q3.
	Patients should have written and verbal consent taken prior to bariatric and metabolic surgery.
	97.5%
	
	
	Grade A (R1)

	Q4.
	Patients undergoing bariatric surgery abroad should be selected for surgery based on a multidisciplinary team’s assessment.
	
	95.1%
	
	Grade A (R2)

	Q5.
	Patients should be provided with an independent translator for all conversations where there is a language mismatch between the healthcare professional (i.e. bariatric surgeon, dietitian, psychologist) and the patient.
	91.5%
	
	
	Grade A (R1)

	Q6.
	Patients should have an upper gastrointestinal endoscopy prior to proceeding with bariatric and metabolic surgery.
	82.4%
	86.1%
	91.0%
	Grade A (R3)

	Q7.
	Patients who are of female biological sex and child-bearing potential should have a urinary or serum pregnancy test, at a minimum, in the days prior to proceeding with bariatric and metabolic surgery.
	89.7%
	95.1%
	
	Grade A (R1)

	Q8.
	Patients who are of female biological sex and child-bearing potential should have counselling regarding the risks of pregnancy in the 18 months following bariatric and metabolic surgery.
	97.5%
	
	
	Grade A (R1)

	Q9.

	V1
	Patients should undergo alcohol intake assessment through a suitable validated questionnaire (i.e. AUDIT-C) prior to proceeding with bariatric and metabolic surgery.
	84.2%
	
	
	

	
	V2.
	Patients should undergo alcohol intake assessment through a suitable validated questionnaire (i.e. AUDIT-C) or by a healthcare professional prior to proceeding with bariatric and metabolic surgery.
	
	95.0%
	
	Grade A (R2)

	Q10.
	Patients should be advised on the need to limit post-operative alcohol intake prior to proceeding with bariatric and metabolic surgery.
	98.3%
	
	
	Grade A (R1)

	Q11.
	Patients should be advised on the need to limit pre-operative alcohol intake prior to proceeding with bariatric and metabolic surgery.
	
	98.8%
	
	Grade A (R2)

	Q12.
	Patients should be advised on cessation of smoking prior to bariatric and metabolic surgery.
	97.4%
	
	
	Grade A (R1)

	Q13.
	Patients should be asked about recreational drug use before proceeding with bariatric and metabolic surgery.
	
	97.5%
	
	Grade A (R2)

	Q14.
	Patients should have a biochemistry assessment (including, full blood count, renal profile, liver function tests, glucose, HbA1c, lipid profile, thyroid function test, Calcium profile, Vitamin B12, Vitamin D, iron studies and Parathyroid Hormone) prior to proceeding with bariatric and metabolic surgery.
	
	97.6%
	
	Grade A (R2)

	Q15.
	Prior to bariatric and metabolic surgery, patients should be counselled regarding the optimal post-operative nutritional supplementation based on their surgical procedure.
	100%
	
	
	Grade A (R1)

	Q16.
	Patients should be aware of the post-operative complications which can occur due to inadequate micronutrient supplement adherence prior to proceeding with bariatric and metabolic surgery.
	
	100.0%
	
	Grade A (R2)

	Q17.
	Patients should be advised about the risk of taking NSAIDs (Non-steroidal anti-inflammatory drugs) post-operatively, prior to proceeding with bariatric and metabolic surgery.
	
	97.5%
	
	Grade A (R2)















Supplementary Table 4: Eligibility for BMS
	Q
	Question 
	Round 1
(n=119)
	Round 2
(n=82)
	Round 3
(n=94)
	Consensus

	Q1.
	In the context of medical tourism, patients with BMI >60 kg/m2 should not undergo bariatric and metabolic surgery.
	67.0%
	75.9%
	79.1%
	Grade C (R3)

	Q2.
	In the context of medical tourism, patients with BMI < 30 kg/m2 should not undergo bariatric and metabolic surgery.
	88.2%
	91.4%
	
	Grade A (R2)

	Q3.
	V1
	In the context of medical tourism, patients aged >65 years old should not be considered for bariatric and metabolic surgery.
	56.8%
	59.0%
	
	

	
	V2
	In the context of medical tourism, patients aged >65 years old should not be considered for bariatric and metabolic surgery and instead should be directed towards bariatric services within their home country.
	
	
	74.7%
	Grade C (R3)

	Q4.
	In the context of medical tourism, patients with significant functional impairment (i.e. severe pain or dyspnoea that requires use of a wheelchair) should not be considered for bariatric and metabolic surgery.
	67.0%
	77.9%
	80.2%
	Grade B (R3)

	Q5.
	In the context of medical tourism, only patients with ASA grade <=4 should undergo bariatric and metabolic surgery at accredited centres.
	70.2%
	87.2%
	84.1%
	Grade B (R3)

	Q6.
	In the context of medical tourism, patients with active malignancy should not be considered for bariatric and metabolic surgery.
	89.5%
	95.1%
	
	Grade A (R2)

	Q7.
	Patients undergoing bariatric surgery abroad should be assessed for signs of hypercortisolism.
	
	
	68.2%
	No Consensus

	Q8.
	Patients undergoing bariatric surgery abroad with signs of hypercortisolism should undergo an overnight dexamethasone suppression test to exclude Cushing's Syndrome prior to surgery.
	
	
	83.3%
	Grade B (R3)

	Q9.
	A copy of the patient’s medical records, from the patient’s home country, should be assessed for the medical history, prior to proceeding with bariatric surgery abroad.
	
	
	94.6%
	Grade A (R3)

	Q10.
	A copy of the patient’s medical records, from the patient’s home country, should be assessed for the patient’s cardiovascular disease history, prior to proceeding with bariatric surgery abroad.
	
	
	93.5%
	Grade A (R3)

	Q11.
	In patients with obesity class 1 and associated diseases (i.e. Type 2 Diabetes, MASLD, Obstructive Sleep Apnoea), tourism for bariatric and metabolic surgery should not be offered.
	64.6%
	70.0%
	66.7%
	No Consensus (R3)











Supplementary Table 5: Psychological Assessment (88 (74%) completed this)
	Q
	Question 
	Round 1
(n=88)
	Round 2
(n=62)
	Round 3
	Round 1 Consensus

	Q1.
	 Patients should undergo psychological health screening prior to proceeding with bariatric and metabolic surgery.
	98.9%
	
	
	Grade A (R1)

	Q2.
	If significant psychological risk is detected through psychological health screening (i.e. PHQ-9 => 15, history of disordered eating, psychological diagnosis), patients should be assessed by a suitably trained psychologist and/or psychiatrist, to ensure psychological readiness for bariatric and metabolic surgery.
	100%
	
	
	Grade A (R1)

	Q3.
	Patients with a history of untreated bulimia nervosa or anorexia nervosa should not be considered for bariatric and metabolic surgery.
	86%
	95.2%
	
	Grade A (R2)

	Q4.
	In the context of medical tourism, patients with active suicidal ideation or previous high-risk suicide attempt, should not be considered for bariatric and metabolic surgery.
	94.3%
	
	
	Grade A (R1)

	Q5.
	In the context of medical tourism, patients with significant cognitive impairment should not be considered for bariatric and metabolic surgery.
	87.2%
	90.3%
	
	Grade A 
(R2)

	Q6.
	V1
	In the context of medical tourism, patients with a history of severe psychiatric diagnosis (i.e. schizophrenia, bipolar disorder, major depressive episode within the last 12 months requiring hospitalisation) should not be considered for bariatric and metabolic surgery.
	87.5%
	
	
	

	
	V2
	In the context of medical tourism, patients with a history of severe psychiatric diagnosis (i.e. schizophrenia, bipolar disorder, major depressive episode within the last 12 months requiring hospitalisation) and without at least 12 months of mental health stability should not be considered for bariatric and metabolic surgery.
	
	95.2%
	
	Grade A (R2)




























Supplementary Table 6: Dietetic Assessment (101 (85%) completed this section)
	Question Number
	Question 
	Round 1
(N=101)
	Round 2
	Round 3
	Consensus

	Q1.
	Patients should be assessed by a suitably trained registered dietitian prior to proceeding with bariatric and metabolic surgery.
	97.0%
	
	
	Grade A (R1)

	Q2.
	Patients should be screened for nutritional deficiencies, including protein malnutrition, Iron, Vitamin D, Vitamin B12, and Folate, and if present these deficiencies should be corrected prior to bariatric and metabolic surgery.
	97.0%
	
	
	Grade A (R1)

	Q3.
	Patients should be advised on the need for life-long micronutrient supplementation and given guidance on appropriate vitamin and mineral regimens to meet requirements, following bariatric and metabolic surgery.
	100.0%
	
	
	Grade A (R1)

	Q4.
	Patients should be given verbal and written guidance on eating behaviours that maximise nutrient intake, and minimise gastrointestinal difficulties, following bariatric and metabolic surgery.
	100.0%
	
	
	Grade A (R1)

	Q5.
	Patients should have a good understanding of the necessary postoperative lifestyle and eating behaviour changes, prior to consenting to and proceeding with bariatric and metabolic surgery.
	99.0%
	
	
	Grade A (R1)






Supplementary Table 7: Sleep Apnoea Assessment(87 (73%) answered)
	Question Number
	Question 
	Round 1
(n=87)
	Round 2
(n=69)
	Round 3
(n=73)
	Consensus

	Q1.
	V1
	Patients should be screened for obstructive sleep apnoea, with a suitable validated questionnaire (i.e. STOP-BANG or Epworth Sleepiness Scale), prior to proceeding with bariatric and metabolic surgery.
	88.4%
	
	
	

	
	V2
	Patients should be screened for obstructive sleep apnoea, with a suitable validated questionnaire (i.e. STOP-BANG or Epworth Sleepiness Scale) or by a healthcare professional, prior to proceeding with bariatric and metabolic surgery.
	
	92.8%
	
	Grade A (R2)

	Q2.
	Patients deemed high risk for obstructive sleep apnoea via screening should undergo appropriate diagnostic tests and, if appropriate, be established on appropriate sleep apnoea treatment, before proceeding with bariatric and metabolic surgery.
	97.7%
	
	
	Grade A (R1)

	Q3.
	V1
	In the context of medical tourism, patients with obesity hypoventilation syndrome or uncontrolled moderate to severe obstructive sleep apnoea, should not be considered for bariatric and metabolic surgery.
	71.3%
	68.8%
	
	

	
	V2
	In the context of medical tourism, patients with uncontrolled moderate to severe obstructive sleep apnoea (i.e. not established on appropriate treatment), should not be considered for bariatric and metabolic surgery. 
	
	
	77.8%
	Grade C (R3)

	Q4
.
	In the context of medical tourism, patients with obesity hypoventilation syndrome should not be considered for bariatric and metabolic surgery.
	
	
	44.8%
	No Consensus




Supplementary Table 8: CVD assessment(75 (63%) answered)
	Question Number
	Question 
	Round 1
(n=75)
	Round 2
(n=57)
	Round 3
(n=66)
	Consensus

	Q1.
	Patients should be screened for cardiovascular disease prior to proceeding with bariatric and metabolic surgery.
	89.3%
	92.9%
	
	Grade A (R2)

	Q2.
	Patients at high risk of cardiovascular disease, should have an echocardiogram at a minimum prior to proceeding with bariatric and metabolic surgery.
	91.5%
	
	
	Grade A (R1)

	Q3.
	Patients at high risk of cardiovascular disease should be evaluated by a cardiologist prior to proceeding with bariatric and metabolic surgery.
	
	83.9%
	92.4%
	Grade A (R3)

	Q4.
	Patients at high risk of cardiovascular disease should be evaluated by an anaesthetist prior to proceeding with bariatric and metabolic surgery.
	
	98.2%
	
	Grade A (R2)

	Q5.
	V1
	Patients with Type 2 Diabetes Mellitus should undergo cardiological investigations to rule out silent coronary heart disease prior to proceeding with bariatric and metabolic surgery.
	70.1%
	
	
	

	
	V2
	Patients with Type 2 Diabetes Mellitus should be considered for cardiological investigations to rule out silent coronary heart disease prior to proceeding with bariatric and metabolic surgery.
	
	71.2%
	81.3%
	Grade B (R3)






Supplementary Table 9: Liver Assessment(70 (59%))
	Question Number
	Question 
	Round 1
(N=70)
	Round 2
(N=58)
	Round 3
(N=63)
	Round 1 Consensus

	Q1.
	Patients should have a FIB-4 score or fibroscan to screen for liver fibrosis prior to proceeding with bariatric and metabolic surgery.
	
	69.1%
	71.4%
	Grade C (R3)

	Q2.
	In the context of medical tourism, patients with Child-Pugh Class B or C Chronic Liver Disease should not be considered for bariatric and metabolic surgery.
	82.4%
	89.7%
	95.0%
	Grade A (R3)

	Q3.
	In the context of medical tourism, patients with a history of oesophageal varices should not be considered for bariatric and metabolic surgery.
	88.6%
	96.6%
	
	Grade A (R2)











Supplementary Table 10: Operative Care Questions 

	Q
	Question 
	Round 1
(n=63)
	Round 2
(n=50)
	Round 3
(n=58)
	Consensus

	Q1.
	V1
	Patients should have a prescription of pharmacological thromboprophylaxis to begin the day prior to surgery when undergoing bariatric and metabolic surgery, unless contraindicated.
	65.1%
	
	
	

	
	V2
	Patients should have a prescription of pharmacological thromboprophylaxis to begin the day prior to surgery or thromboprophylaxis at the induction of anaesthesia when undergoing bariatric and metabolic surgery, unless contraindicated.
	
	73.5%
	73.7%
	Grade C (R3)

	Q2.
	Patients should have pharmacological thromboprophylaxis for up to 1 week following bariatric and metabolic surgery.
	
	46.0%
	
	

	Q3.
	Patients should have pharmacological thromboprophylaxis for up to 2 weeks following bariatric and metabolic surgery.
	
	36.7%
	
	

	Q4.
	V1
	Patients should have pharmacological thromboprophylaxis for up to 4 weeks following bariatric and metabolic surgery.
	72.1%
	56.3%
	
	

	
	V2
	Patients should have pharmacological thromboprophylaxis for up to 4 weeks following bariatric and metabolic surgery abroad, dependent on clinical and surgical factors.
	
	
	72.4%
	Grade C (R3)

	Q5.
	Pharmacological thromboprophylaxis should be weight adapted for patients undergoing bariatric and metabolic surgery.
	82.8%
	83.7%
	80.7%
	Grade B (R3)

	Q6.
	Patients should receive peri-operative prophylactic antibiotics when undergoing bariatric and metabolic surgery.
	87.3%
	98.0%
	
	Grade A (R2)

	Q7.
	Patients should receive a Proton Pump Inhibitor for at least 1 month following bariatric and metabolic surgery.
	
	
	87.7%
	Grade B (R3)

	Q8.

	V1
	Patients should receive a Proton Pump Inhibitor for at least 6 months following bariatric and metabolic surgery.
	63.5%
	
	
	

	
	V2
	Patients should receive a Proton Pump Inhibitor for up to 6 months following bariatric and metabolic surgery, depending on the procedure and risks (i.e. smoking).
	
	63.8%
	75.0%
	Grade C (R3)

	Q9.
	V1
	Patients with a gallbladder should be provided with 6 months of ursodeoxycholic acid (i.e. Ursofalk)  following bariatric and metabolic surgery.
	50.0%
	
	
	

	
	V2
	Patients with a gallbladder and without pre-operative gallstones as determined by ultrasound evaluation should be provided with 6 months of ursodeoxycholic acid (i.e. Ursofalk) following bariatric and metabolic surgery
	
	57.1%
	55.4%
	No Consensus (R3)

	Q10.
	Patients should be advised on the changes in the absorption of some medications (i.e. anti-epileptics, anticoagulants, psychotropic medications) following bariatric and metabolic surgery.
	100.0%
	
	
	Grade A (R1)

	Q11.
	In the context of medical tourism, patients should stay at least 5 days post-operatively in the geographical location of the bariatric and metabolic surgery before travelling home.
	81.0%
	89.3%
	89.5%
	Grade B (R3)

	Q13.
	In the context of medical tourism, patients should stay at least 7 days post-operatively in the geographical location of the bariatric and metabolic surgery before travelling home.
	
	70.5%
	78.9%
	Grade C (R3)

	Q14.
	In the context of medical tourism, patients should stay at least 10 days post-operatively in the geographical location of the bariatric and metabolic surgery before travelling home.
	
	45.5%
	
	

	Q15.
	In the context of medical tourism, when patients have significant complications following bariatric and metabolic surgery, they should only be cleared to travel home by their treating bariatric surgical team once these have been addressed.
	88.5%
	96.0%
	
	Grade A (R2)

	Q16.
	In the context of medical tourism, when patients have significant complications following bariatric and metabolic surgery, the treating bariatric surgeon should liaise with a bariatric surgeon in the patient’s home country to arrange ongoing care. 
	
	91.7%
	
	Grade A (R2)

	Q17.
	In the context of medical tourism, the operating bariatric surgeon should liaise with the patient’s treating doctor/general practitioner in their home country to facilitate follow-up.
	86.4%
	100.0%
	
	Grade A (R2)

	Q18.
	V1
	In the context of medical tourism, the treating bariatric surgical team should provide sufficient supply for at least 3 months of nutritional supplementation in the post-operative period as well as clear written information regarding the requirements for long-term nutritional supplementation.
	88.7%
	
	
	

	
	V2
	In the context of medical tourism, the treating bariatric surgical team should provide sufficient supply for at least 3 months of nutritional supplementation in the post-operative period.
	
	74.0%
	82.5%
	Grade B (R3)

	Q19.
	In the context of medical tourism, the treating bariatric surgical team should provide clear written information regarding the requirements for long-term nutritional supplementation.
	
	100.0%
	
	Grade A (R2)

	Q20.
	In the context of medical tourism, the bariatric surgeon should provide medical documentation, a copy of operative notes and a discharge summary to facilitate the patient’s ongoing care in their home country.
	100.0%
	
	
	Grade A (R1)

	
	
	
	
	
	

	Q21.
	The bariatric team must use methods known to prevent harm from anaesthetic administration, whilst protecting the patient from pain.
	96.8%
	
	
	Grade A (R1)

	Q22.
	The bariatric team must recognise and effectively prepare for life-threatening loss of airway or respiratory function.
	100.0%
	
	
	Grade A (R1)

	Q23.
	The bariatric team must recognise and effectively prepare for high risk of blood loss.
	96.8%
	
	
	Grade A (R1)

	Q24.
	The bariatric team must avoid inducing an allergic or adverse drug reaction for which the patient is known to be at significant risk.
	100.0%
	
	
	Grade A (R1)

	Q25.
	The bariatric team must use consistent methods known to minimise the risk of surgical site infection.
	100.0%
	
	
	Grade A (R1)

	Q26.
	The bariatric team must prevent inadvertent retention of instruments and sponges in surgical wounds.
	100.0%
	
	
	Grade A (R1)

	Q27.
	The bariatric team must use the World Health Organisation (WHO) surgical safety checklist.
	93.3%
	
	
	Grade A (R1)

	Q28.
	The bariatric team must use a validated risk stratification tool to supplement clinical assessment when planning bariatric and metabolic surgery. This should then be discussed with the patient to allow for informed shared decision-making.
	85.5%
	85.1%
	94.5%
	Grade A (R3)

	Q29.
	The bariatric team must discuss options for postoperative pain management with patients prior to surgery.
	90.3%
	
	
	Grade A (R1)

	Q30.
	V1
	Patients should have a pre-operative ultrasound evaluation to determine the presence of gallstones, prior to proceeding with bariatric and metabolic surgery.
	
	63.3%
	
	

	
	V2
	Patients should be screened for symptomatic gallstone disease prior to proceeding with bariatric surgery abroad.
	
	
	82.5%
	Grade B (R3)

	Q31.
	Patients with symptomatic gallstone disease should have a cholecystectomy performed prior to or at the same time as bariatric and metabolic surgery.
	
	72.0%
	77.6%
	Grade C (R3)






















Supplementary Table 11: Advertising and Online Information(119 (100%))

	Q
	Question 
	Round 1
(n=119)
	Round 2
(n=82)
	Round 3
(n=94)
	Consensus

	Q1.
	Bariatric centres should not use targeted social media campaigns to identify potential patients.
	67.0%
	74.7%
	85.4%
	Grade B (R3)

	Q2.
	When discounted rates or special offers for bariatric and metabolic surgery are offered by bariatric centres, this raises concern about the quality of the care provided.
	86.1%
	83.8%
	92.1%
	Grade A (R3)

	Q3.
	Social media platforms should not allow advertising of bariatric surgery by centres that are not approved/accredited by relevant international organisations (i.e. EASO/IFSO).
	86.4%
	92.7%
	
	Grade A (R2)

	Q4.
	Bariatric centres should provide publicly available information regarding the volume and type of surgeries performed at their site.
	94.8%
	
	
	Grade A (R1)

	Q5.
	Bariatric centres should provide publicly available information regarding the qualifying criteria (i.e: BMI) to undergo bariatric surgery.
	94.1%
	
	
	Grade A (R1)

	Q6.
	Bariatric centres should provide publicly available information regarding the financial cost and required payment methods for bariatric surgery at their site.
	87.3%
	96.3%
	
	Grade A (R2)

	Q7.
	Bariatric centres should provide publicly available information regarding the surgical procedures provided and whether these are internationally accredited procedures.
	97.5%
	
	
	Grade A (R1)

	Q8.
	Bariatric centres should provide publicly available information regarding the type, frequency and intensity of follow-up, and what health care professional this is provided by, following bariatric surgery.
	99.2%
	
	
	Grade A (R1)

	Q9.
	Bariatric centres should provide publicly available information regarding the benefits and risks of the bariatric surgeries provided at their centre.
	99.1%
	
	
	Grade A (R1)

	Q10.
	Bariatric centres should provide publicly available information regarding the type of accreditation their surgeons have (i.e international or national accreditation and what institution has awarded it).
	94.7%
	
	
	Grade A (R1)



























Supplementary Table 12: Patient Results
	Q
	Question 
	Round 1 (n=88)
	Round 2 (n=58
	Consensus

	Q1.
	Bariatric centres must provide readily available information regarding the surgical procedures provided to patients.
	98.9%
	
	Grade A (R1)

	Q2.
	Clear information must be provided to patients regarding the risks and benefits of bariatric surgery abroad.
	98.9%
	
	Grade A (R1)

	Q3.
	Patients must be provided with clear information on whether the operating bariatric surgeon is internationally or nationally certified.
	98.9%
	
	Grade A (R1)

	Q4.
	Patients must be informed whether the bariatric surgery being offered is internationally recognised.

	98.9%
	
	Grade A (R1)

	Q5.
	Patients must be provided with all relevant clinical documentation from their bariatric surgery to allow them to have safe follow up in their home country.
	98.9%
	
	Grade A (R1)

	Q6.
	Patients must not be subjected to targeted social media advertising relating to bariatric surgery abroad.
	82.1%
	69.6%
	No Consensus (R2)

	Q7.
	Patients must be provided with nutritional supplements or at a minimum provided with information about what nutritional supplements they require following bariatric surgery abroad.
	97.7%
	
	Grade A (R1)

	Q8.
	The patient’s bariatric surgeon must communicate with the patients treating doctor in their home country before and after surgery.
	87.7%
	86.2%
	Grade B (R2)

	Q9.
	Patients must be consented through writing and discussion before undergoing bariatric surgery abroad.
	95.3%
	
	Grade A (R1)

	Q10.
	Discussions regarding bariatric surgery must start before the patient travels abroad for surgery.
	96.6%
	
	Grade A (R1)

	Q11.
	Patients travelling abroad for bariatric surgery must be protected from harm to their physical and mental health.
	97.7%
	
	Grade A (R1)

	Q12.
	Patients travelling abroad for bariatric surgery must have a thorough health assessment by the team providing the care to ensure its safe for them to have surgery.
	98.9%
	
	Grade A (R1)

	Q13.
	Patients should be very cautious when a bariatric procedure is provided at discounted rates.
	94.0%
	
	Grade A (R1)

	Q14.
	Patients should discuss their plans for bariatric surgery abroad with a doctor in their home country before travelling for the surgery.
	88.4%
	91.4%
	Grade A (R2)

	Q15.
	Patients and their families must have a clear way to raise concerns regarding the care they have received when undergoing bariatric surgery abroad. 
	97.7%
	
	Grade A (R1)

	Q16.
	Patients must be provided with a translator if they cannot speak the same language as their bariatric surgeon.
	95.4%
	
	Grade A (R1)

	Q17.
	V1.
	Patients should talk with another patient who has undergone surgery at that bariatric centre prior to surgery.
	79.5%
	
	

	
	V2.
	Patients should seek independent advice from another patient that has undergone bariatric surgery at their planned bariatric centre, prior to surgery.
	
	78.2%
	Grade C (R2)

	Q18.
	Patients must be provided with information about the complication rate of the bariatric surgeon performing their surgery. 
	96.5%
	
	Grade A (R1)

	Q19.
	Patients should be aware that in some instances bad reviews are removed from certain bariatric surgery clinics.
	97.7%
	
	Grade A (R1)

	Q20.
	Patients travelling abroad for bariatric surgery should be provided with preoperative education, continuity of care and long-term follow-up.
	97.7%
	
	Grade A (R1)

	Q21.
	All patients travelling a long distance following surgery should be aware that there is increased risk of blood clots like deep vein thrombosis and pulmonary embolism. 
	98.9%
	
	Grade A (R1)

	Q22.
	Before travelling abroad for bariatric surgery patients should discuss their plans with their close family and friends.
	64.3%
	67.3%
	No Consensus (R2)

	Q23.
	V1.
	Patients who are not eligible for bariatric surgery in their home country should not travel abroad for surgery.
	36.4%
	
	

	
	V2.
	Patients who are not eligible for bariatric surgery in their home country (i.e. BMI < 30) should not travel abroad for surgery.
	
	59.3%
	No Consensus (R2)

	Q24.
	Patients travelling abroad for bariatric surgery should wait at least a month between booking the surgery and having the surgery.
	
	75.0%
	Grade C (R2)

	Q25.
	Patients travelling abroad for bariatric surgery should travel with another person.
	
	73.7%
	Grade C (R2)

	Q26.
	Bariatric surgical tourism is being driven by long waiting lists.
	
	90.9%
	Grade A (R2)








Supplementary Table 13: Extended Demographic Characteristics
	Demographic
	Overall
	Surgeons
	Endocrinologists
	Dietitians
	Northern Europe
	Middle Europe
	Southern Europe

	Sample Size
	119
	66
	28
	18
	57
	21
	41

	Country
	United Kingdom (UK)
	27 (22.7%)
	12 (18.2%)
	2 (7.1%)
	11 (61.1%)
	27 (47.4%)
	
	

	
	Italy
	17 (14.3%)
	10 (15.2%)
	5 (20.0%)
	1 (5.6%)
	
	
	17 (41.5%)

	
	Spain
	10 (8.4%)
	5 (7.6%)
	5 (20.0%)
	
	
	
	10 (24.4%)

	
	Germany
	7 (5.9%)
	7 (10.6%)
	
	
	7 (12.3%)
	
	

	
	The Netherlands
	7 (5.9%)
	1 (1.5%)
	1 (3.6%)
	3 (16.7%)
	7 (12.3%)
	
	

	
	Ireland
	6 (5.0%)
	2 (3.0%)
	1 (3.6%)
	2 (11.1%)
	6 (10.5%)
	
	

	
	France
	6 (5.0%)
	3 (4.5%)
	3 (10.7%)
	
	
	6 (28.6%)
	

	
	Switzerland
	5 (4.2%)
	5 (7.6%)
	
	
	
	5 (23.8%)
	

	
	Turkey
	4 (3.4%)
	3 (4.5%)
	1 (3.6%)
	
	
	
	4 (9.8%)

	
	Sweden
	4 (3.4%)
	3 (4.5%)
	
	1 (5.6%)
	4 (7.0%)
	
	

	
	Romania
	4 (3.4%)
	2 (3.0%)
	2 (7.1%)
	
	
	4 (19.0%)
	

	
	Austria
	3 (2.5%)
	2 (3.0%)
	1 (3.6%)
	
	
	3 (14.3%)
	

	
	Portugal
	2 (1.7%)
	1 (1.5%)
	1 (3.6%)
	
	
	
	2 (4.9%)

	
	Poland
	2 (1.7%)
	2 (3.0%)
	
	
	
	2 (9.5%)
	

	
	Norway
	2 (1.7%)
	2 (3.0%)
	
	
	2 (3.5%)
	
	

	
	Israel
	2 (1.7%)
	2 (3.0%)
	
	
	
	
	2 (4.9%)

	
	Greece
	2 (1.7%)
	2 (3.0%)
	
	
	
	
	2 (4.9%)

	
	Denmark
	2 (1.7%)
	1 (1.5%)
	1 (3.6%)
	
	2 (3.5%)
	
	

	
	Belgium
	2 (1.7%)
	
	2 (7.1%)
	
	2 (3.5%)
	
	

	
	North Macedonia
	1 (0.8%)
	
	1 (3.6%)
	
	
	
	1 (2.4%)

	
	Serbia
	1 (0.8%)
	
	1 (3.6%)
	
	
	
	1 (2.4%)

	
	United Arab Emirates
	1 (0.8%)
	
	
	
	
	
	1 (2.4%)

	
	Croatia
	1 (0.8%)
	
	1 (7.1%)
	
	
	1 (4.8%)
	

	
	Bulgaria
	1 (0.8%)
	1 (1.5%)
	
	
	
	
	1 (2.4%)

	Profession
	Bariatric Surgeon / Surgeon
	66 (55.5%)
	
	
	
	27 (47.4%)
	14 (66.7%)
	25 (61.0%)

	
	Endocrinologist
	28 (23.5%)
	
	
	
	7 (12.3%)
	7 (33.3%)
	14 (34.1%)

	
	Dietitian
	18 (15.1%)
	
	
	
	17 (29.8%)
	
	1 (2.4%)

	
	Nurse Practitioner / Bariatric Specialist Nurse 
	3 (2.5%)
	
	
	
	3 (5.3%)
	
	

	
	Psychologist
	2 (1.7%)
	
	
	
	2 (3.5%)
	
	

	
	General Practitioner
	1 (0.8%)
	
	
	
	1 (1.8%)
	
	

	
	Gastroenterologist
	1 (0.8%)
	
	
	
	
	
	1 (2.4%)

	Surgeons (number of surgeries per year)
	Total
	10535
	
	
	
	4355
	2760
	3420

	
	Mean ± SD
	182 ± 165
	
	
	
	193 ± 214
	199 ± 92
	157 ± 131

	
	Median (IQR)
	135 (70 – 250)
	
	
	
	120 (50 – 238)
	200 (105 – 250)
	100 (50 – 238)

	Years Involved in Care of People living with Obesity
	Total
	1686.5 years
	941.5
	446
	217
	739.5
	347
	600

	
	Mean ± SD
	15.9 ± 8.6
	15.7 ± 7.4
	19.4 ± 8.8
	12.8 ± 8.6
	14.1 ± 7.8
	18.3 ± 9.1
	17.1 ± 8.9

	
	Median (IQR)
	15 (10 – 21)
	15 (10 – 21)
	20 (12.5 – 25)
	10 (8 – 15)
	12.5 (10 – 20)
	15 (12 – 25)
	18 (9 – 23)

	Worked in a obesity service in a country different to where you currently practice?
	Yes
	30 (25.2%)
	22 (33.3%)
	5 (17.9%)
	2 (11.1%)
	13 (22.8%)
	6 (28.6%)
	11 (26.8%)

	
	No
	89 (74.8%)
	44 (66.7%)
	23 (82.1%)
	16 (88.9%)
	44 (77.2%)
	15 (71.4%)
	30 (73.2%)

	Number of patients treated for obesity each year
	Total
	56698
	24908
	23340
	4000
	25955
	6058
	24685

	
	Mean ± SD
	525 ± 666
	415 ± 593
	934 ± 799
	250 ± 130
	489 ± 696
	356 ± 250
	667 ± 727

	
	Median (IQR)
	300 (150 – 500)
	225 (100 – 410)
	500 (300 – 1500)
	200 (188 – 313)
	225 (150-430) 
	300 (200 – 400)
	400 (150 – 900)


Northern, Middle and Southern Europe were categorised by EASO region. Northern Region: Belgium, Denmark, Finland, Germany, Iceland, Ireland, Netherlands, Norway, Russia, Sweden, UK. Middle Region: Austria, Croatia, Czech Republic, France, Georgia, Hungary, Lithuania, Poland, Romania, Slovakia, Slovenia, Switzerland. Southern Region: Armenia, Azerbaijan, Bosnia and Herzegovina, Bulgaria, Greece, Israel, Italy, Malta, Montenegro, Portugal, North Macedonia, Serbia, Spain, Turkey. United Arab Emirates was counted in Southern Region for analytical reasons. (https://easo.org/members/) 

























Supplementary Table 14: Subgroup Analysis by European Region
	
	
	Overall
	Northern (n=57)
	Middle
(n=21)
	Southern
(n=41)

	Q1.
	If provided in private practice, bariatric and metabolic surgery should only be performed by surgeons who complete at least 100 procedures per year.
	64.5%
	74.5%
	47.6%
	61.5%

	Q2.
	 Bariatric and metabolic surgery should only be undertaken at institutions which conduct at least 200 surgeries per year overall.
	50.9%
	46.9%
	52.4%
	55.3%

	Q3.
	In patients with obesity class 1 and associated diseases (i.e. Type 2 Diabetes, NAFLD, Obstructive Sleep Apnoea), tourism for bariatric and metabolic surgery should not be offered.
	64.6%
	58.8%
	81.0%
	63.4%

	Q4.
	In the context of medical tourism, patients with BMI >60 kg/m2 should not undergo bariatric and metabolic surgery.
	67.0%
	67.3%
	70.6%
	65.0%

	Q5.
	In the context of medical tourism, patients with BMI < 30 kg/m2 should not undergo bariatric and metabolic surgery.
	88.2%
	87.7%
	85.7%
	90.2%

	Q6.
	In the context of medical tourism, patients aged >65 years old should not be considered for bariatric and metabolic surgery.
	56.8%
	50.0%
	68.4%
	60.0%

	Q7.
	In the context of medical tourism, patients with significant functional impairment (i.e. severe pain or dyspnoea that requires use of a wheelchair) should not be considered for bariatric and metabolic surgery.
	67.0%
	64.3%
	65.0%
	71.8%

	Q8.
	Patients should have a prescription of pharmacological thromboprophylaxis to begin the day prior to surgery when undergoing bariatric and metabolic surgery, unless contraindicated.
	65.1%
	41.7%
	78.6%
	80.0%

	Q9.
	Patients should receive a Proton Pump Inhibitor for at least 6 months following bariatric and metabolic surgery.
	63.5%
	50.0%
	85.7%
	64.0%

	Q10.
	Patients with a gallbladder should be provided with 6 months of ursodeoxycholic acid (i.e. Ursofalk)  following bariatric and metabolic surgery.
	50.0%
	40.9%
	69.2%
	47.8%









Supplementary Table 15: Subgroup Analysis by Profession
	
	
	Overall
	Surgeons
(n=66)
	Endocrinologists
	Dietitians

	Q1.
	If provided in private practice, bariatric and metabolic surgery should only be performed by surgeons who complete at least 100 procedures per year.
	64.5%
	55.4%
	69.6%
	85.7%

	Q2.
	 Bariatric and metabolic surgery should only be undertaken at institutions which conduct at least 200 surgeries per year overall.
	50.9%
	46.2%
	66.7%
	46.2%

	Q3.
	In patients with obesity class 1 and associated diseases (i.e. Type 2 Diabetes, NAFLD, Obstructive Sleep Apnoea), tourism for bariatric and metabolic surgery should not be offered.
	64.6%
	52.3%
	81.5%
	80.0%

	Q4.
	In the context of medical tourism, patients with BMI >60 kg/m2 should not undergo bariatric and metabolic surgery.
	67.0%
	61.9%
	68.0%
	70.6%

	Q5.
	In the context of medical tourism, patients with BMI < 30 kg/m2 should not undergo bariatric and metabolic surgery.
	88.2%
	83.3%
	89.3%
	100.0%

	Q6.
	In the context of medical tourism, patients aged >65 years old should not be considered for bariatric and metabolic surgery.
	56.8%
	51.6%
	64.0%
	46.7%

	Q7.
	In the context of medical tourism, patients with significant functional impairment (i.e. severe pain or dyspnoea that requires use of a wheelchair) should not be considered for bariatric and metabolic surgery.
	67.0%
	64.1%
	59.3%
	76.5%



