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Abstract

Background Knotless barbed sutures can eliminate knot tying during the bariatric surgery (BS). Since effects reported on patients
and surgeons are ambiguous, this study is determined to identify the effectiveness and safety of knotless barbed suture in BS.
Methods PubMed, EMBASE, Cochrane Register of Clinical Studies, and ClinicalTrials.gov were searched for randomized
controlled trials (RCTs) and cohort studies comparing barbed sutures with conventional sutures in BS (until July 2, 2018).
Quality assessment was conducted due to Cochrane’s recommendations. Review Manager was applied to analyze the data,
and we performed subgroup analyses based on study design type and surgery type.

Results A total of four cohort studies (25,505 patients, low to moderate risk of bias) and four RCTs (1480 patients, low to
moderate risk of bias) proved eligible. BS includes laparoscopic Roux-en-Y gastric bypass and laparoscopic sleeve gastrectomy.
Comparing to conventional suture, pooling data showed that suture time (MD =—4.87, 95%CI — 8.82 to —0.92, P=0.02) and
operative time (MD =—7.88, 95%CI — 14.10 to —1.67, P=0.01) declined significantly in the barbed group. Although no
significant change was in the overall postoperative complications and hospital stay, subgroup analysis of RCTs suggested that
significantly, fewer bleeding conditions happened in barbed groups.

Conclusions Although quality of all the studies was relatively moderate and the number of the included studies was limited, the
barbed suture may have the potentiality to be an effective and reliable technique and extend the application in other bariatric
surgeries. More evidence with randomized design, larger sample sizes, and longer follow-up need to compel validations of this
state-of-the-art in the future.
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Background

Obesity is now a global epidemic observed in more than 30

>4 Jin Huang countries [1]. According to statistical forecasts, 51% of'the US
michael_huangjin@163.com population will have obesity by 2030 [2]. Varieties of inter-
>4 Liang Du ventions were approved to reduce the problem, and accumu-
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more effective than medical or lifestyle interventions for both
weight loss and remission of type 2 diabetes [3]. It is reported
that the top two most popular bariatric procedures worldwide
are laparoscopic Roux-en-Y gastric bypass (LRYGB) and lap-
aroscopic sleeve gastrectomy (LSG), which account for 45%
and 37%, respectively in 2013 [4].

From the surgeons’ perspectives, laparoscopic
intracorporeal knot tying in both procedures is a complex
technique, even for an expert, that can result in unpredictable
consequences including leaks and fistulas [5, 6]. Recently, an
innovation of absorbable, knotless barbed suture has been
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used for bariatric surgery (BS). Initiated in 1964 [7], this tech-
nique has been first described to eliminate knot tying in plastic
and gynecological surgery previously [8]. And then some sys-
tematic reviews, in terms of radical prostatectomy [9, 10],
have confirmed the equivalence of biocompatibility and ten-
sile strength of knotless barbed suture compared to conven-
tional sutures in urological field and even in general surgical
field [11, 12].

Since effects reported on patients and surgeons are ambig-
uous and no meta-analysis was reported about BS, thus we
carried out this meta-analysis and systematic review to iden-
tify the effectiveness and safety of knotless barbed suture in
BS comparing with the conventional sutures.

Material and Methods
Study Identification and Selection

The MEDLINE, EMBASE, and the Cochrane Library data-
bases were searched using the following terms: (“gastric” OR
“bariatric” OR “bypass”) AND (“barbed” OR “knotless™)
AND (“suturing” OR “suture”) (last updated in July 2018).
In order to modify the results and to avoid the publication bias,
we also searched clinical trials registered in Clinicaltrials.gov
(last updated on July 2, 2018).

All studies had to meet the following inclusion criteria: (a)
study design had to be a randomized controlled trial (RCT) or
observational controlled studies based on human subjects; (b)
patients underwent bariatric surgeries including LRYGB and
LSG:; (c) interventions had to be conventional suture versus
barbed suture; and (d) the studies provided short- or long-term
outcomes. The following exclusion criteria were also applied:
(a) no control; (b) conventional sutures were other materials or
approaches such as mesh or staple rather than smooth sutures;
conventional sutures are traditional smooth knot-tying anasto-
mosis sutures regardless of continuous Lemberts’ or through-
and-through suture [13]; (c) abstracts, reviews, and over-
lapped studies; and (d) studies published in languages other
than English. The computer search was supplemented with a
manual search for references of included studies.

Data Extraction and Outcome Measures

We imported the search results into bibliographic citation
management software (EndNote X7). Two reviewers indepen-
dently collected the data and reached a consensus on all items.
The following items were extracted from each study if they
were available: first author’s family name, publication year,
original country, journal, study design, sample size, and post-
operative complications.

The main outcome measures chosen for the current meta-
analysis were suture time, operative time, hospital stay, and

postoperative complications (bleeding, stenosis, and leak).
Heterogeneity of the outcomes was assessed to confirm the
appropriateness of combining individual studies.

Definition

Operative time was defined as the total time of surgery. Suture
time for LRY GB was time of gastrojejunal anastomosis, while
for LSG was the time of reinforcement. After surgeries, post-
operative complications (bleeding, stenosis, leak, and overall
postoperative complications) of the suture and hospital stay
were also recorded. We specially evaluated the postoperative
complications based on the modified Clavien—Dindo classifi-
cation [14]. Specifically, bleeding, stenosis, and leak of the
anastomosis were the top three complications that occurred
most frequently and related most to bariatric surgeries.

Methodological Quality Assessment

The risk of bias of included RCTs was assessed following
Cochrane’s recommendations, considering random sequence
generation, allocation concealment, blinding of participants
and personnel, blinding of outcome assessment, incomplete
outcome data, and selective reporting [15]. Publication bias
was evaluated by funnel plot. Newcastle-Ottawa Scale (NOS),
a widely used and accepted instrument, was applied for
assessing the risk of bias of observational controlled studies
[16]. We included the following items for cohort studies: as-
certainment of BS, representativeness of the barbed cohort,
ascertainment of exposure to barbed suture, selection of the
non-exposed cohort, demonstration that outcome of interest
(i.e., suture time) was not presented at the start of study, com-
parability of study controls for important factors (e.g., ade-
quate adjustment for confounders or matching for important
confounding factors), assessment of outcome (e.g., blinding
assessment and adjudication), and completeness of the follow-

up.
Data Synthesis and Analysis

Separate meta-analysis was conducted within different sub-
groups according to bariatric surgery types (LRYGB and
LSG) and study designs (RCT and cohort study). In all anal-
yses, we estimated the pooled mean difference (MD) to assess
continuous data, while pooled odds ratios (ORs) were calcu-
lated for the assessment of dichotomous data (postoperative
complications).

The pooled estimations regarding outcomes expressed ei-
ther as dichotomous or continuous variables were calculated
with the use of a fixed-effects model (if high heterogeneity,
then use random effects model). The existence of statistical
heterogeneity between the included studies was assessed via
the x? test and I* test. For all analyses, P<0.05 was

@ Springer


http://clinicaltrials.gov

1758

OBES SURG (2019) 29:1756-1764

considered statistically significant. Statistical analyses were
performed using the software programs Review Manager
(Version 5.3).

Results
Study Selection Process and Characteristics

A total of four cohort studies [17-20] (25,505 patients, low to
moderate risk of bias) and four RCTs [21-24] (1480 patients,
moderate risk of bias) were eligible. A flow diagram of the
detailed selection process is shown in Fig. 1. Table 1 demon-
strates the baseline characteristics and the results of all the
studies. All the outcomes of subgroup analyses are shown in
Table 2 and Appendix Figs. 1, 2, 3,4,5,6,7,8,9, 10, 11, 12,
13, and 14. Follow-up time ranged from 6 weeks to 36 months.

Of the four cohort studies, the patient population within a
study, regardless of exposed patients (i.e., those using barbed
suture) or unexposed patients (i.e., those not using barbed

suture), were identified from a same clinical setting.
Ascertainment of patients performed bariatric surgeries in all
studies was based on surgical records. None of the studies
adjusted important confounding factors by matching pairs or
performing multivariate analysis of the outcomes to adjust the
results. None of studies reported loss to follow-up (0%). In
general, risk of bias in cohort studies was low to moderate.

Of the four trials, three conducted computer-generated ran-
domization, one used the block randomization; three used
sealed envelopes for allocation concealment; only one applied
blinding to both surgeons and patients; no one stated that they
applied blinding to outcome assessors. Only two studies
claimed that no participants lost to follow-up. In general, risk
of bias was low to moderate in RCTs (Appendix Table 1 and
Appendix Table 2).

Suture Time

Of'the eight cohort studies, five reported the suture time of BS
(Fig. 2a). High heterogeneity was reported (P < 0.00001, /* =

®  Clinicaltrials.gov(n=1)

Duplicates (n=34)

\ 4

\4

Records excluded (n=64)

Records excluded (n=72):

® Review (n=6)

®  Animal experiments (n=9)

\4

®  Conference papers (n=57)

Fig. 1 Flow diagram of the
degtailed seﬁctiloir rocess ® EMBASE (n=109)
p = ® The Cochrane Library (n=14)
= ® PubMed (n=53)
S
&
g
-] v v
Records retrieved from databases (n= 178)
R
oo A 4
=
§ Records after duplicates removed (n=144)
S
wv
\4
-
Records screened by abstract/title (n=144)
s Y
z v
2 Full-texts retrieved (n=80)
=
~————
)
Y.
] . . . . . .
§ Records included in quantitative synthesis (meta-analysis)
Ei (n=8):
® Japaroscopic Roux-en-Y gastric bypass(n=6)
® Japaroscopic sleeve gastrectomy (n=2)

@ Springer



1759

OBES SURG (2019) 29:1756-1764

(0/1) 23exed]
[eUnSaIUL “(17/0) SUIPadq ;T USIABID)
(1/2) sisouas :qqIT uatAR)
(€/p) 3ea] “(1/1) SuIpa9[q :[ ualAR[D
(0/1) uonONNSQO [9MOq “q[I] USIABD
(/1) @3eyuioway
prouyoeieqns (/1) snideydosa
“(€/¢) uonRIPAYRP (] UIABID
(1/0) e1preokyoe)
“(1/1) SuIpad]q ;T USIABID

AN

AN

AN

TCLTF699C

I'0F0¢/C0F0€E

OVYFONVFI9

LOFEUVTFOC

6C-10F €1:80/1T-10 F I¥:L0

LTTLF¥1-09/8C-L1 FTT19

681 FTICI/8TCCFIVCI

Yy F68LI/LYLFTYSI

Teunfofonsen

8°0v/S0F

AN ELFVV/LOIF8'EY

AN LYyFCIV/ESFO 1Y

¢8C/00Y L10T/S4D

LT0/ST0 910 /eUIpURIET

crocro €107/RuAL

0/0 /9%9'1F9C¢81 COFLESYOFTE TEOTFI0SCI/6TICFRT 611 SSTFIN/ITFTICS YLFLYY/STFOVY AN €10g/1seld =d
(0/1) Supaorq
[eunsajur ‘(1/9) SHNSA[0YD
“(1/) uo1sn[200 Teunsayur 6VFVITUSSFTSI
:qIII udrae)) (0/1) Xeoypownaud :reunfofounfop
‘(0/$) ured Teuropqe CIOFCIYUYISTFY LI
“(0/7) Amfur [eunsayur ;[ USIABID AN 90FEECTIFIOE ESIFEVLISSIFLTY ‘feunfofonsen SOFP/69FO6TYy 1C0/C1°0 €10g/ounueson
(1/0) Surpod[q
“(1/1) Yeo] onowojseue :J WNARL)  T'SF6'6£/0'9C AN 8O0EFVIEl/I'IEFLTCL CCFIVUYT¥8TI CEFYI/SEFESY  €€T0S'T €10T/RUONIN
o/d o/d o/d o/d o/d o/d o/d
(as = skep) /M
suoneordwios aaneradoisod (S F3) 150D Keys Tepdsoyq (@S F ur) owm aAneIadQ (S F urw) own 2aImng NG X4dS Iedk/royIny
(VIN ‘pIoysueiy
SIU'IIFH0'8E/S'TI F8LE 09%/09% SPom 9 juewedtojurar sulf o[delg 1oYW ‘USIPIA0D) O8] F0T-A/UN 1dA3g DST 8107/Aueq
(VIA ‘preysuey
TILF6OW/ITIFOTY S6LTT/TITT AN Awoysounfofonseny  Aprs 110105 dAn0adsonay ‘OIuONPAA]) SI0T-A/TU( UOPIMS GDAYT  LI0T/UOSSIEPIA
reunfofoun(of (HO ‘neuurour) ‘A193msopuo
6'8¢/7° 0 001/001 sypuout 9 pue [eunfofonsen IOY U0dIYI9) yy XEIRNS/1un wnigeg dOAYT L10T/S6D
(VIA ‘pPIoysuey
CTIHLFSSYLTIFILE 0ST1/0S1 sypuow 9¢  JudWRdIOFUIdI dul| 9[de)g 1oYW ‘USIPIA0D) (6 90T-A/TUN oduel] DST 9l0g/eulpuere)
(sqpuour g
/sypuowt ()°g Awojsounfofounfof (VIN ‘PIoySue|n
86FCO/OTIFE8Y 8¢/9%  :D/d) SyuoW 8¢ pue Kwojsounfolonsen  Apmys 110100 dan0adsonay “UAIPIA0D) 08T 20T-A/TUN SN dDAYT €107/0uAL
(VSN ‘proysuen
IOLFVCV/ICIFLEY 05/0S stpuowr 9 Awojounfofonsery  Aprms 10yoo 0ARdAdsOId  “UAIPIAOD) WO G @IO[-A/IU[)  SINOqUISXN] dOAYT  €107/1seld °d
[eunfolounfof (VN ‘proysueiy
L'OILF0v/8°01 ¥8¢ 9L/6ET AN drjodsjue pue eunfofonsery  Apnys 11010d danoadsolyg ‘UAIPIA0D) 08T P0T-A/MUN ouel gDAYT €10T/0unueson
(VI ‘PIoysuey
COFISE/89IFSIE 0¢/0¢ stpuowr 9 [eunsajulonses RIoX| ‘UAIPIA0D) 08T P0T-A/IUN Ay dDAYT €107/PUOIIA
o/d o/d
93y azis ojdwies  dn-mof[oJ UBIPIIN 2dAy sisowojseuy ugisop Apms pueiq/adAy paqreg Anuno) adKy A1931ng Tedk/1oyny

SISAJeuE-Bjou ay) ur sAIpnys pajood [[& JO SOnSLIDJorIRYD JISeq

L 31qeL

pringer

Qs



1760 OBES SURG (2019) 29:1756-1764

N g - _%D 99%) so that random effects model was performed rather than
Q é % 8 fixed effects model. The pooling of raw data of these 975
g 5;; 8 89 g 2 patients presented that barbed suture group had a shorter su-
g 8 % S 8 E E ture time than control group (MD =—4.87, 95%CI —8.82 to
G S % Ew 2% —0.92, P=0.02). Specifically, subgroup analysis on study
% % £ é % 5 _‘g designs showed that only in cohort studies, barbed suture
g f é = E g é groups had about 3.12-min shorter suture time than control
2 55C 5525 |+ (95%CI —4.12 to —2.11, P=0.02, Appendix Fig. 1).
% g &9 &8 BES) g Subgroup analysis on procedure types showed that both
&~ ce © 5 LRYGB and LSG had similar results with shorter suture time
a g in barbed suture group (Table 2, Appendix Fig. 8).
© o Operative Time
“ G Of the eight cohort studies, seven reported the operative time
3 B of BS (Fig. 2b). Due to the fact that the heterogeneity was high
= § % among the operative time (P <0.00001, P =92%), random
Za 31 § § effects model was performed instead of fixed effects model.
T; @ § @ E The pooling of raw data of these 26,065 cases suggested that
B2 H a o8 patients with barbed suture versus control had a significantly
= 2 o 2 S shorter operative time (MD =—7.88, 95%CI —14.10 to —
_% 1.67, P=0.01). Moreover, subgroup analysis on study designs
é é; showed that only in cohort studies barbed suture group had
H - "é about 12.7-min shorter operative time than control (95%CI —
é - - 15.64 to —9.75, P<0.00001, Appendix Fig. 2). Subgroup
Eé/ b jj, ’g analysis on procedure types showed that LRYGB using
= 2 2 S barbed suture could reduce 9.17 min compared to control
B § § § (95%CI — 15.70 to — 2.64, P =0.006, Appendix Fig. 9).
- 5 Hospital Stay
= g
é E ;:2 Seven studies reported outcomes of hospital stay (Fig 2c). The
i o ) pooling outcomes of the 26,925 cases did not present signif-
g == z icant benefits of barbed suture over conventional suture
2 %g % (MD =-10.01, 95%CI —0.13 to 0.12, P=0.91). This finding
T; = B = was, however, highly limited due to a very high level of het-
£ % s = > % erogeneity with random effect model (7 = 89%, P < 0.00001).
. - ozo g Moreover, subgroup analysis showed that no significant im-
N 5 provement of barbed suture in both procedures regardless of
5- § 2 study designs (Appendix Figs. 3 and 10).
N
3 % 5 Postoperative Complications
a5 2
E «3 § Eo Overall
<+ <t B
=
@ = ; All the eight studies presented about postoperative complica-
[ g g & tions. The pooling outcomes of all the 26,985 patients did not
sl a2 o = 3 show significant difference between two groups (OR = 0.83,
é ~ % 95%CI 0.42 to 1.65, P=0.60, Fig. 2d). Subgroup analysis
§ 5 é - g demonstrated consistent results in both procedures, regardless
- % 5 S = of RCTs or cohort studies. This finding was also limited due to
2|2 é \g I~ a high level of heterogeneity with random effect model (* =
sl 2 > e 5 54%, P =0.04, Appendix Figs. 4 and 11).
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Table 2 Pooled outcomes of all the subgroups based on bariatric surgery types and study design types

Outcomes Subgroups  No.of  No. of cases: MD/OR  95%Cl1 Heterogeneity P value for effect size
studies  barbed/control

Suture time LRYGB 4 419/256 —4.67 [-9.16,—-0.17] P <0.00001; P =99% Z=2.03 (P=0.04)
LSG 1 150/150 -5.70 [-7.61,-3.79] NA Z=5.84 (P<0.00001)
RCT 3 280/280 -5.90 [—13.66, 1.86] P<0.00001; P=100% Z=149 (P=0.14)
Cohort 2 289/126 -3.12 [-4.13,-2.11] P=0.20; P=39% Z=6.06 (P<0.000001)

Operative time LRYGB 6 2676/23089 -9.17 [-15.70,-2.64] P <0.00001; *=90% Z=2.75 (P=0.006)
LSG 1 150/150 - 1.60 [-6.34,3.14] NA Z=0.66 (P=0.51)
RCT 3 280/280 -0.92 [-4.61,2.78] P=028; F=21% Z=0.49 (P=0.63)
Cohort 4 2546/22959 -12.70 [-15.64,—9.75] P=0.18; F=39% Z=8.46 (P<0.00001)

Hospital stay LRYGB 5 2646/23059 0.03 [-0.19,0.25] P <0.00001; P =92% Z=0.24 (P=0.81)
LSG 2 610/610 —-0.05 [-0.10, —0.00] P=0.76; F=0% Z=2.00 (P=0.05)
RCT 3 710/710 -0.02 [-0.06, 0.01] P=032F=13% Z=12(P=0.23)
Cohort 4 3256/22959 0.05 [-0.32,0.46] P <0.00001; P =94% Z=029 (P=0.77)

All complications LRYGB 6 2676/23089 1.13 [0.70, 1.83] P=033; F=14% Z=0.49 (P=0.63)
LSG 2 610/610 0.45 [0.04, 4.92] P=001; P =85% Z=0.66 (P=0.51)
RCT 4 740/740 0.41 [0.11, 1.53] P=0.08; P =56% Z=1.32(P=0.19)
Cohort 4 2546/22959 1.25 [0.86, 1.78] P=035,P=5% Z=1.13 (P=0.26)

Bleeding LRYGB 5 376/368 0.42 [0.11, 1.54] P=051;P=0% Z=131(P=0.19)
LSG 2 699/536 0.37 [0.10, 1.41] P=044;,P=0% Z=1.46 (P=0.15)
RCT 4 740/740 0.28 [0.09, 0.86] P=0.75FP=0% Z=223(P=0.03)
Cohort 3 335/164 1.61 [0.17, 15.67] P=0.68; P=0% Z=0.41(P=0.68)

Stenosis LRYGB 5 2437/23013 0.64 [0.15, 2.69] NA Z=0.60 (P=0.55)
LSG 1 150/150 2.01 [0.18, 22.45] NA Z=0.57(P=0.57)
RCT 3 280/280 2.01 [0.18, 22.45] NA Z=0.57(P=0.57)
Cohort 3 2370/22883 0.64 [0.15, 2.69] NA Z=0.60 (P=0.55)

Leak LRYGB 5 2437/23013 1.27 [0.91, 1.77] P=0.86; F=0% Z=143 (P=0.15)
LSG 2 610/610 0.34 [0.01,9.47] P=0.04 F=71% Z=0.63 (P=0.53)
RCT 3 280/280 0.75 [0.15, 3.78] P=0.17, F=41% Z=0.34(P=0.73)
Cohort 3 2307/22883 1.27 [0.90, 1.77] NA Z=1.34(P=0.17)

LRYGB, laparoscopic Roux-en-Y gastric bypass; LSG, laparoscopic sleeve gastrectomy; RCT, randomized controlled study; NA, not available

Bleeding

Six studies reported data of bleeding outcomes based on 1979
participants (Fig. 2¢). Pooling of these studies demonstrated a
slightly significant association between the suture types for
bleeding (OR =0.39, 95%CI 0.16 to 1.00, P=0.05, I* = 0%)
with marginal magnitude. Interestingly, subgroup analysis in
RCTs showed that barbed sutures could significantly reduce
the conditions of bleeding (OR =0.28, 95%CI 0.09 to 0.86,
P=0.03, * = 0%, Appendix Fig. 5).

Stenosis

Six studies showed data of stenosis based on 25,750 patients
(Fig. 2f). Only two studies reported a total of 37 cases with
stenosis and the results of the meta-analysis did not show
significant difference between barbed suture and control
(OR =0.85, 95%CI 0.27 to 2.68, P=0.78, I*=0%).

Subgroup analysis reported consistent results both between
bariatric procedures and between study designs (Appendix
Figs. 6 and 13).

Leak

Pooling of all the seven studies did not suggest a statistically
significant association between the suture types and postoper-
ative leaks (OR =1.09, 95%CI 0.53 to 2.26, P=0.81, P=
21%, Fig. 2g). Moreover, subgroup analysis based on differ-
ent study designs also suggested similar results, regardless of
LRYGB or LSGC (Appendix Figs. 7 and 14).

Cost
No studies noted the cost-effectiveness of barbed suture in

bariatric surgeries and the total cost of the surgery, but one
RCT and one prospective cohort study, from Italy and
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Luxemburg respectively, mentioned the suture cost for
LRYGB (Table 1). Although the results from two studies were
not eligible for meta-analysis, both showed that the barbed
suture may be cheaper than control. The results need to be
interpreted cautiously.

Discussion

In this systematic review, we have included all the controlled
studies to test the effects of barbed suture on BS. The pooling
of all the studies showed significant decreases of suture time
and operative time in barbed suture group, while no signifi-
cant increases in hospital stay and postoperative complica-
tions, including bleeding, stenosis, and leak; the quality of
included cohort studies was high to moderate. Besides, the
pooling of all the RCTs only showed a significant decline in
bleeding conditions in barbed suture group. Specifically, sub-
group analysis only suggested that using barbed suture in
LRYGB could significantly decrease gastrojejunal anastomo-
sis time and operative time and no significant increase of
postoperative complications in barbed suture group.

As the most important factor after BS, both suture time and
operative time indicated an overall significant reduction of out-
comes in barbed suture groups, especially in LRYGB. This
means barbed suture can effectively reduce the suture time,
operative time, and even the anesthesia time during BS so as
to better the recovery of patients. Different hospitals or sur-
geons from different countries may be the reason for the high
heterogeneity of suture time and it is well-known that
performing intracorporeal anastomosis requires specific train-
ing and a learning curve in every surgeon. But still, the most
can reduce to approximately half of the control [21]. Therefore,
this procedure could result in an easier and safer anastomosis,
which might be valued by the vast majority of specialists.

People may be initially worried that the barbed suture may
cause various side effects to gastrointestinal tract postopera-
tively. Interestingly, neither more postoperative complications
nor longer hospital stay was reported in barbed suture gener-
ally comparing to traditional suture. Interestingly, significant
reduction of postoperative bleeding of barbed groups was
found compared to the traditional suture in our study, despite
the fact that no studies claimed the exact estimated blood loss
(volume) in each group, which may lead to some confounding
factors. What is more, some hemostatic agents used during
surgery that were not assessed may also affect the final results.
In addition, both stenosis and fistula cases hardly occurred in
barbed and traditional suture in our meta-analysis, although
we initially supposed that the alien body reactions from any
suture could cause surrounding inflammatory reaction which
may cause infection, as well as other unexpected outcomes.
The reason may be the follow-up not long enough, for only
Carandina et al. [24] reported the longest median follow-up

time to 36 months, other eligible studies all reported no more
than a year (Table 1).

Besides, the severity of those complications, such as stenosis
length and volume/length of fistula was not reported in all the
studies. The evaluation tools including radiology approaches,
for instance, contrast radiography, to figure out the anatomy or
functional change should be also considered [25-27]. From a
biomechanical point of view [28], reinforcement of staple line
using either knotless or knotted sutures may help to prevent
leakage. These results were consistent with our findings.
Even though no difference was found, Vakil et al. [29] conduct-
ed a study regarding different surgeries with a barbed running
suture compared to a non-barbed suture with loose stitches. The
authors concluded that the ability to maintain the integrity of
the suture was higher in the barbed suture.

Whether a new technique is cost-effective can be a main
concern to many decision makers. Most cost-effectiveness
studies [30, 31] support the use of barbed suture, but none of
them were conducted in the bariatric surgery. Our included
studies indicated that barbed suture may lower the price, but
still lack cost-effectiveness data. Therefore, whether barbed
suture was considered to be an inexpensive technique needs
more studies to validate.

Our pooled outcome provides convincing evidence for the
relationship between the barbed suture and some important
surgical indicators for BS. However, there are limitations of
this study. (1) The cases of postoperative complications, either
the total analysis or subgroup analysis, were similarly low be-
tween two groups but the severity evaluation with longer
follow-up was not taken into account. (2) Despite that our
literature search was extensive, it did not cover conference
publications, letters to the editor, and animal studies and (3)
because only eight studies were recruited, the risk of publica-
tion bias could not be assessed by the Begg’s funnel plots.
Nevertheless, our result renews a latest meta-analysis on barbed
suture in BS. To the best of our knowledge, this is the most
comprehensive and the only meta-analysis to date investigating
the association between barbed and traditional suture in BS.

Conclusion

Significant declines of suture time, operative time, and bleed-
ing patients were found using barbed suture in BS, with no
increases of hospital stay and other postoperative complica-
tions, although quality of all the studies was relatively mod-
erate and the number of the included studies was limited. The
barbed suture may have the potentiality to be an effective and
reliable technique and needs cautious interpretation when ex-
tending the application in other bariatric surgeries. Future ev-
idence with higher quality, more randomized-controlled, larg-
er sample sizes, and longer follow-up will be needed to con-
firm the findings of the present studies.
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