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To all of my patients who have entrusted their lives to me and who, in addition to teaching me much of what I know about bariatric surgery, have taught me a much more important lesson about life. By observing and getting to know them, I have witnessed what it is like to suffer from a chronic illness such as severe obesity and how to be courageous, persevere, and eventually flourish in the face of adversity.
Louis Flancbaum, M.D.

 
 
“Expert bariatric surgeon Flancbaum has written an excellent and reassuring guide for those considering the surgery. He clearly outlines the surgical options, explaining each type along with its risks and possible complications, as well as expected outcomes. He also explains what to expect before, during, and after surgery, discussing selection of a surgeon, insurance coverage, the surgery itself, pain control, diet, and (rarely) reoperation. Resources and recipes are appended.”
—Library Journal
“This book is a must-read for anyone considering weight loss surgery or just exploring treatment options for morbid obesity. It’s well-researched, authoritative and easy-to-read. The authors include one of the top WLS surgeons and a writer who had weight loss surgery, so they know what they’re talking about. Every question a reader might have is anticipated, and ably answered. A great resource!”
—Belinda Hulin,
features editor, Florida Times-Union
“Finally, an authoritative, comprehensive guide from a real expert. The insurance chapter alone is worth the asking price.”
—Barbara Stras,
Coordinator, Kansas City Weight Loss Surgery Support Group

 
 
The information in this book about the risks and rewards of weight loss surgery for the morbidly obese is based on an in-depth review of the current scientific literature, interviews with experts, and the experience of the authors. The authors have written this book because they believe that the more fully informed persons are about weight loss surgery, the better they will be able to make an informed choice.
They have worked to ensure that all information in the book concerning types of procedures, surgical complications, effect on co-morbid conditions, nutritional guidelines, etc., is accurate as of the time of publication.
The book is intended only as a resource guide to help you make informed decisions; it is not meant to replace the advice of a physician. Always seek competent medical help for any health condition or if you have any questions about a specific procedure or health recommendation. Be aware that as medical research and practice advance, therapeutic approaches may change or evolve. This is why a physician is the only reliable source of such advice.
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FOREWORD
This is a particularly good time for a book aimed at those who may be considering weight loss surgery. We now understand that obesity is a chronic disease caused by many different factors. Scientists have discovered numerous genes that contribute to weight gain, and, at last count, over 200 genes and gene markers have been identified. There clearly are biochemical differences in the bodies of people with obesity compared to nonobese people.
If an obese person loses weight by standard medical therapy, his or her biochemistry does not return to that of a nonobese person. In fact, biochemical changes occur that tend to favor weight gain and fat gain. Although the genetic contribution to obesity is clearly important, it probably causes only about 40 percent of the obesity in the total population. The other 60 percent may be attributed to environmental causes. The presence of an abundance of inexpensive, good tasting, high calorie, high fat, rapidly available food allows the genetic traits present in most of us to come through as an increase in body weight. More ominous, recent research demonstrates that certain viruses produce obesity in animals and there are links for at least some of these viruses to human obesity.
It is not surprising that the incidence of obesity in the United States and across the world is exploding. In the last twenty years the percentage of adult Americans with medically significant obesity has increased by 75 percent, and more than 55 percent of Americans are overweight. The World Health Organization has declared that there is a global epidemic of obesity. The number of people who meet the criteria for weight loss surgery is now almost 5 percent of the population. Nevertheless, there is still great fear and misunderstanding about weight loss surgery. Many patients in my practice refuse even to discuss the option. Many physicians will not consider sending their patients for this surgery. These attitudes are based on the belief that none of the treatments for obesity is effective and that any treatment for obesity other than diet and exercise may be dangerous.
The reality is that there has been a great deal of research on treatment for obesity, and we now understand that weight loss surgery is the single most effective treatment for individuals who have the severest form of the disease of obesity. Long-term studies on patients who have undergone weight loss surgery show that extensive weight loss may be attained by the majority of patients. Complications of obesity, such as diabetes, high blood pressure, sleep apnea, arthritis, and gastroesophageal reflux disease (heartburn) improve markedly or disappear. One study even shows that weight loss surgery decreases the higher death rate associated with obesity.
The Doctor’s Guide to Weight Loss Surgery: How to Make the Decision That Could Save Your Life explains how the severity of obesity is graded and who is a candidate for weight loss surgery. In practical terms, it describes the types of operations used for obesity and the advantages and disadvantages of each. Each operation has a balance of benefits and risks that should be understood by anyone considering weight loss surgery. Patients need long-term follow-up after surgery, because some of the complications may not show up immediately.
The book takes the prospective patient through the whole process of weight loss surgery, from the pre-surgical evaluation, to what will occur in the hospital at each step along the way, how long the hospitalization will be, how long before normal activities may be resumed, and what to watch out for in the months and years after surgery. Eating after surgery may need to be different than before, so guidelines are given. Finally, practical advice is given on choosing a surgeon and a follow-up program, as well as steps that can be taken to improve the chances that the insurance company or third-party payer will pay for the surgery.
In summary, this book takes the mystery out of weight loss surgery and allows patients to make an informed decision about this important step in the treatment of their disease. It is a much-needed guide to the most effective treatment for extreme obesity and should be read by all severely overweight people who are considering surgery as a treatment option.
Richard L. Atkinson, M.D.
President
American Obesity Association
April 2001

INTRODUCTION
I used to think that weight loss surgery (WLS) was the last resort for desperate, self-destructive, fat people with no self-control and little self-esteem. I’d heard about all the deaths that resulted from the original intestinal-bypass procedure thirty years ago and was convinced that this type of surgery was perpetrated by irresponsible “quacks” on vulnerable, unsuspecting patients. Accepting my weight, I vowed to persevere and be successful despite it. However, I was distraught about my health. My ever-increasing weight was causing worsening diabetes, higher cholesterol, painful arthritis, and intolerable heartburn. I knew I had to do something to control my weight, but what? I’d tried every commercial and fad diet known to humankind, shed hundreds of pounds, and regained even more.
Then I discovered that an old friend had successfully undergone WLS, lost over one hundred pounds, and was now thin and healthy. When I first heard about his surgery I was horrified, assuming he’d ruined his life for the brass ring of thinness. But, after seeing him doing so well, I began having second thoughts. Each visit to the endocrinologist was accompanied by higher blood-sugar readings, meaning that I was closer to needing insulin injections. I fantasized about having the surgery. Then my dentist had WLS and the pounds kept dropping off her. As she became thinner, her personality changed. Where she had always been remote and aloof, she suddenly became bubbly, happy, and talkative. As she was filling a cavity during one visit, she told me that the surgery had changed her life and she was sorry she hadn’t done it years earlier. I was stunned that a physical procedure could have such a profound psychological effect, even before she reached her goal weight.
I called my friend and we spoke for a long time. A lawyer and extremely thorough investigator, he had researched WLS exhaustively and learned that it was safe and effective as long as you chose a qualified surgeon and were vigilant about taking your vitamins. I’d been taking daily doses of pills for years, so that was not going to deter me.
I couldn’t argue with his or my dentist’s results. I became very excited about the prospect of having surgery. Perhaps having WLS really was a way to reverse the terrible downhill slide my health was taking.
Even after talking at length to my friend and my dentist, I still kept waffling for over a year. I was scared of being cut open, of anesthesia, and especially of pain. I scheduled surgery three times with three different surgeons before I finally took the plunge. One factor that helped me reach my decision was reading the OSSG@egroups.com (Obesity Surgery Support Group) list on the Internet day after day, month after month, and seeing how many people just like me—many in much worse health than me—had undergone WLS, lived through it, and were extremely happy they’d done it. Finally, I realized if they could do it, so could I.
I had gastric bypass surgery in January 1999 and have lost 70 pounds, about 60 percent of my excess weight. Although I’m still overweight, I can do everything I want to do, including run up and down stairs, bend over, get up off the floor, walk for two miles without getting winded, and, most important, keep up with my five-year-old. My quality of life has been transformed. The best news, however, is that my blood sugar is finally under control with just a small amount of medication.
Once my choice was made, I wanted to learn as much as I could about WLS. I searched the Internet, went to libraries, read medical literature and lay publications. Over and over, I hit dead ends. There was little high-quality information for the layperson about WLS that described the different operations, their pros and cons and long-term effects. Nothing was available offering advice about selecting a competent surgeon, a comprehensive program, or dealing with insurance carriers—often the major obstacles to overcome prior to WLS. This book was written as a result of my experience, to provide a useful resource and fill a void for others contemplating WLS. My collaborator is Dr. Louis Flancbaum, a general surgeon and nationally recognized authority in bariatric surgery. He is Chief of the Division of Bariatric Surgery at St. Luke’s–Roosevelt Hospital Center in New York City and associate professor of clinical surgery at the College of Physicians and Surgeons of Columbia University. Dr. Flancbaum, who has performed over 1,200 bariatric surgical procedures in his twelve years in the field, has made many national and international presentations and has published over one hundred scientific journal articles and book chapters. His study, with Dr. Patricia Choban, of patient satisfaction after weight loss surgery received national attention.
Dr. Flancbaum’s skills as a surgeon are formidable. He performs the gastric bypass in an amazing forty-five minutes to an hour, without sacrificing technique—making it a safer operation. But he is more than just an expert surgeon—he has demonstrated a devotion to the problems of obese people. As he expressed to me, “Society doesn’t value morbidly obese people. They’re considered almost subhuman in today’s culture. When I see what my patients go through I feel a strong sense of empathy for them.”
Unlike most surgeons, who have little contact with their patients after they leave the operating room, Dr. Flancbaum enjoys getting to know and work with his patients over the long term. Weight loss surgery, unlike most, isn’t just a one-shot deal but takes a long-term commitment by the surgeon and his staff to succeed. Also, unlike other surgical specialties in which the surgeon doesn’t get to see the effects of his work, Dr. Flancbaum gets tremendous satisfaction from witnessing the total transformation he makes in the lives of his patients. His extensive knowledge of both gastric bypass surgery and the disease of obesity made him the perfect expert to collaborate with. He also has a gift for explaining complicated medical jargon in simple language the layperson can understand, as you will see throughout this book.
The Doctor’s Guide to Weight Loss Surgery: How to Make the Decision That Could Save Your Life is a comprehensive reference for those considering WLS. We have provided detailed information about the health risks associated with severe obesity and its treatments. The various WLS procedures are described, along with their anticipated outcomes, risks, benefits, and complications. Additional chapters offer tips to help guide prospective surgical candidates through the process of selecting a bariatric surgeon and weight loss program and obtaining insurance approval.
Finally, a number of personal vignettes from Dr. Flancbaum’s practice have been included to provide a human connection and “moral support.” All the stories are true, but the names and other identifying information have been changed to protect the privacy of the patients, except for my real-life story and the story of Denise Rasley, which comprises the penultimate chapter. The sentiments expressed are representative of what is repeatedly heard from WLS patients, in support groups and elsewhere.
It is our hope that this book will allow people suffering with clinically severe obesity to make an informed decision about WLS, which can dramatically improve their health and well-being.
Erica Manfred
Note on Style
When the first person is used in the body of this book, it is Dr. Flancbaum speaking about his own surgical practice. Other first-person experiences will be differentiated by italics or introduced separately.
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OBESITY: AMERICA’S DISEASE
I’ve been fat since I was a baby. My entire family is fat. Who knows  if it’s our genes or our eating habits or a combination of both. I just know that being fat is a horrible way to have to live.
Sara P., 43, 360 lbs. pre-op; 200 lbs. 2 years post-op
When I walk around at the mall with my kids, I have to admit that I  look at people who are obese. It reminds me of how I looked and felt  before the operation. It’s amazing how many people there are out  there suffering from this when there is something that can be done  about it.
Tim W., 50, 400 lbs. pre-op; 230 lbs. 18 months post-op
Disease (noun)—a specific illness or disorder characterized by a recognizable set of signs and symptoms, attributable to heredity, infection, diet, or environment. (Mosby’s Medical, Nursing, and Allied Health Dictionary, Fifth Edition)
Contrary to popular opinion, obesity is not a personality disorder resulting from a lack of individual willpower or self-control. Rather, it is a chronic disease characterized by the accumulation of excess body fat, which can be detrimental to health. Obesity is distinguished from  overweight, which does not take body composition into consideration. Many athletes are overweight, but because their excess weight is predominantly comprised of muscle, not fat tissue, they are not obese.
SOME FACTS ABOUT OBESITY
The worldwide incidence of obesity is increasing. In 1998, the World Health Organization published Obesity: Preventing and Managing the Global Epidemic, which classified obesity as a growing epidemic. In the United States, obesity is the most common chronic disease, affecting one-third of all Americans, including children, and its prevalence has been steadily increasing for the past twenty years. In Europe, Australia, New Zealand, the Middle East, and the remaining portions of the Americas, the occurrence of obesity appears to be increasing and is now between 10 and 20 percent. The prevalence of obesity is still fairly low in China, Japan, and many countries in Africa.
During the 1970s, the National Center for Health Statistics found that approximately 45 percent of all adult Americans were overweight and 14 percent were obese. These figures stayed relatively constant for over a decade. Armed with this information at the beginning of the 1990s, the Department of Health and Human Resources published Healthy People 2000, a policy statement outlining our national public-health priorities and goals as we entered the new millennium. The initiatives recommended included: reducing the incidence of overweight and obesity by 20 percent; improving the diagnosis and treatment of several obesity-related conditions, such as diabetes, coronary artery disease (hardening of the arteries), hypertension (high blood pressure), and hyperlipidemia (elevated serum cholesterol and blood lipids); and increasing the amount of regular aerobic exercise engaged in by adults and children.
When the National Center for Health Statistics repeated its survey in the mid-1990s, it found that the prevalence of overweight had increased from 47 percent to 54 percent (57 million people), with the prevalence of obesity increasing from 15 to 22 percent (40 million people). Moreover, the prevalence of severe obesity rose from 4.5 percent to 8 percent of the population (Table 1-1). In 1995, the Institute of Medicine, in its publication Weighing the Options, referred to obesity as an epidemic. It is currently estimated that there are approximately 127 million overweight or obese adults in the United States. Of these, 30 million are obese with a Body Mass Index of 30 to 34, 23 million are severely obese, with a Body Mass Index of 35 to 39, and 10 million suffer from morbid or clinically severe obesity, with a Body Mass Index above 40. (We will discuss the Body Mass Index, or BMI, in Chapter 2.)
Among American youth, the prevalence of obesity has skyrocketed during the past two decades, from just under 4 percent in children (six to eleven years) and 6 percent in teenagers (twelve to nineteen years) to 15 percent in children and 15 percent in adolescents. The prevalence of overweight is also extremely high among youth, being 40 percent in Native Americans, 30 percent in African Americans and Hispanics, 25 percent in whites, and 20 percent in Asian-Americans. As with adults, obesity in youth is associated with a number of medical problems, including type II diabetes, hypertension, asthma, sleep apnea, orthopedic problems, psychological problems, and negative social stigmata.
The exact cause of obesity remains unknown, but multiple factors, genetic and environmental, appear to contribute. Afflicting individuals of all ages, genders, races, and ethnic groups, obesity is associated with numerous medical problems and can have a relatively benign or malignant course. Obesity increases steadily with age in both men and women, and it is more common in women than men. It affects African-American and Mexican-American women more than Caucasians or Asian-Americans. A strong genetic linkage exists among the Pima Indians, who live in the Southwestern United States.
Children born to obese parents are more likely to become obese than children born to thin parents. Studies of adopted children have shown that their tendency toward obesity is more related to the weight of their birth parents than their adoptive parents. Furthermore, in studies of twins who were raised separately, the ultimate weight of each sibling tended to be more similar to each other than to that of their nonbiological, adopted family members. Nevertheless, it is likely that these genetic factors merely predispose individuals to obesity but do not guarantee its development. The disease becomes manifest only in the presence of the proper environmental triggers, which are related to several factors, including culture, diet, and physical activity.
Over the past few centuries, Western industrialized societies have placed a progressively greater value on thinness. Television and magazine advertisements equate beauty with thinness. By contrast, the robust bodies of the women glorified in masterpieces throughout the Middle Ages and Renaissance would be considered obese by our standards. On the other hand, in poorer, underdeveloped cultures, where famine is common, obesity is perceived as a sign of wealth and is therefore associated with greater sexual attractiveness.
Diet and exercise also affect the onset and development of obesity. High-fat diets, which are prevalent in wealthier, Western cultures, increase the prevalence of obesity. Modernization of society and the development of ever more advanced technology have led to a progressive decrease in physical activity. Inventions such as the automobile, elevator, escalator, remote control, and wireless communication all decrease the amount of physical activity we perform daily. Similarly, children reared on television, video games, and computers are more likely to become obese than those who exercise regularly.
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THE HIGH COST OF OBESITY
The economic cost of obesity is enormous. An estimated $70 billion is spent annually in the United States on the treatment of obesity and its related conditions. This sum represents about 8 percent of the total health-care budget, or one out of every twelve dollars spent on health care. In addition, another $33 billion is expended on commercial weight loss programs each year, despite the fact that there is no available evidence suggesting that they are effective in producing long-term weight loss. Annually, the cost of obesity treatment exceeds $100 billion. At any given time, an estimated 40 percent of women and 25 percent of men are trying to lose weight, with an additional 30 percent involved in weight maintenance.
The significance of obesity as a public-health problem is related to its association with a number of complicating (or co-morbid) medical conditions. Obesity alone is a risk factor for premature death, with risk increasing in direct proportion to weight. Furthermore, obesity is causally related to diabetes, hypertension, coronary artery disease, stroke, sleep apnea, venous disease, gallstones, gastroesophageal reflux (heartburn), osteoarthritis, urinary stress incontinence, menstrual irregularity, infertility, depression, and several types of cancer. Many of these health problems improve or completely resolve with weight loss. Ironically, many insurance carriers and the federal government continue to refuse to pay for obesity treatments (diets, drugs, behavior modification, and surgery) but willingly expend funds to treat diseases that result from obesity.
Obesity takes a social and psychological toll on its victims. Obese individuals face discrimination in school, the workplace, the media, and in the health-care system. Many health-insurance plans do not cover obesity treatment or, if they do, the benefits are severely reduced or restricted. The decisions of insurance and managed-care companies in this regard are often arbitrary and ignore established medical evidence. No other group of individuals is stigmatized to the same degree as the obese and forced to jump through so many hoops in order to receive authorization for the care of a chronic debilitating disease. Morbidly obese people seeking weight loss surgery have to document every diet they have ever been on in addition to undergoing psychological screening to make sure they will comply with the dietary requirements after surgery. Smokers suffering from coronary artery disease in need of open-heart surgery do not need to present letters from their physicians verifying that they have stopped smoking nor do they need to undergo psychological screening to ensure that they will modify their diet and engage in a cardiac rehabilitation program after surgery. Physicians and other health-care practitioners involved in the treatment of obesity are also stigmatized, still often referred to as “quacks.”
Recently, inroads have been made into the causes and treatment of obesity. Identification of several genes and their corresponding hormones, such as leptin, that are in part responsible for obesity have confirmed that it has a biological basis, helping to reduce the misconception that obesity is a behavioral or psychological disorder. Several promising new drugs and drug classes have been introduced to treat obesity. However, these medications face severe hurdles before they can become available to the general public. They have strict restrictions against long-term use, often based on misconceptions rather than scientific evidence that they are addictive. Safe and effective surgical techniques have been devised that produce long-term weight control for the most severely obese individuals and result in significant improvements in associated medical problems. The beneficial effects of surgery in severe obesity have been evaluated, confirmed, and endorsed by the National Institutes of Health, the World Health Organization, the American Obesity Association, and Shape Up America! Nevertheless, much still remains to be done to improve the treatment of obesity and access to treatment.

2
ARE YOU OBESE?
The first time I saw the word obese used to describe me was when I sneaked a look at my medical chart when my doctor walked out of  the room. I was shocked. I knew I was fat—but it was hard to accept the fact that I was that far gone.
Maggie L., 54, 384 lbs. pre-op; 265 lbs. 3 years post-op
I never saw the term morbidly obese until I read it in a magazine. It didn’t take me long to understand what it meant. If I didn’t begin to take care of my health—I was not going to live to a ripe old age.
Karen K., 38, 288 lbs. pre-op; 179 lbs. 1 year post-op
The medical, psychological, social, and economic consequences of obesity are directly related to body size. The greater the degree of obesity, the greater the health risk. In order to more accurately predict the increased health risk associated with obesity, it is necessary to accurately describe the degree of obesity.
BODY MASS INDEX, OR BMI
Obesity can be defined in several ways. In the past, people referred to height–weight tables (such as those published by the Metropolitan Life Insurance Company) to determine if their weight was appropriate for their height. The weights were often corrected for “frame size” (small, medium, large). In recent years, height–weight tables have fallen out of favor within the medical and scientific communities and have been replaced by a method that more accurately accounts for the relative contributions of height and weight—called the Body Mass Index, or BMI. (BMI is generally expressed as kg/m2, but for the sake of simplicity we will omit the kg/m2 notation in the remainder of the book.)
To calculate your BMI:
Multiply your weight in pounds by 705.
Divide that number by your height in inches.
Divide that number by your height in inches again.
 
You can also calculate your BMI by using the accompanying Table 2-1.
IDEAL AND EXCESS BODY WEIGHT
Although BMI is the preferred method for describing one’s health risk as it relates to weight, the concepts of Ideal (or Desirable) Body Weight (IBW) and Excess Body Weight (EBW) are simple ones. The notion of an IBW, which is the ideal amount that a person should weigh, arose from the use of height–weight tables. Several formulas to estimate IBW exist, but the simplest is:
IBW (Women) = 100 lbs. for the first 5 ft. of height, + or − 5 lbs. for each inch above or below. (For example, a woman 5 ft. 2 in. tall has an IBW = 110 lbs.)
IBW (Men) = 106 lbs. for the first 5 ft. of height, + or − 6 lbs. for each inch above or below. (For example, a man 5 ft. 2 in. tall has an IBW = 118 lbs.)
EBW, which is the amount that one is overweight, is calculated as follows:
EBW = Actual body weight (ABW) minus IBW
In addition to estimating how much a person “should weigh” and how much he or she is overweight, IBW and EBW are most useful in estimating how much weight an individual can reasonably expect to lose following WLS. You can reasonably expect to lose at least 50 percent of your EBW following WLS.
ASSESSING THE RELATIONSHIP BETWEEN WEIGHT AND HEALTH RISK
A normal BMI is between 19 and 25, and beyond this level, health risks increase steadily. In 1998, the World Health Organization, in its report Obesity: Preventing and Managing the Global Epidemic, proposed a new classification for health risk related to BMI. Individuals with BMIs between 20 and 25 are considered normal. Those with BMIs between 25 and 30 are classified as overweight, with only a mild to moderate increase in health risk. The risk increases as the BMI rises above 30 (obese), 35 (severe obesity), and 40 (morbid or clinically severe obesity). Individuals with a BMI greater than 50 are often referred to as super obese and carry the greatest threat to health. There is also a health risk associated with being too thin, with a BMI less than 19. (See Table 2-2.)
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People with morbid or clinically severe obesity are at greatest risk for the various associated health problems. In the past, these labels were used when someone was 100 pounds above ideal body weight or twice his or her ideal weight. With more widespread use of BMI to describe health risk, this corresponds to a BMI greater than 40 or greater than 35 in the presence of life-threatening complications. In general, co-morbid medical conditions are most common in patients with severe and clinically severe/morbid obesity.
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When describing the effects of obesity treatment, it is necessary to evaluate weight loss and its impact on associated health risks. A better and more scientifically accurate approach would probably be to estimate how many BMI units one would have to lose in order to lower overall health risk and reach a “healthier weight.” However, it is much more understandable to express weight loss in pounds (“I lost 100 pounds”) than in BMI units (“My BMI went from 50 to 27”).
The various formulas describing weight discussed so far are summarized in Table 2-3.
Table 2-3: Useful Formulas in Weight Loss Surgery
Body Mass Index (BMI) = Weight (kgs) ÷ Height (meters)2 ; or Weight
(pounds) × 705 ÷ Height (inches)2
 Ideal Body Weight (IBW)
 Women = 100 lbs. for the first 5 ft. of height, + or − 5 lbs. for each inch
above or below.
Men = 106 lbs. for the first 5 ft. of height, + or − 6 lbs. for each inch above
or below.
Excess body weight (EBW) = Actual body weight (ABW) − IBW

3
WHY OBESITY IS A KILLER DISEASE
I knew that obesity was killing me. My blood pressure was skyrocketing and my diabetes was out of control. I realized that if I didn’t get  a handle on this thing—my life would soon be over.
Steve P., 54, 337 lbs. pre-op; 214 lbs. 5 years post-op
I felt as if I was eating myself into an early grave. I worked in a  senior-citizen center and kept looking around for obese people in  their eighties. I couldn’t find any—because they were already dead.
Kerry R., 44, 422 lbs. pre-op; 288 lbs. 2½ years post-op
My blood pressure was so high that I was afraid I would have a stroke  like my mother. All I wanted to do was live to see my kids grow up. 
Larry J., 42, 379 lbs. pre-op; 272 lbs. 1 year post-op
Obesity is an independent risk factor for premature death, with the threat rising as the BMI increases. People with a BMI of 30 have a risk of dying early that is 1.3 times greater than normal-weight individuals. This risk increases to 1.8 times at a BMI of 35, 2.5 times at a BMI of 40, and continues to rise rapidly above that level. When adjusted for age, the increased risk of sudden death appears even more dramatic. In morbidly obese men between 25 and 34 years of age, the risk of premature death is increased twelvefold, sixfold in the 35 to 44 age group, threefold from 45 to 54, and double above 55. It is estimated that obesity and its associated health problems contribute to 300,000 deaths annually in the United States, second only to tobacco and smoking as a causative factor for premature death.
Aside from premature death, obesity is found in conjunction with a variety of associated or co-morbid medical conditions. Several of these conditions can be life-threatening, while others interfere with quality of life.
Several of the potentially life-threatening complications connected with obesity are affected by body shape and fat distribution. Individuals who tend to carry their weight predominantly in their abdomen (central obesity) are at greater risk for developing diabetes, hypertension, cardiovascular disease, and lipid abnormalities, and are referred to as “apples.” On the other hand, those whose excess weight is typically distributed in their hips, buttocks, and thighs (peripheral obesity) are described as “pears” (see Figure 3-1). Men more often manifest their obesity as “apples” and thus have a greater propensity to develop life-threatening complications, whereas women are more frequently “pears.”
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MEDICAL CONDITIONS ASSOCIATED WITH OBESITY
Potentially Life-Threatening Conditions
Diabetes (type II)
Hypertension
Hyperlipidemia
Cardiovascular disease and stroke
Obstructive sleep apnea—obesity hypoventilation syndrome
Liver disease
Cancer (prostate, colon, breast, uterus)
 
Lifestyle-Limiting Conditions
Osteoarthritis
Gallstones
Gastroesophageal reflux disease (GERD)
Urinary stress incontinence
Varicose veins and deep venous thrombosis
Leg swelling
Abdominal-wall hernias
Skinfold infections
Menstrual irregularity and infertility
Depression and social stigmatization
 
POTENTIALLY LIFE-THREATENING CONDITIONS
As a group, diabetes, hypertension, cardiovascular disease, and lipid abnormalities are referred to as “syndrome X” or the “metabolic syndrome.” The common denominator responsible for the increased prevalence of these abnormalities in people with central obesity is thought to be insulin resistance. Insulin is a hormone manufactured by the pancreas that regulates the
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Table 2-2: Health Risk in Relation to BMI*

BMI
(kg/m?)
Below 19
19-24
25-29
30-34
35-39
40-49
50+

Obesity
Category
Underweight
Normal
Overweight
Obese

Severely obese
Morbidly obese
Super obese

Health Risk without
Medical Problems
slight

None

Minimal

Moderate

High

Very high

Extreme

* Classification based upon World Health Organization

Health Risk with
Medical Problems
Minimal

Minimal
Moderate

High

Very High
Extreme

Very extreme
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Table 2-1: BMI Table

Height (inches)

Wt. 60 61 62 63 64 65 66 67 68 69 70 71 72 73 74 75 76 77 78 79 80
140 27 26 26 25 24 23 22 22 21 21 20

150 29 28 27 26 26 25 24 23 23 22 21 21 20 20

160 31 30 29 28 27 26 26 25 24 23 23 22 22 21 20 20

170 33 32 31 30 29 28 27 26 26 25 24 24 23 22 22 21 21 20

180 35 34 33 32 31 30 29 28 27 26 26 25 24 24 23 22 22 21 21 20 20
190 37 36 34 33 32 31 30 29 29 28 27 26 26 25 24 24 23 22 22 21 21
200 39 38 36 35 34 33 32 31 30 29 28 28 27 26 25 25 24 23 23 22 22
210 41 39 38 37 36 35 34 33 32 31 30 29 28 27 27 26 25 25 24 23 23
220 43 41 40 39 38 36 35 34 33 32 31 30 30 29 28 27 27 26 25 25 24
230 45 43 42 40 39 38 37 36 35 34 33 32 31 30 29 29 28 27 26 26 25
240 47 45 44 42 41 40 38 37 36 35 34 33 32 31 31 30 29 28 27 27 26
250 48 47 45 44 43 41 40 39 38 37 36 35 34 33 32 31 30 29 29 28 27
260 50 49 47 46 44 43 42 40 39 38 37 36 35 34 33 32 31 31 30 29 28
270 52 51 49 47 46 45 43 42 41 40 38 37 36 35 34 33 33 32 31 30 29
28054 53 51 49 48 46 45 43 42 41 40 39 38 37 36 35 34 33 32 31 31
290 56 54 53 51 49 48 46 45 44 43 41 40 39 38 37 36 35 34 33 32 32
300 58 56 54 53 51 49 48 47 45 44 43 42 40 39 38 37 36 35 34 33 33
310 60 58 56 54 53 51 50 48 47 45 44 43 42 41 40 38 37 36 35 35 34
320 62 60 58 56 55 53 51 50 48 47 46 44 43 42 41 40 39 38 37 36 35
330 64 62 60 58 56 54 53 51 50 48 47 46 44 43 42 41 40 39 38 37 36
340 66 64 62 60 58 56 54 53 51 50 48 47 46 44 43 42 41 40 39 38 37

350 68 66 64 62 60 58 56 54 53 51 50 48 47 46 45 43 42 41 40 39 38
Continues on next page
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Table 1-1: Increase in the Prevalence of Overweight and Obesity
inthe United States

Weight Number

Category* 1976-1980  1988-1994 1999-2000 Americans
Overweight 32percent 32 percent 34percent 64 million
Obese 10percent 14 percent 16 percent 30 million
Severely Obese 3 percent 5 percent gpercent 23 million

Morbid Obesity 2 percent 3 percent 5 percent 10 million
Total Population 47 percent 54 percent 64 percent 127 million

* Classification based upon World Health Organization
American Obesity Association: www.aoa.org/subs fastfacts/obesity_US.shtml
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Figure 3-1: “Apples” and “Pears”
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Table 2-1 (Continued)

Height (inches)
Wt. 60 61 62 63 64 65 66 67 68 69 70 71 72 73 74 75 76 77 78 79 80
360 70 68 65 63 61 59 58 56 54 53 51 50 49 47 46 45 43 42 41 40 39
370 72 69 67 65 63 61 59 57 56 54 53 51 50 48 47 46 45 43 42 41 40
380 74 71 69 67 65 63 61 59 57 56 54 53 51 50 48 47 46 45 44 42 41
390 76 73 71 69 66 64 62 61 59 57 56 54 53 51 50 48 47 46 45 44 42
400 78 75 73 70 68 66 64 62 60 59 57 55 54 52 51 50 48 47 46 45 44
410 80 77 74 72 70 68 66 64 62 60 58 57 55 54 52 51 49 48 47 46 45
420 81 79 76 74 72 69 67 65 63 62 60 58 57 55 54 52 51 49 48 47 46
430 83 81 78 76 73 71 69 67 65 63 61 60 58 56 55 53 52 51 49 48 47
440 85 83 80 77 75 73 70 68 66 64 63 61 59 58 56 55 53 52 50 49 48
450 88 84 82 79 77 74 72 70 68 66 64 62 61 59 57 56 54 53 52 50 49
460 90 90 83 81 78 76 74 71 69 67 66 64 62 60 59 57 56 54 53 51 50
470 92 90 85 83 80 77 75 73 71 69 67 65 63 61 60 58 57 55 54 52 51
480 94 91 88 84 8279 77 74 72 70 68 66 65 63 61 60 58 56 55 54 52
490 96 93 90 87 84 81 78 76 74 72 70 68 66 64 62 61 59 58 56 55 53
500 98 95 92 89 85 82 80 78 76 73 71 69 67 65 64 62 60 59 57 56 54
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