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Introduction
Weight Loss Surgery as a treatment of obesity and morbid obesity is an excel-
lent option for many patients who have attempted weight loss by other means 
and have not been successful. You and your Weight Loss Surgery Team at 
Pikeville Medical Center must work together to determine if you would bene�t 
from surgical intervention. The set of operations performed will change your 
life in many ways. You must understand the lifestyle changes required as well 
as the long-term follow-up necessary for ultimate success. You must under-
stand the risks and the bene�ts of surgery to make an informed decision. This 
material is a guide to help you better understand Weight Loss Surgery.

Health Risks of Obesity
Being obese puts you at greater risk for developing or worsening many serious 
medical conditions. Millions of people in the U.S. are obese. Causes of obesity 
are not entirely clear but there are strong environmental, genetic and behavioral 
elements involved. Numerous obesity related medical conditions can limit your 
quality of life and cause early death. Some of these conditions include: diabe-
tes, high blood pressure, sleep apnea, high cholesterol, infertility, coronary artery 
disease and arthritis. Obesity puts you at greater risk for many cancers as well. 
Obesity is usually a progressive problem — as weight increases, the burning of 
calories decreases because of impaired mobility. There are often feelings of guilt 
and frustration with a slow steady increase in weight.

Obesity is commonly measured by using body mass index (BMI). By knowing 
your height and weight and using a calculator or chart, you can determine your 
BMI. You are obese if you have a BMI greater than 30 and are morbidly obese if 
you have a BMI greater than 40. About 34% of Americans are obese and 4 million 
are morbidly obese.

Weight Loss Surgery is recommended for people who are obese, have health 
problems and have failed with other weight loss regimens. Losing weight can 
improve your health by lowering risks for obesity related medical problems. 
Methods of weight loss include diet, exercise, behavioral therapy, medications, 



surgery or a combination of these approaches. Surgery is a well-established 
method of long-term weight control for persons with obesity and morbid
obesity. Several studies have reported a greater than 60% excess weight loss 
sustained at 5 years.

Although the bene�ts of obesity surgery normally outweigh the risks, each 
person’s health is different. You and your doctor should discuss whether the 
bene�ts outweigh the risks in your speci�c case.

Surgery and Weight Loss
Weight loss surgery helps you lose weight by changing the amount of food you 
eat and/or the way you may absorb calories. Limiting the amount of food intake is 
called restriction. Reducing the way you absorb calories is called malabsorption.

Types of Obesity Surgery
There are three general types of obesity surgery: restrictive, malabsorptive and a 
combination of these. Many different operations have been performed over the 
years and several are being utilized today. Some of these choices are more likely 
to yield anorexia or a lack of appetite.

Each operation has its own risks and bene�ts. Your surgeon can help you decide 
which would be your best choice.

For a digital version of this guide, scan the code provided or visit
pikevillehospital.org/services/weight-loss-surgery/ 



Restrictive Surgery
Bands, staples and plications reduce the 
amount of food you take in at any given 
time. This set of operations usually involves 
creating some sort of small pouch of
stomach.

Laparoscopic Adjustable  
Gastric Banding

This is a well-tested operation performed 
world-wide for many years. It does not
involve the use of staples or rearrangement 
of anatomy and is adjustable and reversible. 
Risks involve failure of weight loss, slippage, 
erosion and port malfunction/malposition. 
Twenty-�ve percent of patients end up
having their bands removed at some point. 

Laparoscopic Vertical
Sleeve Gastrectomy

This is a newer technique used initially as
the �rst portion of a staged procedure for
super morbid obesity. Having become a 
primary operation for obesity and morbid 
obesity, it provides restriction by removing 
approximately 85% of the stomach and
creating a tubular stomach. The side effect 
of anorexia is experienced by most patients. 
The sleeve is not adjustable and not
reversible. Some risks involve leak,
malnutrition and post-operative
gastroesophageal re�ux disease. 

Lifestyle 
Adjustments 
Patients must learn to chew 
food well and  eat smaller 
amounts of food at one time. 
They also must learn to eat 
more slowly. Failure to adjust 
eating habits may profoundly 
inhibit weight loss and cause 
signi�cant pain, nausea and 
vomiting. 

Surgical Follow-Up
Long-term follow-up is 
necessary to ensure adequate 
nutrition, weight loss and 
resolution or control of 
medical problems. 



Malabsorptive  Surgery
This is the rearrangement of the small bowel 
to change its ability to absorb nutrients and 
calories, allowing for weight loss.

Biliopancreatic Diversion 

This complex laparoscopic operation
sometimes involves taking part of the
stomach and creating a type of restriction. 
The remaining section of stomach is
connected to the ileum to cause
malabsorption. This operation is reserved
for super morbid obesity with a BMI
greater than 50. Risks are signi�cant
and involve bleeding, leakage and
severe malnutrition.

Lifestyle 
Adjustments 

Patients undergoing this 
procedure must have very 
close contact with their 
surgeon and dietitian for 
the rest of their lives. They 
require careful supervision to 
ensure essential nutrients are 
not depleted. Patients must 
become regular and frequent 
eaters of high quality nutrition.

Surgical Follow-Up

Surgical follow-up is lifelong.



Combination
Procedures 
These operations combine malabsorption 
and restriction. They allow for bypass of the 
duodenum, which has been shown to cause 
early resolution of diabetes.

Roux en Y Gastric Bypass

This is one of the most commonly performed 
operations for obesity. lt involves creating a 
very small pouch of stomach and attaching 
a piece of small bowel to it. This allows for 
bypass of the �rst portion of the small intes-
tine which aids in diabetes control. The lon-
ger the segment of bypass small bowel, the 
greater the malabsorptive effect of the proce-
dure. Some risks include leakage, dumping 
syndrome and malnutrition.

Lifestyle 
Adjustments 
A patient must learn to 
eat much more slowly, eat 
multiple times a day, chew 
food thoroughly and always 
take a vitamin and other 
supplements. Patients drink 
supplemental protein shakes 
for up to 18 months following 
surgery, or longer. 

Surgical Follow-Up
Patients follow-up for a 
minimum of �ve years to 
allow evaluation and 
treatment of nutritional 
de�ciencies. Care for 
nutritional needs is lifelong. 



Are You a Candidate?
You may qualify for Weight Loss Surgery if:

• You have a BMI >40.

• You have a BMI between 35-40 with a serious medical condition or 
 lifestyle impediment.

• You have a BMI of 30-35 with a serious medical condition.

and:

• You have tried other means of weight loss and were unsuccessful in 
 achieving your goals.

• You are unable to physically perform routine daily activities and your 
 quality of life is impaired due to your obesity.

• You understand the bene�ts and risks to the procedure you are seeking.

• You are motivated to make long-term lifestyle changes that include 
 eating a well-balanced diet, exercising regularly and taking supplements.

• You do NOT smoke, suffer from severe psychological illness, are not 
 addicted to alcohol or drugs or desire to be pregnant for at least 12 
 months.

Getting Started...
• You must undergo psychological evaluation for �tness for post-

 surgical lifestyle.

• You must see a nutritionist for evaluation, education and 
 counseling for post-operative lifestyle changes.

• You must have your screening tests up to date in accordance 
 with your doctor’s recommendations and you must have your 
 medical problems optimized for safety in the operating room.

• You must attend pre-operative education/support groups.



Preparing for Surgery
Things you can do to prevent your personal risks:

Pre-Operative Diet

Losing 5-10% of excess body weight prior to operation can reduce risks 
signi�cantly.

Exercise

Starting a �tness program before surgery will ensure the best chance of a safe 
operation and success long term.

Medication and Supplements

Avoiding aspirin and aspirin products 10 days prior to surgery will decrease 
risks of bleeding. Motrin, naproxen and other NSAIDs should be stopped three 
days prior to surgery. All herbal medications should be stopped 10 days prior 
to surgery. Make sure your surgeon is aware of all your medications including 
herbal supplements. 

Quit Smoking

Smoking is unhealthy and can contribute to poor healing, increased infections 
and poor long-term outcomes after weight loss surgery. There are several 
severe complications that develop over time after gastric bypass that are 
directly linked to smoking.

Avoid Alcohol

Alcohol can cause gastric irritation and can damage the liver. A high calorie 
drink can be detrimental in the patient attempting to lose weight. You should 
avoid alcohol after surgery for a minimum of 12-18 months.



Frequently Asked Questions 
While everyone has a unique experience after Weight Loss Surgery, there are a 
few common concerns among patients. 

Q: What is the average length of stay for laparoscopic 
weight loss surgery?

A: The average length of stay is one to three days depending on your 
procedure, your health problems and other determining factors.

Q: Will I be hungry?

A: Most people have a decreased appetite for quite some time after surgery.

Q: How quickly will I lose weight?

A: You can expect to lose 15-25 pounds as a laparoscopic bypass or sleeve 
patient within the �rst month. You can expect to lose 5-10 pounds as a 
laparoscopic band patient within the �rst month.

Q: How quickly will I get to my goal weight?

A: The initial weight loss period is rapid and then slows over the next 8-12 
months. Individual variability exists due to factors such as pre-operative 
weight, exercise after surgery and adherence to diet. Ten pounds per 
month for sleeve and bypass patients after the �rst month is common. 
Goal weight and the amount of time needed to reach it will vary. Goal 
weights are generally reached by 12-18 months. Lap band patients can 
expect to lose weight more slowly and achieve goal weight at three years.



Frequently Asked Questions (cont.) 

Q: Will I have loose skin after my weight loss? If so, what 
can I do about it?

A: You will likely have some degree of loose skin after weight loss. The degree 
of severity will depend on your age, skin type and amount of weight loss. 
There are garments that can be worn under clothing to create a more 
smooth appearance. Plastic surgery is also an option for some patients.

Q: When can I return to work?

A: Usually patients can return to work two weeks after surgery. There will be 
lifting restrictions for one month.

Q: When can I restart exercise after surgery?

A: You should restart exercise immediately upon returning home from the 
hospital. A plan for a daily walk should be in place. Building up to at least a 
mile a day by the time you make your one week post-operative appointment 
should be your goal. You should not do any lifting greater than 15 pounds for 
the �rst month. You will be released to return to the gym for weight lifting and 
other exercise at your one month appointment.



Comparison of Surgical 
Procedures (Realize®)
This comparison presents an overview of the differences between surgical weight 
loss options. Only you and your surgeon can evaluate the bene�ts and risk of 
Weight Loss Surgery and choose the most appropriate for you.



Comparison (cont.)



Comparison (cont.)



Resolution of Comorbidities 
After Bariatric Surgery:
Losing excess weight may 
just be the beginning 

Hypertension
62% - 70% resolved 1,2

Hypercholesterolemia
63% resolved 2

Metabolic syndrome
80% resolved 6

Type 2 diabetes
82% - 90% resolved 2,5,9

Migraines
57% resolved 2

Depression
47% reduced 2

Pseudotumor cerebi
84% resolved 8

Obstructive sleep apnea
74% - 98% resolved 2,5

Quality of Life Improved
in 95% of patients 2

Relative Risk of Mortality Reduced
by 89% in a �ve-year period 7

>

>

>

>

Asthma
69% improved 2

>

Nonalcoholic fatty liver disease
37% resolution of steatosis 6

>

GERD
72% - 95% resolved 2,3

>

Polycystic ovarian syndrome
75% resolution of hirsutism 10

100% resolution of menstrual dysfunction 10

>

Urinary stress incontinence
44% resolved 2

>

Venous stasis disease
95% resolution of venous stasis ulcers 4

>

Osteoarthritis/Degenerative joint disease
41% resolved 2

>

Gout
72% resolved 2

>

Resolution observed in the confines of studies. EES has no independent data to suggest permanent resolution.
1. Buchwald H, Avidor Y, Braunwald E, et al. Bariatric surgery: A systematic review and meta-analysis. JAMA 2004; 292(14):1427-37.  2. Schauer PR, Ikramuddin S, Gourash W, et al. Outcomes after 
laparosopic Roux-en-Y gastric bypass for morbid obesity. Ann Surg 2000; 231(4):515-29.  3. DeMaria EJ, Sugerman HJ, Kellum JM, et al. Results of 281 consecutive total laparosopic Roux-en-Y gastric 
bypasses to treat morbid obesity. Ann Surg 2002; 235(5):640-5; discussion 645-7.  4. Sugerman HJ, Sugerman EL, Wolfe L, et al. Risks and benefits of gastric bypass in morbidly obese patients with 
severe venous stasis disease. Ann Surg 2001; 234(1):41-6.  5. Wittgrove AC, Clark GW. Laparoscopic gastric bypass, Roux-en-Y - 500 patients; technique and results, with 3-60 month follow-up. Obes 
Surg 2000; 10(3):233-9.  6. Mattar SG, Velcu LM, Rabinovitz M, et al. Surgically-induced weight loss significantly improves nonalcoholic fatty liver disease and the metabolic syndrome. Ann Surg 2005; 
242(4):610-20.  7. Christou NV, Sampalis JS, Liberman M, et al. Surgery decreases long-term mortality, morbidity, and health care use in morbidly obese patients. Ann Surg 2004; 240(3):416-23; discussion
432-4.  8. Sugerman HJ, Felton WL 3rd, Sismanis A, et al. Gastric surgery for pseudotumor cerebri associated with severe obesity. Ann Surg 1999; 229(5):634-40; discussion 640-2.  9. Schauer PR,
Brugera B, Ikramuddin S, et al. Effect of laparosopic Roux-en-Y gastric bypass on type 2 diabetes mellitus. Ann Surg 2003; 238(4):467-84; discussion 84-5. 10. Eid GM, Cottam DR, Velcu LM. Effective
treatment of polycystic ovarian syndrome with Roux-en-Y gastric bypass. Surg Obes Relat Dis 2005; 1:77-80.
DSL# 10-0825



Body Mass Index (BMI)
• A common measure of obesity is BMI.

• Your BMI is important when considering your treatment options, especially when 
accompanied by one or more co-morbid conditions.

• Morbid obesity is de�ned as a BMI of 40 or more (roughly equal to 100 pounds or 
more over ideal body weight).1

• Morbid obesity increases the risk of an early death by 50 percent (compared to 
a non-obese person).2

Body mass index (BMI)

Underweight
BMI: < 18.5†

Healthy Weight
BMI: < 18.5 to 24.9†

Overweight
BMI: < 25 to 29.9†

Obese
BMI: < 30 to 34.9†

(Class I Obesity)

Severely Obese
BMI: < 35 to 39.9†

(Class II Obesity)

Morbidly Obese
BMI: < 40
(Class III Obesity)

†Based on information from the American Society for Metabolic and Bariatic Surgery (http://www.asbs.org/html/patients/bmi.html).

Ideal weights for women*

Ideal weights for men*

*For people with medium-size frames. Ideal weight may vary. Charts courtesy of Statistics Related to Overweight 
 and Obesity. National Institute of Diabetes and Digestive and Kidney Diseases. Weight-control Information 
 Network. NIH Publication No. 96-4158, July 1996.

1American College of Surgeons. Recommendation for Facilities Performing
 Bariatric Surgery. Bull Am Coll Surg 200 Sep; 85(9):20-3.

2American Society for Bariatric Surgery. Rationale for the Surgical Treatment of
 Morbid Obesity. [Online] 8 April 1998. <http://asbs.org/html/ration.html>.
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