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The Task

Severe obesity is a chronic condition,
which is best viewed as a malignancy.

Surgery is currently the only treatment
with any prospect of lasting benefit.

Which operation is best?

Which operation would you choose for yourself?
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Gastric Bypass Lap-Band
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Scopinaro BPD Duodenal switch
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Perioperative complications

complication Lap band Bypass

PE 0.2-0.5% 0.5-1%
leak / peritonitis <0.5% 0.5-2%
Incisional hernia 1-5% 5-20%
band slippage 5-10% -
band erosion 0.5-2%

late complications ++ +/-
revision required 5-10% pa 5-10%

death 0.1-0.2%  0.2-1.0%

Richard Stubbs NZ GE Soc 2007




Gastric Bypass for severe obesity

Systematic review

Gastric bypass
—=— Fobi Pouch
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—— Lap Band
—— BPD

4 6
Years after surgery
O'Brien et al Obes Surg 2006
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Historical perspective 1967 to ¢.1990

Horizontal gastric bypass
Roux-en-Y

“Gold-standard”

Reasons for “non take-up”

 staple line disruption
« enlargement of pouch

« enlargement of stoma
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Gastric Bypass ¢.1990-2007

Vertical gastric bypass

- not divided vs divided

- open vs laparoscopic
- standard vs long limb

- NO ring vs ring
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Systematic review

Gastric bypass
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Years after surgery
O'Brien et al Obes Surg 2006
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Transected banded gastric bypass Fobi pouch (1994)

Key features / iIssues

minimises pouch dilatation
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divided stomach with interposition of jejunum
eliminates gastro-gastric fistula

silastic ring to fix outlet size (6.5cm)
eliminates outlet dilatation
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La Place law . S
P 1/r distends more easily

Poiseuilles law
F rél

empties faster

too wide, too short too small

Richard Stubbs NZ GE Soc 2007




Gastric Bypass for severe obesity |

long and narrow

7- 8 cm length
1 cm wide
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o divided stomach with jejunal interposition




Intact staple line

Intact staple line gastro -gastric fistula
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silastic ring to fix outlet size (6.5cm)
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Weight (kg)

140 - Ring size
120 |
100 -
80 4.//‘.;:
60 -
——5.5cm (n=50)
40 - —=—6.0cm (n=215)
—— 6.5cm (n=150)
20 T - - -
no difference in weight loss after 5 years
O T T T T 1

0 1 2 3 4 5

Time post-op (years)
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5.5cm ring

6.0cm ring

6.5cm ring

ring removal
14%
5%
2%
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Fool pouch
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cl gasiric nyp

(5-10%)
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Fool pouch

Transected gasiric bypass

(less than 1%)

5-10%
5-10%
5-10%
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Conclusions

not all gastric bypasses are the same!
life-long control of obesity Is the goal

Fobi pouch is very reliable, predictable and durable

Fobi pouch is not dependent on patient compliance
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; for laparoscopic gasiric oypa

Size, shape and configuration of pouch

staple line oversewing / jejunal interposition
placement of a ring

closure of mesenteric defects

There snould be no compromise
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342 patients (June 1990 — April 2003)

prospective computerised database
follow-up out to 14 years

up-to-date follow-up on 88% of patients




females 261

males 81 (24%)
median age 43 yrs (15 - 68)

pre-op weight 126 kg (72 - 360)
pre-op BMI 44 (28 - 99)
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Geasiric BYgass

wound infection
anastomotic leak
Intraabdominal sepsis

respiratory complication
cardiac complication
DVT

UTI

other

Mortality il
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Mortality 2/1000 (0.2%)
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Pelilerni a’rt]' uce to surgery
J cent follow-up)

“pleased” 282 pts 84%
“neutral” 32 pts 9.5%

“unhappy” 22 pts 6.5%




hypertension
type 2 diabetes
IGT

dyslipidaemia




G
Q)
W
=
o
o0
<
C
Q)
)
)
8\
=
)
(D
<
(P
—_
(D
QO
o
(D
)
<

Co-roroicities

% cured % improved

hypertension 62 25

type 2 diabetes 85 10

IGT No progression

dyslipidaemia
cholesterol 33
triglycerides /3
Chol/HDL 74
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1035 patients have bariatric surgery 1996-2002
5746 matched patients not having surgery

All direct healthcare costs
Hospital
GP / specialist visits
Investigations
prescription costs
auxillary medical services
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Ann Surg 1995; 222: 339-352



1. Homeostasis model assessment methed (HOMA)

2. Intravenous glucese telerance test (IVGITT)

3. Insulin telerance test (ITT)

pefore and six days after gastric bypass
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Glucose AUC iotal

1250

1000 A

750

500

IVGTT

(n = 26)

—e— Diabetic
—=— |mpaired glucose tolerance

—— Normal glucose tolerance

day of operation

6 days after
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(IVGTT)
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Post-op KITT

Pre-op KITT

Timepoint



Mean glucose disposal curve during ITT

n=7

—— 6 days post-op
— Pre-op
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Time since insulin administration (min)
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Insulin tolerarnce test
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type 2 diabetes is a function of insulin resistance (IR)
type 2 diabetes “resolves” 6 days after gastric bypass

total body IR increases 6 days after gastric bypass
liver IR largely “resolves” 6 days after gastric bypass
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Type 2 diabetes arises from insulin resistance

within the liver and is primarily a manifestation

of disordered hepatic gluconeogenesis.
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Post VLCD HOMA

Pre VLCD HOMA




day of op HOMA postop HOMA
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exposed to ore / posi-operative plasma




NO
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