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Goals 
� Define morbid obesity and discuss the 

associated health risks 

� Review and compare surgical 
treatment options 

� Define the key concepts in long-term 
success 

� Why our program? 



Morbid Obesity Is: 

A chronic, progressive, 
multifactorial disease of  excessive 
fat storage 

Severe obesity is when serious 
medical conditions develop as a 
direct result of  the obesity 



Definition of  Morbid Obesity 

�  Clinically severe obesity is the point when 
serious medical conditions occur as a direct 
result of  the obesity.  

�  Defined as: 
�   > 200 percent of  ideal weight 
� > 100 pounds overweight 
� Body Mass Index of  ≥ 40 

 weight (lbs) x 703  
    height2 (in2) BMI = 



Degrees of  Obesity & BMI 
BMI 

Underweight < 18.5 
Normal weight 18.5-24.9 
Overweight 25-29.9 
Obese 30-34.9 
Severely Obese 35.39.9 
Morbidly Obese ≥ 40 



An Epidemic 

•  75% obese children become morbidly obese 
adults 

Source: The Surgeon General’s Call to Action to Prevent Overweight and Obesity. 

•  3 in 5 Americans are 
overweight or obese 

•  In the past 20 years, 
adult obesity has 
doubled 

•  300,000+ premature 
deaths annually due to 
obesity  



So Why Are We Obese? 
�  We take in more calories than we burn 

�  Large portions 

�  High fat and salt content in foods 
�  Inadequate exercise 

�  Skipping meals 

�  Behavioral/Psychosocial Issues 
�  Family traditions, mindless eating 
�  Emotional or “bored” eating 

�  Societal 
�  Technology, more automation, less physical activity 



Larger Portions! 



Poor Food Choices 





Inactivity! 



Medical Implications of  Obesity 

•  Diabetes 
•  Hypertension 
•  Lipid disorders 
•  Heart disease 
•  Asthma 
•  Sleep apnea 
•  Gallstones 
•  NASH (non-alcoholic 

steatohepatitis) 
•  Urinary incontinence 
•  Gastroesophageal reflux 
•  Osteoarthritis and gout 
•  Impaired Immune 

response 
 

•  Infertility and menstrual 
problems 

•  Obstetric complications 
•  Low back pain 
•  DVT & thromboembolism 
•  Depression 
•  Immobility 
•  Cancer (breast, colorectal, 

prostate, endometrial, 
etc.) 

•  Venous/stasis ulcers 
•  Skin infections 
•  Psuedotumor cerebri 
•  Trauma 



BMI & Mortality 

Calle, N Engl J Med 1999;341:1097-1105. 
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Treatment Plan for Morbid Obesity 



But Surgery is NOT: 
 a quick fix 

 a magic bullet 

 a sign of  weakness 

 a cosmetic procedure 

It IS: 
 a “tool” to help maintain the 
lifestyle changes necessary to 
lose weight and should be a 
last resort 



Goals of  Surgery  
�  Effective 

�  Loss 50 - 70% of  excess weight (EWL) 

�  Resolution of  co-morbidities, improve 
quality of  life, decrease healthcare costs 

�  Low operative morbidity / Well tolerated 

�  Durable 
�  Maintain 60 % EWL at 10 years out 

� No long term complications 
�  Not trading one set of  problems for another 



Open vs. Laparoscopic  



Types of  Surgery Available 

Restrictive 
Adjustable Gastric Band (LAGB) 

Lap-Band®   Realize Band® 

Combined Procedures  
Restrictive/Malabsorptive  

Roux-en Y Gastric Bypass (LRYGB) 

Restrictive/Metabolic 
Sleeve Gastrectomy (LSG) 

Revisions or Conversions  



Roux-en-Y Gastric Bypass 

-2 mech for weight loss 

-Restrictive:  eat less 

-Malabsorptive:  all 

calories not absorbed 

-Improves metabolism 

-Very good choice for 
patients with severe 

diabetes 

 



�  Clear relation between obesity & development 
of  T2DM 

�  Central obesity-abdominal fat increases 
production of  LDL-the type of  blood fat that is 
deposited on inside of  blood vessel walls 

�  Currently no medical cure for T2DM 

� Natural course of  disease is progression to 
microvascular complications 
�  MI, Stroke, blindness, neuropathy, renal failure, extremity 

amputations 

Type 2 Diabetes Mellitus (T2DM) 



Gastric Bypass & T2 DM 

�  After gastric bypass: 
�  Changes in food transport è bypass of  first part of  

intestines 
�  This affects specific gut hormones è lead to ~ 83 % 

resolution rate of  T2 DM 

�  T2 DM of  shortest duration and mildest 
forms have highest rates of  cure 

�  If  you have severe diabetes, you should 
strongly consider the gastric bypass 



Gastric Bypass  

� Up to 80% excess weight loss one yr after 
surgery    

� Most of  weight is lost in first 6 mos 

� Maintenance of  weight loss: 
�  50-60 % EWL at 10 -14 yrs out 
 



CoMorbidity	
 % Improvement or Resolution	


Diabetes	
 86 %	


Hyperlipidemia	
 70 %	


Hypertension	
 78.5 %	


Obstructive Sleep Apnea 	
 83.6 %	


Fatty liver	
 80 %	


Buchwald; JAMA, 2004 

Bypass 
Comorbidity Resolution 



Complications 
Anastomotic leak (< 0.5 %) 
Pulmonary embolus (fatal 0.2 %) 
 
Nutritional deficiencies 
Bowel obstruction (1.5-5 %) 
Ulcers, strictures (5-15 %) 
Mortality (0-0.5 %) 

Gastric Bypass 



Lap Adjustable Gastric Band 

•  -Restrictive procedure 

•  -Adjustable 

•  -Goal is to help control 
portions 

•  -Reversible ?? (regain wt) 

•  -Outpatient 

•  -LapBand®  Realize band® 

 



Lap Adjustable Gastric Band 

• Only 1 mechanism for wt loss 

• Weight loss is slower, less 
reliable 

• Expected weight loss * 

–  40 % EWL at 12 mos 

–  53 % EWL at 24 mos 

–  64 % EWL at 48 mos 

*Ponce J, J Am Coll Surg 2005;201(4):529-35 



Band  
Co-Morbidity Resolution 
CoMorbidity	
 % Improvement or Resolution	


Diabetes	
 48 %	


Hypertension 	
 55 %	


Hypercholesterolemia	
 75 – 94 %	


Obstructive Sleep Apnea	
 75 – 94 %	


O’Brien; Obes Surg 2002, J Lap Adv Surg Tech 2003, 
Buchwald; JAMA 2004 
 



Lap Adjustable Gastric Band 

Complications 

 

•  Slippage (3-20 %)??????? 
•  Erosion (0.2-0.6 %) 
•  Port malfunction (1-4.5 %) 
•  Esophageal dilation 
•  Intolerance 
•  Reoperation (1.7-67 %) 
•  Removal (12 %) 
•  Mortality (0-0.05 %) *Ponce J, J Am Coll Surg 2005;201(4):529-35. 

**Sarker S, Am Surg 2004;70(2):146-9. 
Belachew, Obes Surg2002;12:564-68. 



The band may not be enough of  a tool for 
you to achieve your weight loss goal 

You may not be a candidate 
for the band if… 

�  If  you do not eat large portions… 

�  Are unable to exercise… 

�  Are extremely obese…** 

�  Have severe diabetes…**    



Sleeve Gastrectomy 

� Removal of  majority 
of  stomach leaving a 
slender tube instead  

� 40-60 ml capacity 

� Less ghrelin 
stimulation 



Sleeve Gastrectomy 
�  Restrictive with “metabolic 

benefits” 

�  No malabsorption 

�  Minimal vitamin deficiencies 

�  Not reversible 

�  Can still convert to another 
procedure if  needed 

�  High rate of  cure of  DM, 
HTN, etc 



Weight Loss Success 

D’Hondt, Surg Endosc 2007 

Follow up 
(mos) 

# of  Pts Mean 
%EWL 

SD % Pts w EWL 
> 50 % 

12 83 81.5 24.27 92.9 

24 62 75 17.8 89.5 

36 44 83.7 32.9 87.0 

48 33 72.9 22.6 85.7 

60 27 71.3 29.6 64.3 

72 23 55.9 25.6 54.5 



Sleeve  
CoMorbidity Resolution 
CoMorbidity % Improvement or 

Resolution 

Type II Diabetes* 100% 

Hypertension** 78 % 

High Cholesterol** 87 % 

Obstructive Sleep Apnea*** 60 % 

*Leonetti, et al., Arch Surg, 2012 
**Omana, et al., Surg Endosc, Oct 2010 

***Brethauer, et al., Surg Obes Relat Dis, 2009 



�  Leak (0.8-2 %) 

�  Bleeding (1.6–3 %) 

�  Blood clots (DVT, PE) 

�  Stricture (< 0.7 %) 

�  Reflux, heartburn (5–10 %) 

�  Mortality (0-0.3 %)  

�  Dilation of  sleeve (poor compliance) 

�  Lack of  long-term data  

*Gagner, Obes Surg Oct 2007 

Sleeve Complications* 



Comparison of  Surgeries 
                     Gastric Bypass          Gastric Band                  Sleeve 

 Excess wt loss (EWL)                         up to 80%              about 50%               about 60-80 % 

 Comorbidity resolution                          Excellent              Moderate                 Very Good 

 Complications           Higher                Some     Low 

 Mortality                              0-0.5 %              0-0.05 %   0-0.3 % 

 Malabsorption risk                           Moderate                 Low     Low 

 Recovery                            1-2 nights             out patient                  1-2 nights 

 Reversible?           Difficult                  Yes      No 

 Other concerns                     “change plumbing”         “foreign body”                stomach resection 

        malabsorptive          “adjustments” 

 Max weight loss       6 -12 months             24+  months                    ~ 12 months    



Trends in Bariatric Surgery 

Bariatric Times. 2013;10(5 Suppl A) 



Are these procedures SAFE? 
� Laparoscopic bariatric surgery is as 

safe and has similar mortality rates to 
laparoscopic cholecystectomy 
(gallbladder removal) 

Safety, effectiveness and cost effectiveness of Metabolic Surgery, 
Villamizar & Pryor, Journal of Obesity, 2011, Article ID 790683 



Criteria for Surgery 

�  BMI ≥ 40 or ≥ 35 with HTN, DM, OSA 

�  Age  > 18 or  < 65???? 

�  Psychologically stable, good support 

�  Low risk for surgery 

�  Committed to lifestyle changes and 
follow up 

NIH Consensus Conference  
Am J Clin Nutr 1992 



Contraindications to Surgery 

� Medically unfit to tolerate surgery 

�  Cirrhosis of  the liver 

�  Cancer not in remission 

�  Addictive behavior 

-Smoking  -Alcohol 
-Drugs   -Binging 

� Unable to walk 



Preparation For Surgery 
�  History & Physical 

�  Weight history 
�  Support system 

�  Labs 
�  Check baseline values 

�  X-Rays  
�  US 
�  UGI 

�  Cardiac Studies  

�  Pulmonary Function  

�  Endoscopy 

�  Sleep Study 

�  Nutrition Consult 

�  Psychological Eval 

�  Support Group Mtgs 

�  Preop weight loss 

�  Smoking Cessation 



�  Tests are ordered on an individual basis 

�  Approximately 3-6 mos process to prepare for 
surgery 
�  Complete testing 
�  Utilize time to practice lifestyle changes 
**Keep in mind, the weight did not come on 
overnight, it will take time to get the weight off  

�  Most common reasons for delay in getting to 
surgery include lack of  preop weight loss and 
failure to go to support groups 

Preparation For Surgery 



Smoking…It’s a deal breaker  



�  Get adequate sleep (7-8 hrs of  restful sleep) 
�  Lack of  sleep leads to ê leptin  &  é ghrelin 

�  Less leptin…blocks feelings of  satiety and encourages 
you to eat more 

�  More ghrelin…stimulates apetite 
 

�  Structure your eating 
�  Regularly spaced (to provide your body with fuel) 
�  Keeps hunger in check 

�  Learn to read labels 

Preparation For Surgery/Life  



Preparation For Surgery/Life  
Dietary changes / Mindful eating 

�  Portion control 
�  Stop eating when you are SATISFIED! Not when plate is 

empty 
�  Ask yourself  if  you are really hungry or do you need 

something else right now? 

�  Good food choices 
�  Protein and vegetables first 
�  Avoid liquid calories, i.e., soda, power drinks 

�  Good eating habits 
�  Eat slow…put fork down between bites 
�  Small bites…use a baby fork or spoon 
�  Chew well…savor the tastes 



Preparation For Surgery/Life 
Exercise Program & Active Lifestyle 

�  Keep it simple, get walking partners 

�  Walk with vigor 

�  If  your pain limits you, try to go for short 
frequent walks…for 10 minutes, but 3 x day 

�  EVERYBODY must be able to do some type of  
activity!! 

�  If  you have a desk job-set alarm to get out of  
your chair every hour (to stimulate your 
metabolism) 



�  Demonstrates a true commitment to radical 
lifestyle and eating behavior changes 

�  Technically easier for surgeon 
�  Loss of  intra-abdominal fat/liver shrinkage 
�  Reach limited by abdominal wall thickness 
�  Sturdiness of  surgical instruments 

�  Safer hospital care 
�  Better XR studies (radiation exposure) 
�  Radiology tables’ weight limitations 
�  Improves your ability to move after surgery, limit staff  injuries, 

etc… 

Preoperative Weight Loss 



Preoperative Weight Loss 

10 % body weight loss can be significant in shrinking 
the liver and melting intra-abdominal fatty tissue 

BMI 42, preop wt loss 8 # BMI 42, preop wt loss 20 # 



After Surgery 
�  Overnight stay 

�  Home on liquid diet for ~10 days, slow advance to 
solids over next few weeks 

�  Off  work at least 2 weeks (to focus on yourself) 

�  Immediately resume walking program at home (to 
prevent blood clots) 



�  American Society for 
Metabolic and Bariatric 
Surgery (www.asmbs.org) 

� Weigh-control Information 
Network 
(win.niddk.nih.gov) 

Educate Yourself  



Why Us???? 

�  Center of Excellence Certification, awarded in 
2008, recertification 2011  

�  Certifies our institution has the appropriate 
training and compassion to care for the unique 
population of  morbidly obese patients 

�  Bariatric patient appropriate equipment 

�  It symbolizes our institution’s commitment 
and accountability for safe, high-quality 
surgical care 



Our Difference 

� We are:  
A headed 
by at a 

�  Our goal is to help you: 
�  Live healthier 
�  Lose weight  keep it off  
� Change your life style and ultimately your 

life 
! 



Homework   
•  Figure	  out	  what	  your	  issues	  are	  with	  food	  -‐	  Why	  are	  you	  
obese?	  

•  Be	  honest	  with	  yourself	  
•  Start	  paying	  a:en;on	  to	  your	  ea;ng!	  



Remember…Long-Term weight loss 
success is determined by YOU!! 

Surgery is only a tool for weight loss… 
It is NOT the cure! 


