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National Trends in Annual Numbers of Bariatric Proc edures, 1998-2003

[l Data Based on Nationwide Inpatient Sample

[ Projection Based on Preliminary Data From
12 States for 2003
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The Missing Link - Lose Weight, Live Longer

Has the time come to reconsider guidelines for
bariatric surgery? In addition to the improvement in
the risk of diabetes, the reduction in deaths from
cancer may also argue in this direction.

Thus the question as to whether intentional weight
loss improves life span has been answered, and the
answer appears to be@sounding yes

George A Bray, Aug 2007

Effects of Bariatric Surgery on Mortality in Swedish Obese Subjects

Change in Weight [%]

Candral AT ITEE 1660 1551 1480 L1l L) B 19
Bandin 376 3161 387 32 3m E 67 ny 52
L9 1398 1344 1021 1086 1008 L] s 1o
5 MF s 11 209 186 2 “ ]

Sjostrom L, 2007




“’tﬁf,‘;ﬁ‘;i‘ilfObesity Svedish obese subjects (SOS)
Recruitment

233 & °
®-4' 526%' 52 - # &

°7 ,0

8&, # (%'
1( Lo
(

° 07

L]
1

Sjostrom L, 1992

o St

/- 52 ( 70 '&(,&0




Bariatric Surgery for Morbid Obesity

AREAS OFUNCERTAINTY

® Mild obesity (BMI 30-357?)
® Extremely severe obesity (BMI >707?)
® Age range (18-607?)

Eric J DeMaria, 2007

Treatment of Mild to Moderate Obesity with Laparoscopic
Adjustable Gastric Banding or an Intensive Medical
Program A Randomized Trial
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O'Brien, P. E. et. al. Ann Intern Med 2006;144:625- 633 —
Annals of Internal Medicine
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Adolescents Being Considered for Bariatric
Surgery Should:

-Have failed 6 months of organized attempts at weight management
-Have attained or nearly attained physiologic maturity

-Be very severely obese (BMI 40) with serious obesity-related
comorbidities or have a BMI of 50 with less severe comorbidities

-Demonstrate commitment to comprehensive medical and
psychologic evaluations both before and after surgery

- Agree to avoid pregnancy for at least 1 year postoperatively

-Be capable of and willing to adhere to nutritional guidelines
postoperatively. Demonstrate decisional capacity

-Have a supportive family environment
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A Monthly Review of Surgical Science Since 1885

Effects of Bariatric Surgery in Older Patients
Harvey J. Sugerman, 2004

TABLE 2. Precperative and Postoperative Percent Obesity Comaorbidity in Patients = 60 Years and < 60 Years of Age

Preop 1 yr Pastop £ yr Pastop
= 60 yr < 60 yr =60 yr < 60 yr =60 yr < 60y
DM 19 7 7 4 19 2
HTN 80 47! 52 18 30 20°
DIBD 89 4 4 18" 25 14
GERD 51 40 ] 3 0 5
SAS EH) 28 " i
OHS 9 5 [ 0 0 [
OV 16 3 3 0.3 (] 0.5
P 1 2 0 0l 0 03
ul 51 3t 5 3 13 5

VB of
*SAS patients did not kave routine follow-up siccp polysomography.




Obesity in older adults: technical review and position statement of the
American Society for Nutrition and NAASO, The Obesity Society

Bariatric surgery should be considered in selected oldlgjests who have disabling
obesity

ensure that the risk of postoperative
morbidity and mortality is acceptabie

monitoring
for nutrition-related abnormalities, particularly irdeficiency, vitamin B-12
deficiency, and osteoporosis.

Villareal DT, 2005




NIH CONSENSUS CONFERENCE STATEMENT

What are the nonsurgical treatment options for severe oésity and
their consequences?

®Low very Low-calorie diet
®Behavioral modification
®Exercise

®Pharmacologic agents

weight loss, diabetes, hypertension, dyslipidemia

March 25-27, 1991
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Kral, 2006

Rate of Early Mortality After Bariatric Surgery,
Stratified by Surgeon Volume*

Flum, D. R. et al. JAMA 2005;294:1903-1908.
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...NAASO applauds CMS for requiring that bariatric surgery
centers “have integrated program for the care of the morbidly
obese patient that provides: ancillary services such as
specialized nursing care, dietary instruction, counseling support
groups, exercise training, and psychological assistance as
needed”.

It is critical that CMS authorize payment for each of the
therapies listed, as well as for others thay may be required
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