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AGE: 44 YRS 

     BMI: 59    

 Weight: 224 kg  120 in 2004 

     Height : 1.89 Metres 

 
         Emotional, Not Motivated, Depressed  

         Dyspnoeic  with minimal Exertion  

         Impossible to Exercise (severe knee problems) 

         Excessive Alcohol Consumption 

         Smokes 40 Cigarettes per  day 



       WIFE :  GBP   04/10/2011 

                     Pre op  : 133 kg 

                     Current: 77 kg 

 

       DAUGHTER: GBP  16/04/2013 (Age 19) 

                              Pre op   : 142 kg 

                              Current : 84 kg 























Lars Sjöström 
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    OPERATIONS AVAILABLE. 









Current 30  day mortality : 

                    0.3% 







Visceral obesity 

Male sex 

BMI  > 50 

DM 

Seep apnea 

Older patients 

Lower volume centre   



Restrictive 

Malabsorptive 

Endocrine Metabolic 





25%- 40% of LAGB patients fail to lose 

50% of their excess body weight by 5 

years 

EWL at 5 years was 47.5% with LAGB 

versus 66.6% with RYGB (randomized 

controlled trial) 

Resolution of type 2 diabetes is a result of  

weight loss - slower to occur than after 

RYGB 

Altered esophageal motility 



Emerging treatment modality  

Enduce weight loss by restrictive and endocrine 

mechanisms 

Advantages include: 
1. technical ease 

2. lack of an intestinal anastomosis 

3. normal intestinal absorption 

4. no risk of internal hernias  

5. no implantation of a foreign body 

6. pylorus preservation which prevents dumping syndrome 

Could be the most appropriate option in 

extremely obese patients 





With Sleeve gastrectomy 

BMI of 50 kg/m2 or greater 

Dramatic impact on comorbidities  

Long-term nutrition problems 

 30-day mortality for BPD/DS is UP TO 7% 























Perioperative 

  wound infection (2.98%) 

  anastomotic leak 

(2.05%) 

  gastrointestinal tract 

hemorrhage(1.93%) 

  bowel obstruction 

(1.73%) 

  pulmonary embolus 

(0.41%) 

Late complications 

 stomal stenosis (4.73%) 

 bowel obstruction 

(3.15%) 

  hernia  

 stomal ulcers 

 6% <50% EWL after 5 

years 









Early mortality is the lowest 

Slippage pouch dilation (24%) 

Esophageal dilation (8%) 

Stoma obstruction (14%) accumulated 

   over a 5-year follow-up period 

Major revision rate by 9 years was 33% 

Pars flaccida technique somewhat better 

 





Long-term (>10 years) data for LSG will 

remain undefined for several years. 

Staple line leak (1.17%)  

Postoperative hemorrhage (3.57 

De novo reflux (20%) 

Existing Barret’s and hiatus hernea 







Choulliard (retrospective  n=400) 

morbidity : LRYGB group 

(20.5%) vs LSG group (6.5%; 

P<.05) 

EWL : 1 year  58% for the 

LSG and 64% for LRYGB (P= 

NS) 

Remission of type 2 

diabetes: LRYGB group 

86% vs   

       LSG group 62% at 18 

months without any medication 

(P<.05). 

Leyba (prospective  n=117) 

Major complication 

rate :4.7% for LSG and 9.3% 

for LRYGB (P= NS).  

  EWL: 1 year was 86% for 

LRYGB and 78.8% for LSG (P 

= NS)  

Resolutionof 

comorbidities : 40% for 

LSG and 64.7% of LRYGB .  





Expressed as % EXCESS WEIGHT LOSS 

(EWL) 

Perhaps not as important measure of 

outcome. 

Related to patient satisfaction and risk 

factor reduction. 

 



BPD - 70.1% 

GBP – 61.6% 

AGB -  47.5% 



















Care is expensive :$ 132 in US in 2002 

90% of DM can be avoided by avoiding 

obesity. 

67 % has BMI > 30 

Surgery decrease risk of developing DM 

by >3 times. (SOS) 

DM medication use decreased by76% 

within 12 months following surgery. 



Not just weight dependent 

Nutrients excluded from foregut rapidly 

into the hindgut. 

Leptin levels ,insulin levels and resistance 

and sensitivity. 

Beta-cell responsiveness to glucose. 

Change GIP levels, Change in GLP-1 

levels promoting replication of Beta-cell 

mass etc.  



 The dataset includes 621 studies -135,246  

 Resolution of the clinical and laboratory manifestations of type 2 diabetes. 

 At baseline, the mean body mass index was 47.9 kg/m2 

 80%  female 

 Weight loss overall was 38.5 kg or 55.9% excess body weight loss 

 Overall, 78.1% of diabetic patients had complete resolution 

 Diabetes was improved or resolved in 86.6% of patients.  

 Weight loss and diabetes resolution were greatest for patients undergoing 

biliopancreatic diversion/duodenal switch, followed by gastric bypass, and 

least for banding procedures.  

 Insulin levels declined significantly postoperatively, as did hemoglobin A1c 

and fasting glucose values.   





 The DM group was older with more co-morbidities: hypertension, sleep apnea 

and venous stasis.  

 More men had DM  

 A direct relationship was found between DM severity and age, weight, and co-

morbidities.  

 At 1 year, the DM group had a lower percentage of excess weight loss (60.8% 

± 16.6% versus 67.6% ± 16.7%, P <.0001) and greater body mass index (34.2 

± 7.1 kg/m2 versus 32.3 ± 7.2 kg/m2, P <.0001). 

  The percentage of excess weight loss was: 

                   - 67.6% for those without DM  

                   - 63.5% for those with diet-controlled DM 

                   - 60.5% for those with DM controlled by oral hypoglycaemic agents 

                   - 57.5% for those requiring insulin.  

 DM resolved in: 89.8% of those with diet-controlled DM                                       

   82.7% of those taking oral hypoglycaemic medication 

                                    53.3% of those requiring insulin. 

  







40- 70% of BS patients are hypertensive 

BS improve or resolve HT in37-53% 

Reduce the need for agents by 18-36% 

Even in patients more than 60 

Vit D def. has significantly lower 

resolution. 

Correction results in resolution 

Already visible within 1 month after BS 

 



 50% of patients 

USA insurance data –reduction in medication 
use after 12 months: 

             BS – 59% 

             Conservative - 20%  increase 

BPD-DS : 100% ; Less with GBP – GS 

    Even more pronounced in Super obese 

     

 

              



Left ventricular ejection fraction had 

significantly improved 

Regression of left ventricle (LV) mass and 

chamber size 

Coronary Artery Disease: reduction of 10-

year cardiovascular disease risk starting 1 

year after RYGB 

BS can reverse or decrease plaque 

progression 



OSA is a common problem among obese 

patients, with a prevalence rate as high as 77% 

COPD and OSA decrease  after BS from 57.7% 

to 16.2%  at 3 years. 

BS resulted in decrease in cytokines e.g., 

interleukin-6, TNF and leptin levels.  

BS decrease the number of medications 

required to control patients’ asthma symptoms 



 Both obesity and metabolic syndrome have been 

identified as powerful predictors of chronic kidney 

disease and end-stage renal disease 

 Obesity is an independent risk factor for developing 

chronic or end-stage renal disease with 23% increased 

odds in patients with high BMI (>30 kg/m2). 

 Thus, BS has recently emerged as a successful 

intervention for obesity-associated renal disease for both 

prevention of further damage and improvement of renal 

dysfunction. 



 Approximately 85,000 new cancer cases per year are 
related to obesity in US.  

 BMI increases by 5 kg/m2, cancer mortality increases by 
10%. 

 The cancer-protective role of metabolic surgery is 
strongest for obesity-related tumours in women 

 Include the improvement of insulin resistance with 
attenuation of the metabolic syndrome as well as 
decreased oxidative stress and inflammation and 
beneficial modulation of sex steroids, gut hormones, 
cellular energetics, immune system, and adipokines. 

 RYGB-induced weight loss modifies the production of 
cytokines related to natural killer cell function and 
improves their activity 



Different BS procedures have varying 

effects on GERD.  

RYGB significantly improves GERD and 

has been used to salvage reflux symptoms 

after restrictive surgery.  

Obesity surgery improves non-alcoholic 

fatty liver disease steatosis, 

necroinflammatory activity, and hepatic 

fibrosis 



For every 2-unit increase in BMI, there is a 36% 

increase in the risk of developing painful joint 

conditions such as osteoarthritis 

 Improvement in, or resolution of, general joint 

pain, arthralgia, or osteoarthritis ranging from 

32% to 100% at 1 year after surgery 

Patients severe degenerative joint disease, who 

are considered unsuitable for arthroplasty 

because of excess weight, should be considered 

for BS 



Significant reductions in depression and sexual 
pain levels as well as significant improvements 
in sexual desire, arousal lubrication  satisfaction  
and total sexual function 1 year after surgery. 

BS may resolve obesity-associated PCOS. 

A decrease in hirsutism, total and free 
testosterone and dehydroepiandrosterone 
sulfate 

Restoration of regular menstrual cycles and/or 
ovulation paralleled weight loss after BS 

Testosterone levels in men also improved after 
surgery 





9% of US health dollars  spend are  

obesity related 

Average cost : $ 40 000 

Return on investment : 3.5 years 













Sleeve gastrectomy in Class 1 

(JI YEON PARK ,KOREA 

IFSO 2014) 

Reduce  BMI threshold by 2.5 

(European 2013 consensus) 
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