
 

 
Investigating current practice of thiamine screening and treatment of 

deficiencies amongst bariatric multidisciplinary clinician 

Nutritional deficiencies have been well documented in patients presenting for obesity  surgery. 

These deficiencies may persist or worsen as a consequence of bariatric  surgery [1, 2]. Some 

nutrient deficiencies may be common with less severe and more  manageable consequences. 

However other nutrient deficiencies such as Thiamine  deficiency may not be considered as 

common but have the potential to cause more  severe or in some cases irreversible side effect. 

Furthermore there is an assumption  that its deficiency is rare and the fortification of modern 

diet should meet the  requirements. However, Thiamine is poorly studied and hence 

deficiencies and  consequences may be underreported in current clinical settings [3].  

Thiamine or vitamin B1 is an essential coenzyme for numerous pathways of the  nervous 

system and despite its availability in major food groups such as grains,  cereals, meat and fish; 

the body does not store much thiamine and levels can become  depleted within 20 days of poor 

dietary intake [4]. Acute, post-operative  gastrointestinal symptoms; such as vomiting, poor 

dietary tolerance and non adherence to supplementations in addition to a suboptimal 

pre-operative nutritional  status, increases the risk of thiamine deficiency [5]. The deficiency can 

result in a  neurological disorder called Wernicke’s encephalopathy (WE), which is 

characterised  by a classical clinical triad of symptoms: ocular impairment, cerebellar 

dysfunction,  and confusion [6, 7]. Moderate degree of Thiamine deficiency has vague signs and 

symptoms so it can go undiagnosed for sometime [9].  

A systematic review on WE in bariatric surgery highlighted that despite the higher  than 

previously reported incidence of thiamine deficiency, there are limited studies  reporting on 

thiamin deficiency status and best management. They recommended  further research into 

monitoring thiamine status, recommending supplementation and  prevention of thiamine 

deficiency in this population [8]. 

Despite the available international guidelines, the recommendation, screening and  treatment 

of thiamine deficiency are not known in the clinical practice. Furthermore  based on resources 

and individual private clinic preferences the practice is  inconsistent across Australia and New 

Zealand clinical practice settings.  
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The aim of this study was to explore the current clinical practices with regards to 

supplementation, screening, prevention and treatment of low thiamine levels across  the 

bariatric clinical units in Australia and New Zealand. The results of this study will  in turn identify 

the current gaps in knowledge and clinical practice of thiamine  management. It also has the 

potential to improve clinical practice and help prevent  severe complications. 
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