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Abstract

Nonalcoholic fatty liver disease (NAFLD), including advanced-
stage nonalcoholic steatohepatitis (NASH), is currently the 
most common chronic liver disease worldwide and is project-
ed to become the leading indication for liver transplantation 
(LT). However, there are no effective pharmacological thera-
pies for NAFLD. Endoscopic bariatric and metabolic thera-
pies (EBMTs) are less invasive procedures for the treatment 
of obesity and its metabolic comorbidities. Several recent 
studies have demonstrated the beneficial effects of EBMTs 
on NAFLD/NASH. In this review, we summarize the major 
EBMTs and their mechanisms of action. We further discuss 
the current evidence on the efficacy and safety of EBMTs in 
people with NAFLD/NASH and obese cirrhotic LT candidates. 
The potential utility of EBMTs in reducing liver volume and 
perioperative complications in bariatric surgery candidates is 
also discussed. Moreover, we review the development of liver 
abscesses as a common serious adverse event in duodenal-
jejunal bypass liner implantation.
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Introduction

The global prevalence of obesity has increased over the past 

few decades, reaching epidemic proportions.1,2 Obesity is 
associated with several comorbidities, such as cardiovas-
cular disease, type 2 diabetes mellitus (T2DM), metabolic 
syndrome, and certain cancers.3,4 The health ramifications 
of obesity and its comorbidities and the associated medical 
expenses have imposed a considerable public health burden 
in both developed and developing countries.5,6

Nonalcoholic fatty liver disease (NAFLD) is a chronic liver 
disease characterized by excessive accumulation of lipids in 
hepatocytes, and is considered as the hepatic manifestation 
of metabolic syndrome.7 Given the increasing prevalence of 
obesity, NAFLD is currently the most common liver disease, 
affecting an estimated 25% of the general population and 
30–90% of obese patients.8–10 NAFLD encompasses a spec-
trum of conditions ranging from simple steatosis or nonal-
coholic fatty liver to nonalcoholic steatohepatitis (NASH), 
which may lead to fibrosis, cirrhosis, and hepatocellular car-
cinoma (HCC).7 Approximately 41% of NASH patients expe-
rience progression to fibrosis, and the annual incidence of 
HCC in people with NASH is 5.29 per 1,000 person–years.9 
In fact, NASH is currently the leading cause of liver trans-
plantation (LT) in women in the US and the second leading 
cause in men; therefore, obesity management represents a 
significant challenge for LT candidates.11

Although the global burden of NAFLD has been estab-
lished, the optimal therapy for this disease remains investi-
gational. Lifestyle modification is the cornerstone of NAFLD 
treatment, as there is currently no approved pharmacother-
apy for NAFLD;12 however, maintaining a long-term healthy 
lifestyle is challenging for people with NAFLD.13 Current-
ly ongoing clinical trials of several anti-NASH drugs such 
as saroglitazar, resmetirom, and cenicriviroc, have shown 
some benefits.12,14 Bariatric surgery, the current most ef-
fective treatment for achieving long-term weight loss,15 has 
been reported to improve liver histological characteristics 
and metabolic parameters in people with NASH.16,17 How-
ever, the safety of bariatric surgery for those with this dis-
ease, especially those with cirrhosis, is not well established. 
In addition, the potential complications of bariatric surgery 
and the high cost are barriers to its wider use.18

In recent years, endoscopic bariatric and metabolic ther-
apies (EBMTs) have emerged as safe and effective proce-
dures for the treatment of obesity and its comorbidities, 
with lower associated costs and risk of complications than 
bariatric surgery.19–21 The major EBMTs currently avail-
able include intragastric balloons (IGBs), endoscopic sleeve 
gastroplasty (ESG), primary obesity surgery endoluminal 
(POSE), aspiration therapy, duodenal-jejunal bypass liner 
(DJBL), duodenal mucosal resurfacing (DMR), and incision-
less magnetic anastomosis system.22 Several observational 
studies suggest that EBMTs can improve liver steatosis, fi-
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brosis, NAFLD activity score (NAS), and metabolic param-
eters in people with NAFLD/NASH.23–25 Among obese LT 
candidates, EBMTs have been reported to induce significant 
short-term weight loss, thus reducing the incidence of obe-
sity-related complications.26 Moreover, EBMTs were shown 
to significantly reduce liver volume in bariatric surgery can-
didates, leading to a clearer field of vision for surgeons and 
reductions in the rate of perioperative complications.27

In this article, we review the weight loss and metabolic 
benefits of EBMTs and their underlying mechanisms of ac-
tion. We also review the evidence pertaining to the efficacy 
and safety of EBMTs in people with NAFLD/NASH and those 
with obesity and cirrhosis awaiting LT. Moreover, we discuss 
the potential role of EBMTs in reducing liver volume and sur-
gical complications in those undergoing bariatric surgery. 
The current understanding of liver abscesses as a common 
serious adverse event (SAE) of DJBL implantation is also 
summarized. Figure 1 illustrates the benefits and associated 
risks of EBMTs for liver disease.

Weight loss and metabolic benefits of EBMTs

IGBs

IGBs are the most well established EBMTs for class I and 
II obesity (body mass index [BMI] of 30 to <40 kg/m2) 
worldwide, two of which, the Orbera Intragastric Balloon 
System (previously known as the BioEnterics Intragastric 
Balloon or BIB; Apollo Endosurgery, Austin, TX, USA) and 
the Obalon Balloon System (Obalon Therapeutics, Carlsbad, 
CA, USA) are currently approved by the US Food and Drug 
Administration (FDA). The Orbera fluid-filled IGBs are en-
doscopically placed and then removed endoscopally after 6 
months of treatment. In a multicenter post-FDA regulatory 
approval study conducted in a real-world setting, Orbera 
IGBs achieved a mean total body weight loss (TBWL) of 
11.8% at 6 months.28 The Obalon Balloon System consists 

of three 250 mL nitrogen-filled balloons that are placed by 
swallowing and removed after 6 months by endoscopy. A 
double-blind, randomized, sham-controlled trial investigat-
ed the efficacy and safety of Obalon IGBs for weight loss. 
On completion of treatment at 6 months, the mean TBWL 
achieved was 7.1±5.0% in the treatment and 3.6±5.1% in 
the control group.29 In addition to weight loss, IGB treat-
ment also confers metabolic benefits, with significant im-
provements in lipid profile, blood sugar, and blood pressure 
measurements after 6 months of IGB therapy.28

Endoscopic gastroplasty

Endoscopic gastroplasty is a promising bariatric endoluminal 
procedure that aims to reduce gastric volume and gastric 
motility. Two devices are currently approved by the FDA for 
this procedure, the OverStitch Endoscopic Suturing System 
(Apollo Endosurgery) for ESG and the incisionless operating 
platform (USGI Medical, San Clemente, CA, USA) for POSE. 
ESG was found to achieve worse long-term weight loss out-
comes than laparoscopic sleeve gastrectomy and laparo-
scopic greater curvature plication in obese people (TBWL at 
2 years: 18.5%, 28.3%, and 26.9%, respectively).30 How-
ever, patients receiving ESG had significantly shorter hospital 
stays (1 day vs. 3 days for both laparoscopic procedures) 
and lower complication rates (0.5% vs. 4.9% in laparoscopic 
sleeve gastrectomy and 8.3% in laparoscopic greater cur-
vature plication). Regarding the safety and efficacy of POSE 
for weight loss, a meta-analysis of seven studies with 613 
people who received POSE had a pooled TBWL of 13.45% 
(95% confidence interval [CI]: 8.93–17.97) at 3–6 months 
and 12.68% (95% CI: 8.13–17.23) at 12–15 months.31

Aspiration therapy

Aspiration therapy utilizes an FDA-approved device called As-

Fig. 1.  Benefits and associated risks of endoscopic bariatric and metabolic therapies for liver disease. HCC, hepatocellular carcinoma; IGB, intragastric 
balloon; NAFLD, nonalcoholic fatty liver disease; NASH, nonalcoholic steatohepatitis.
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pireAssist (Aspire Bariatrics, King of Prussia, PA, USA) that 
allows postprandial drainage of approximately 30% of the 
ingested calories through an endoscopic placed gastrostomy 
tube.32 Several studies have demonstrated the efficacy and 
safety of the device.32–35 In a meta-analysis of five studies 
with a combined study population of 431 obese people con-
ducted by the Association for Bariatric Endoscopy and the 
American Society for Gastrointestinal Endoscopy, patients 
receiving AspireAssist had a pooled TBWL of 16.6% (95% 
CI: 12.8–20.4) at 1 year. A significant weight loss was main-
tained at 2, 3, and 4 years of follow-up.36 AspireAssist was 
also reported to have beneficial effects on obesity-related co-
morbidities. According to a meta-analysis of five studies with 
a combined study population of 590 obese patients, after 
treatment with AspireAssist for 1 year, systolic blood pres-
sure decreased by 7.8 (95% CI: 4.9–10.7) mmHg, diastolic 
blood pressure decreased by 5.1 (95% CI: 3.2–7.0) mmHg, 
triglycerides by 15.8 (95% CI: 7.6–24.0) mg/dL, hemoglobin 
A1c (HbA1c) by 1.3 (95% CI: 0.8–1.8) %, alanine ami-
notransferase (ALT) by 7.5 (95% CI: 5.2–9.8) U/L, and as-
partate transaminase (AST) by 2.7 (95% CI: 1.3–4.1) U/L.37

DJBL

The DJBL (Endobarrier, GI Dynamics, Lexington, MA, USA), 
also known as a duodenal-jejunal bypass sleeve, is a 60 cm 
impermeable sleeve placed via endoscopy to prevent nutrient 
absorption in the duodenum and proximal jejunum. Several 
studies have demonstrated the efficacy of DJBL in achieving 
weight loss and glycemic control. A meta-analysis of 14 stud-
ies enrolling 388 obese people with T2DM found that DJBL 
improved HbA1c by 1.3 (95% CI: 1.0–1.6)% and homeo-
stasis model assessment of insulin resistance (HOMA-IR) by 
4.6 (95% CI: 2.9–6.3).38 Moreover, the mean weight loss 
was 11.3 kg (95% CI: 10.3–12.2), corresponding to an aver-
age BMI reduction of 4.1 kg/m2 (95% CI: 3.4–4.9), TBWL of 
18.9% (95% CI: 7.2–30.6), and excess weight loss (EWL) of 
36.9% (95% CI: 29.2–44.6). Improved liver parameters and 
metabolic parameters39 and reduced cardiovascular risks40 

were also observed after the removal of DJBL.

DMR

DMR is a type of EBMT that involves hydrothermal ablation 
of the duodenal mucosa using a minimally invasive balloon 
catheter. The procedure aims to reduce the effects of anti-
incretins in the proximal small bowel, thus regulating blood 
glucose levels. A recent meta-analysis of four studies enroll-
ing 127 patients explored the effects of DMR in patients with 
T2DM.41 The results showed that pooled HbA1c decreased 
by 0.94% (95% CI: 0.68–21.21, p<0.001). However, there 
was no significant change in body weight, with a mean dif-
ference of 1.84 (95% CI: 2.09–5.78) kg, p=0.360.41

Mechanisms of action of EBMTs

Gastric EBMTs

The primary mechanism of restrictive gastric EBMTs, includ-
ing space-occupying devices (e.g., IGBs) and endoscopic 
gastroplasty (e.g., ESG and POSE), is to limit the intake of 
calories by reducing gastric volume and thereby achieving 
satiety. However, a recent meta-analysis found no signifi-
cant correlation between IGB filling volume and TBWL on 
meta-regression analysis,42 indicating that additional mech-
anisms may also be at play (Table 1).

IGB implantation may alter gastric motility. IGB implan-
tation was found to significantly delay gastric emptying,43–45 
which returned to normal level after IGB removal.43 Further-
more, the gastric emptying time was positively correlated with 
weight loss.43,45 In addition, IGB placement altered gastric ac-
commodation, and changed the distribution of food, resulting 
in distention of the antrum and relaxation of the fundus.46

Changes in gut hormones following IGBs implantation are 
currently debated. Ghrelin is an orexigenic hormone pro-

Table 1.  The characteristics and mechanisms of action of endoscopic bariatric and metabolic therapies

Type of EBMT Characteristic Mechanism of action

Intragastric 
balloons

Orbera Intragastric Balloon System (Apollo 
Endosurgery): fluid-filled, endoscopically placed 
and removed through endoscopy. Obalon Balloon 
System (Obalon Therapeutics): gas-filled, placed 
by swallowing and removed via endoscopy

Gastric volume ↓; Gastric emptying ↓; 
Gastric accommodation ↓; Gut hormone: 
ghrelin, PYY –; Circulating sirtuin 1↑

Endoscopic 
sleeve 
gastroplasty

OverStitch Endoscopic Suturing System (Apollo 
Endosurgery): full thickness suturing along the greater 
curvature of the stomach, leaving the fundus intact

Gastric volume ↓; Gastric emptying ↓; Gut 
hormone: ghrelin? ↓, GLP-1 –, PYY –

Primary 
obesity surgery 
endoluminal

Incisionless operating platform (USGI Medical): 
plications are created first near the fundus 
and then in the distal gastric body

Gastric volume ↓; Gastric emptying 
↓; Gut hormone: ghrelin ↑, PYY ↑

Aspiration 
therapy

AspireAssist (Aspire Bariatrics): 
endoscopic placed gastrostomy tube

Calorie absorption ↓; Water consumption ↑

Duodena-
jejunal 
bypass liner

Endobarrier (GI Dynamics): a 60-cm impermeable 
sleeve placed via endoscopy to prevent nutrient 
absorption in the duodenum and proximal jejunum

Intestinal malabsorption; Foregut hypothesis; 
Gastric emptying ↓; Gut hormone: GLP-1 ↑, 
PYY ↑, ghrelin ↑, GIP ↓, CCK ↓; Postprandial 
unconjugated bile acid responses ↑;Gut 
microbiota: typical small intestinal bacteria ↑

Duodenal 
mucosal 
resurfacing

Hydrothermal ablation of the duodenal mucosa 
using a minimally invasive balloon catheter

Intestinal malabsorption; Foregut hypothesis

CCK, cholecystokinin; EBMTs, endoscopic bariatric and metabolic therapies; GIP, glucose-dependent insulinotropic polypeptide; GLP-1, glucagon-like peptide-1; PYY, 
peptide YY.
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duced mainly by the stomach. Samson et al.47,48 found an 
increase in ghrelin level with IGB in situ that returned to 
baseline after IGB removal. In contrast, plasma ghrelin lev-
els were reported to decrease44 and remain stable49 in two 
other independent studies. Levels of postprandial peptide 
YY (PYY), an appetite-suppressing hormone, remained sta-
ble after IGB implantation.47 Levels of circulating sirtuin 1, a 
deacetylase that regulates metabolism and controls several 
physiological processes,50 increased after IGB insertion.51

The ESG procedure appears to lead to decreased ghrelin 
level without inducing any significant changes in glucagon-
like peptide-1 (GLP-1) or PYY levels. It has also been shown 
to delay gastric emptying and increase satiation.52 In con-
trast, POSE may significantly delay gastric emptying and in-
crease ghrelin and PYY levels. Moreover, post-POSE gastric 
emptying time and the magnitude of change of postprandial 
PYY levels were both reported to be independent predictors 
of weight loss after POSE.53 The primary mechanism of ac-
tion of AspireAssist is reduced caloric absorption. Moreover, 
increased water consumption, which increases satiety, also 
induces weight loss.32

Small intestine EBMTs

The main mechanism of action of small intestine EBMTs is 
intestinal malabsorption. The foregut hypothesis can ex-
plain the partial glycemic benefits of DJBL and DMR. In-
gested nutrients stimulate the release of an unknown factor 
from the duodenum and proximal jejunum, contributing to 
the development of T2DM.54 As DJBL and DMR bypass the 
foregut, the release of this putative diabetogenic signal is 
prevented. Various factors, such as gut hormones, bile acid 
levels, gastric motility, and intestinal microbiota, may con-
tribute to the weight loss and metabolic benefits of DJBL. 
Following DJBL implantation, GLP-1 response,55–57 PYY,57,58 
and postprandial ghrelin58 all increased, while reduction in 
the levels of glucose-dependent insulinotropic polypeptide 
(GIP)55 and cholecystokinin (CCK)58 were observed. Moreo-
ver, DJBL implantation for 6 months significantly increased 
postprandial unconjugated bile acid responses and disrupt-
ed the bile acid-farnesoid X receptor-fibroblast growth fac-
tor 19 axis.59 DJBL also delays gastric emptying, but the 
effect is reversed after removal of the device. Moreover, 
changes in gastric emptying are not associated with weight 
loss or T2DM control.60

Alteration of intestinal microbiota may also play a role 
in the action of DJBL. De Jonge et al.61 analyzed the fe-
cal microbiota profile of obese T2DM patients who received 
DJBL implantation at baseline, at 6 months after device 
placement in situ, and at 6 months after the removal of 
the device. They found that the abundance of typical small 
intestinal bacteria such as Proteobacteria, Veillonella, and 
Lactobacillus spp. increased after 6 months of DJBL treat-
ment, but returned to baseline after removal of the device, 
though the weight loss remained significant.61

EBMTs for the treatment of NAFLD/NASH

In recent years, as the weight loss and metabolic benefits of 
EBMTs have been widely demonstrated, an increasing num-
ber of studies have begun to focus on the potential utility 
of EMBTs in the treatment of people with NAFLD/NASH. The 
latest clinical practice guidelines of the Asian Pacific Asso-
ciation for the Study of the Liver on metabolic associated 
fatty liver disease mention the potential utility of EBMTs 
for the treatment of this disease.62 However, most studies 
evaluated the effects of EBMTs on imaging and serological 
outcomes in NAFLD; only a few studies reported changes in 

liver histological characteristics (Table 2).21,23–25,33,39,63,64–75

Recently, Jirapinyo et al.76 performed a meta-analysis 
of 18 studies exploring the potential role of FDA-approved 
EBMTs for the treatment of NAFLD. They found that FDA-
approved EBMTs significantly reduced the liver fibrosis score 
by a standardized mean difference (SMD) of 0.7 (95% CI: 
0.1–1.3, p=0.02). There was also significant improvement 
in ALT (MD –9.0 [95% CI: –11.6 to –6.4] U/L, p<0.0001), 
hepatic steatosis (SMD –1.0 [95% CI: –1.2 to –0.8], 
p<0.0001), and NAS values (MD –2.5 [95% CI: –3.5 to 
–1.5], p<0.0001).76 However, non-FDA-approved EBMTs 
were not included in the meta-analysis.

Histological evidence

Liver biopsy is considered the gold standard for the diagno-
sis of NAFLD/NASH.77 To date, two studies,24,63 both focus-
ing on IGBs, reported changes in liver histology in NAFLD/
NASH patients following EBMTs. A pilot, randomized, sham-
controlled study conducted in Singapore evaluated the effi-
cacy of Orbera IGB in improving biopsy-proven NASH.63 Af-
ter 6 months of treatment, the median NAS in the BIB group 
was 2 (interquartile range [IQR]: 0.75, n=8) and was sig-
nificantly lower than that in the sham group (median NAS, 
4 [IQR: 2.25], p=0.03).63 A tendency toward improvement 
was observed in the liver steatosis score, but the difference 
was not statistically significant.63 In terms of liver histology, 
there were no significant changes in lobular inflammation, 
hepatocellular ballooning, or fibrosis score.63 Regarding 
weight loss, the decrease in BMI in the BIB group was sig-
nificantly greater than that in the sham control group (me-
dian 1.52 [range: 0.36–3.37] kg/m2 vs. 0.8 [range: –0.74 
to 1.33] kg/m2, p=0.0008).63 Altogether, this short-term 
pilot study suggests that IGBs is a useful novel approach for 
managing NAFLD/NASH.

More recently, Bazerbachi et al.24 performed an open-
label, prospective study (NCT02880189) to evaluate the 
effects of a 6-month treatment with a single fluid-filled 
IGB (Orbera) on the metabolic and histological features of 
NASH in 20 obese people. Improvement in NAS and fibrosis 
regression were both observed.24 NAS improved in 18/20 
subjects (90%), with a median decrease of 3 (range: 1–4) 
points; histologic fibrosis improved in 3/20, remained un-
changed in 12/20, and worsened in 5/20 subjects.24 Fibrosis 
detected by magnetic resonance elastography improved by 
1.5 stage in 10/20 individuals.24 Overall, half the people 
met FDA-defined endpoints for NASH resolution and fibrosis 
improvement. The study indicated that IGB was safe and 
effective for NAFLD/NASH management, and resulted in re-
versal of the natural history of NAFLD and NASH despite the 
short duration of the intervention.

Nonhistological evidence

As liver biopsy is an invasive method associated with risk 
of pain, bleeding, and bile duct injury, most studies have 
evaluated liver steatosis and fibrosis using noninvasive tests 
that have been previously validated and are widely used in 
clinical practice. Liver stiffness detected by elastography78 
and blood-based noninvasive fibrosis scoring systems, in-
cluding NAFLD fibrosis score (NFS)79 and fibrosis-4 (FIB-
4),80 are used to assess the presence of fibrosis. Among 
these, reduction in FIB-4 was reported to be positively cor-
related with histological improvement in liver fibrosis in 
people with NASH.81 The controlled attenuation parameter 
(CAP) assessed by transient elastography,78 proton density 
fat fraction measured by magnetic resonance imaging (MRI-
PDFF), and blood-based scoring system hepatic steatosis 
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index (HSI),82 are used to evaluate the degree of steatosis.
IGBs: IGBs are the most frequently studied EBMTs for the 

treatment of NAFLD. A retrospective study in Italy investi-
gated the effects of Orbera IGBs in 26 people with NAFLD 
and advanced fibrosis.23 After 6 months of IGB treatment, 
significant reduction in liver stiffness as measured using 
transient elastography (from 13.3±3.2 kPa to 11.3±2.8 
kPa, p<0.001), FIB-4 (from 3.2±0.7 to 2.7±0.8, p<0.001), 
and CAP (from 355 [range: 298–400] dB/m to 296 [range: 
255–352] dB/m, p<0.001) were observed, indicating that 
IGB ameliorated liver fibrosis and steatosis in patients with 
NASH.23 In addition, there was a significant improvement in 
the serum levels of ALT (from 84.5±42.3 U/L to 46.7±24.6 
U/L, p<0.001) and AST (from 72.1±40.3 U/L to 34.3±22.4 
U/L, p<0.001). Improvements in liver function were also ob-
served in many studies following IGB implantation.64–67,83,84

A recently published meta-analysis of 13 studies with a 
combined enrollment of 624 participants explored the ef-
fects of IGBs on the known biomarkers of NAFLD.85 The 
results showed that IGBs significantly decreased HOMA-
IR by 1.56 (95% CI: 1.16–1.95), ALT by 11.53 (95% CI: 
7.10–15.96) U/L, AST by 6.79 (95% CI 1.69–11.90) U/L, 
and gamma glutamyltransferase (GGT) by 10.54 (95% CI 
6.32–14.75) U/L.85 Moreover, the beneficial effects of endo-
scopic IGB were comparable to those of swallowable IGBs.85 
In another meta-analysis of nine studies comprising 442 IGB 
placements, short-term improvement in steatosis observed 
in 79.2% individuals and NAS in 83.5% after 6 months.86

Endoscopic gastroplasty: Endoscopic gastroplasty 
appears to have prolonged therapeutic effects on NAFLD. 

In a prospective single-arm study, 118 obese people with 
NAFLD received ESG and completed a 2-year follow-up.25 
Noninvasive measurements (NFS and HSI) were used to 
evaluate liver fibrosis and steatosis, respectively. The re-
sults showed that ESG significantly reduced the average 
NFS by 0.3 points (95% CI: 0.02–0.6) per year (p=0.034) 
and the average HSI by four points (95% CI: 2–4) per year 
(p<0.001), indicating improvement in liver fibrosis and ste-
atosis. Moreover, serum ALT levels decreased by 5 (95% 
CI: 3–7) U/L per year (p<0.001), AST levels decreased by 
3 (95% CI: 2–4) U/L per year (p<0.001), and HOMA-IR 
decreased by 1.7 (95% CI: 0.2–3.2) per year (p=0.029).25 
Although liver biopsy and elastography were not performed, 
the results suggested that ESG is a promising alternative 
treatment in the management of NAFLD. In a prospective 
multicenter trial, POSE-2, which uses an incisionless operat-
ing platform initially designed to target gastric accommoda-
tion, was reported to significantly improve CAP by 79 dB/m 
(p=0.00024, n=15) and ALT by 14.3 mg/dL (p=0.0074, 
n=36) at 6 months after the procedure.68

Small intestine EBMTs: The role of small intestine EB-
MTs (DJBL and DMR) in the treatment of NAFLD is less well 
investigated. A retrospective study in Germany performed 
transient elastography to measure liver stiffness and CAP in 
20 people with T2DM with DJBL implantation. At 12 months 
after implantation, median liver stiffness was significantly 
reduced from 10.4 (IQR: 6.0–14.3) kPa at baseline to 5.3 
(IQR: 4.3–7.7) kPa (p<0.01). The median CAP had also sig-
nificantly decreased from 343 (IQR: 326–3,840) dB/m at 
baseline to 317 (IQR: 269–375) dB/m (p<0.05).69 Simi-

Table 2.  Summary of studies reporting the effects of EBMTs on biomarkers of NAFLD

Study Type of 
EBMT Participants Study design Total subjects 

(Follow-up)

Frutos et al. 200775 IGB obese patients prospective noncomparative 31 (6 mo)

Ricci et al. 200867 IGB obese patients retrospective noncomparative 103 (6 mo)

Donadio et al. 200965 IGB obese patients prospective noncomparative 40 (6 mo)

Stimac et al. 201166 IGB obese patients prospective noncomparative 171 (6 mo)

Lee et al. 201263 IGB obese patients with NAFLD RCT (vs. sham) 8 (6 mo)

Nguyen et al. 201764 IGB obese patients with NAFLD retrospective noncomparative 135 (6 mo)

Bazerbachi et al. 202124 IGB obese patients with NAFLD prospective noncomparative 21 (6 mo)

Salomone et al. 202123 IGB obese patients with NAFLD retrospective noncomparative 26 (6 mo)

Hajifathalian et al. 202025 ESG obese patients with NAFLD prospective noncomparative 118 (24 mo)

Lopez-Nava et al. 202068 POSE-2 obese patients prospective noncomparative 41 (6 mo)

Thompson et al. 201633 aspiration 
therapy

obese patients RCT (vs. lifestyle counseling) 111 (12 mo)

de Jonge et al. 201339 DJBL obese patients with T2DM prospective noncomparative 17 (12 mo)

Forner et al. 201772 DJBL obese patients with T2DM combined retrospective and 
prospective noncomparative

114 (12 mo)

Gollisch et al. 201769 DJBL obese patients with T2DM retrospective noncomparative 20 (12 mo)

Karlas et al. 201870 DJBL obese patients with T2DM prospective noncomparative 31 (12 mo)

Ryder et al. 201971 DJBL obese patients with T2DM prospective noncomparative 61 (12 mo)

Haidry et al. 201974 DMR patients with T2DM prospective noncomparative 44 (24 w)

van Baar et al. 202021 DMR patients with T2DM prospective noncomparative 46 (12 mo)

Mingrone et al. 202173 DMR patients with T2DM RCT (vs. sham) 56 (24 w)

DJBL, duodenal-jejunal bypass liner; DMR, duodenal mucosal resurfacing; EBMTs, endoscopic bariatric and metabolic therapies; ESG, endoscopic sleeve gastroplasty; 
IGB, intragastric balloon; NAFLD, nonalcoholic fatty liver disease; POSE, primary obesity surgery endoluminal; RCT, randomized clinical trial; T2DM, type 2 diabetes 
mellitus.
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lar results were obtained by Karlas et al.,70 who found that 
12 months after DJBL implantation, the median CAP had 
improved from 332 (range: 249–368) dB/m at baseline to 
283 (range: 180–368) dB/m (p=0.003) in 29 people with 
T2DM.70 Moreover, serum ALT, AST, and GGT levels were 
considerably improved after DJBL treatment.39,70–72,87 Col-
lectively, the findings show that DJBL implantation improved 
liver steatosis and fibrosis, as measured using transient 
elastography, as well as serum liver enzyme levels.

Three studies have reported the effects of DMR therapy 
on liver-related outcomes. The REVITA-2 feasibility trial 
(NCT02879383) was a randomized, double-blind, sham-
controlled, multicenter study evaluating the safety and ef-
ficacy of DMR in people with T2DM, approximately 85% of 
whom had fatty liver.73 Among people with baseline liver 
MRI-PDFF >5%, the change in liver fat after 12 weeks was 
not significantly different between the DMR group and the 
sham group (median, –5.4 [IQR: 5.6] % vs. median –2.9 
[IQR: 6.2] %, p=0.096). In contrast, in a European cohort 
with a baseline liver MRI-PDFF >5%, a greater, clinically 
significant reduction in liver fat content was observed at 
week 12 in the DMR group than in the sham group (me-
dian, –32.1 [IQR: 20.6] % vs. median, –17.9 [IQR: 25.6] 
%, p=0.020).73 The data provide insights into a potential 
therapeutic role of DMR for NAFLD in selected populations. 
In the first human study of DMR, a significant reduction of 
FIB-4 score at week 24 was observed in individuals with 
baseline FIB-4 >1.3 (–0.4±0.41, p=0.0246, n=8), indicat-
ing improvement in liver fibrosis.74 Serum liver enzyme lev-
els were also improved following DMR treatment.21,74

However, all studies till date have focused on the role of 
DJBL/DMR in achieving glycemic control and weight loss 
in people with T2DM, with additional reporting on liver pa-
rameters. Further research exploring the exact therapeutic 
role of small intestine EBMTs in people with NAFLD/NASH is 
warranted. At the time of writing, a prospective single-arm 
study investigating the safety and efficacy of a new DJBL de-
vice (Tangji Medical, Hangzhou, China) in obese people with 
NAFLD is underway. The findings should provide new insights 
into the role of small intestine EBMTs for the treatment of 
NAFLD/NASH.

EBMTs for obese LT candidates

Owing to the increasing prevalence of obesity in LT candi-
dates, management of obesity in these individuals is a key 
challenge. NASH is now the second most frequent indication 
for LT in the US, and the leading indication in women. Obe-
sity is associated with increased long-term mortality in LT 
candidates, mostly resulting from cardiovascular events.88 
Pretransplant obesity is also associated with poor post-LT 
outcomes, primarily increased infective complications asso-
ciated with longer intensive care unit and hospital stays.89 
Therefore, weight loss should be recommended for obese 
people awaiting LT.

The optimal approach for the management of obese LT 
candidates, including lifestyle modifications and/or concur-
rent or staged bariatric surgery with LT, has not yet been de-
termined. A recent meta-analysis of eight studies enrolling 96 
obese people undergoing LT evaluated the perioperative and 
long-term outcomes of bariatric surgery in these individuals. 
The mean EWL at 12 and 24 months was 44.08% and 49.2%, 
respectively. The mean bariatric surgery-related morbidity 
and mortality rates were 37% and 0.6%, respectively.90

Several studies have explored the efficacy and safety 
of EBMTs in obese patients undergoing LT. In 2013, in a 
study enrolling eight people, Choudhary et al.91 were the 
first to report IGB placement in a morbidly obese person 
(BMI=48.3 kg/m2) with cirrhosis awaiting LT. Significant 

short-term weight loss was observed, with a decrease in 
BMI from 48.3 to 39.2 kg/m2, which made the patient eligi-
ble for LT and reducing the incidence of perioperative com-
plications. The remaining seven people in the same cohort 
had similar results.92 More recently, a clinical pilot study 
of eight patients assessed weight loss, metabolic improve-
ment, and safety of IGB in people with cirrhosis awaiting 
LT.26 A significant short-term IGB-induced weight loss, from 
146±22.2 kg to 127±21.6 kg (p=0.005), was achieved at 
6 months, but the weight was at least partially regained 
in most participants. Prolonged nausea and vomiting were 
frequent, possibly resulting from splenomegaly or portal 
hypertension. Two people developed liver decompensation 
and one developed HCC, which may have been related to 
the rapid weight loss. Of note, the sample size of studies 
investigating the use of EBMTs in LT recipients is relatively 
small, which may lead to over- or underappreciation of AEs. 
Therefore, further large-scale studies are required to obtain 
more definitive evidence of the benefit-risk ratio of EMBTs in 
people with cirrhosis awaiting LT.

EBMTs for reducing liver volume in bariatric surgery 
candidates

Owing to the high prevalence of NAFLD in obese people, 
those qualified for bariatric surgery usually have an enlarged 
and fatty liver. Elevation of the left liver lobe is an essential 
step in Roux-en-Y-gastric bypass (RYGB) surgery, and an en-
larged liver makes it difficult to expose the gastroesophageal 
junction. Moreover, the softer fatty liver is vulnerable, there-
by increasing the risk of intraoperative bleeding. The most 
commonly reported reason for conversion from laparoscopic 
to open RYGB is insufficient exposure of the esophagogastric 
junction owing to enlarged liver (29.3%).93

The potential utility of IGBs for reducing liver volume in 
bariatric surgery candidates has been studied in small clini-
cal samples. Frutos et al.75 investigated the impact of IGBs 
on liver volume using computed axial tomography and pre-
operative weight loss in super-obese people prior to lapa-
roscopic RYGB. The results showed that 6 months of IGB 
treatment significantly reduced liver volume by 31.8±18.2% 
from 2,938.5±853.1 cm3 to 1,918.0±499.8 cm3 and body 
weight by 12.7% from 149.3±26.3 kg to 128.0±20.1 kg 
(n=29).75 In total, 27 patients (93%) experienced nausea 
and 25 (86%) experienced vomiting, which abated 1 week 
after placement. The effect of IGBs on the liver volume of 
bariatric surgery candidates was also reported in a retrospec-
tive Japanese study of eight super-obese people with a me-
dian BMI of 44.0 kg/m2. IGBs reduced liver volume by 6.4%, 
from 1,873.3 (range: 1,442.5–3,043.3) cm3 to 1,751.6 
(range: 904.5–2,583.3) cm3 (p=0.006).27 There was also 
a nonsignificant change in visceral fat area from 333.9 
(range: 252.9–395.2) cm2 to 295.8 (range: 187.7–387.7) 
cm2 (p=0.1755). No severe complications were observed. All 
in all, EBMTs can reduce liver volume and thereby reduce 
the incidence of surgical complications in bariatric surgery 
candidates. They can also serve as a bridge for super-obese 
people who are not eligible for bariatric surgery.

Liver abscess: a common SAE of DJBL implantation

Liver abscesses are the most serious complications associ-
ated with DJBL and typically occur 9 months after DJBL im-
plantation. In a systematic review of 38 studies, 11 of 1,056 
people with T2DM who received DJBL (1.04%) were found 
to have developed liver abscesses.94 All were managed with 
antibiotics and/or drainage. The ENDO trial (NCT01728116) 
was a multicenter, double-blind randomized clinical trial by 
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the FDA to investigate the safety and efficacy of DJBL (En-
dobarrier) for achieving glycemic control. Unfortunately, it 
was terminated early in 2015 because of a higher than an-
ticipated rate of liver abscesses (3.5%).

The cause of liver abscess formation is unclear, but is 
most likely the anchor of the DJBL device. It is well known 
that venous drainage of the duodenum, where the anchor 
of the device is fixed into the mucosa, enters the portal 
vein. The barbs on the anchor of the DJBL can cause micro-
perforations of the duodenal bulb. Therefore, it has been 
suggested that the long-term placement of the anchoring 
system may serve as a breeding ground for bacteria that 
results in liver abscess formation. On the other hand, as-
cending cholangitis resulting from obstruction of the device 
may also contribute to the formation of liver abscesses.

It is necessary to improve the DJBL device, especially the 
anchoring system, with the aim of reducing the incidence of 
SAEs including abscesses and possibly to extend the length 
of time over which each device can be continuously used. Re-
cently, Frydenberg et al.95 developed a new anchoring system 
for the DJBL, and confirmed the feasibility of this modified de-
vice in a pig model. The device held a modified liner in place 
for 1 month and functioned correctly without serious compli-
cations. Further studies focusing on adjustments of the barbs 
are the key to improving the benefit-risk balance of DJBL.

Conclusions

An increasing number of studies have investigated the po-
tential role of EMBTs for the treatment of NAFLD/NASH. 
EBMTs have been shown to improve the serological, imag-
ing, and histological markers of NAFLD. Two studies demon-
strated histological improvement following IGB treatment. 
However, almost all the studies focused on short-term re-
sults. Large, well-designed randomized studies evaluating 
histological features and long-term change in liver-related 
outcomes are warranted. In addition, EBMTs can be used in 
combination with other treatments or drugs as part of mul-
tidisciplinary treatment plans for NAFLD/NASH. Research 
agendas for future studies on the safety and efficacy of EB-
MTs for treating liver disease are summarized in Table 3.

Studies with small sample sizes have shown that IGBs 
induced short-term weight loss and reduced the rates of 
surgical complications in obese people with end-stage liver 
disease and awaiting LT. However, prolonged nausea and 
vomiting were common, and some patients developed liver 
decompensation and HCC that may have been associated 
with rapid weight loss. Large long-term studies are required 
to evaluate the benefit-risk ratio and therapeutic utility of 
EMBTs in such populations.

The available evidence supports the use of EBMTs to 
achieve preoperative weight loss and liver volume reduction 

in bariatric surgery candidates to lower the rate of periop-
erative complications. Future prospective studies with large 
sample sizes are required for confirmation. In addition, a new 
anchoring system for the DJBL device is required to reduce 
the incidence of liver abscesses and prolong the action time.

Funding

The work was supported in part by a grant from the Key 
Research and Development Program of Zhejiang Province 
(No. 2019C03031).

Conflict of interest

The authors have no conflict of interests related to this pub-
lication.

Author contributions

Study concept and design (MR, FJ), acquisition of data (MR, 
XZ), analysis and interpretation of data (MR, XZ, LL), draft-
ing of the manuscript (MR), critical revision of the manu-
script for important intellectual content (MR, XZ, LL, FJ), 
administrative, technical, or material support, study super-
vision (FJ).

References

[1] NCD Risk Factor Collaboration (NCD-RisC). Worldwide trends in body-mass 
index, underweight, overweight, and obesity from 1975 to 2016: a pooled 
analysis of 2416 population-based measurement studies in 128.9 million 
children, adolescents, and adults. Lancet 2017;390(10113):2627–2642. 
doi:10.1016/S0140-6736(17)32129-3, PMID:29029897.

[2] Bluher M. Obesity: global epidemiology and pathogenesis. Nat Rev Endocrinol 
2019;15(5):288–298. doi:10.1038/s41574-019-0176-8, PMID:30814686.

[3] Guh DP, Zhang W, Bansback N, Amarsi Z, Birmingham CL, Anis AH. The inci-
dence of co-morbidities related to obesity and overweight: a systematic re-
view and meta-analysis. BMC Public Health 2009;9:88. doi:10.1186/1471-
2458-9-88, PMID:19320986.

[4] Lumeng CN, Saltiel AR. Inflammatory links between obesity and metabolic 
disease. J Clin Invest 2011;121(6):2111–2117. doi:10.1172/JCI57132, 
PMID:21633179.

[5] Liu B, Du Y, Wu Y, Snetselaar LG, Wallace RB, Bao W. Trends in obesity and 
adiposity measures by race or ethnicity among adults in the United States 
2011-18: population based study. BMJ 2021;372:n365. doi:10.1136/bmj.
n365, PMID:33727242.

[6] Wang L, Zhou B, Zhao Z, Yang L, Zhang M, Jiang Y, et al. Body-mass index 
and obesity in urban and rural China: findings from consecutive nationally 
representative surveys during 2004-18. Lancet 2021;398(10294):53–63. 
doi:10.1016/S0140-6736(21)00798-4, PMID:34217401.

[7] Chalasani N, Younossi Z, Lavine JE, Charlton M, Cusi K, Rinella M, et al. The 
diagnosis and management of nonalcoholic fatty liver disease: Practice guid-
ance from the American Association for the Study of Liver Diseases. Hepa-
tology 2018;67(1):328–357. doi:10.1002/hep.29367, PMID:28714183.

Table 3.  Research agenda for future studies

Key areas for future research

1. Change in liver histological features following EBMTs in NAFLD/NASH patients

2. Long-term effects of EBMTs for treating NAFLD/NASH

3. Large-scale, well-designed RCTs

4. Role of EBMTs in combination with other treatments or drugs for treating NAFLD/NASH

5. Therapeutic role of small intestine EBMTs in people with NAFLD/NASH

6. Benefit-risk ratio of EMBTs in obese people with end-stage liver disease awaiting liver transplantation

7. A new anchoring system for the DJBL device to reduce the incidence of liver abscesses

EBMTs, endoscopic bariatric and metabolic therapies; DJBL, duodenal-jejunal bypass liner; NAFLD, nonalcoholic fatty liver disease; NASH, nonalcoholic steatohepatitis; 
RCT, randomized clinical trial.

https://doi.org/10.1016/S0140-6736(17)32129-3
http://www.ncbi.nlm.nih.gov/pubmed/29029897
https://doi.org/10.1038/s41574-019-0176-8
http://www.ncbi.nlm.nih.gov/pubmed/30814686
https://doi.org/10.1186/1471-2458-9-88
https://doi.org/10.1186/1471-2458-9-88
http://www.ncbi.nlm.nih.gov/pubmed/19320986
https://doi.org/10.1172/JCI57132
http://www.ncbi.nlm.nih.gov/pubmed/21633179
https://doi.org/10.1136/bmj.n365
https://doi.org/10.1136/bmj.n365
http://www.ncbi.nlm.nih.gov/pubmed/33727242
https://doi.org/10.1016/S0140-6736(21)00798-4
http://www.ncbi.nlm.nih.gov/pubmed/34217401
https://doi.org/10.1002/hep.29367
http://www.ncbi.nlm.nih.gov/pubmed/28714183


Journal of Clinical and Translational Hepatology 2022 vol. 10(5)  |  986–994 993

Ren M. et al: EBMTs for liver disease

[8] Younossi ZM. Non-alcoholic fatty liver disease - A global public health per-
spective. J Hepatol 2019;70(3):531–544. doi:10.1016/j.jhep.2018.10.033, 
PMID:30414863.

[9] Younossi ZM, Koenig AB, Abdelatif D, Fazel Y, Henry L, Wymer M. Global 
epidemiology of nonalcoholic fatty liver disease-Meta-analytic assessment 
of prevalence, incidence, and outcomes. Hepatology 2016;64(1):73–84. 
doi:10.1002/hep.28431, PMID:26707365.

[10] Wanless IR, Lentz JS. Fatty liver hepatitis (steatohepatitis) and obesity: an 
autopsy study with analysis of risk factors. Hepatology 1990;12(5):1106–
1110. doi:10.1002/hep.1840120505, PMID:2227807.

[11] Noureddin M, Vipani A, Bresee C, Todo T, Kim IK, Alkhouri N, et al. NASH 
Leading Cause of Liver Transplant in Women: Updated Analysis of Indica-
tions For Liver Transplant and Ethnic and Gender Variances. Am J Gas-
troenterol 2018;113(11):1649–1659. doi:10.1038/s41395-018-0088-6, 
PMID:29880964.

[12] Albhaisi SAM, Sanyal AJ. New drugs for NASH. Liver Int 2021;41(Suppl 
1):112–118. doi:10.1111/liv.14844, PMID:34155794.

[13] Younossi ZM, Corey KE, Lim JK. AGA Clinical Practice Update on Lifestyle 
Modification Using Diet and Exercise to Achieve Weight Loss in the Man-
agement of Nonalcoholic Fatty Liver Disease: Expert Review. Gastroenterol-
ogy 2021;160(3):912–918. doi:10.1053/j.gastro.2020.11.051, PMID:333 
07021.

[14] Vuppalanchi R, Noureddin M, Alkhouri N, Sanyal AJ. Therapeutic pipe-
line in nonalcoholic steatohepatitis. Nat Rev Gastroenterol Hepatol 2021; 
18(6):373–392. doi:10.1038/s41575-020-00408-y, PMID:33568794.

[15] Courcoulas AP, King WC, Belle SH, Berk P, Flum DR, Garcia L, et al. Seven-
Year Weight Trajectories and Health Outcomes in the Longitudinal Assess-
ment of Bariatric Surgery (LABS) Study. JAMA Surg 2018;153(5):427–434. 
doi:10.1001/jamasurg.2017.5025, PMID:29214306.

[16] Bower G, Toma T, Harling L, Jiao LR, Efthimiou E, Darzi A, et al. Bariat-
ric Surgery and Non-Alcoholic Fatty Liver Disease: a Systematic Review 
of Liver Biochemistry and Histology. Obes Surg 2015;25(12):2280–2289. 
doi:10.1007/s11695-015-1691-x, PMID:25917981.

[17] Mathurin P, Hollebecque A, Arnalsteen L, Buob D, Leteurtre E, Caiazzo R, et al. 
Prospective study of the long-term effects of bariatric surgery on liver injury 
in patients without advanced disease. Gastroenterology 2009;137(2):532–
540. doi:10.1053/j.gastro.2009.04.052, PMID:19409898.

[18] Are VS, Knapp SM, Banerjee A, Shamseddeen H, Ghabril M, Orman E, 
et al. Improving Outcomes of Bariatric Surgery in Patients With Cirrho-
sis in the United States: A Nationwide Assessment. Am J Gastroenterol 
2020;115(11):1849–1856. doi:10.14309/ajg.0000000000000911, PMID: 
33156104.

[19] Barrichello S, Hourneaux de Moura DT, Hourneaux de Moura EG, Jirapinyo P, 
Hoff AC, Fittipaldi-Fernandez RJ, et al. Endoscopic sleeve gastroplasty in the 
management of overweight and obesity: an international multicenter study. 
Gastrointest Endosc 2019;90(5):770–780. doi:10.1016/j.gie.2019.06.013, 
PMID:31228432.

[20] Popov VB, Ou A, Schulman AR, Thompson CC. The Impact of Intragas-
tric Balloons on Obesity-Related Co-Morbidities: A Systematic Review and 
Meta-Analysis. Am J Gastroenterol 2017;112(3):429–439. doi:10.1038/
ajg.2016.530, PMID:28117361.

[21] van Baar ACG, Holleman F, Crenier L, Haidry R, Magee C, Hopkins D, et 
al. Endoscopic duodenal mucosal resurfacing for the treatment of type 2 
diabetes mellitus: one year results from the first international, open-label, 
prospective, multicentre study. Gut 2020;69(2):295–303. doi:10.1136/
gutjnl-2019-318349, PMID:31331994.

[22] Brunaldi VO, Neto MG. Endoscopic Procedures for Weight Loss. Curr Obes Rep 
2021;10(3):290–300. doi:10.1007/s13679-021-00450-0, PMID:34297346.

[23] Salomone F, Currenti W, Magri G, Boskoski I, Zelber-Sagi S, Galvano F. Ef-
fects of intragastric balloon in patients with nonalcoholic fatty liver disease 
and advanced fibrosis. Liver Int 2021;41(9):2112–2116. doi:10.1111/
liv.14917, PMID:33938630.

[24] Bazerbachi F, Vargas EJ, Rizk M, Maselli DB, Mounajjed T, Venkatesh SK, et al. 
Intragastric Balloon Placement Induces Significant Metabolic and Histologic 
Improvement in Patients With Nonalcoholic Steatohepatitis. Clin Gastroen-
terol Hepatol 2021;19(1):146–154.e144. doi:10.1016/j.cgh.2020.04.068, 
PMID:32360804.

[25] Lopez-Nava K, Mehta A, Ang B, Skaf D, Shah SL, Saumoy M, et al. Improve-
ment in insulin resistance and estimated hepatic steatosis and fibrosis after 
endoscopic sleeve gastroplasty. Gastrointest Endosc 2021;93(5):1110–
1118. doi:10.1016/j.gie.2020.08.023, PMID:32861753.

[26] Watt KD, Heimbach JK, Rizk M, Jaruvongvanich P, Sanchez W, Port J, et 
al. Efficacy and Safety of Endoscopic Balloon Placement for Weight Loss 
in Patients With Cirrhosis Awaiting Liver Transplantation. Liver Transpl 
2021;27(9):1239–1247. doi:10.1002/lt.26074, PMID:33866660.

[27] Sekino Y, Imajo K, Sakai E, Uchiyama T, Iida H, Endo H, et al. Time-course 
of changes of visceral fat area, liver volume, and liver fat area during in-
tragastric balloon therapy in Japanese super-obese patients. Intern Med 
2011;50(21):2449–2455. doi:10.2169/internalmedicine.50.5672, PMID:220 
41341.

[28] Vargas EJ, Pesta CM, Bali A, Ibegbu E, Bazerbachi F, Moore RL, et al. Single 
Fluid-Filled Intragastric Balloon Safe and Effective for Inducing Weight Loss 
in a Real-World Population. Clin Gastroenterol Hepatol 2018;16(7):1073–
1080.e1071. doi:10.1016/j.cgh.2018.01.046, PMID:29425781.

[29] Sullivan S, Swain J, Woodman G, Edmundowicz S, Hassanein T, Shayani 
V, et al. Randomized sham-controlled trial of the 6-month swallowable 
gas-filled intragastric balloon system for weight loss. Surg Obes Relat Dis 
2018;14(12):1876–1889. doi:10.1016/j.soard.2018.09.486, PMID:3054 
5596.

[30] Lopez-Nava G, Asokkumar R, Bautista-Castano I, Laster J, Negi A, Fook-
Chong S, et al. Endoscopic sleeve gastroplasty, laparoscopic sleeve gastrec-

tomy, and laparoscopic greater curve plication: do they differ at 2 years? En-
doscopy 2021;53(3):235–243. doi:10.1055/a-1224-7231, PMID:32698234.

[31] Singh S, Bazarbashi AN, Khan A, Chowdhry M, Bilal M, de Moura DTH, et al. 
Primary obesity surgery endoluminal (POSE) for the treatment of obesity: 
a systematic review and meta-analysis. Surg Endosc 2022;36(1):252–266. 
doi:10.1007/s00464-020-08267-z, PMID:33523277.

[32] Sullivan S, Stein R, Jonnalagadda S, Mullady D, Edmundowicz S. Aspiration 
therapy leads to weight loss in obese subjects: a pilot study. Gastroen-
terology 2013;145(6):1245–1252.e1241-1245. doi:10.1053/j.gastro.2013. 
08.056, PMID:24012983.

[33] Thompson CC, Abu Dayyeh BK, Kushner R, Sullivan S, Schorr AB, Amaro A, 
et al. Percutaneous Gastrostomy Device for the Treatment of Class II and 
Class III Obesity: Results of a Randomized Controlled Trial. Am J Gastroen-
terol 2017;112(3):447–457. doi:10.1038/ajg.2016.500, PMID:27922026.

[34] Nystrom M, Machytka E, Noren E, Testoni PA, Janssen I, Turro Homedes J, 
et al. Aspiration Therapy As a Tool to Treat Obesity: 1- to 4-Year Results 
in a 201-Patient Multi-Center Post-Market European Registry Study. Obes 
Surg 2018;28(7):1860–1868. doi:10.1007/s11695-017-3096-5, PMID:293 
88050.

[35] Thompson CC, Abu Dayyeh BK, Kushnir V, Kushner RF, Jirapinyo P, Schorr AB, 
et al. Aspiration therapy for the treatment of obesity: 4-year results of a mul-
ticenter randomized controlled trial. Surg Obes Relat Dis 2019;15(8):1348–
1354. doi:10.1016/j.soard.2019.04.026, PMID:31302000.

[36] Jirapinyo P, Kumar N, Saumoy M, Copland A, Sullivan S. Association for Bari-
atric Endoscopy systematic review and meta-analysis assessing the Ameri-
can Society for Gastrointestinal Endoscopy Preservation and Incorporation of 
Valuable Endoscopic Innovations thresholds for aspiration therapy. Gastro-
intest Endosc 2021;93(2):334–342.e331. doi:10.1016/j.gie.2020.09.021, 
PMID:33218669.

[37] Jirapinyo P, de Moura DTH, Horton LC, Thompson CC. Effect of Aspiration Thera-
py on Obesity-Related Comorbidities: Systematic Review and Meta-Analysis. 
Clin Endosc 2020;53(6):686–697. doi:10.5946/ce.2019.181, PMID:3210 
6362.

[38] Jirapinyo P, Haas AV, Thompson CC. Effect of the Duodenal-Jejunal Bypass 
Liner on Glycemic Control in Patients With Type 2 Diabetes With Obesity: 
A Meta-analysis With Secondary Analysis on Weight Loss and Hormonal 
Changes. Diabetes Care 2018;41(5):1106–1115. doi:10.2337/dc17-1985, 
PMID:29678867.

[39] de Jonge C, Rensen SS, Koek GH, Joosten MF, Buurman WA, Bouvy ND, 
et al. Endoscopic duodenal-jejunal bypass liner rapidly improves plasma 
parameters of nonalcoholic fatty liver disease. Clin Gastroenterol Hepa-
tol 2013;11(11):1517–1520. doi:10.1016/j.cgh.2013.07.029, PMID:239 
20034.

[40] Roehlen N, Laubner K, Bettinger D, Schwacha H, Hilger H, Koenig C, et al. 
Duodenal-Jejunal Bypass Liner (DJBL) Improves Cardiovascular Risk Bio-
markers and Predicted 4-Year Risk of Major CV Events in Patients with Type 
2 Diabetes and Metabolic Syndrome. Obes Surg 2020;30(4):1200–1210. 
doi:10.1007/s11695-019-04324-2, PMID:31898040.

[41] de Oliveira GHP, de Moura DTH, Funari MP, McCarty TR, Ribeiro IB, Bernardo 
WM, et al. Metabolic Effects of Endoscopic Duodenal Mucosal Resurfacing: a 
Systematic Review and Meta-analysis. Obes Surg 2021;31(3):1304–1312. 
doi:10.1007/s11695-020-05170-3, PMID:33417100.

[42] Kumar N, Bazerbachi F, Rustagi T, McCarty TR, Thompson CC, Galvao Neto 
MP, et al. The Influence of the Orbera Intragastric Balloon Filling Volumes 
on Weight Loss, Tolerability, and Adverse Events: a Systematic Review and 
Meta-Analysis. Obes Surg 2017;27(9):2272–2278. doi:10.1007/s11695-
017-2636-3, PMID:28285471.

[43] Gomez V, Woodman G, Abu Dayyeh BK. Delayed gastric emptying as a 
proposed mechanism of action during intragastric balloon therapy: Results 
of a prospective study. Obesity (Silver Spring) 2016;24(9):1849–1853. 
doi:10.1002/oby.21555, PMID:27465076.

[44] Mion F, Napoléon B, Roman S, Malvoisin E, Trepo F, Pujol B, et al. Ef-
fects of intragastric balloon on gastric emptying and plasma ghrelin lev-
els in non-morbid obese patients. Obesity surgery 2005;15(4):510–516. 
PMID:15946431.

[45] Su HJ, Kao CH, Chen WC, Chang TT, Lin CY. Effect of intragastric balloon 
on gastric emptying time in humans for weight control. Clin Nucl Med 
2013;38(11):863–868. doi:10.1097/RLU.0000000000000224, PMID:2408 
9058.

[46] Samsom M, Hauskens T, Mundt M. Gastric accommodation is influenced by the 
presence of an intragastric balloon. Gastroenterology 2000;118(4):A621–
A621. doi:10.1016/s0016-5085(00)84623-5.

[47] Fuller NR, Lau NS, Denyer G, Caterson ID. An intragastric balloon produces 
large weight losses in the absence of a change in ghrelin or peptide YY. Clin 
Obes 2013;3(6):172–179. doi:10.1111/cob.12030, PMID:25586733.

[48] Konopko-Zubrzycka M, Baniukiewicz A, Wroblewski E, Kowalska I, Zarzycki 
W, Gorska M, et al. The effect of intragastric balloon on plasma ghrelin, lep-
tin, and adiponectin levels in patients with morbid obesity. J Clin Endocrinol 
Metab 2009;94(5):1644–1649. doi:10.1210/jc.2008-1083, PMID:1925 
8408.

[49] Mathus-Vliegen EM, Eichenberger RI. Fasting and meal-suppressed ghrelin 
levels before and after intragastric balloons and balloon-induced weight loss. 
Obes Surg 2014;24(1):85–94. doi:10.1007/s11695-013-1053-5, PMID:239 
18282.

[50] Houtkooper RH, Pirinen E, Auwerx J. Sirtuins as regulators of metabolism 
and healthspan. Nat Rev Mol Cell Biol 2012;13(4):225–238. doi:10.1038/
nrm3293, PMID:22395773.

[51] Mariani S, Fiore D, Persichetti A, Basciani S, Lubrano C, Poggiogalle E, et al. 
Circulating SIRT1 Increases After Intragastric Balloon Fat Loss in Obese Pa-
tients. Obes Surg 2016;26(6):1215–1220. doi:10.1007/s11695-015-1859-
4, PMID:26337692.

https://doi.org/10.1016/j.jhep.2018.10.033
http://www.ncbi.nlm.nih.gov/pubmed/30414863
https://doi.org/10.1002/hep.28431
http://www.ncbi.nlm.nih.gov/pubmed/26707365
https://doi.org/10.1002/hep.1840120505
http://www.ncbi.nlm.nih.gov/pubmed/2227807
https://doi.org/10.1038/s41395-018-0088-6
http://www.ncbi.nlm.nih.gov/pubmed/29880964
https://doi.org/10.1111/liv.14844
http://www.ncbi.nlm.nih.gov/pubmed/34155794
https://doi.org/10.1053/j.gastro.2020.11.051
http://www.ncbi.nlm.nih.gov/pubmed/33307021
http://www.ncbi.nlm.nih.gov/pubmed/33307021
https://doi.org/10.1038/s41575-020-00408-y
http://www.ncbi.nlm.nih.gov/pubmed/33568794
https://doi.org/10.1001/jamasurg.2017.5025
http://www.ncbi.nlm.nih.gov/pubmed/29214306
https://doi.org/10.1007/s11695-015-1691-x
http://www.ncbi.nlm.nih.gov/pubmed/25917981
https://doi.org/10.1053/j.gastro.2009.04.052
http://www.ncbi.nlm.nih.gov/pubmed/19409898
https://doi.org/10.14309/ajg.0000000000000911
http://www.ncbi.nlm.nih.gov/pubmed/33156104
https://doi.org/10.1016/j.gie.2019.06.013
http://www.ncbi.nlm.nih.gov/pubmed/31228432
https://doi.org/10.1038/ajg.2016.530
https://doi.org/10.1038/ajg.2016.530
http://www.ncbi.nlm.nih.gov/pubmed/28117361
https://doi.org/10.1136/gutjnl-2019-318349
https://doi.org/10.1136/gutjnl-2019-318349
http://www.ncbi.nlm.nih.gov/pubmed/31331994
https://doi.org/10.1007/s13679-021-00450-0
http://www.ncbi.nlm.nih.gov/pubmed/34297346
https://doi.org/10.1111/liv.14917
https://doi.org/10.1111/liv.14917
http://www.ncbi.nlm.nih.gov/pubmed/33938630
https://doi.org/10.1016/j.cgh.2020.04.068
http://www.ncbi.nlm.nih.gov/pubmed/32360804
https://doi.org/10.1016/j.gie.2020.08.023
http://www.ncbi.nlm.nih.gov/pubmed/32861753
https://doi.org/10.1002/lt.26074
http://www.ncbi.nlm.nih.gov/pubmed/33866660
https://doi.org/10.2169/internalmedicine.50.5672
http://www.ncbi.nlm.nih.gov/pubmed/22041341
http://www.ncbi.nlm.nih.gov/pubmed/22041341
https://doi.org/10.1016/j.cgh.2018.01.046
http://www.ncbi.nlm.nih.gov/pubmed/29425781
https://doi.org/10.1016/j.soard.2018.09.486
http://www.ncbi.nlm.nih.gov/pubmed/30545596
http://www.ncbi.nlm.nih.gov/pubmed/30545596
https://doi.org/10.1055/a-1224-7231
http://www.ncbi.nlm.nih.gov/pubmed/32698234
https://doi.org/10.1007/s00464-020-08267-z
http://www.ncbi.nlm.nih.gov/pubmed/33523277
https://doi.org/10.1053/j.gastro.2013.08.056
https://doi.org/10.1053/j.gastro.2013.08.056
http://www.ncbi.nlm.nih.gov/pubmed/24012983
https://doi.org/10.1038/ajg.2016.500
http://www.ncbi.nlm.nih.gov/pubmed/27922026
https://doi.org/10.1007/s11695-017-3096-5
http://www.ncbi.nlm.nih.gov/pubmed/29388050
http://www.ncbi.nlm.nih.gov/pubmed/29388050
https://doi.org/10.1016/j.soard.2019.04.026
http://www.ncbi.nlm.nih.gov/pubmed/31302000
https://doi.org/10.1016/j.gie.2020.09.021
http://www.ncbi.nlm.nih.gov/pubmed/33218669
https://doi.org/10.5946/ce.2019.181
http://www.ncbi.nlm.nih.gov/pubmed/32106362
http://www.ncbi.nlm.nih.gov/pubmed/32106362
https://doi.org/10.2337/dc17-1985
http://www.ncbi.nlm.nih.gov/pubmed/29678867
https://doi.org/10.1016/j.cgh.2013.07.029
http://www.ncbi.nlm.nih.gov/pubmed/23920034
http://www.ncbi.nlm.nih.gov/pubmed/23920034
https://doi.org/10.1007/s11695-019-04324-2
http://www.ncbi.nlm.nih.gov/pubmed/31898040
https://doi.org/10.1007/s11695-020-05170-3
http://www.ncbi.nlm.nih.gov/pubmed/33417100
https://doi.org/10.1007/s11695-017-2636-3
https://doi.org/10.1007/s11695-017-2636-3
http://www.ncbi.nlm.nih.gov/pubmed/28285471
https://doi.org/10.1002/oby.21555
http://www.ncbi.nlm.nih.gov/pubmed/27465076
http://www.ncbi.nlm.nih.gov/pubmed/15946431
https://doi.org/10.1097/RLU.0000000000000224
http://www.ncbi.nlm.nih.gov/pubmed/24089058
http://www.ncbi.nlm.nih.gov/pubmed/24089058
https://doi.org/10.1016/s0016-5085(00)84623-5
https://doi.org/10.1111/cob.12030
http://www.ncbi.nlm.nih.gov/pubmed/25586733
https://doi.org/10.1210/jc.2008-1083
http://www.ncbi.nlm.nih.gov/pubmed/19258408
http://www.ncbi.nlm.nih.gov/pubmed/19258408
https://doi.org/10.1007/s11695-013-1053-5
http://www.ncbi.nlm.nih.gov/pubmed/23918282
http://www.ncbi.nlm.nih.gov/pubmed/23918282
https://doi.org/10.1038/nrm3293
https://doi.org/10.1038/nrm3293
http://www.ncbi.nlm.nih.gov/pubmed/22395773
https://doi.org/10.1007/s11695-015-1859-4
https://doi.org/10.1007/s11695-015-1859-4
http://www.ncbi.nlm.nih.gov/pubmed/26337692


Journal of Clinical and Translational Hepatology 2022 vol. 10(5)  |  986–994994

Ren M. et al: EBMTs for liver disease

[52] Abu Dayyeh BK, Acosta A, Camilleri M, Mundi MS, Rajan E, Topazian MD, 
et al. Endoscopic Sleeve Gastroplasty Alters Gastric Physiology and Induc-
es Loss of Body Weight in Obese Individuals. Clin Gastroenterol Hepatol 
2017;15(1):37–43.e31. doi:10.1016/j.cgh.2015.12.030, PMID:26748219.

[53] Espinos JC, Turro R, Moragas G, Bronstone A, Buchwald JN, Mearin F, et 
al. Gastrointestinal Physiological Changes and Their Relationship to Weight 
Loss Following the POSE Procedure. Obes Surg 2016;26(5):1081–1089. 
doi:10.1007/s11695-015-1863-8, PMID:26337693.

[54] Rubino F, Forgione A, Cummings DE, Vix M, Gnuli D, Mingrone G, et al. 
The mechanism of diabetes control after gastrointestinal bypass surgery 
reveals a role of the proximal small intestine in the pathophysiology of type 
2 diabetes. Ann Surg 2006;244(5):741–749. doi:10.1097/01.sla.0000224 
726.61448.1b, PMID:17060767.

[55] de Jonge C, Rensen SS, Verdam FJ, Vincent RP, Bloom SR, Buurman WA, et 
al. Endoscopic duodenal-jejunal bypass liner rapidly improves type 2 diabe-
tes. Obes Surg 2013;23(9):1354–1360. doi:10.1007/s11695-013-0921-3, 
PMID:23526068.

[56] Shuang J, Zhang Y, Ma L, Tan X, Huang J, Wang X, et al. Relief of dia-
betes by duodenal-jejunal bypass sleeve implantation in the high-fat diet 
and streptozotocin-induced diabetic rat model is associated with an in-
crease in GLP-1 levels and the number of GLP-1-positive cells. Exp Ther Med 
2015;10(4):1355–1363. doi:10.3892/etm.2015.2669, PMID:26622491.

[57] Rohde U, Federspiel CA, Vilmann P, Langholz E, Friis SU, Krakauer M, et al. 
The impact of EndoBarrier gastrointestinal liner in obese patients with nor-
mal glucose tolerance and in patients with type 2 diabetes. Diabetes Obes 
Metab 2017;19(2):189–199. doi:10.1111/dom.12800, PMID:27696668.

[58] de Jonge C, Rensen SS, Verdam FJ, Vincent RP, Bloom SR, Buurman WA, et 
al. Impact of Duodenal-Jejunal Exclusion on Satiety Hormones. Obes Surg 
2016;26(3):672–678. doi:10.1007/s11695-015-1889-y, PMID:26446491.

[59] van Nierop FS, de Jonge C, Kulik W, Bouvy N, Schaap FG, Olde Damink SW, 
et al. Duodenal-jejunal lining increases postprandial unconjugated bile acid 
responses and disrupts the bile acid-FXR-FGF19 axis in humans. Metabolism 
2019;93:25–32. doi:10.1016/j.metabol.2018.12.009, PMID:30658059.

[60] de Moura EG, Lopes GS, Martins BC, Orso IR, Coutinho AM, de Oliveira SL, et 
al. Effects of Duodenal-Jejunal Bypass Liner (EndoBarrier(R)) on Gastric Emp-
tying in Obese and Type 2 Diabetic Patients. Obes Surg 2015;25(9):1618–
1625. doi:10.1007/s11695-015-1594-x, PMID:25691349.

[61] de Jonge C, Fuentes S, Zoetendal EG, Bouvy ND, Nelissen R, Buurman WA, 
et al. Metabolic improvement in obese patients after duodenal-jejunal ex-
clusion is associated with intestinal microbiota composition changes. Int J 
Obes (Lond) 2019;43(12):2509–2517. doi:10.1038/s41366-019-0336-x, 
PMID:30765893.

[62] Eslam M, Sarin SK, Wong VW, Fan JG, Kawaguchi T, Ahn SH, et al. The 
Asian Pacific Association for the Study of the Liver clinical practice guidelines 
for the diagnosis and management of metabolic associated fatty liver dis-
ease. Hepatol Int 2020;14(6):889–919. doi:10.1007/s12072-020-10094-2, 
PMID:33006093.

[63] Lee YM, Low HC, Lim LG, Dan YY, Aung MO, Cheng CL, et al. Intragastric 
balloon significantly improves nonalcoholic fatty liver disease activity score 
in obese patients with nonalcoholic steatohepatitis: a pilot study. Gastroin-
test Endosc 2012;76(4):756–760. doi:10.1016/j.gie.2012.05.023, PMID:22 
840293.

[64] Nguyen V, Li J, Gan J, Cordero P, Ray S, Solis-Cuevas A, et al. Outcomes 
following Serial Intragastric Balloon Therapy for Obesity and Nonalco-
holic Fatty Liver Disease in a Single Centre. Can J Gastroenterol Hepatol 
2017;2017:4697194. doi:10.1155/2017/4697194, PMID:29441342.

[65] Donadio F, Sburlati LF, Masserini B, Lunati EM, Lattuada E, Zappa MA, et 
al. Metabolic parameters after BioEnterics Intragastric Balloon placement 
in obese patients. J Endocrinol Invest 2009;32(2):165–168. doi:10.1007/
BF03345708, PMID:19411817.

[66] Stimac D, Majanovic SK, Turk T, Kezele B, Licul V, Orlic ZC. Intragastric 
balloon treatment for obesity: results of a large single center prospective 
study. Obes Surg 2011;21(5):551–555. doi:10.1007/s11695-010-0310-0, 
PMID:21170685.

[67] Ricci G, Bersani G, Rossi A, Pigo F, De Fabritiis G, Alvisi V. Bariatric therapy 
with intragastric balloon improves liver dysfunction and insulin resistance in 
obese patients. Obes Surg 2008;18(11):1438–1442. doi:10.1007/s11695-
008-9487-x, PMID:18369681.

[68] Lopez-Nava G, Turro R, Maselli DB, Bautista-Castano I, Matar R, Asokkumar 
R, et al. PRIMARY OBESITY SURGERY ENDOLUMINAL 2 (POSE2): AN INTER-
NATIONAL MULTICENTER PROSPECTIVE TRIAL. Gastrointestinal Endoscopy 
2020;91(6):AB60–AB60.

[69] Karlas KS, Lindhorst A, Raddatz D. EndoBarrier Gastrointestinal Liner in Type 
2 Diabetic Patients Improves Liver Fibrosis as Assessed by Liver Elastog-
raphy. Exp Clin Endocrinol Diabetes 2017;125(2):116–121. doi:10.1055
/s-0042-118961, PMID:28008583.

[70] Karlas T, Feisthammel J, Schuetz T, Blueher M, Lichtinghagen R, Keim V, et 
al. Impact of duodenal-jejunal bypass liner on non-alcoholic fatty liver dis-
ease. J Hepatol 2018;68:S829–S829. doi:10.1016/s0168-8278(18)31933-
0.

[71] Ryder REJ, Irwin SP, Burbridge W, Gandhi H, Bashir T, Allden RA, et al. 
The United Kingdom’s first NHS Endobarrier service for advanced diabesi-
ty: 1-year outcomes for all 62 treated patients. British Journal of Diabetes 
2019;19(2):110–117. doi:10.15277/bjd.2019.226.

[72] Forner PM, Ramacciotti T, Farey JE, Lord RV. Safety and Effectiveness of an En-
doscopically Placed Duodenal-Jejunal Bypass Device (EndoBarrier(R)): Out-
comes in 114 Patients. Obes Surg 2017;27(12):3306–3313. doi:10.1007/ 
s11695-017-2939-4, PMID:29018990.

[73] Mingrone G, van Baar AC, Deviere J, Hopkins D, Moura E, Cercato C, et al. 
Safety and efficacy of hydrothermal duodenal mucosal resurfacing in patients 
with type 2 diabetes: the randomised, double-blind, sham-controlled, mul-

ticentre REVITA-2 feasibility trial. Gut 2022;71(2):254–264. doi:10.1136/ 
gutjnl-2020-323608, PMID:33597157.

[74] Haidry RJ, van Baar AC, Galvao Neto MP, Rajagopalan H, Caplan J, Lev-
in PS, et al. Duodenal mucosal resurfacing: proof-of-concept, procedural 
development, and initial implementation in the clinical setting. Gastroin-
test Endosc 2019;90(4):673–681.e672. doi:10.1016/j.gie.2019.03.024, 
PMID:30935932.

[75] Frutos MD, Morales MD, Lujan J, Hernandez Q, Valero G, Parrilla P. Intra-
gastric balloon reduces liver volume in super-obese patients, facilitating 
subsequent laparoscopic gastric bypass. Obes Surg 2007;17(2):150–154. 
doi:10.1007/s11695-007-9040-3, PMID:17476864.

[76] Jirapinyo P, McCarty TR, Dolan RD, Shah R, Thompson CC. Effect of Endo-
scopic Bariatric and Metabolic Therapies on Nonalcoholic Fatty Liver Dis-
ease: A Systematic Review and Meta-analysis. Clin Gastroenterol Hepatol 
2022;20(3):511–524.e1. doi:10.1016/j.cgh.2021.03.017, PMID:33727164.

[77] Powell EE, Wong VW, Rinella M. Non-alcoholic fatty liver disease. Lancet 
2021;397(10290):2212–2224. doi:10.1016/S0140-6736(20)32511-3, 
PMID:33894145.

[78] Tapper EB, Loomba R. Noninvasive imaging biomarker assessment of 
liver fibrosis by elastography in NAFLD. Nat Rev Gastroenterol Hepatol 
2018;15(5):274–282. doi:10.1038/nrgastro.2018.10, PMID:29463906.

[79] Angulo P, Hui JM, Marchesini G, Bugianesi E, George J, Farrell GC, et al. 
The NAFLD fibrosis score: a noninvasive system that identifies liver fibro-
sis in patients with NAFLD. Hepatology 2007;45(4):846–854. doi:10.1002/
hep.21496, PMID:17393509.

[80] Sterling RK, Lissen E, Clumeck N, Sola R, Correa MC, Montaner J, et al. 
Development of a simple noninvasive index to predict significant fibrosis 
in patients with HIV/HCV coinfection. Hepatology 2006;43(6):1317–1325. 
doi:10.1002/hep.21178, PMID:16729309.

[81] Chalasani N, Abdelmalek MF, Loomba R, Kowdley KV, McCullough AJ, Dasar-
athy S, et al. Relationship between three commonly used non-invasive fibro-
sis biomarkers and improvement in fibrosis stage in patients with non-alco-
holic steatohepatitis. Liver Int 2019;39(5):924–932. doi:10.1111/liv.13974, 
PMID:30253043.

[82] Meffert PJ, Baumeister SE, Lerch MM, Mayerle J, Kratzer W, Volzke H. Devel-
opment, external validation, and comparative assessment of a new diagnos-
tic score for hepatic steatosis. Am J Gastroenterol 2014;109(9):1404–1414. 
doi:10.1038/ajg.2014.155, PMID:24957156.

[83] Zerrweck C, Maunoury V, Caiazzo R, Branche J, Dezfoulian G, Bulois P, et 
al. Preoperative weight loss with intragastric balloon decreases the risk of 
significant adverse outcomes of laparoscopic gastric bypass in super-super 
obese patients. Obes Surg 2012;22(5):777–782. doi:10.1007/s11695-011-
0571-2, PMID:22350986.

[84] Tai CM, Lin HY, Yen YC, Huang CK, Hsu WL, Huang YW, et al. Effectiveness of 
intragastric balloon treatment for obese patients: one-year follow-up after 
balloon removal. Obes Surg 2013;23(12):2068–2074. doi:10.1007/s11695-
013-1027-7, PMID:23832520.

[85] Zou ZY, Zeng J, Ren TY, Shi YW, Yang RX, Fan JG. Efficacy of Intragas-
tric Balloons in the Markers of Metabolic Dysfunction-associated Fatty Liver 
Disease: Results from Meta-analyses. J Clin Transl Hepatol 2021;9(3):353–
363. doi:10.14218/JCTH.2020.00183, PMID:34221921.

[86] Chandan S, Mohan BP, Khan SR, Facciorusso A, Ramai D, Kassab LL, et 
al. Efficacy and Safety of Intragastric Balloon (IGB) in Non-alcoholic Fatty 
Liver Disease (NAFLD): a Comprehensive Review and Meta-analysis. Obes 
Surg 2021;31(3):1271–1279. doi:10.1007/s11695-020-05084-0, PMID:33 
409973.

[87] Stratmann B, Krepak Y, Schiffer E, Jarick I, Hauber M, Lee-Barkey YH, et al. 
Beneficial Metabolic Effects of Duodenal Jejunal Bypass Liner for the Treat-
ment of Adipose Patients with Type 2 Diabetes Mellitus: Analysis of Respond-
ers and Non-Responders. Horm Metab Res 2016;48(10):630–637. doi:10.1
055/s-0042-115175, PMID:27589345.

[88] Nair S, Verma S, Thuluvath PJ. Obesity and its effect on survival in patients 
undergoing orthotopic liver transplantation in the United States. Hepatology 
2002;35(1):105–109. doi:10.1053/jhep.2002.30318, PMID:11786965.

[89] Hakeem AR, Cockbain AJ, Raza SS, Pollard SG, Toogood GJ, Attia MA, et al. 
Increased morbidity in overweight and obese liver transplant recipients: a 
single-center experience of 1325 patients from the United Kingdom. Liver 
Transpl 2013;19(5):551–562. doi:10.1002/lt.23618, PMID:23408499.

[90] Lopez-Lopez V, Ruiz-Manzanera JJ, Eshmuminov D, Lehmann K, Schneider 
M, von der Groeben M, et al. Are We Ready for Bariatric Surgery in a Liver 
Transplant Program? A Meta-Analysis. Obes Surg 2021;31(3):1214–1222. 
doi:10.1007/s11695-020-05118-7, PMID:33225408.

[91] Choudhary NS, Saigal S, Saraf N, Puri R, Soin A. Innovative approach us-
ing an intragastric balloon for weight loss in a morbidly obese patient un-
dergoing liver transplantation. Liver Transpl 2013;19(2):235. doi:10.1002/
lt.23567, PMID:23161847.

[92] Choudhary NS, Puri R, Saraf N, Saigal S, Kumar N, Rai R, et al. Intragas-
tric balloon as a novel modality for weight loss in patients with cirrhosis 
and morbid obesity awaiting liver transplantation. Indian J Gastroenterol 
2016;35(2):113–116. doi:10.1007/s12664-016-0643-2, PMID:27072554.

[93] Schwartz ML, Drew RL, Chazin-Caldie M. Factors determining conversion from 
laparoscopic to open Roux-en-Y gastric bypass. Obes Surg 2004;14(9):1193–
1197. doi:10.1381/0960892042386887, PMID:15527633.

[94] Betzel B, Drenth JPH, Siersema PD. Adverse Events of the Duodenal-Jejunal 
Bypass Liner: a Systematic Review. Obes Surg 2018;28(11):3669–3677. 
doi:10.1007/s11695-018-3441-3, PMID:30121857.

[95] Frydenberg Am HB, Suturin VM, Truong H, Ryan A, Soutorine M. New 
Anchoring Mechanism and Design of an Endoluminal Duodeno-Jejunal 
Bypass Liner for Treatment of Obesity: a Pilot Animal Trial. Obes Surg 
2019;29(9):3081–3085. doi:10.1007/s11695-019-03945-x, PMID:3112 
7497.

https://doi.org/10.1016/j.cgh.2015.12.030
http://www.ncbi.nlm.nih.gov/pubmed/26748219
https://doi.org/10.1007/s11695-015-1863-8
http://www.ncbi.nlm.nih.gov/pubmed/26337693
https://doi.org/10.1097/01.sla.0000224726.61448.1b
https://doi.org/10.1097/01.sla.0000224726.61448.1b
http://www.ncbi.nlm.nih.gov/pubmed/17060767
https://doi.org/10.1007/s11695-013-0921-3
http://www.ncbi.nlm.nih.gov/pubmed/23526068
https://doi.org/10.3892/etm.2015.2669
http://www.ncbi.nlm.nih.gov/pubmed/26622491
https://doi.org/10.1111/dom.12800
http://www.ncbi.nlm.nih.gov/pubmed/27696668
https://doi.org/10.1007/s11695-015-1889-y
http://www.ncbi.nlm.nih.gov/pubmed/26446491
https://doi.org/10.1016/j.metabol.2018.12.009
http://www.ncbi.nlm.nih.gov/pubmed/30658059
https://doi.org/10.1007/s11695-015-1594-x
http://www.ncbi.nlm.nih.gov/pubmed/25691349
https://doi.org/10.1038/s41366-019-0336-x
http://www.ncbi.nlm.nih.gov/pubmed/30765893
https://doi.org/10.1007/s12072-020-10094-2
http://www.ncbi.nlm.nih.gov/pubmed/33006093
https://doi.org/10.1016/j.gie.2012.05.023
http://www.ncbi.nlm.nih.gov/pubmed/22840293
http://www.ncbi.nlm.nih.gov/pubmed/22840293
https://doi.org/10.1155/2017/4697194
http://www.ncbi.nlm.nih.gov/pubmed/29441342
https://doi.org/10.1007/BF03345708
https://doi.org/10.1007/BF03345708
http://www.ncbi.nlm.nih.gov/pubmed/19411817
https://doi.org/10.1007/s11695-010-0310-0
http://www.ncbi.nlm.nih.gov/pubmed/21170685
https://doi.org/10.1007/s11695-008-9487-x
https://doi.org/10.1007/s11695-008-9487-x
http://www.ncbi.nlm.nih.gov/pubmed/18369681
https://doi.org/10.1055/s-0042-118961
https://doi.org/10.1055/s-0042-118961
http://www.ncbi.nlm.nih.gov/pubmed/28008583
https://doi.org/10.1016/s0168-8278(18)31933-0
https://doi.org/10.1016/s0168-8278(18)31933-0
https://doi.org/10.15277/bjd.2019.226
https://doi.org/10.1007/s11695-017-2939-4
https://doi.org/10.1007/s11695-017-2939-4
http://www.ncbi.nlm.nih.gov/pubmed/29018990
https://doi.org/10.1136/gutjnl-2020-323608
https://doi.org/10.1136/gutjnl-2020-323608
http://www.ncbi.nlm.nih.gov/pubmed/33597157
https://doi.org/10.1016/j.gie.2019.03.024
http://www.ncbi.nlm.nih.gov/pubmed/30935932
https://doi.org/10.1007/s11695-007-9040-3
http://www.ncbi.nlm.nih.gov/pubmed/17476864
https://doi.org/10.1016/j.cgh.2021.03.017
http://www.ncbi.nlm.nih.gov/pubmed/33727164
https://doi.org/10.1016/S0140-6736(20)32511-3
http://www.ncbi.nlm.nih.gov/pubmed/33894145
https://doi.org/10.1038/nrgastro.2018.10
http://www.ncbi.nlm.nih.gov/pubmed/29463906
https://doi.org/10.1002/hep.21496
https://doi.org/10.1002/hep.21496
http://www.ncbi.nlm.nih.gov/pubmed/17393509
https://doi.org/10.1002/hep.21178
http://www.ncbi.nlm.nih.gov/pubmed/16729309
https://doi.org/10.1111/liv.13974
http://www.ncbi.nlm.nih.gov/pubmed/30253043
https://doi.org/10.1038/ajg.2014.155
http://www.ncbi.nlm.nih.gov/pubmed/24957156
https://doi.org/10.1007/s11695-011-0571-2
https://doi.org/10.1007/s11695-011-0571-2
http://www.ncbi.nlm.nih.gov/pubmed/22350986
https://doi.org/10.1007/s11695-013-1027-7
https://doi.org/10.1007/s11695-013-1027-7
http://www.ncbi.nlm.nih.gov/pubmed/23832520
https://doi.org/10.14218/JCTH.2020.00183
http://www.ncbi.nlm.nih.gov/pubmed/34221921
https://doi.org/10.1007/s11695-020-05084-0
http://www.ncbi.nlm.nih.gov/pubmed/33409973
http://www.ncbi.nlm.nih.gov/pubmed/33409973
https://doi.org/10.1055/s-0042-115175
https://doi.org/10.1055/s-0042-115175
http://www.ncbi.nlm.nih.gov/pubmed/27589345
https://doi.org/10.1053/jhep.2002.30318
http://www.ncbi.nlm.nih.gov/pubmed/11786965
https://doi.org/10.1002/lt.23618
http://www.ncbi.nlm.nih.gov/pubmed/23408499
https://doi.org/10.1007/s11695-020-05118-7
http://www.ncbi.nlm.nih.gov/pubmed/33225408
https://doi.org/10.1002/lt.23567
https://doi.org/10.1002/lt.23567
http://www.ncbi.nlm.nih.gov/pubmed/23161847
https://doi.org/10.1007/s12664-016-0643-2
http://www.ncbi.nlm.nih.gov/pubmed/27072554
https://doi.org/10.1381/0960892042386887
http://www.ncbi.nlm.nih.gov/pubmed/15527633
https://doi.org/10.1007/s11695-018-3441-3
http://www.ncbi.nlm.nih.gov/pubmed/30121857
https://doi.org/10.1007/s11695-019-03945-x
http://www.ncbi.nlm.nih.gov/pubmed/31127497
http://www.ncbi.nlm.nih.gov/pubmed/31127497

	﻿﻿﻿Abstract﻿

	﻿﻿﻿﻿﻿Introduction﻿

	﻿﻿﻿﻿﻿Weight loss and metabolic benefits of EBMTs﻿

	﻿﻿﻿IGBs﻿

	﻿﻿﻿﻿Endoscopic gastroplasty﻿

	﻿﻿﻿﻿Aspiration therapy﻿

	﻿﻿﻿﻿DJBL﻿

	﻿﻿﻿﻿DMR﻿


	﻿﻿﻿﻿﻿Mechanisms of action of EBMTs﻿

	﻿﻿﻿Gastric EBMTs﻿

	﻿﻿﻿﻿Small intestine EBMTs﻿


	﻿﻿﻿﻿EBMTs for the treatment of NAFLD/NASH﻿

	﻿﻿﻿﻿Histological evidence﻿

	﻿﻿﻿﻿Nonhistological evidence﻿


	﻿﻿﻿﻿﻿﻿EBMTs for obese LT candidates﻿

	﻿﻿﻿﻿EBMTs for reducing liver volume in bariatric surgery candidates﻿

	﻿﻿﻿﻿Liver abscess: a common SAE of DJBL implantation﻿

	﻿﻿﻿﻿Conclusions﻿

	﻿﻿﻿﻿﻿﻿Funding﻿

	﻿﻿﻿﻿Conflict of interest﻿

	﻿﻿﻿﻿Author contributions﻿

	﻿﻿﻿﻿References﻿


