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Bariatric Surgery - Pre- and Post-

• Selection for bariatric surgery

• The ideal patient(s)

• Work up and optimisation for surgery

• What happens afterwards

• Early surgery complications

• Late surgery complications

• Follow-up of the patient without complication



Obesity and Diabetes in New Zealand

• 1 122 000 (30.7%) NZ adults have BMI > 30 kg/m2
• Increased from 26.5% in 2006/07
• 458 000 have BMI >35 kg/m2
• 195 000 have BMI >40 kg/m2

• 203 000 NZ adults have T2DM (6.8% of population)
• Increased from 5.6% in 2006/07

• Obesity set to overtake tobacco as leading cause of 
premature death and disease in NZ in 2016



Selection for bariatric surgery

• NIH criteria 1991

• BMI >40 kg/m2 or >35kg/m2 with co-morbidities

• Has already attempted non-surgical weight loss

• No uncontrolled mental health conditions/substance abuse

• No conditions that would preclude surgery

• No non-obesity related life threatening conditions e.g. cancer

BUT

• This would include ~400 000 New Zealanders

• We only deliver ~1000 bariatric operations per year



The ideal candidate

• Meets the NIH criteria

• Understands what is involved in bariatric surgery and the consequent 
lifestyle changes

• Is starting to develop negative health impacts from their weight

• Negative health impacts are at a reversible stage



South Island Alliance Bariatric Program

• Agreed upon by South Island DHB CEO’s

• Pooling of SI bariatric surgery funding

• Standardised selection and prioritisation of patients

• Prioritisation by MOH score

• Multi-disciplinary selection committee

• Surgery in SDHB and CDHB (private sector in Christchurch)

• Commenced July 2014

• Funded for 58 operations per year (total)



Selection criteria for Public Program



Prioritisation for Public Program



Pre-surgical preparation
• Multi-disciplinary assessment

• Surgeon

• Dietitian

• Psychologist

• Others

• Optimisation of known medical co-morbidities

• T2DM

• Blood pressure

• Investigation of possible undiagnosed co-morbidities

• OSA

• CVD

• Normalisation of vitamin status

• Iron, B12, folate, Ca/PTH, Vitamin D



Pre-surgical preparation
• Exercise

• VLELD

• Surgery

Roux-en-Y
Gastric Bypass

Sleeve
Gastrectomy



Post-operative complications

• Serious complications uncommon but typically occur after 
discharge

• Technical complications

• Anastomotic leak

• Intra-abdominal infection

• Bleeding

• Medical complications

• DVT/PE

• MI

• Pneumonia



Post-operative complications

• Nutritional complications

• Constipation

• Nausea/dehydration

• Thiamine



Late complications - either operation

• Gallstones

• Can occur with significant weight loss from any cause

• Typical symptoms

• Can be confused with other complications i.e. internal hernia

• Diagnosed by USS

• Treatment with cholecystectomy + IOC

• Nutritional deficiencies

• Iron/B12/folate most common

• Calcium deficiency (osteoporosis risk over long term)

• Thiamine with significant poor oral intake



Late complications - Gastric bypass
• Anastomotic ulcers

• Typically occur in first 6 months

• Dysphagia, epigastric pain, GI bleeding

• Related to smoking/NSAID’s/H. pylori

• Diagnosed and treated by endoscopy +/- dilatation

• Smoking cessation/H. Pylori eradication

• Stop NSAID’s, start PPI’s

• Internal hernia

• Rare but may occur any time after surgery

• Vague symptoms but typically include pain or bloating after eating

• Can be diagnosed by CT with experienced radiologist

• Needs surgical exploration



Late complications - Sleeve
• Reflux

• Sleeve gastrectomy interferes with normal anti-reflux mechanisms

• Counteracted by beneficial effect of weight loss

• Incidence 20% first year after surgery

• Reduces thereafter

• May have late increase

• Treated by PPI’s at lowest effective dose

• Rarely, will need revision to Roux-en-Y gastric bypass



Long term follow-up - Weight loss
• Weight loss accompanied by durable drop in metabolic rate

• Weight maintenance different from weight loss

• Life long struggle

• Exercise 60 minutes 6 days a week or more

• Low fat diet

• Regular weigh ins

• Plan for what to do if weight increases



Follow-up care Recommendations
Follow-up interval (Months) 3-6 months until stable then 12 months

Clinical Record weight, height, BMI
Encourage healthy eating/activity

Vitamins Centrum advance 2 daily
Calci-tab 500 1-2 BD
As required:
B12, iron, Vitamin D

Laboratory studies FBC, Iron studies, B12, folate, Ca, PTH, Vit D, 
HBA1c, lipids

NB: Check vitamin B12 3-6 monthly if on 
supplementation

Other investigations DEXA every 2-years

Other points Avoid NSAID’s for RYGB
Check BP, review treatment for HT, lipids and 
diabetes



Conclusions
• Bariatric surgery only proven effective treatment for established 

morbid obesity

• Indicated in all with BMI >35 with co-morbidities

• Best bang for buck in those with reversible co-morbidities

• Work up aims to get people in best physical shape with 
optimisation of all co-morbidities

• Post-op problems uncommon but typically occur after discharge

• Constipation, dehydration, reflux most common

• Consider anastomotic ulcer/internal hernia in RYGB

• Six monthly blood tests in stable patients



Thank You


