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Bariatric Center of Excellence

= Surgical Program: 370 surgeries/year
= 1 of 5 Centers of Excellence in Ontario

= 4 Bariatric Surgeons
= (Dr. Reed, Dr. Foute Nelong, Dr. Pereira Hong, Dr. Bhajani)

= 7 nurses

= 4 dietitians

= 2 social Workers
= 4 clerks

= 1 pharmacist

= ] Internist



Five Things to Know About Bariatric Surgery

Obesity is a disease

Non surgical approach to early obesity
How to make a referral for assessment
Who to refer (beyond BMI)

Results and realistic expectations
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Short and Long Term Surgical induced issues and complications



Resources to Help MDs Understand the Obesity
Epidemic
www.cdc.gov/obesity/data/adult.html

Prevalence* of Self-Reported Obesity Among U.S. Adults
BRFSS, 2012

*prevalence reflects BRFSS methodological changes in 2011, and these estimates should not be comg d to those beafore 2011.
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http://www.cdc.gov/obesity/data/adult.html

Gerg Critser’s book outlining genesis of the epidemic.
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http://www.niddk.nih.gov/research-
funding/at-niddk/labs-
branches/LBM/integrative-physiology-
section/body-weight-simulator/Pages/body-

weight-simulator.aspx

Human Weight Simulator
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How to Refer a Patient for
Bariatric Surgical Assessment

e Ontario Bariatric Network Registry @ www.bariatricregistry.ca

* Physician or N/P must register prior to referral through the website (each registered user will
receive a Bariatric Referral ID number for use with each referral)

* For more information access the Ontario Network Web Site: www.ontariobariatricnetwork.ca




Provincial Guidelines for Referral

Age: Usually under age 65

BMI: 40 and over,
* Or 35 with weight responsive comorbidities such as diabetes

Geographical Center of Excellence closest to you
Psychologically and Medically fit for surgery

Contraindications:

* Smoking - need to be smoke free for 6 months
Current substance abuse (alcohol and drugs)
Untreated/unstable significant psychiatric iliness
Cancer within 2 years
Cushingoid (endogenous or exogenous)



Bariatric Surgery versus Intensive Medical Therapy
for Diabetes — 3-Year Outcomes

March 31, 2014DOI: 10.1056/NEJM0a1401329

* Philip R. Schauer, M.D., Deepak L. Bhatt, M.D., M.P.H., John P. Kirwan,
Ph.D., Kathy Wolski, M.P.H., Stacy A. Brethauer, M.D., Sankar D.
Navaneethan, M.D., M.P.H., Ali Aminian, M.D., Claire E. Pothier,
M.P.H., Esther S.H. Kim, M.D., M.P.H., Steven E. Nissen, M.D., and
Sangeeta R. Kashyap, M.D. for the STAMPEDE Investigators



Bariatric Surgery versus Intensive Medical Therapy
for Diabetes — 3-Year Outcomes

March 31, 2014DOI: 10.1056/NEJM0a1401329

* Conclusions

* Among obese patients with uncontrolled type 2 diabetes, 3 years of
intensive medical therapy plus bariatric surgery resulted in glycemic
control in significantly more patients than did medical therapy alone.
Analyses of secondary end points, including body weight, use of
glucose-lowering medications, and quality of life, also showed
favorable results at 3 years in the surgical groups, as compared with
the group receiving medical therapy alone. (Funded by Ethicon and
others; STAMPEDE ClinicalTrials.gov number, NCT00432809.)



http://clinicaltrials.gov/show/NCT00432809
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Effects of Bariatric Surgery on Mortality in
Swedish Obese Subjects

Lars Sjostrom, M.D., Ph.D., Kristina Narbro, Ph.D., C. David Sjostrom, M.D., Ph.D.,
Kristjan Karason, M.D., Ph.D., Bo Larsson, M.D., Ph.D., Hans Wedel, Ph.D., Ted
Lystig, Ph.D., Marianne Sullivan, Ph.D., Claude Bouchard, Ph.D., Bjorn Carlsson,
M.D., Ph.D., Calle Bengtsson, M.D., Ph.D., Sven Dahlgren, M.D., Ph.D., Anders

Gummesson, M.D., Peter Jacobson, M.D., Ph.D., Jan Karlsson, Ph.D., Anna-Karin
Lindroos, Ph.D., Hans Lonroth, M.D., Ph.D., Ingmar Naslund, M.D., Ph.D., Torsten
Olbers, M.D., Ph.D., Kaj Stenlof, M.D., Ph.D., Jarl Torgerson, M.D., Ph.D., Géran
Agren, M.D., Lena M.S. Carlsson, M.D., Ph.D., for the Swedish Obese Subjects

Study

N Engl J Med
Volume 357(8):741-752
August 23, 2007
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Study Overview

The prospective, controlled Swedish Obese Subjects study enrolled
4047 subjects who either underwent bariatric surgery or received
conventional treatment

The results of follow-up for up to 15 years suggest that bariatric surgery
for severe obesity is associated with long-term weight loss and
decreased overall mortality

The NEW ENGLAND
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Incidence of Diabetes, Lipid Disturbances, Hypertension, and Hyperuricemia among Subjects in
the SOS Study over 2- and 10-Year Periods
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Cause of Death

Cause of Deat

Surgery Control
Group Group
Variable (N=2010) (N=2037)

no. of sub
Cardiovascular condition

Any event 43
Cardiac 35
Myocardial infarction 13
Heart failure 2
Sudden death 20
Stroke
Intracerebral hemorrhage
Infarction
Subarachnoid bleeding
Other
Aortic aneurysm
AO(UC I'O"lbDSIS
Diabetic gangrene
Noncardiovascular condition
Any event
Tumor
Cancer
Meningioma
Infection
Thromboembolic disease
Pulmonary embolism
Vena caval thrombosis
Other
Total no. of deaths
* During the first 90 days after study initiation, there were
five deaths in the surgery group (four from pel
with organ failure and one sudden death) an

n the control group (one from cancer of the pancreas and
one from alcohol-related causes)
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Mean Percent Weight Change during a 15-Year Period in the Control Group and the Surgery
Group, According to the Method of Bariatric Surgery
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Sjostrom L et al. N Engl J Med 2007;357:741-752
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Early Complications

American Society fc
Metabolic & Bariatric Surgery

((((ASMBS Clinical Pearls for Emergency Care of the Bariatric Surgery Patient

BARIATRIC COMPLICATIONS:

EMERGENCY PRESENTATIONS: W intis s somindlBlesding
@ Leaks and Sepsis

1. Unstable Vital Signs

o Fever>101° F 2. Bright Red Blood by Mouth or Rectum, Melena, Bloody Drainage @ Obstruction

* Hypotension H = & 4
-Tﬁy‘_ardia e oo heurs 3. Abdominal Pau.'l.or Colic > 4 hours @ Pulmonary Embolism
= Tachypnea 4. Nausea * Vomiting > 4 hours

@ Vomiting + Abdominal Pain
O Abdominal Compartment Syndrome

* Hypoxia

S e butoue 5.Vomiting £ Abdominal Pain

IMPORTANT: KNOW THE ANATOMY Principles to Guide @ INTRA-ABDOMINAL BLEEDING Adjustable Gastric Band
Management of e P ® LEAKS AND SEPSIS i nsen s vormting o presern, e o e ot dodormen
Vary the procedure dramatically. If Bariatric Emergencies — - ~ with band tilted up compared to spine, and barium swallow to
Y o whe pracfonmied e peocadime: - ~ Bright Red Blood Oral or Rectal, Melena, Bloody Di v a I. Emergency Presentation :ssless for possible stenasis o obs(r:(:lvcn .
S e «1f slip seen on xera urgent deflate, possibly operate
I. Critical Time Frame = < 48 hrs postop indicates potential bleed from staple line Hasablevitel sans within 7abourscrbarionc simery, e e e o
- Diagnose within 6 hours = > 48 hrs postop indicates potential marginal ulcer hemorrhage Sisridlelhiis sl bl ol should be able to palpate on abdominal wall or use fluoroscopy.
To OR within 12-24 hours « Bleeding via oral route indicates potential pouch source P 9 gency. Can also see it on flat-plate x-ray. Use sterile prep under local.
I1. Critical Warnings = Melena or bleeding via rectal route indicates potential duodenal ulcer or distal stomach or i e A L S s s Insert non-coring Huber needle similar to that used for port-a-
- g Bl S b g 2 2 caths, as the system is under pressure and will leak. Remove as
A e g et o s Kty - all signs rmuch fluid s possible, then re-evaluate symptoms and findings.
genaral surgeon on call 72hours of vy Fever :o:‘F‘thlQﬂsm, tachycardia, « Maximum band voluma is 4-24 mL depending on model.
achypnaa, hypa reacad urine outpLr
*These are nat typical abdominal surgery patients; p =
bl Y sl ot e 1. Emergency Assessment and Treatment To Surgery if: T such a3 eok, is often simite
Symptorms, end they have no physiologicel reserve to St enintdy o tathatof BE. Onice BE I oiler out (W . consider ) . .
ey comeiane: oo AnkeoaDlents, AA or Plavix i oo R "'° e Adjustable Gastric Band Obstructions
< Type/C i ""“ lespite transfus! + Anegative such as
L o £ e s Ei AN Rion glesk. Abdominel o\ ittt e e oo
ecforation e ZNOT Senidorwso iR uoder getersd . S
- Wil not decompress the distal stamach £ Monitor Urine Outp: e 1o Conteotarwan. Inyec and
- Avord s, s, Pl terods i el I (il Emargericy Trastaient B
= Greatar risk of uicer, band erasion an 5 cy
peTRiwton f loaks ma contained
* Place on PPI for gastric erosion safeguard .PU LMONARY EMBOLISM is well i to
* Thiami |\¢( vnqn ¢ C \ - 1 drain de od by i i W ONLY if the i i ble clinicall: <103°F,
T e e o st e , ) o Bl Ervmroniey Aeseeennk S T L e -
_ :wcwq:vu;‘ma s confrmed) Emergency F 3 omHERwisE: ey
. Can nimad i Werrdcewe syersiarto nstable vital Wmmr - Surgical exploration
\ertical Banded A D e, ot bl = ooy Sasuracion e apren e o shar o Nt cntai- s Normal LAGE - LAGBToo Tight-
Steople vision. IV dextrose will increase the risk of Band Tilted Up Normal Tilt
Gastroplasty Permanent nerolopic npsiraent:
A oo e i e whitl ke @®VOMITING + ABDOMINAL PAIN A=l 1S eyy (o]
| or contrest — should only give 6 o — - n

D S CLINICAL PATHWAY FOR EVALUATION OF
1. Physical exam and vital signs - may need VOMITING (V):/ABDOMINAL PAIN
to be serial.
SR PriCantate
N ecBc HowTO MONITOR BLADDER PRESSURE: 3 - DN
Duodenal Switch « Comprehensive Chemistry Profile LAGB Slippage -
e 5 = Amylase - Posterior
3. Imaging:
= Chest X-Ray
«CT of Abdomen with oral contrast
\___*CT of Chest with IV contrast 9,
Cags patient @ana)
(Hospltal Management of the ) v G
Bariatric Surgery Patient . e . Deflate Band
Re-eveluate
Sleeve Gastrectomy “FAST HUG"”
= FOOD: Establish enteral or parenteral nutrition OABDOMINAL COMPARTMENT SYNDROME LAGS Slippage - Deflate Band
within 48 ho = ior with Huber Needle
ANAL;ESIA R G I. Emergency Presentation
% 2 b = Progressive respiratory insufficiency « Associated with end-organ failure 7 %
. S = Rucalralire B SOE T WA [ et airTa] aksstss For more information, please visit
S S R T R R = Intra-abdominal hypertension bleeding or obstruction 7 S P =
and chermics) ’ (a5:mm or mmHG biadder pressurs) WWwWw.asmps.org
« HEAD-OF-BED ELEVATED 30° for aspiration risk
Adjustable” « ULCER PROPHYLAXIS: Proton pump inhibitor Il. Emergency Treatment — To Surgery ©2006 Ethicon ) I
o }j e e o s s o e e © Copyrioht 2010 American Society for Metabolic and Baviawie Surgery. Al HGhts reserved.
asts -6 + Tight control <150 SoEeT e
S an s ) Place VAC dressing




Late Surgical Complications

* 50% micronutrient deficiency at 5 years
* Iron, vitamins D and B12

* 30% weight recidivism at 3 years
 Failure to adopt meaning lifelong behavioural changes

* 25% cholelithasis
* % will need operation for symptoms

e 20% martial disharmony at 3 years

* 10% emergency surgical abdomen lifelong
* gallstones/gastric ulcers/intestinal obstruction/other



