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Foreword

Obesity shortens your life. Medical research documents the
many diseases that develop more frequently in obese indi-
viduals. A recent study revealed the direct correlation
between obesity and a shortened lifespan. For example, a
twenty-year-old obese white man has a lifespan thirteen
years less than a twenty-year-old of normal weight. Weight
loss is actually a common prescription for disorders like
high blood pressure, high cholesterol, heart disease, dia-
betes, sleep apnea, infertility, heartburn, and in preparation
for hernia repair and joint replacement.

The highest health risks are associated with being mor-
bidly obese, that is, being one hundred pounds overweight
or having a body mass index (BMI) of 40 or greater. Mor-
bidly obese individuals may have temporary success in los-
ing the large amount of weight required to make themselves
healthier, but long-terrn even those people who are capable
of significant weight loss are generally not able to keep the
weight off unless they have had surgery. In 1991, the
National Institutes of Health (NIH) issued a consensus

Copyright © 2004 by Mary McGowan. Click here for terms of use.
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Foreword

statement recommending gastric bypass surgery for indi-
viduals with a BMI of 40 or higher, or a BMI of 35 or higher
with one or more obesity-related medical problems, who
had failed to benefit from traditional weight loss methods.
Gastric bypass surgery can help people lose such significant
amounts of weight that patients can actually be cured of
their obesity-related medical problems. Ninety-eight per-
cent of diabetics that have bariatric surgery no longer need
any diabetic medications. Ninety-eight percent of people are
also cured of sleep apnea and gastroesophageal reflux.
Ninety-two percent of patients with high blood pressure go
into remission.

Gastric bypass surgery results in a very serious, perma-
nent change to the body. For some people, it provides an
excellent tool with which to lose and keep off significant
amounts of weight. Such permanent weight loss literally
adds years to their life. The results of gastric bypass surgery
can not only improve the quantity of life, but also the qual-
ity of life. Imagine, no more insulin injections. No more
sleeping with a C-PAP apparatus. No more embarrassing
moments trying to fit into an airplane seat. Imagine, self-
confidence and self-esteem.

However, weight loss surgery is not for everyone. Before
deciding on gastric bypass, you must examine the underly-
ing psychological and social circumstances that contribute
to your obesity so that you are prepared for all the lifestyle
changes you will have to make postoperatively. You will
need to commit to a healthy recovery from the surgery. It
takes focus to follow the strict diet that will be necessary so
that you do not harm the stomach pouch, and consequently
yourself. You will need to determine if you can commit to a
lifetime of caring for your rerouted digestive system. This

book focuses on questions that patients must answer for
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themselves to help determine whether or not gastric bypass
is an appropriate option for them.

As a cholesterol management specialist at the New
England Heart Institute, Dr. McGowan is often in the posi-
tion of evaluating morbidly obese patients who have just
experienced their first heart attack. She knows that if they
do not lose significant amounts of weight, they are likely to
die an early death. Dr. McGowan began to recommend gas-
tric bypass surgery to select individuals and saw the success
that these patients had. However, she became frustrated by
the lack of availability of this procedure. Her patients had
to travel to Boston, where they ended up on a waiting list
for a Coup]e of years until there was room for them on the
surgeon’s schedule. After dealing with one too many disap-
pointed patients, she asked me if I would consider putting a
program together here in Manchester, New Hampshire. As
I began to look into bariatric surgery, I realized that there
was a tremendous need for this type of service in our com-
munity. The surgeons at Boston’s New England Medical
Center offered to share their technical expertise with me
since they saw the benefit of the procedure but were over-
whelmed by the volume of patients requiring it. After much
research and many meetings, the Obesity Treatment Center
at Catholic Medical Center came into being.

As we were developing the Center, Dr. McGowan and
her partner, Carolyn Finocchario, put together a list of inter-
ested patients who would benefit from this procedure. At
the same time, Dr. McGowan was starting to see the dra-
matic results that her patients were having after undergoing
bariatric surgery. Their cholesterol levels were perfect. They
no longer required blood pressure medication. They felt
more energetic and were exercising more. Dr. McGowan

wanted other people to know of the successes of bariatric
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surgery so that they might consider it for themselves. After
all, being the ideal body weight comes in at number four on
the ways to lower cholesterol in Dr. McGowan'’s book 50
Ways to Lower Your Cholesterol.

Gaostric Bypass Surgery is an excellent compilation of facts,
information, and advice for anyone who is considering gas-
tric bypass surgery. Dr. McGowan and her coauthor and
sister Jo McGowan Chopra are both superb educators who
have thoughtfully outlined many of the physiologic, nutri-
tional, and psychological issues surrounding gastric bypass
surgery. They outline the NIH recommendations regarding
who should consider the surgery and detail the individual
considerations that patients have shared with Dr. McGowan
as they go through the decision-making process. They tell
you how to maximize the success of the surgery and mini-
mize the complications. And in a very practical section, they
include sample letters to help persuade your insurance com-
pany to cover the surgery. The authors include the recom-
mendations of our nutritionist, Jacquie Cuddihy, for both
preoperative and postoperative meal planning, and there are
even sample menus. Dr. McGowan outlines a postoperative,
long-term health maintenance plan involving sensible eating
and exercise, and the book includes a Glossary and an excel-
lent Bibliography.

This book is a wonderful resource for anyone consider-
ing gastric bypass surgery as well as for their family and
friends. I am grateful that Dr. McGowan and Jo McGowan
Chopra have provided such an accurate, straightforward,
and comprehensive guide to the gastric bypass experience

so that I can recommend it to my patients.

Connie J. Campbell, M.D., F.A.C.S.
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Two years ago | spoke to Dr. Connie Campbell about the
need for a gastric bypass program in Manchester, New
Hampshire. At that time I was sending my patients either
to Boston, Massachusetts (New England Medical Center),
or Lebanon, New Hampshire (Dartmouth —Mary Hitch-
cock Medical Center). While they all received excellent care
at these centers, many complained about the distance they
had to travel. Connie, a gifted surgeon with extensive expe-
rience performing laparoscopic surgery, agreed that a local
program was necessary.

She and I approached Alyson Pitman Giles, the CEO of
our hospital, who after listening carefully to us agreed that
such a program would likely benefit our community. Like
any good CEO, however, she told us that in order to develop
the program we would have to do a true needs assessment
(it wasn'’t enough to just fee/ that the community needed this
program), and we would then have to convince her that our

pl"OpOSE}d program Would not lOSG money.

X111
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The needs assessment proved our assumption correct.
Manchester did require a gastric bypass program. Over the
next few months we held meetings with the financial and
administrative leaders of the hospital (George Allen, Ray
Benito, Lisa Drouse, Scott Colby, Darlene Stromstad, and
Patsy Aprile). Clinical staff members (Denise McGlone,
Melanie Davis, Lisa Haeger, Jacquie Cuddihy, and Bob
Duhaime) were also actively involved in determining the
best way to develop our program. Alyson insisted on excel-
lence as well as thrift. If we were going to do it, we were
going to do it properly, but we would have to be creative
and budget-conscious.

The program would require a medical director, a surgical
director (we knew that would be Connie), a nutritionist, a
psychologist, and a nurse practitioner (who would oversee
the entire program). Things soon came together.

Dr. Lisa Haeger, an old friend from medical school, had
just moved to New Hampshire after many years in Califor-
nia. She joined our medical staff and took on the job as
medical director. Both Lisa and Connie benefited greatly
from the expertise of Drs. Edward Saltzman and Scott
Shikora at the New England Medical Center, who offered
advice on program development. In developing the program
Connie spent a significant amount of time in Massachusetts
performing surgery with the New England Medical Center
team.

Jacquie Cuddihy is an outstanding nutritionist with many
years of experience, who embraced the challenge of learn-
ing everything she could about the dietary requirements
before and after gastric bypass. She spent over a year
researching and is now truly an expert. Megan Griffiths, a
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wonderful psychiatric nurse practitioner, soon joined the
team. Megan brings a wealth of psychological experience to
the program. Melanie Davis was selected to be the nurse
practitioner and director of the program. Melanie is pas-
sionate about her job and always available for her patients.
She has created an environment where patients feel at home
and often develop close supportive relationships with each
other.

In fact, everyone at the Obesity Treatment Center is pas-
sionate about his or her job —the staff members work beau-
tifully with each other and with the patients. It is truly a
wonderful team. One very special aspect of the program is
that both Megan and Melanie have themselves had a gastric
bypass procedure. While neither spends a great deal of time
talking about her own story, they both speak openly about
it to patients. Somehow patients feel less alone when they
learn this.

I am truly indebted to the administrative staff at Catho-
lic Medical Center and to the Obesity Treatment Center
team for providing a much needed service to our commu-
nity. I am also grateful to Cynthia David for her assistance
in obtaining the hundreds of research articles I reviewed in
preparing this book. I would also like to acknowledge my
own staff (Mary Card, Katie Demers, Carolyn Finocchario,
Diane Hebert, Kristie Lloyd, Susan Lynch, Marisse Mauri-
cio, Betty Ouellette, and Zena Ligon) for their endless sup-
port during this project.

It is to my patients, however, that | owe my greatest debt.
Their courage in undergoing major and life-changing sur-
gery has been an inspiration to all of us who work with
them. Their willingness to speak openly about their own
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lives and the adjustments and struggles they have encoun-
tered has made me a better doctor. It is because of their sto-
ries that I was able to write this book.

Finally my thanks to my husband, Tom, and our children,
Patrick, Liam, and Sheila, whose patience allowed me to

write this book. Tom, I promise no more books for a while.



Introduction

You have picked up this book because you want to lose
weight. You've tried every weight loss program there is,
and, as with most overweight people, while some of those
programs have worked for a while, in the end the weight
has always come back. You want something permanent.
Weight loss surgery is a daunting decision, and a bit fright-
ening, too, but it is undoubtedly the most effective approach
to long-term enduring weight loss.

As you consider weight loss surgery, you will have many
questions. In my practice as a physician who treats people
with obesity-related illnesses, I have helped many people
navigate the sea of scientific jargon and bewildering proce-
dures that this process entails. Most of my patients have the
same questions. This book will give you the answers you
need to make the right decision.

But before you consider weight loss surgery, there are

two questions you need to ask yourself:

1. Are you, in fact, a candidate for such a procedure?
Although your weight is the major factor deter-

xVil
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mining your eligibility for weight loss surgery, your
medical and psychological history are important as
well. In order to determine if you weigh enough to
consider weight loss surgery you will need to know
your body mass index (BMI). This is a way of look-
ing at weight in relation to height. The very first
question in this book deals with this. In addition to
determining BMI, certain medical and psychological
conditions must be considered when reviewing can-
didacy. This too is discussed fully in the next few
pages.

2. Are you emotionally prepared for such a dramatic
and life-changing intervention? This is a less easily
defined issue, and there is no “emotional mass
index” chart I can give you to help you make the
decision. As you read this book, you will ask your-
self some difficult questions. Exploring and answer-
ing these questions fully will prepare you for what
lies ahead. I firmly believe that emotional prepara-

. . , .
tion 1mproves a person's postoperative course.

If, after careful consideration of these two factors, you
decide to go forward, you will need to find a bariatric
(weight loss) surgery program in your area. This book will
direct you to sources of up-to-date information on those
programs in your area. Will your insurance plan pay for the
procedure? While many companies say no at first, there are
ways of getting it covered. If you do qualify for weight loss
surgery, this book will help you formulate a letter to your
insurance provider stating your case.

Once you have coverage for your surgery you will most

likely be required to go through a program of education,
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diet, and psychological counseling. While this might seem
like an unnecessary delay now, by the time you have read
this book you will understand why proceeding slowly and
preparing thoroughly is crucial. Although nothing can com-
pletely prepare you for the experience, the more knowl-
edgeable you are, the more smoothly it will go.

There are a number of different bariatric procedures.
This book will discuss the various options including the
popular Roux-en-Y procedure, vertical-banded gastro-
plasty, biliopancreatic diversion with duodenal switch, and
gastric banding. You and your physician will work together
to determine which procedure is right for you.

While gastric surgery is a choice that will change your
life dramatically, it is also a surgical procedure like any
other. You will want to know how long you will take to heal
and what potential complications to be prepared for. You
will want to know how soon you will be able to eat and what
foods you will be able to tolerate. You will want to know
when you can move from liquids to purees and then on to
solids. While each patient is a unique individual and every
program is different, this book will help you with general
guidelines on the rate of progression.

You may not have thought much about how gastric
surgery will change some of your personal relationships.
Many overweight peop]e surround themselves with over-
weight friends —people they eat with and who help them
define who they are. Some of your friends and family mem-
bers may be jealous of, and threatened by, your Weight loss.
You need to be prepared for this. If you sense this could
become a problem it may be best to discuss these issues with
your friends and family now. This book will give you ideas

for opening what could be a very delicate conversation.
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Along with your personal relationships, your relationship
to food will also be entirely transformed. Family gatherings,
holiday celebrations, even simple lunch dates will be very
different once the quantity you can consume is so strictly
limited. And since secret bingeing will no longer be a pos-
sibility either, you will need to understand clearly the com-
pulsions that contributed to your overeating in the first
place.

Finally, I imagine the most important thing you want to
know is how much Weight you can expect to lose. Not on]y
will this book give you the answer, it will also give you guid-
ance on how to maximize your weight loss. By reading this
book you are showing initiative in seeking improved health
and well-being for yourself. The answers to all of these ques-
tions will help you prepare to make the decision whether
gastric bypass surgery is for you, as well as to obtain the

best possible results if you choose this option. We wish you
good health.



CHAPTER ONE

Am I a Candidate?

Should I have weight loss surgery? Every time I
turn around I read about another celebrity who has
lost one hundred—plus pounds with weight loss
surgery. I can’t help but wonder if I might be a can-
didate for this procedure. How do doctors decide
who qualifies and who doesn’t?

The first thing your doctor might do as he or she decides if
you are a candidate for weight loss surgery (also called
bariatric surgery) is to determine your body mass index, or
BMI (see Figure 1.1 and Table 1.1). The BMI is determined
by converting your weight in pounds to kilograms and your
height in inches to meters and is defined as your weight in
kilograms divided by your height in meters squared
(kg/m?). You can calculate your own BMI by dividing your
weight in pounds by your height in inches; divide the num-
ber obtained by your height in inches (yes, you divide by
your height in inches twice); then multiply this number by
703. The final figure is your BMI.

Copyright © 2004 by Mary McGowan. Click here for terms of use.
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TABLE 1.1 BMI Chart

Category BMI
Underweight <185
Normal 18.5-24.9
Overweight 25-29.9
Class | Obesity 30-34.9
Class Il Obesity 35-39.9
Class Ill Obesity = 40

In general, weight loss surgery is considered for people
with Class II obesity if they have obesity-related illnesses
and Class III obesity with or without related illnesses.

What is an “obesity-related illness”?

Obesity-related illnesses and conditions include elevated
cholesterol and triglycerides, gallstones, pancreatitis,
abdominal hernia, fatty liver, diabetes and prediabetes, poly-
cystic ovary syndrome, high blood pressure, heart disease,
pulmonary hypertension, stroke, blood clots in the legs and
lungs, sleep apnea, arthritis, gout, lower back pain, infertil-
ity, urinary incontinence, and cataracts. If you have one of
these conditions gastric surgery can be considered when the
BMI is 35 or higher. In many cases gastric bypass surgery
can dramatically improve obesity-related conditions. I have
had many patients who after gastric bypass surgery were
able to give up their blood pressure, diabetes, and choles-
terol lowering medications. Many young women who have
been unable to become pregnant conceive and go on to have

healthy babies (more on this later).
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What other factors are used to determine if a per-
son is a good candidate for bariatric surgery?

For most people, BMI is the most important factor. How-
ever, your doctor needs to carefully consider your current
physical and emotional health as well. For example, if you
have recent]y had cancer treatment, major surgery, a heart
attack, or a cardiac procedure, your doctor may feel that
you should wait a period of time before considering baria-
tric surgery.

With regard to emotional health, people with a history of
anorexia nervosa are generally not considered good can-
didates for this surgery. Likewise, uncontrolled bulimia
(self-induced vomiting, typically following binge eating) is
generally a contraindication for bariatric surgery. If you
have had an eating disorder in the past but have been well
controlled for a long time, your doctor may consider you a
good candidate.

Finally, if you have long-standing psychiatric difficulties
such as schizophrenia or manic depression you are unlikely
to be a good candidate for weight loss surgery. I would like
to emphasize that these criteria are simply rules of thumb;
nothing is in stone. Each person has a unique set of circum-
stances. The final decision is ultimately up to you, your per-

sonal physician, and your bariatric surgeon.
Are there any age requirements for gastric bypass
surgery?

Until about a year ago gastric bypass surgery was almost

exclusively an adult surgery. There is a growing recogni-



Am I a Candidate?

tion, however, that the obesity epidemic in this country also
includes children. Many obese children develop “adult” dis-
eases or conditions such as high blood pressure, type 2
diabetes, and high cholesterol. Obese children are often
taunted and teased by their peers. Clearly, obesity can take
a physical and emotional toll on the young. Because of these
concerns a few centers in the United States are offering this
surgery to carefully selected teens. In general surgeons wait
until a teen has achieved adult height. For young women
this is typically by thirteen or fourteen years of age, and for
young men by fifteen or sixteen. As this book goes to press
guidelines for selecting appropriate pediatric candidates for
gastric bypass surgery are being drafted.

I have had a problem with binge eating. Does this
mean I am not a candidate for bariatric surgery?

The short answer to this question is that gastric bypass
surgery may actually be thought of as a treatment for binge
eating. Binge eating disorder (BED) has been reported in
as many as 68 percent of people undergoing gastric bypass
surgery. Interestingly, some people who think they have
BED really do not. In order to meet the strict definition of
BED, episodes of binge eating must occur at least two days
a week for a period of about six months. In addition to con-
suming large amounts of food over a period of about two
hours, binge eaters describe a sense of loss of control. In
other words they cannot stop themselves, nor do they feel
in control of what or how much they are consuming.

Most binge eaters also describe eating very quickly and

feeling very full. Binge eaters usually eat alone and are
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very distressed by their own behavior. Unlike people with
bulimia, binge eaters do not vomit, and unlike people with
anorexia nervosa they do not fast or exercise to excess to
make up for the bingeing. While your doctor should be told
of your BED, it is unlikely to preclude bariatric surgery.
It is important to point out that people with BED often
have underlying depression. Sometimes treating the under-
lying condition with antidepressants dramatically improves
BED. If depression is diagnosed, treatment should begin
before undergoing surgery. Other beneficial therapies for
BED include cognitive therapy and bariatric surgery.

Why am I so overweight? I know that I overeat and
that I don’t exercise enough. But there must be
more to it because I know some people whose habits
are far worse than mine and they are thin.

You are abso]utely right, severe obesity is often more than
just too many calories and too little exercise. In each per-
son the exact cause of severe obesity is different. Scientists
believe that obesity is due to the complex interplay of genet-
ics, environment, and culture. A person’s psychological
makeup also plays a role in the development of obesity. It
is far too simple to say that obesity is just a matter of poor
self-control and lack of exercise. Any person with severe
obesity has a chronic illness that may require surgery and
certainly will require lifelong medical and possibly psycho-
logical care.

The current environment in the United States fosters obe-
sity. Everywhere you turn there is a fast food restaurant

where cheap, high-fat, high-calorie food abounds, and it is
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all too easy to ask the clerk behind the counter to “super—
size” it. When we do this we are “super-sizing” ourselves. If
you have gastric bypass surgery you will have to work hard
to change your environment and your habits. In fact, you

should strike the phrase “super-size” from your vocabulary.

I think I am a good candidate for gastric bypass
surgery. What do I need to do to obtain insurance
coverage for this procedure?

Unfortunately, it is not enough for you to think you will be
a good candidate for surgery: you must also meet the
National Institutes of Health guidelines for surgical eligi-
bility. These guidelines state that candidates for obesity

surgery must have:

1. A BMI of 40 or more, or in some cases a BMI of 35
or more in association with one or more major

obesity-related medical or physical problems.

2. Failed all previous attempts at weight reduction by
conventional means (diet, exercise, counseling, and

weight loss medications).
3. No history of alcohol or substance abuse.

4. Realistic expectations of surgical outcome.

If you meet these guidelines, the next step is a visit to your
primary care doctor to discuss surgery. Ifyou have the type
of insurance that requires a referral, you will need your pri-
mary care doctor to refer you to a surgeon. Your doctor
should also write a letter of support on your behalf to your

insurance company. If you have a long-standing relation-
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ship with your primary care doctor, he or she will know
about your weight loss attempts and will be treating you
for any of your obesity-related illnesses or conditions (ele-
vated cholesterol and triglycerides, gallstones, pancreatitis,
abdominal hernia, fatty liver, diabetes or prediabetes, poly-
cystic ovary syndrome, high blood pressure, heart disease,
pu]monary hypertension, stroke, blood clots in the legs and
lungs, sleep apnea, arthritis, gout, lower back pain, infer-
tility, urinary incontinence, or cataracts).

If you do not have a long-term relationship with your
doctor you should bring detailed notes to give her or him.
These should include information on specific diets you have
been on, when you were on the diet, and how successful you
were. If you did lose weight during any of your weight loss
attempts, you should supply your doctor with information
on how long you were able to maintain it. Your primary care
doctor should be aware of your obesity-related conditions,
but if you have seen specialists for various problems, he or
she might not have all the details of treatments you have
received. If you want your procedure to be approved quickly,
I suggest you draft a sample letter for your physician. (See
Appendix B for an example of a sample letter.)

It is important to remember that many physicians have
pretty healthy egos. You know your doctor (I don’t). If you
think your doctor would be insulted by you giving him or
her a sample letter, think of a different way to phrase it. You
might explain that you have researched the requirements of
your particular insurance company and know that in order
to avoid immediate claim rejection, certain things need to
be included in a letter of support. Most physicians have had
enough negative experiences with rejected claims that they

Wlll be happy that you have researched the claims process
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of your particular insurance company and that their time is
less likely to be wasted. Physicians are also very busy —if
you have drafted a good letter it is very likely that your doc-
tor will dictate it nearly verbatim.

While a letter from your primary care doctor is helpful,
the most important thing he or she can do for you is refer
you to a good surgeon. Itis important for you to be aware
of the surgeons in your area who perform bariatric surgery.
Since bariatric surgery has only recently become common-
p]ace, your doctor may not know who performs this type of
surgery in your community. If your doctor refuses to refer
you and you know you qualify (see the NIH criteria above),
then you need to find a new primary care physician.

Ifyou have to go this route, make sure that the new doc-
tor you select has at least referred a few patients for this pro-
cedure. You can get this information from various sources.
One way to find a doctor likely to refer you is to call the
office of the surgeon you hope to have do your procedure
and ask which local doctors refer to him or her. You might
also attend a support group or informational seminar and
ask the patients present who their doctors are. Once you
have a primary doctor in mind call the office and ask if he
or she is accepting new patients. If the answer is yes, sched-
ule an appointment.

Hopefully things will go smoothly for you and your cur-
rent doctor will immediately refer you to a surgeon, but if
this doesn’t happen don’t give up —find a new doctor who
will make the referral.

Once referred, your surgeon’s letter is generally the most
important piece of information used by your insurance com-
pany. It is important to supply your surgeon with the same

information you supplied to your primary care physician.
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Your surgeon and his or her office staff will most likely be
very experienced with writing the detailed letters of medi-
cal necessity. Often you will be asked to complete a formal
questionnaire. These questionnaires usually include ques-
tions regarding your dieting attempts and your obesity-
related conditions. Sometimes they include questions
regarding the social and economic consequences you may
have experienced related to your weight. All of this infor-
mation will be used in your letter of medical necessity, so be
honest and Complete.

No one is more invested than you in obtaining insurance
approval. And ultimately insurance coverage is your respon-
sibility, so be proactive. Once you know your surgeon has
submitted all the necessary paperwork to your Insurance
company, wait one to two weeks, then call the insurance
company to check on the status of your case. Sometimes
companies find trite problems with the application that hold
up the process. One of my patients was unnecessarily
delayed because the insurance company demanded addi-
tional proof that he had worked on a diet for a full year prior
to seeking approval for coverage for weight loss surgery.
Luckily I had clear documentation in his chart and was able
to provide this information.

Bariatric surgery is becoming routine and is generally
highly successful. As a result, more insurance companies
are covering it. Nonetheless, many companies still make it
painful. Some will deny coverage for any weight loss sur-
gery, and they count on many people failing to appea] the
ruling. If you are denied, don’t give up —appeal the decision.
Appendix C is a sample appeal letter. Obviously you will
need to tailor it to your own situation, but this gives you an
idea of what to include. You may also consider hiring a

lawyer to handle the appeal for you.
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I had one patient who successfu]ly pitted one insurance
company against another. My patient was covered under her
own insurance plan and under her husband’s plan as well.
When her company refused coverage, her husband called
his company and was told that coverage would be provided.
His insurance company then told him that it would sue his
wife’s company for coverage. Miraculously his wife’s com-
pany changed its ruling and the procedure was covered.

Most people are not in the lucky situation of having cov-
erage with two insurance companies. If you are denied cov-
erage, take a deep breath and get read_y to fight. Ifyou really
do fit the NIH eligibility criteria, you should ultimately be
successful.

As a way to boost your chances of immediate approval by
your insurance company, I advise asking some of your other
physicians to also write a letter of support to your insurance
company. This might include your pulmonary doctor (if you
have any obesity-related lung problems such as sleep
apnea); your endocrinologist (if you have diabetes or poly-
cystic ovary syndrome); your obstetrician-gynecologist (if
you have obesity-related infertility or menstrual problems);
your cardiologist (if you have obesity-related heart prob-
lems including an enlarged heart, high blood pressure, high
cholesterol, a history of heart disease). The more support
letters you have, the harder it is for your insurance company
to deny you coverage.

If you find that your insurance policy specifically states
that it does not cover treatment for weight loss and obesity,
read between the lines. This usually means you are not cov-
ered for obesity medications or dietary counseling for the
treatment of obesity. Weight loss surgery is a treatment for
morbid obesity and is in a category of its own. It is impor-

tant that you are aware of this distinction because many
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insurance companies will not point this exclusion out and
hope you will go away.

Finally, although it may mean you have to wait a bit to
qualify for gastric bypass surgery, you may need to change
insurance companies. | have had a few patients who have
done this in order to get coverage. Often employers only
allow employees to change insurance plans (assuming they
offer more than one option) once a year. You might need to
discuss your situation with the human resources depart-
ment at work. Ifyou are ]ucky enough to have two or three
options for insurance through your employer you will prob-
ably be able to find one company that will cover your
procedure.

Another alternative, if you are married and your spouse
could provide you with coverage, is to determine if making
the switch would provide coverage for weight loss surgery.
Still another (although more drastic) choice is to change
jobs —but only do this if you know the new job will provide
you with coverage for gastric bypass. If you have to go this
route, once again you may be delayed as you accrue sick
leave.

The last and least desirable option is the self-pay option.
You may well have enough to cover the cost of an uncom-
plicated gastric bypass surgery. However you might not
have an uncomplicated procedure. You might have compli-
cations that extend your time in the hospital or require a sec-
ond trip to the operating room. In such a case the cost can
rea]ly skyrocket.

Being forced to delay your surgery for insurance reasons
may seem very frustrating at the moment, but try hard to
remain upbeat. In the big scheme of things the timing of
your surgery is not nearly as important as having it in the

first place.
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Melanie remembers being overweight as far back as kindergarten.
Although a trained nurse who knew about nutrition and the importance
of a well-balanced diet, her own life was a constant struggle to lose
weight. She participated in medically supervised diets—from high-fiber
to modified fasts—as well as trying every new fad diet on the market,
but all without lasting success. At her peak she weighed 310 pounds,
and she never saw below 200.

Melanie is smart, articulate, and hardworking, but she couldn’t help
but notice that despite these attributes, people treated her differently
because of her weight. It was obvious to her that obesity was a hand-
icap. “People immediately judge you—they think you are not ambi-
tious, not hardworking.”

After talking to her cousin, who knew someone who lost 100
pounds in six months due fo gastric bypass surgery, Melanie wanted
to consider it but assumed she could never afford the procedure. After
researching the program and talking more with her cousin Melanie
discovered that the procedure would be covered under her insurance
plan. Melanie figured her BMI at 52—solidly in the range required
for the surgery. She counted her blessings that she hadn't yet had any
complications related to her weight, but at nearly forty, she knew that
statistically it wouldn’t be long before problems arose.

After waiting on an almost yearlong waiting list for the surgery,
Melanie’s day came. She shed 120 pounds. As can happen to many
people, over the course of the next year she gained about 10 pounds
back. She is working hard at losing them again. Melanie makes sure
she walks thirty to forty minutes a day and tries to avoid snacking
between meals, and is now working as the program director of Cath-
olic Medical Center’s Obesity Treatment Center in Manchester, New
Hampshire, inspiring and supporting patients and physicians.
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CHAPTER TWO

What to Expect
from GBS

Types of Procedures and How They Work

How exactly does weight loss surgery promote
weight loss?

It might help to consider the role of the stomach and small
intestine in the normal situation. When you eat something it
enters your esophagus and travels into your stomach. When
food leaves the stomach it enters the small intestine, which
is composed of three distinct parts. The first part of the
small intestine is the duodenum, followed by the jejunum
and the ileum. Each section has a specific role. In the stom-
ach, iron and vitamin B, are absorbed. The three parts of
the small intestine are the powerhouses in terms of calorie
and nutrient absorption. In addition, most of the absorption
of vitamin D and calcium occurs in the duodenum and first
portion of the jejunum.

There are two types of weight loss surgery —restrictive
and malabsorptive. In restrictive surgery, the size of the
stomach is dramatically reduced. This type of surgery

makes a person very full, very fast. Overeating results in a
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very unpleasant feeling and often vomiting. After a restric-
tive procedure, weight loss is the result of not being able to
consume calories.

In ma]absorptive surgery, a ]arge portion of the small
intestine is bypassed, making the food you eat pass through
only a part of the small intestine. Weight loss following this
type of procedure is the result of an inability to absorb calo-
ries. This is because food does not come in contact with the
bypassed portion of the small intestine. Although malab-
sorptive surgery can result in tremendous weight loss, it
does have some drawbacks. I will discuss the pros and cons
of each type of procedure in the next few pages.

The most popular weight loss surgery, Roux-en-Y pro-
cedure, is both restrictive and malabsorptive and will be dis-

cussed a little later.

Why or how does GBS result in permanent weight
loss?

Bariatric surgery may allow weight loss in ways above and
beyond just making the stomach much smaller and/or
bypassing a portion of the small intestine. Some scientists
believe that weight loss following bariatric surgery is also
the result of diminished blood levels of a recently discovered
hormone called ghrelin, which is secreted by endocrine cells
within the stomach. Blood ghrelin levels rise prior to meals
and in the face of food restriction or starvation.

A May 2002 article in the New England Journal of Medicine
authored by Dr. David Cummings of the University of
Washington reported that in obese people who lost weight
through dietary changes, ghrelin levels rose quite substan-
tially prior to meals. In contrast, people who lost a similar
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amount of weight following gastric bypass surgery were
noted to have blood ghrelin levels 72 percent lower than
matched obese controls. In addition people who under-
went gastric bypass were not found to have spikes in ghre-
lin levels before meals. Since an increase in blood ghrelin is
a potent stimulus to eat, this reduction in ghrelin level may
be very important in the success of gastric bypass.
Cummings and his colleagues postulate that one of the
reasons weight loss diets fail to be successful in the long run
in obese people is that ghrelin levels spike prior to meals,
prompting eating and regaining of any lost weight. This of
course remains to be proven. Gastric bypass is known to
cause Weight loss because it makes your stomach smaller
and causes a small reduction in your ability to absorb calo-
ries. Where ghrelin fits in still requires a great deal of
research. If, however, ghrelin is found to be important you
can be sure that pharmaceutical companies will try to
develop medications to block its impact. Until then, I think
gastric bypass is clearly the best approach for long-term

weight loss in very obese people.

I have determined that I may be a candidate for
bariatric surgery. How many different types of pro-
cedures are there?

There are four major weight loss procedures. These include
vertical-banded gastroplasty, gastric banding, biliopancre-
atic diversion with duodenal switch, and the most commonly
used Roux-en-Y procedure. The pictures that follow will
help you understand the goal of each procedure.

As noted earlier, these surgical procedures either make

the stomach very small (restrictive procedures), bypass
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much of the small intestine (malabsorptive), or combine
both techniques. The most commonly used and, in my
opinion, the safest, is the Roux-en-Y procedure. However,
because there are circumstances where the other procedures

might be most appropriate, I will describe each one.

Tell me about the restrictive procedures.

Vertical-banded gastroplasty and gastric banding are purely
restrictive procedures (see Figures 2.1 and 2.2). In vertical-
banded gastroplasty (Figure 2.1), the stomach is stapled
fairly close to where the esophagus (food tube) meets the
stomach. The staples are placed in a vertical fashion and a

polypropylene (plastic) band is placed near the bottom of

FIGURE 2.1 Vertical-Banded Gastroplasty
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Source: JAMA, December 11, 2002—Vol. 288, No. 22, p. 2794. lllustrated by
C. lynn. Reprinted with permission. Note: 5 mL = 1 teaspoon; 2.54 cm = 1 inch.
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the staple line. As can be seen from the drawing, the stapling
results in a very small stomach while the band restricts how

quickly food can leave this reduced pouch.

Does vertical-banded gastroplasty result in any
vitamin or mineral deficiencies?

In the stomach food comes in contact with gastric acid. Iron
found in foods such as spinach, raisins, and red meat
requires contact with gastric acid to convert it from the fer-
rous form, which is not readily absorbed, to the ferric form,
which is. If iron is not absorbed adequately, anemia can
result. The stomach also contains something called intrinsic

factor, which aids in the absorption of vitamin B,,. Vitamin

FIGURE 2.2 Gastric Banding
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Source: JAMA, December 11, 2002—Vol. 288, No. 22, p. 2794. lllustrated by
C. lynn. Reprinted with permission. Note: 5 mL = 1 teaspoon; 2.54 cm = 1 inch.
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B,, deficiency can result in a condition called pernicious
anemia. Vertical-banded gastroplasty can result in a defi-
ciency of both iron and vitamin B,,. Although this is gener-
ally not a major prob]em, supp]ements of both iron and
vitamin B, are usually necessary. Because of the potential
for vitamin and mineral deficiencies following gastric
bypass surgery, it is crucial for you to maintain regular
follow-up with the nurses, doctors, and dietitians at your

gastric bypass center.

Do people keep their weight off following vertical-
banded gastroplasty?

While initial weight loss is quite good with vertical-banded
gastrop]asty, long—term maintenance is poor. Unlike most
other forms of gastric bypass surgery, following vertical-
banded gastroplasty most people are not troubled by eat-
ing sweets (as you will read later sugary foods can cause
bloating, diarrhea, and abdominal pain following other types
of surgery), and as a result they may consume excessive
amounts of sweets. This behavior has been linked to poor
long-term weight loss. At ten years this procedure has an 80
percent failure rate (meaning much of the initial weight lost
is regained). In addition 15 to 20 percent of people who have
this procedure require a reoperation due to blockage of the
polypropylene band or reflux of stomach acid into the esoph-
agus. Because of these difficulties, it is unlikely that your
doctor will suggest vertical-banded gastroplasty.

What about gastric banding? Is it more successful
than vertical-banded gastroplasty?
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Gastric banding (Figure 2.2), also known as lap band
surgery, uses an inflatable silicone band to divide the stom-
ach and create a very small stomach pouch. While the
diameter of the band is generally about two inches (five cen-
timeters), the surgeon can adjust the diameter by pumping
saline into the band from a reservoir implanted under the
patient’s skin. Just as with vertical-banded gastroplasty,
blockage of the band can be problematic, and unfortunately
the reservoir implanted beneath the skin doesn'’t last forever.
Consequently, weight regain with this method can also
occur. In general gastric banding is no more successful than
vertical-banded gastroplasty, and it too can result in iron

and vitamin B, deficiency.

What about biliopancreatic diversion with duode-
nal switch (BDDS) procedure? I have heard that
you can eat more following a BDDS procedure than
after purely restrictive procedures —is this true?

Biliopancreatic diversion with duodenal switch (Figure 2.3)
is the classic malabsorptive procedure. It does not dramat-
ically reduce the size of the stomach, yet weight loss can be
very significant. In fact, this procedure is used most com-
monly with people who need the most dramatic weight loss.
Since the stomach is not dramatically reduced in size, peo-
ple can eat more normal amounts following this type of
surgery than following restrictive surgery. In the BDDS
procedure, food bypasses contact with most of the duode-
num and all of the jejunum. Instead, the very beginning of
the duodenum (or first part of the small intestine) is con-
nected directly to the ileum (last part of the small intestine),
bypassing most of the duodenum and the entire jejunum.
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FIGURE 2.3 Biliopancreatic Diversion with Duodenal
Switch
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Source: JAMA, December 11, 2002—Vol. 288, No. 22, p. 2794. lllustrated by
C. Llynn. Reprinted with permission. Note: 5 mL = 1 teaspoon; 2.54 cm = 1 inch.
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The pancreas and gall bladder have ducts that carry
digestive juices and enzymes to the duodenum. These
enzymes and digestive juices allow for the breakdown of the
food we eat. Once food is broken down it can be absorbed
in the duodenum and jejunum of the lower intestine. Since
this procedure prevents the digestive juices and enzymes in
the duodenum and jejunum from making contact with food
until almost the end of the ileum (see Figure 2.3), calories
from food are simply not absorbed effectively. This allows
dramatic weight loss to occur, but it also results in a num-

ber of complications.

What are the complications of biliopancreatic diver-
sion with duodenal switch, and how much weight
can a person expect to lose?

Because this procedure works by prevention of nutrient
absorption, vitamin deficiencies are a common problem.
During the year following surgery, 30 percent of people
develop anemia, and 30 to 50 percent of people develop a
deficiency of the fat-soluble vitamins including vitamins
A, D, E, and K. A small number of people (3 to 5 percent)
actually develop protein-calorie malnutrition and require
hospitalization for intravenous protein replacement.
Because the potential for vitamin and mineral deficiencies
following this particular surgical procedure is so great, it is
crucial for you to maintain regular follow-up with the
nurses, doctors, and especially dietitians at your gastric
bypass center. Also, because food has limited contact with
the intestines diarrhea (due to rapid transit time) and foul-

smelling stools (due to incomplete digestion) are a common
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prob]em. The good news is that most people lose between
75 to 80 percent of excess weight (this corresponds to about
35 to 45 percent of baseline weight) and maintain the weight

loss long-term.

What does the Roux-en-Y procedure entail? Is this
the type of surgery that celebrities like Al Roker
and Carnie Wilson underwent?

The Roux-en-Y procedure (Figure 2.4) is the most com-
monly performed bariatric surgery. Reportedly, both Al
Roker and Carnie Wilson underwent the Roux-en-Y sur-
gery. While it is primarily restrictive, it does have a malab-
sorptive component (but nothing like the BDDS). This
procedure creates a very small stomach pouch, which 1s sta-
pled horizontally, separating it from the rest of the stomach.
In some cases the small stomach pouch is physically sepa-
rated from the rest of the stomach. Initially the stomach
pouch can hold about one or two tablespoons of food. The
small intestine is cut near the beginning of the jejunum (sec-
ond part of the small intestine), and the long portion of the
jejunum is attached to the newly created small stomach.
Food travels from the small stomach directly into the
jejunum. Digestive juices and bile still enter the duodenum,
but these juices do not meet the food until farther down-
stream (see Figure 2.4). The portion of the intestine con-
taining the digestive juices is reunited with the portion
containing food. Since food is in contact with the digestive
juices for less than the normal period of time, some malab-
sorption occurs. Because of its low complication rate and
high degree of success, the Roux-en-Y is generally accepted
to be the best and safest bariatric procedure.
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FIGURE 2.4 Roux-en-Y Gastric Bypass
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Source: JAMA, December 11, 2002—Vol. 288, No. 22, p. 2794. lllustrated by
C. lynn. Reprinted with permission. Note: 5 mL = 1 teaspoon; 2.54 cm = 1 inch.

I have heard people can develop something called
the “dumping syndrome” after Roux-en-Y. What is
this, and can it be prevented?

Although nausea, bloating, stomach cramps, and diarrhea
(known as the dumping syndrome) can occur due to food
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passing quickly from the small stomach pouch into the
jejunum, this is generally not a major problem. The dump-
ing syndrome seems to occur more frequently after a per-
son eats sweets. It is believed that part of the success of the
Roux-en-Y procedure is because when people find that eat-
ing sweets causes this problem they stop eating them.

When you think of sweets, your first thoughts are prob-
ably chocolate, ice cream, and cookies. While these foods
can certainly cause the dumping syndrome, potatoes are also
frequently implicated. This is because potatoes are a “high
glycemic index” food, meaning that potatoes are rapidly
digested to sugar (glucose). One of my patients of Irish her-
itage had practically lived on potatoes, but now he found he
couldn’t tolerate them in any form. Post—gastric bypass the
only thing he longed for was potatoes. “I'm Irish,” he said,
“they’re in my blood.” But time is a great healer, and losing
105 pounds helped, too. He has now adjusted to life with-
out potatoes.

What other foods have a high glycemic index and
might cause the dumping syndrome?

Foods such as white rice, white bread, some breakfast cere-
als including high-sugar cereals and, surprisingly, cereals
such as cornflakes may also cause dumping syndrome.

Does the dumping syndrome ever go away?

Dr. Bruno Balsiger and his colleagues from the Mayo Clinic

in Rochester, Minnesota, have followed a group of about
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two hundred gastric bypass patients for several years. They
discovered that dumping is most prominent during the first
postoperative year. Although it never completely goes away,

it certainly becomes less of a problem over time.

What amount of weight loss can people expect
after undergoing the Roux-en-Y procedure? Is this
weight loss maintained long-term?

Weight loss with the Roux-en-Y procedure is quite good,
with most people losing between 65 to 75 percent of their
excess weight within the first year (this corresponds to
about 35 percent of total weight). While some people do
gain a considerable amount of weight back over the follow-

ing three to five years, most do not.

At what point after the surgery will I lose the most
weight? Is it slow and steady or quick?

The first six months after the surgery is known as the rapid
weight loss phase. Immediately following surgery your
stomach will be quite swollen and you simply will not be
hungry. At this stage you will be taking in liquids only and
your weight will fall dramatically. Many of my patients have
lost twenty to thirty pounds during their first postoperative
month. As you begin to eat real food Weight loss slows a lit-
tle, but you can expect very steady and substantial weight
loss for the first six months. Most people report that they
do not feel hungry, even at mea]times, for up to six months.

At about six months many people find that their appetite
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returns. Nonetheless Weight loss generally continues for
another six months, but at a slower rate. In general, after
about a year, further weight loss becomes more difficult
without real effort. By a year most people will have lost
about 65 to 75 percent of their excess weight. This means
that in order to achieve their ideal body weight they need to
continue to lose. Unfortunate]y, at about a year a person's
new stomach will have stretched a bit, making it much eas-
ler to consume larger portions. At this point food choices
and exercise help determine if a person will achieve his or

her ideal body weight.

| met Horace for the first time as he lay in a hospital bed after having
an angioplasty (a procedure in which a thin catheter containing an
inflatable balloon is used to open a blocked heart artery). | was asked
to help manage his cholesterol, blood pressure, and diabetes. As |
reviewed his history, it was clear to me that his most significant prob-
lem was his weight. There was no weight in his medical chart because
he was too heavy for a conventional scale. His best guess was that he
weighed somewhere around 350 pounds. At our first meeting | did lit-
tle more than adjust his medications. | told him that as soon as he got
out of the hospital we would call him and arrange a follow-up appoint-
ment to discuss diet, exercise, and weight loss. Horace, a widower,
lived alone and admitted that convenience foods were his main source
of calories. He had no regular exercise program and was nearing
retirement. | knew my work was cut out for me.

Initially, by participating in our hospital cardiac rehabilitation
program and following the diet we outlined for him, Horace did lose
weight. Within six months he was able to be weighed on a conven-
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tional scale. His lowest weight, however—296 pounds—was too dif-
ficult for him to sustain.

Eight months later he was over 350 pounds again. At that point,
we began discussing gastric bypass surgery. | explained to Horace
that given his medical conditions (diabetes, heart disease, high blood
pressure, high cholesterol, and sleep apnea) and his age (he was now
sixty-three), he was at very high risk for complications related to
surgery. Nonetheless, | suggested that he attend an informational ses-
sion on gastric bypass.

Horace didn't take the risk lightly—in fact it took him almost a year
to get up the courage to really consider having the procedure. Once
he did decide, he was required to lose 15 pounds—and this, too, took
quite a bit of time. Finally, after careful consideration, Dr. Paul Kispert
at Dartmouth Medical Center performed Horace's surgery.

His rapid recovery surprised everyone involved in his care. He was
out of the hospital in three days. Since his surgery he has lost over
100 pounds. He no longer requires drugs for his diabetes or blood
pressure. His cholesterol is now being managed with a tiny dose of
medication, and his sleep apnea is a thing of the past. He is exercis-
ing regularly and he has so much more energy that he has taken a
parttime job and is volunteering for his local church several times a
week. His only regret, he says, is that it took him so long to make up
his mind to undergo the surgery.
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CHAPTER THREE

The Risks

What are the risks of the Roux-en-Y procedure?

As with any major surgery, there can be complications. One
of the most common in the Roux-en-Y procedure is blood
clots in the legs. This occurs in about 0.2 percent of people
undergoing the Roux-en-Y procedure. The clots have the
potential to travel to the lungs, where they can have serious
consequences. In order to prevent this you will be given
blood thinners following surgery. You may also be asked to
wear compression stockings. These are very tight stockings
that have been proven to reduce blood clots in postopera-
tive patients. Your doctor will want you to get up and walk
as soon after surgery as possible. No, no one is trying to tor-
ture you. Early ambulation has also been proven to reduce
the risk of blood clots. Finally, although the risk of blood
clots is highest in the days immediately following surgery, if
you notice unexplained swelling in your legs or sudden

Copyright © 2004 by Mary McGowan. Click here for terms of use.
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shortness of breath once you are home from the hospital,
contact your physician and get yourself evaluated.
Another risk is that occasionally food or liquids will leak
out of the stomach instead of traveling directly into the
jejunum. While this can be a serious complication occur-
ring in about 1 percent of procedures, it can generally be
corrected. If this happens to you, you will need to return to
the operating room. In general, one day after your gastric
bypass surgery you will go down to the radiology depart-
ment and drink something called gastrographin (this is a
liquid that will show up on an x-ray). After you drink the
gastrographin you will have an x-ray to make sure there is
no leakage. If there is a problem, it can be addressed

immediately.

Is it possible to have a leak that is not identified by
the gastrographin x-ray study?

Unfortunately the answer is yes! Sometimes it is difficult
to identify a leak. Signs and symptoms of a leak may include
rapid heart rate, rapid breathing, left shoulder pain, and
anxiety. While these signs and symptoms may seem quite
vague, they are not normal and certainly would prompt your
doctor to investigate fully.

I have heard that pneumonia is a risk following any
weight loss surgery. How do the lungs get involved?

After any abdominal surgery pneumonia is a risk. This 1s

because it hurts to take a deep breath. When a person fails
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to breathe deeply a portion of the lung may co]]apse, setting
the stage for pneumonia. Approximately 0.1 percent of peo-
ple undergoing the Roux-en-Y procedure develop pneumo-
nia. Simply breathing deeply following surgery reduces this
risk. In order to facilitate deep breathing the hospital staff
will teach you to use a handheld plastic device called an
incentive spirometer. You will be instructed to inhale deeply
with your mouth around the tube attached to the incentive
spirometer. The more air you take into your lungs, the more
you will move the little ball inside the spirometer. My advice

is: use it, even if it hurts a little (or a lot).

Are there any other abdominal organs at risk for
being injured during weight loss surgery?

Your doctor will be operating on your stomach and intes-
tine, but there are other organs in the same area. The most
important neighboring organ is the spleen, which can be
injured. Even in the hands of the best surgeons, this may
occur in up to 0.8 percent of people. If the spleen is injured
it may need to be removed. While you can live without a
spleen, you may be at increased risk for certain infections

afterward.

Is there a risk for the incision site becoming
infected?

Unfortunately, due to poor circulation or underlying dia-
betes, many overweight people have difficulty healing

wounds. Therefore, it is not surprising that between 1 and
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5 percent of people develop wound infections at the site of
surgery. The risk of wound infection is greatly reduced if
surgery can be performed using a laparoscope (a small
instrument with a light on the end). In such a procedure,
there are generally six very small incision sites instead of
one large one. As a result, hospitalization and recovery time
are dramatically reduced.

In general, a person’s size and whether or not he or she
has had previous abdominal surgery are the deciding fac-
tors for determining if the laparoscopic approach can be
used. The larger the person the less likely he or she will
qualify for laparoscopic surgery. Laparoscopic surgery is
much more technically demanding than the traditional pro-
cedure, but if you qualify for it, it definitely makes recov-
ery quicker and less painful. Most centers that perform a lot
of weight loss procedures will offer this technique. The more
laparoscopic procedures a surgeon performs, the better he
or she will get at it. I recommend asking your potential sur-
geon about his or her experience (don’t worry about hurt-

ing the surgeon’s feelings —it is your body).

I am afraid to ask this question, but what are my
chances of dying during or immediately following
weight loss surgery?

This is obviously the most important question to ask. Death
occurs in about 0.5 percent (one in every two hundred) of
people who undergo this procedure. While the risk is low,
it is not zero. This is about the same risk as any other major
abdominal surgery. But this is elective surgery. Making the
decision to have bariatric surgery may feel like taking a big
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risk. You are right, it is a big risk, but there are things you
can do to reduce it. For example, quitting smoking, losing
some weight (most programs require this), and developing
an exercise program (even a little walking) before surgery
can reduce your risk of major complications and death fol-

lowing surgery.

How can I rationalize surgically changing my
insides and risking significant complications, even
death, just to lose weight?

This is a question that nearly every person who is contem-
plating bariatric surgery asks him- or herself along the way.
Many wonder if they are risking their lives in the name of
vanity.

An article in the Journal of the American Medical Association
(January 8, 2003) reported that marked obesity in a man
aged twenty to thirty could reduce his life expectancy b_y up
to thirteen years. An extremely obese woman in this same
age range might expect to lose up to eight years compared
to her normal-weight friends. These are not small numbers.
People who are overweight are more likely to develop
obesity-related illnesses such as heart disease, pulmonary
hypertension, stroke, diabetes, sleep apnea, and arthritis.
And obese people are much more likely than lean people to
develop blood clots in the legs and lungs, gallstones, pan-
creatitis, abdominal hernia, fatty liver, polycystic ovary syn-
drome, high blood pressure, arthritis, gout, lower back pain,
infertility, urinary incontinence, and cataracts.

So it is not in the name of vanity that you are considering

surgery. Your decision to go in for this operation may liter-
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ally save your life. Nonetheless, many of these problems may
be still very abstract for you. You may feel perfectl_y well
and quite unafflicted by any problems related to your obe-
sity. This is especially likely to be true if you are young. In
my experience a person’s body is remarkably resilient until
around the age of thirty or forty. After forty, the walls start
tumbling down. Although there are a few people like my
husband’s uncle Joe, who lived to be ninety-two even
though he was one hundred pounds above his ideal weight
for most of his adult life, he was clearly the exception, not
the rule.

In the end, bariatric surgery is a bit of a leap of faith. You
need to believe that weighing less is likely to make you a
healthier, happier person. I can only speak for my patients
when I say that each and every one of them has found the
benefits of gastric bypass to far exceed any drawbacks. All
of my patients who have undergone the procedure have told
me they would do it again if necessary. Although most have
had a relatively event-free recovery, they all admit that there

were many bumps along the I'O&d.

What about overall satisfaction? A year after sur-
gery, how do people feel about their decision to have
gastric bypass surgery?

My personal experience has been overwhelmingly positive.
To date I have not encountered a single person who regrets
the decision to undergo gastric bypass surgery. I am how-
ever only one physician.

Dr. Bruno Balsiger and colleagues at the Mayo Clinic in
Rochester, Minnesota, polled about one hundred patients a
full three years after surgery. Ninety-three percent were
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“very satisfied” with their surgery. Most people reported
that even at three years their appetite remained diminished.
Although about 10 percent of people reported either consti-
pation or heartburn periodically, only 1 percent reported
frequent vomiting. Diarrhea more than once a week was the
only common complaint, occurring in about 20 percent of
those po]led.

When food intolerances were assessed, milk and red meat
stood out as the most frequent intolerances, occurring in
23 percent and 14 percent respectively. In the case of milk
the intolerance is generally lactose intolerance manifested
as abdominal bloating and cramping, whereas with red meat

the intolerance is simply an acquired aversion.

I have a friend who had gastric bypass surgery who
ended up having not only the gastric bypass but the
removal of her gallbladder at the same time. Is this
common?

This is very common. Before surgery you will almost cer-
tainly undergo an ultrasound of your gallbladder. If you have
existing gallstones then your gallbladder will be removed at
the time of surgery. The reason this is done is that the rapid
weight loss you will experience following gastric bypass can
increase the risk of developing symptomatic gallstones. If
you already have gallstones the risk is high enough that pre-

ventive removal of your gallbladder is warranted.

What if I don’t have my gallbladder removed at the
time of surgery? What is the chance I will require
a second operation due to gallbladder disease?
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Because rapid weight loss results in gallstone formation in
up to 40 percent of people, many who were not found to
have gallstones at the time of surgery will develop them
during the first postoperative year. Fortunately only about
15 percent of people will develop symptoms related to gall-
stones. In general, following surgery the gallbladder is only

removed in symptomatic people.

Is there any medication that can help prevent gall-
stones from forming during rapid weight loss?

One large multicenter study reported that treating patients
with ursodiol (a medication that prevents gallstone forma-
tion) at a dose of 600 mg per day was highly effective in pre-
venting gallstone formation during the rapid weight loss
phase immediately following surgery. In this study gall-
stones formed in 32 percent of people who received placebo
(sugar pill) versus 2 percent of those treated with ursodiol
at 600 mg per day. Based on this data some centers routinely
use 600 mg of ursodiol per day for about six months fol-

lowing surgery.

There wasn’t a diet Megan wouldn't try, but she found that the more
she participated in the various commercial weight loss programs and
even the trendy ones, the more she thought about food. The results of
her many attempts were all the same: some weight loss, though never
quite enough, hitting a plateau, and gaining all of the weight back.
About six years ago, Megan and a close friend both began think-
ing seriously about gastric bypass. Megan researched the procedure
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and came to the conclusion that it might be the answer to her weight
battle. As a nurse, she also recognized that although she hadn't yet
had any complications related to her obesity, it was just a matter of
time.

Both of Megan’s parents were diabetic, and Megan knew that dia-
betics were at high risk for heart disease and kidney problems and
unfortunately, she knew from the sad experience of her mother’s death
that diabetes could also mean the loss of eyesight and the loss of her
life.

After her mother’s death, Megan began to again consider gastric
bypass. She began by attending several support group meetings. Her
father opposed the idea vigorously. Rather than trying to convince him
on her own, Megan invited him to come to her support group with
her. In the meeting he attended, medical staff first discussed the gas-
tric bypass procedure and statistics, and then people were free to ask
questions and make comments. At the conclusion of the meeting
Megan’s dad’s mind was changed. “If you want to do it, you should
go for it,” Megan’s father said to her.

The weight came off very rapidly at first. For the first six months
Megan did not feel hungry. In fact she had to remind herself to eat.
She has had very few complications, but has required one procedure.
About a month after her gastric bypass, Megan suddenly couldn’t keep
anything down, even water. Via endoscopy, her physicians looked
info her stomach pouch and found that she had developed a stricture—
a scar impeding any passage of food or liquid out of the pouch into
the intestines. Luckily it was easily dilated and has never returned.
Nonetheless, it was nerve-racking.

Six months after the surgery, her appetite returned and she has
worked hard to eat just three meals a day.

Megan believes that gastric bypass was the best decision for her.
But that doesn’t preclude regrets. She wishes she could drink fluids
with her meals. She would love to occasionally be able to have an ice
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cream cone—but she can no longer tolerate ice cream. The one time
she tried it she vomited. She misses beef and has great difficulty eat-
ing chicken. Pasta she finds “just sits” in her sfomach, so she avoids
it. And she misses the big restaurant meals (appetizer, salad, bread,
dinner, and dessert). Of course she acknowledges that those types of
meals are what got her into trouble in the first place.

Megan lost eighty pounds and to date has kept it off. She attributes
her success to eating three times a day and completely avoiding
snacks. Megan also swears by regular attendance to her support
group meetings. “I gain a lot from those meetings—they keep me
strong. For working through the different issues you face along your
journey, support is crucial. The surgery is a powerful tool in what | am
sure will be a lifelong journey. It takes time for the mind and body
(stomach) to come to a mutually acceptable place where food can
finally be used for the purpose for which it was intended—that is, to
nourish the body. The support groups help you gain insight into behav-
jors that may have led to obesity. More importantly they help you
remain strong as you go through your personal journey.”

She has grown used to having shrimp cocktail as her meal, eating
slowly, and enjoying the company of good friends. When asked what
was the best advice she got from someone who had already had gas-
tric bypass Megan said, “When you are experimenting with new
foods—do it at home.” Megan only realized how important this advice
was when she tried something new in a restaurant and ended up

vomiting.




CHAPTER FOUR

Preparing for
Your Surgery

Will I need to have a cardiac stress test (also called
an exercise test) before surgery?

It is possible your surgeon will want you to have an exer-
cise stress test prior to your surgery. People who are likely
to require a stress test include people who have had heart
disease, diabetes, or a stroke. In addition if you have multi-
ple heart disease risk factors including high blood pressure,
high cholesterol, cigarette smoking, or a strong family his-
tory of heart disease your doctor may request that you have
a stress test. Men over the age of forty-five and women over
fifty-five may also require a stress test.

There are a number of different options when it comes to
stress tests. In the first type of stress test you will have small
pads (electrodes) placed on your upper body to monitor
your heart rate and rhythm. Once you have the electrodes
in place you will be asked to begin walking on a treadmill

or pedaling on a stationary bike. In order to get an accurate
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assessment ofyour heart health you will be asked to exer-
cise for several minutes. At first, the pace will be slow and
easy but it will gradually get a bit more difficult. In order to
get the most information possible, you should exercise as
long as you can. If you develop chest, arm, or jaw pressure
or pain, shortness of breath, leg pain, or dizziness during
the test, be sure to let the physician performing the test
know. During the stress test your blood pressure, heart rate,
and heart rhythm will be monitored. People who experience
a dramatic change in blood pressure with exercise may have
underlying cardiac problems and may require a more com-
plete cardiac evaluation. Likewise if a person is noted to
have changes in his or her electrocardiogram (ECG or
EKG) with exercise (indicating that the heart muscle is not
getting proper blood flow during exercise), further heart
testing may be indicated. While no test is perfect, in general
if you do well on a stress test, your surgery will probably go
well from a cardiac standpoint. On the other hand, if the
stress test indicates possible cardiac problems, these will
need to be addressed prior to surgery. This might mean the
addition of some new medications. Alternatively it could
mean a cardiac procedure (angioplasty or even bypass
surgery). The bottom line is that it makes more sense to find
out about a problem and correct it before surgery than to
go into the operation and get into trouble mid-procedure.
The other thing that an exercise stress test can do for you
1s give you an “exercise prescription” prior to surgery. In
other words your doctor will be able to evaluate your stress
test and tell you that it is safe to get your heart rate to a cer-
tain level with exercise. This is certainly important because
it allows you to feel safer from a cardiac standpoint as you

develop an exercise program before and after surgery.
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In terms of the nuts and bolts of having this test, make
sure you don'’t eat, drink, smoke, or have any caffeine for
three hours before your stress test. Also make sure you wear
sneakers or good Walking shoes and a two—piece outfit —you
will have electrodes on your chest and upper body (women
are given a hospital gown to wear, while men typically per-
form the test top]ess, a]though a gown can be requested).
The entire test takes about thirty minutes. In preparation
for the stress test, you may be instructed to withhold taking
certain medications. Make sure to ask the person perform-
ing the stress test when you should resume taking the med-

ications you have held.

If I cannot exercise, how will my surgeon assess my
cardiac status prior to surgery?

Many overweight people have difficulty completing a regu-
lar stress test. But just because you have difficulty walking
on a treadmill isn’t a reason not to evaluate your heart. In
fact, it is probably even more important to evaluate the heart
in a person who is out of shape. Surger‘y does “stress” the
heart, and it is crucial to be sure a person’s heart will with-
stand surgery. If this is your situation, one option available
to your doctor is a dobutamine stress echocardiogram. In
this type of stress test, dobutamine, which is a medication
that makes the heart beat faster and stronger, will be infused
into your vein. Even though you are not actually exercising,
your heart thinks you are. Once you have been injected with
the dobutamine, a technician will place an echo machine
(transducer) against your chest wall. Ultrasound waves will
reflect (echo) off the heart, and the echo machine is able to
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create a two-dimensional image of your heart and heart
valves. This type of test has the ability to assess the size,
pumping strength, and function of the heart muscle and
valves. If you do have areas of your heart that are not get-
ting enough blood flow because of cholesterol blockages in
the heart (coronary) arteries the results of this test are likely
to be abnormal.

Just as in a standard stress test, you will have electrodes
placed on your chest and again, you will want to wear a two-
piece outfit. When scheduling this test, make sure you ask
if you should hold any of your usual medications prior to the
study. In general, beta-blockers are not taken prior to the
test and many diabetic medications are also held. Some
doctors ask you to hold calcium channel blockers too. When
you arrive for the test an intravenous line (IV) will be
inserted into your arm to deliver the dobutamine, and elec-
trodes will be placed on your chest. The dose of dobutamine
will gradually be increased as the test goes on. Some people
experience side effects from the dobutamine. If you experi-
ence tremors, nausea, or headache be sure to let the techni-
cian know.

Every once in a while a person does not get an acceptable
increase in his or her heart rate with dobutamine. In such a
case, atropine may be given. Since atropine can cause prob-
lems in people with glaucoma or in people who have trou-
ble urinating (generally due to an enlarged prostate gland),
be sure to alert the technician if you have either of these
problems. This test will take longer than a standard stress
test. Be prepared to spend at least two hours at your doc-
tor’s office for the dobutamine stress echocardiogram.

Still another option for people who have difficulty exer-

cising is a persantine sestamibi stress test. Like dobutamine,
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persantine is a drug that mimics exercise. When injected
into a person’s vein, persantine makes the heart beat faster
and more forcefully. Sestamibi is nuclear imaging that high-
]ights the heart muscle and allows the physician to evaluate
the adequacy of its blood supply. Just as in the dobutamine
stress echocardiogram described above, you will probably
be instructed to hold certain medications the day of the test.

Your heart will be evaluated with persantine in your sys-
tem (mimicking exercise) and at rest. The evaluation will
include both electrocardiograms and pictures. This stress

test takes about three hours to complete.

I was told I needed to lose fifteen pounds before I
could be scheduled for a gastric bypass procedure.
I am seeking this procedure because I have been
unable to lose weight with traditional diets. Why do
I need to go on a diet so that I can have a weight
loss surgery? Is the team at my gastric bypass cen-
ter just trying to discourage me? This does not
seem fair.

You're right! At first this seems totally unfair. It seems that
it maybe even defeats the purpose of considering the proce-
dure. And it real]y does make preparation for the procedure
hard work. That being said, there are a number of reasons
that your surgeon may require weight loss, and not one of
them is to discourage you. Most important, weight loss prior
to surgery can diminish your abdominal fat and make it
much easier for your surgeon to see your internal organs
and perform your surgery safe]y. It is also true that losing

weight (our center generally requires weight loss equaling
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8 percent of a person’s body weight) demonstrates a com-
mitment to the program. If you are successful at losing a
small amount of weight preoperatively, you are likely to do
well postoperatively when you are only able to consume tiny
amounts of food at any given time. In fact, during the first
few days after surgery you will only be allowed water, and
for between two and six weeks you will only consume liq-
uids. So even if your doctor seems to be asking you to lose
what seems like an inordinate amount of weight, it is likely
to make your postoperative course much smoother. While |
know this explanation doesn’t make the weight loss easier,

at least it gives you the rationale behind the requirement.

In addition to asking me to lose weight prior to
surgery, my doctor has asked me to quit smoking. I
don’t think I can lose weight and quit smoking.

Once again your doctor is not trying to sabotage your
surgery. People who smoke do not do as well following any
surgery requiring general anesthesia as nonsmokers. If you
are a smoker it is likely that it will be more difficult to get
you to breathe on your own following surgery than if you
were a nonsmoker. Quitting even for a short period of time
prior to surgery can make coming off the respirator easier.
Quitting smoking on top of losing weight may seem like a
major task, but you will be in much better shape for surgery
if you do. If you remain off cigarettes long-term following
surgery you will dramatically reduce your risk of heart dis-
ease, lung disease, and many forms of cancer. A smoke-free
you, a lighter you, a healthier you. Think of how you can

really change your life in the next six to twelve months.
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For some people a smoking cessation aid makes quitting
a lot easier. One way to help determine if you might benefit
from a smoking cessation tool is to answer one simple ques-
tion from the Fagerstrém Nicotine Dependency Assessment.
Do you smoke within thirty minutes of getting up in the
morning? Studies have shown that smokers who “need” that
first morning cigarette are the most highly addicted people.
If this is your situation, you can still become a nonsmoker,
but it will be more difficult for you than a person who can
wait until noon for a cigarette, and a smoking cessation aid

such as Wellbutrin or nicotine replacement may be very

helpful.

Why do I need to have a psychological evaluation
prior to this procedure?

While most people who discuss bariatric surgery with their
physician have an essentially normal psychological makeup,
a small but significant minority have serious psychological
issues. While most of these psychological issues do not pre-
clude undergoing gastric bypass surgery, they do need to be
addressed. Sometimes the psychological problems can be
treated prior to surgery. However, some issues will require
therap_y long after bypass surgery.

Depending on what study you read, anywhere from 19
percent to 28 percent of people who request an evaluation
for bariatric surgery will have had a history of major depres-
sion. A history of major depression should not exclude you
if you otherwise qualify for gastric bypass surgery. How-
ever, if you are presently very depressed, you should be
treated before gastric bypass is performed.
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It appears that certain people seeking gastric bypass
are more likely to be depressed than others. People at great-
est risk appear to be women and persons with binge eating
disorder (BED) (see question on binge eating in Chapter
One).

Why do you think obese women are at greater risk
of being depressed than obese men?

The answer to this question is not clear. From my point of
view it is remarkable that most obese people are completely
psychologically intact. Obese people face prejudice and dis-
crimination from an early age. Even at the tender age of six,
children already harbor prejudice against overweight chil-
dren. When asked to describe the silhouette of an over-
weight child, words such as “lazy,” “stupid,” “ugly,” and
“cheats” were used.

During adolescence, overweight girls are more commonly
teased about their weight than overweight boys. Obese men
and women often face prejudice at work, with many employ-
ers reporting reluctance or refusal to hire obese people. This
bias against the obese appears to be directed more against
women than men. As compared to their leaner friends, over-
Weight men and women are less like]y to marry. One study
found that when compared to leaner women of comparable
intelligence, overweight women completed fewer years of
school and were less successful in their careers. There is
clearly evidence of discrimination against overweight stu-
dents at the college level. One study found that even with
similar qualifications, obese students were less likely to be

accepted into respected colleges as compared to leaner ones.
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It certainly appears that obese men and women face similar
types of discrimination. However, in our society, pressure
to have the “perfect body” is much more intense for women
than men. While likely only part of the answer, this may
explain the higher rate of depression in obese women as

compared to men.

I have a history of sexual abuse. I believe my sig-
nificant weight gain was brought on by the trauma
of these events and even think that I subconsciously
wanted to be obese to avoid the possibility of inti-
mate relationships. How will I deal with losing
weight and becoming more attractive to the oppo-
site sex?

This is a very serious question. What I can do is give you
some background that will perhaps surprise you and maybe
make you feel less alone. I can’t, however, solve this issue
for you. A history of sexual abuse should not preclude
bariatric surgery, but if this is your situation, you will prob-
ably benefit from psychological counseling both before and
after your surgery.

It might surprise you to learn that one study found that
one-quarter (25 percent) of women seeking treatment for
extreme obesity reported a history of childhood sexual
abuse. Only 6 percent of a normal-weight control group
reported such abuse. What is not clear is whether the abuse
leads to overeating (as it seems to have done in your case)
or if certain people feel that it is more acceptable to abuse
an overweight child or adolescent than his or her normal-

weight brothers or sisters. And the abuse doesn’t necessar-
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ily seem to stop in adolescence. Many obese women report
being the victim of sexual abuse.

These statistics are alarming. They are enough to make
anyone very angry. They also might help to make you feel
less alone. Knowing that you are not alone might help you
to open up to your physician or counselor. Given that
roughly one-quarter of obese women (the statistics are not
as widely available for men) seeking bariatric surgery have
experienced unwanted sexual advances and even rape, your
doctor should have some experience in dealing with this
issue. If your doctor doesn’t have experience he or she will
surely be able to refer you to a counselor who does. Getting
help will allow you to enjoy your new body without fear of
unwanted sexual advances in the future. Learning to accept
yourself may also make it possible for you to enjoy your inti-

mate relationships more fully.

My entire family is fat—1I have a BMI of 42 and I
am one of the smallest in my family. Everyone
thinks I am crazy to even consider gastric bypass
surgery. I love my family and I don’t want to be an
outcast at family gatherings. On the other hand, I
want to live to see my grandchildren and I am
afraid I won’t. I am forty-four years old and already
have diabetes, high blood pressure, and high choles-
terol. How can I convince my family that I need this
surgery?

You raise an issue that many people seeking bariatric sur-
gery raise. It sounds like you already have a number of con-

sequences related to your weight. It might help to let your
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family know that, statistically speaking, by having the sur-
gery you have a greater than 90 percent chance of control-
ling your diabetes, blood pressure, and cholesterol without
medications.

Obesity contributes to about 300,000 deaths in the
United States per year, and it costs the health-care system
about 117 billion dollars annually. I mentioned earlier in this
book that a recent article in the Journal of the American Medical
Awsvociation (January 8, 2003) found that marked obesity in
a man aged twenty to thirty could reduce his life expectancy
by up to thirteen years. An extremely obese woman in this
same age range might expect to lose up to eight years com-
pared to her normal-weight friends. People who are over-
weight are more likely to develop obesity-related illnesses
such as heart disease, pulmonary hypertension, stroke, dia-
betes, s]eep apnea, and arthritis. And obese peop]e are much
more likely than lean people to develop blood clots in the
legs and lungs, gallstones, pancreatitis, abdominal hernia,
fatty liver, polycystic ovary syndrome, high blood pressure,
arthritis, gout, lower back pain, infertility, urinary inconti-
nence, and cataracts.

These are the facts, but knowing something intellectually
is one thing —what we feel is another. Chances are your fam-
ily members who are discouraging you from pursuing gas-
tric bypass surgery are conflicted in their own feelings.
They may be afraid that you will die with this surgery. It
may seem like a very drastic step to them. Remember back
to how you felt when you first began exploring bariatric
surgery. You are probably now much better informed than
they are. Ask your family members to read this book. Ask
them to come to an information seminar at your local hos-

pital. Ask them to attend a support group meeting. These
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meetings are comforting because you hear from people who
have had the procedure. They will tell you the truth about
the ups and downs. Maybe you will even convince someone
in your family to explore gastric bypass as well.

The above comments give your family members the ben-
efit of the doubt and assume that their concerns are all
related to fear for your health. We all (no matter how thin
or overweight) have a darker side. Some of your friends and
family will be conflicted. Yes, they will be worried about
the risk of surgery, but they will also be concerned that you
are going to suddenly get thin and won’t want to be with
them anymore. This is especially true of spouses and signif-
icant others. Other family members may be afraid that you
will suddenly look much better than they do. Others might
be jealous of all the attention you will get as you are rapidly
losing weight.

If you suspect that your spouse or significant other may
feel threatened by the new you, you need to deal with this
now. Some obese people have difficult personal relation-
ships. If you have endured years of taunting by your part-
ner (about your obesity) but put up with it for whatever
reason, you will have a lot of baggage to get through. It is
true that sometimes following major weight loss women and
men who have been in difficult or abusive relationships
finally have the courage to end them. There are some rela-
tionships that might not be salvageable. It is as important
for you to understand how your spouse, significant other, or
family members are feeling as it is for them to understand
you. They are very much a part of your surgery, but you are
getting all the attention. It is crucial for you to affirm your
love for your spouse and family as you become thinner. This

is especially true if your partner is also overweight. You



Preparing for Your Surgery

53

need to make sure your partner knows that even though you
are thinner and healthier you still find him or her attractive
and desirable.

As you become thinner you will need to develop a regu-
lar exercise program. Your spouse, significant other, and
family members may not exercise. Since you will be start-
ing out slowly this might be a way for your family members
and loved ones to join you and become fitter themselves.
Developing a daily walking program will help you lose
weight and keep it off and 1s a nonthreatening form of exer-
cise for your family to try. In fact it has been my experience
that the people who are most successful with long-term
weight loss following bariatric surgery are those people who
exercise daily. (More on developing an exercise program
later —see the question, “How will exercise help me before
surgery?” later in this chapter, as well as Chapter Seven.)

As you work through the issues surrounding the new
thinner you, you and your family may benefit from some
counseling. In the end, the people who really love you will
stick with you and be supportive. It may take some people
a little longer than others to accept the new you. For many
it is not because they don’t love you, it is because of their
insecurity surrounding their own bodies. Remember to be

patient.

I am going in for my gastric bypass procedure next
week. What should I take in my suitcase?

I have polled my patients regarding this issue. In general
what you should pack 1s obvious, but there may be some

things you haven'’t thought of.
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* A couple of loose-fitting nightgowns or pajamas —

since you will be hooked up to an intravenous line
you may choose to use the hospital gowns. By the
time you are ready for your own nightclothes you
may be about to go home. However many people
prefer their own clothes as they are certainly more
modest. Remember you can always wear two
gowns —one in the front and another like a robe —

this way everything is covered.
Socks and slippers.

Toiletries. Toothbrush and toothpaste (don’t depend
on the hospital for these, they are generally of poor
quality), deodorant, your own soap (will generally
smell better than the hospital brand), hairbrush, and
comb. Women, if you wear makeup regularly bring it
and use it —it will lift your spirits. Men who shave
regularly should bring their razor and shaving cream
for the same reason. Shampoo and conditioner (as
soon as you can take a shower do so, and wash your
hair —this will make you feel better). Body lotion
and lip balm (the hospital air can be quite dry and
these will help). With regard to the lip balm —
choose a flavored brand —one of my patients told me
it felt like a snack.

Bath powder. Some hospital mattresses are covered
in plastic —this can make your back and buttocks
sweaty as you sit in bed. Powder will help keep you
feeling better. This is probably available in the little
sack of toiletries issued by the hospital, but don’t

count on it—bring your own.
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Many of my patients have told me that their hospital
room was too hot or too cold. You can'’t bring a
heater, but you can bring a mini fan and I suggest
that you do.

Bring this book and a novel. Since it will hurt to
laugh, the novel shouldn’t be excessively funny.

A pillow. Most people like to use their own pillow.
Since you will be having major abdominal surgery it
will be uncomfortable to cough or laugh. Holding
your pil]ow up to your chest when you need to
cough or laugh decreases the discomfort. I suggest a
brightly colored pillowcase —it will cheer you up.

Some people bring a camera to take a photo imme-
diately before surgery. I recommend either taking
the photo on the morning of surgery before leaving
your home or at the hospital. You will want to take
follow-up photos at least once a month. Some people
pick out an outfit and put it on once a month for a
snapshot. If_you do this also take a photo ofyourse]f
in something that fits once a month so your new

body can be seen.

Very loose clothes to go home in—women may
choose a very loose dress, men should choose a very

loose sweat suit.

Music can be very soothing both before and after
surgery. Some people bring a little boom box, others
bring a little tape or CD player with earphones.

Photos of your friends, family, or favorite place can

be calming as well.
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What should I do before my surgery to prepare my

home for my recovery?

When you first arrive home you will feel sore and somewhat

weak. You want to make things as easy on yourself as you

can.

To answer this question I have once again polled my

patients for their ideas. I also have added some of my own

more medically oriented suggestions.

You won’t need much food, but you will want to
stock up on all the items listed in the Stage 1 and
Stage 2 diets (see Chapter Six).

If you don’t have a recliner you may want to borrow
one or rent one from a furniture rental store. Some
people find it difficult to get to their bedroom,
especially if it is on the second floor. Some find
lying totally flat initially uncomfortable and find a
recliner a much better choice. It is also easier to get

up from a recliner than a bed.

If you do manage to sleep in your own bed following

surgery it is nice to have a full body pillow.

A shower seat and a raised seat for the toilet make

your trips to the bathroom much easier.

Prior to going in to the hospital try to take care of as
many little life details as possible: return movies and
library books, pay your bills, clean the house, water
the plants, send your pet to the kennel for about a
week —unless you have someone who can take care
of the pet and you feel you will enjoy (maybe even
need) the pet's company. Make sure you have at

least a three-week supply of all your medications.
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e Make sure you leave the hospital with a prescription
for pain medication; it is very likely you will need
this for at least a few weeks. If possible get the pre-
scription a day or so in advance and send a friend or
family member to pick this up. This way the medi-
cine will be waiting for you at home when you

arrive.

Ifyou are a smoker —clear out all your ashtrays and
rid your house of cigarettes. It may sound strange,
but this is the perfect time to quit. You won't feel
like driving to the store to get cigarettes and you
will be taking pain medications, which may decrease
your cravings for cigarettes. Obviously I don’t gen-
erally prescribe pain medications for smoking
cessation, but you should take advantage of this
opportunity. Imagine a thinner nonsmoking you—

you will be so much healthier.
Buy a few new nightgowns or loose-fitting pajamas.

Buy some soothing music to listen to while you are

recovering.

Buy a few novels —Yyou can OIlly WatCh SO much

television.

If you live alone and have no one to help you at
home you really should consider asking your doctor
if you are eligible for a few days in a rehabilitation
facility. In my hospital we have a rehabilitation unit
on location. Alternatively, you might arrange for a
daily visit from a home health aide.

You will probably be sent home with an incentive

spirometer —the same plastic breathing device you
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used in the hospital. Make sure to use it three to
four times an hour. This will help keep your airways
open and prevent collapse of your air passages, a

risk factor for developing pneumonia.

* Since the average person having a gastric bypass
1s a woman 1in her thirties or forties, you may have
children. Although you will probably want your
children around, you will need help caring for them.
You might be a single mother or your spouse might
need to work during the day. Consider hiring a
babysitter or enlisting a friend or family member
to help with child care.

e If you can afford to pamper yourself a little, hire
someone to come in and clean your house and run
errands for the next month (including grocery
shopping for the rest of your family —you might not
feel like looking at all the foods you cannot eat).
Although you may well be back to work in two
weeks you will be quite tired by the end of the day
and probably will not feel up to additional

responsibilities.

I have heard that gastric bypass may increase my
chances of getting pregnant. I have been told that
the reason I have had so much difficulty in getting
pregnant is that I have polycystic ovary syndrome
(PCO syndrome). What exactly is PCO syndrome,
and is it really true that gastric bypass can cure
this?
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Polycystic ovary syndrome is a condition in which women
fail to ovulate regularly. Some women with PCO syndrome
fail to ovulate at all. Most women with PCO syndrome get
their first period at about the same time as their peers, but
they never become regular. Some women with PCO syn-
drome stop getting their menstrual period altogether; oth-
ers have very irregular bleeding. Obese women tend to
make an excessive amount of androgens in their adrenal
glands (these are small glands that sit on top of the kidneys).
Androgens are male hormones. The androgens are respon-
sible for excessive hair growth (on the arms, face, legs, and
sometimes chest) that some women with PCO syndrome
experience. Much of the excess androgen is converted to
estrogen by the fat cells. Ultimately the excess estrogen
confuses the pituitary and hypothalamus (two centers in the
brain that regulate hormone production) and leads to
enlarged ovaries, each with many cysts. The ovaries cease
to function properly and infertility results. The good news
is that weight loss is by far the best treatment for PCO
syndrome. Our bodies are amazingly resilient. One study at
the University of Toronto found that following weight loss
surgery, 100 percent of women who attempted to become
pregnant were successful. Not only were these women suc-
cessful, their pregnancies were without complications. This
1s amazing because had they become pregnant when they
were still obese, they would have been at high risk for
diabetes, high blood pressure, blood clots in the legs, and
many other comp]ications throughout the pregnancy. In
addition, babies born to obese women are themselves at risk
for a number of birth defects and macrosomia (being born

oversized).
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How will exercise help me before surgery?

Exercise is crucial to your success. But if you have never
exercised before in your life, take it slow. As you lose
weight, you may find that you actually enjoy exercising and
the feeling of pride that comes when your body begins to do
what you want it to. In terms oflong-term success, diet he]ps
you lose weight while exercise helps you keep it off.

Exercise may be very difficult for you prior to surgery.
Your excess weight may cause significant fatigue with exer-
tion as well as causing back or knee problems. Nonetheless,
any exercise prior to surgery will probably improve your
overall fitness and will likely reduce your recovery time.
Before surgery I suggest you discuss exercise with your doc-
tor. He or she may want you to undergo a cardiac stress test
(exercise test) (see discussion of stress tests earlier in this
chapter) to ensure that you are not at risk for heart trouble
with exercise.

If you have never exercised before, or haven't exercised
in years, | recommend starting with a walking program
prior to surgery. This doesn’t need to be formal to begin
with. Something as simple as parking your car at the far end
of a parking lot and walking in to the store or work will give
you some exercise. If this goes well, try walking for five
minutes at a time. Over a period of about a month work
yourself up to three five-minute walks a day. If all is going
well, keep increasing —work up gradually to ten minutes
three times a day.

It might be good to walk before each meal. People fre-
quently find that immediately following exercise appetite
decreases slightly. If you are truly limited in your ability to
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walk due to back or knee pain, I recommend water walk-
ing. Many pools allow this, and some even have a special
walking pool (generally these pools are three feet deep). If
you find it embarrassing to get into a bathing suit due to
your weight, this might be a problem. Often a pool will be
less crowded at a certain time of day. If you can go at that
time it might be easier on you. The buoyancy water creates
means you are less likely to injure yourself while walking.
Swimming is also a great choice. Once again, as with any

other exercise program start slow and gradual]y work up.

Len was always the largest kid in the class. The youngest of five chil-
dren, he still managed to be the biggest. Len loves everything about
food. When he wasn't eating, he was cooking. “It was my hobby,”
he explains. By his freshman year of high school, Len weighed 200
pounds, a figure he eventually more than doubled into his adulthood.
At six feet, four inches, Len’s peak was 410 pounds.

Some overweight people have difficulty understanding why they
weigh so much more than their friends, believing that they don't actu-
ally eat that much. But not Len! He loved to eat, loved “diving in,” as
he puts it. “I had a huge capacity for volume,” he admits.

In spite of his cheerful attitude, however, Len’s weight did bother
him. He frequently tried to lose weight—and limited success was not
difficult. It was nothing for him to shed 50 pounds, but he would soon
get bored with whatever diet he was on, and the weight would come
right back. After regaining all of the 140 pounds he managed to lose
in 1989, Len stopped really trying to lose weight.

His weight was taking its toll. After thirty years as a barber and
real estate developer, Len was forced to retire on disability. He under-
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went a knee replacement, and his back had been badly injured in a
fall. He also had difficultly controlling his high blood pressure. At fifty
and on disability, Len’s future looked bleak.

With his medical problems mounting, he was certain things would
only get worse. As it was, he couldn’t even walk down the aisles of
the supermarket without having fo stop due to back pain. And he knew
that if he developed a stroke or other serious illness, his wife would
not be able to care for him because of his size. He did not want to
end up in a nursing home. He knew he was going to have to do some-
thing about his weight.

After Len heard about his niece’s astonishing success with gastric
bypass, Len began to wonder if such an operation might work for him.

Because the surgery was likely to dramatically improve both his
cholesterol profile and his blood pressure, the procedure could actu-
ally be seen as lifesaving and therefore covered by insurance. And
although it wouldnt correct his back or knee troubles, the weight loss
associated with the surgery might prevent them from getting any
worse.

Len had no problems with his psychiatric evaluation, and his gall-
bladder study went well. His sleep apnea study, however, indicated
that he had sleep apnea (see Chapter Five) and needed to be fitted
for a C-PAP machine, which improved the quality of his sleep. Finally,
his stress test revealed that he might have previously had a heart
attack. This knowledge made the surgery even more important. The
weight loss requirement was not a problem for Len as he found weight
loss pretty easy—it was the keeping off part that had been hard.

Even though Len understood all the risks associated with surgery,
he was not very nervous. He understood that up to one out of every
two hundred people who have this surgery die, but he felt confident
that he would not be one of them.

Other than eight hours of mild pain requiring pain medication, Len
felt great after the surgery. He was a little nervous about taking that
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first postoperative walk (see first question in Chapter Three). As it
turned out, the worst thing about Len’s gastric bypass came on day
two, when he had to swallow gastrographin. This is a “horrible-fasting”
liquid that shows up on x-ray and helps determine if the surgery has
been successful. If the gastrographin remains in the new stomach
pouch when the person swallows, it is highly unlikely that there will
be any problem with food leaking out. Len’s study indicated that his
surgery had been a success. It was only then that Len was allowed his
first sips of water—an experience he described later as “better than
drinking champagne.”

Len then progressed smoothly from clear liquids to “real food.” He
very quickly learned which foods were going to cause trouble and
which were not. Len has had to swear off some of his favorite foods
including homemade pea soup, beef, and pasta with sauce, all of
which caused significant vomiting. He also had quite a bit of difficulty
with the required protein drinks. And while he used to love tuna and
turkey, he now finds he can do without either.

When asked if he has had any regrets, Len admits that he misses
his ability to eat. “Going out to dinner will never be the same, and
mentally it's hard to accept that | will never be able to eat the way |
used to—I mean I'm the guy who used to count on eating my own
meal and half of my wife's every time we dined out. Now two months
after surgery and over 40 pounds lighter, | know this is permanent.
There is no going back. Part of me would like to be able to turn it off
and go out to eat the way | used to—maybe just once a month.”

Although Len acknowledges that some days are harder than oth-
ers, he certainly does not regret having gastric bypass surgery. He
misses food. But he likes being leaner, he likes moving around more
easily, he likes saving money on groceries, and he is learning to cook
for two (actually one and a half).
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CHAPTER FIVE

Postoperative
Concerns and

Healing

Tell me about what I can expect when I wake up
after the Roux-en-Y procedure. Will I have tubes
and drains in all my orifices?

When you wake up it is a strong possibility that you will
have a nasogastric tube in place. This tube extends from
your nose into your stomach and can help prevent vomiting.
This tube may stay in place for a couple of days. Some peo-
ple will also have a breathing tube. This tube is connected
to a respirator and breathes for you while you are under
general anesthesia. This is usually removed when you are
conscious enough to breathe on your own. A small group of
people (generally people with underlying lung disease) have
trouble being “weaned” off the respirator and may have the
breathing tube in a little longer. Everyone will have a tube
draining the abdomen. This removes any excess fluid from
the surgical site. Finally most people will also have a tube
(catheter) in their bladder, which allows your surgical team

Copyright © 2004 by Mary McGowan. Click here for terms of use.
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to know how much urine you are making while in surgery.
It is generally removed soon after the anesthesia wears off.
In addition to the tubes and drains you will be wearing
something called compression stockings. These are very
tight stockings that help prevent blood clots from forming
in your legs.

What sort of medications can I expect to receive
while in the hospital?

Because gastric bypass puts you at risk for infection, your
doctor will most likely order prophylactic (preventive) anti-
biotics. This preventive measure may save you from devel-
oping pneumonia or a wound infection. You will also be
treated with blood thinners to prevent blood clots. Most
people are also given medicines to prevent ulcer formation
and to decrease the risk of developing nausea. You will be
given pain medication. This medication is crucial. You want
enough to prevent pain but not so much that you fail to
breathe deeply or are too groggy to get up and walk. Finally,
as mentioned earlier some centers will ask patients to initi-

ate ursodiol aimed at the prevention of gallstones.

I have sleep apnea and use a continuous positive air-
way pressure (C-PAP) machine. Will I use this fol-
lowing surgery?

In general, people with sleep apnea will be managed with-
out their C-PAP machine for at least a few days. The con-

cern is that the increase in airway pressure these machines
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create may risk the integrity of the surgical site. In other
words the new stomach pouch might fill with air at high
pressure —clearly undesirable. I do know that some centers
continue to use C-PAP immediately following the gastric
bypass procedure. These centers monitor patients very
closely for any problems related to the use of C-PAP.

Sleep apnea is a disorder that primarily affects over-
weight people. The definition of sleep apnea is complete ces-
sation of airflow at the nose and mouth multiple times an
hour during sleep. For many people apnea is noted by their
bed partners. Some people find out that they have sleep
apnea as part of the workup for gastric bypass surgery. In
our center sleep studies are perforrned on most people prior
to surgery. We generaﬂy want people to be treated with a
C-PAP machine for at least two months prior to surgery. A
C-PAP machine prevents apnea by increasing airway pres-
sure with each breath a person takes. The C-PAP machine
overcomes the tendency of the airway to collapse due to the
fatty deposits in the neck or airway tissues. For many peo-
ple weight loss totally cures their sleep apnea. Consequently,
C-PAP may not be required long-term following gastric
bypass surgery.

What are my limitations in the first weeks after
surgery?

Your surgeon will definitely restrict you from driving for
at least one to two weeks following surgery. Obviously if
you are still taking pain medication at the two-week mark
you should avoid driving until you no longer require it. In

addition you will be counseled not to lift any object over
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five pOlll’ldS fOl" a Couple OF Weeks. Tl’llS means no grocery

shopping.

How long can I expect to be in the hospital? And
how long should I plan to be out of work?

Most people remain in the hospital for anywhere from two
to five days. If you do not have someone at home who is able
to assist you during your first couple of postoperative
weeks, you may find that being discharged to a rehabilita-
tion center is worthwhile. Most people who undergo a
laparoscopic Roux-en-Y procedure are back to work in two
to three weeks. People who have an open procedure (large
mid-abdomen incision) may experience a longer recovery
time. Some people do not return to work for a full eight
weeks. Everyone is different. You don’t know how you will
do until you have had the procedure. Try to be flexible and
patient with yourself. Obviously for some people eight
weeks away from work might present a financial hardship.
Some jobs work on an “earned time” system. In this case
you would likely be eXpected to use your earned time
(which includes vacation and sick days) to cover your time
away from work. If you have a short-term disability policy
it is possible that it might kick in.

What kinds of complications can occur in the first
few months after the surgery?

One of the big risks associated with gastric bypass surgery,

especially if it is performed in the summer, is dehydration.
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The stomach pouch is very small, generally one to two
ounces. If it is very hot you might have a hard time drink-
ing enough water to prevent dehydration. I advise trying to
sip water all day long and staying out of the hot sun.
Vomiting is a very common occurrence. Vomiting can
occur early on as a result of swelling (due to the surgery)
of the tissue surrounding the opening (stoma) between
your new stomach pouch and the intestines. This typically
resolves as the swelling due to surgery subsides. But some-
times scar tissue can develop at the same site. If or when
the scar tissue creates a physical barrier that food cannot
bypass, vomiting occurs. In this situation your surgeon may
have to pass an endoscope (a tube with a light on the end
that allows your doctor to see into your new pouch and even
operate) into your stomach pouch and enlarge the opening
a little. Sometimes once solid food is allowed, a person swal-
lows a large piece of meat or other food. The food may have
difficulty passing through the stoma. In general, over time
the food will pass, but there have been cases where a big
piece of meat has had to be removed using an endoscope.
So far we have talked about mechanical obstruction
leading to nausea, cramping, and vomiting. In addition to
obstruction of the stoma, nausea and vomiting can occur
with specific foods. Everyone is different. Some people con-
sistently report vomiting with potatoes. Others find certain
fruits and vegetables don’t stay down. Still others are pri-
marily troubled by high-fat foods. Some unfortunate peo-
ple not only get diarrhea (dumping syndrome) with sugary
foods, they vomit as well. For many people it is necessary
to do some (sometimes painful) experimentation to deter-
mine what they can and cannot successful]y eat. [ do have a

few patients who even up to a year following their surgery
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still experience vomiting a few times a week. However, for
most people, the vomiting does not occur regularly after
about six months. Many people have to accept that they can
no longer eat certain foods they once loved.

Some people develop stomach ulcers or gastritis (irrita-
tion of the cells that line the stomach). This occurs in about
2 percent of people who have undergone the Roux-en-Y
procedure (it is much more common in people who have
undergone gastric banding). Stomach ulcers are generally
responsive to medications and rarely require surgical
correction.

Another potential late complication of gastric bypass
surgery is a hernia. This does not generally happen if a per-
son has had a laparoscopic procedure. A hernia is really a
tear in an abdominal muscle with a loop of bowel (intestine)
poking through. It is most likely to occur following a surgi-
cal procedure that involves a large abdominal incision. We
worry about hernias because sometimes the intestine gets
stuck outside the abdominal muscle. In such a case the loop
of bowel gets cut off from its blood supply and can literally
die. In general, if you have a hernia you can see or feel it.
Sometimes an incisional hernia will require corrective
surgery, or sometimes your surgeon will opt to just follow it
closely.

Vitamin deficiencies can develop following any gastric
bypass procedure. This is very unlikely to occur if you take
supplemental iron, vitamin B,,, calcium, vitamin D, and a
multivitamin. Vitamin D is most important for people who
live in areas like New England and the upper Midwest
where winters are long and sunlight scarce. People in
warmer areas can get out in the sunlight during the winter

and can make their own vitamin D. The dietitian you work
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with is likely to recommend specific amounts of these sup-
plements and perhaps a particular brand found in your area

of the country.

I have one child but had a great deal of difficulty
during my pregnancy with diabetes. If I become
pregnant following surgery, is it likely my preg-
nancy will be less complicated?

Yes. Dr. Alan Wittgrove and his colleagues at Alvarado
Hospital and Medical Center in San Diego, California, pub-
lished data in an article in the journal Obesity Surgery. They
looked at their database to find women who had had preg-
nancies both before and after undergoing a gastric bypass
procedure. Overall, pregnancies were much more compli-
cated before gastric bypass surgery than they were after.
The pregnancies in obese women prior to gastric bypass had
been much more frequent]_y comp]icated b_y preterm ]abor,
high blood pressure, and diabetes. When these same women
became pregnant following a successful gastric bypass pro-
cedure these comp]ications almost never occurred.
Although Dr. Wittgrove and his colleagues feel preg-
nancy following gastric bypass is probably lower risk than
before such surgery, they feel it is crucial for regular com-
munication between the bariatric surgeon and the obstetri-

clan to occur.

If I become pregnant following gastric bypass sur-
gery, will I require any special care throughout my
pregnancy?
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Although special care 1s generally not necessary, as noted
above there should be regular communication between your
surgeon and obstetrician throughout your pregnancy. And
women who have had a gastric bypass prior to becoming
pregnant should be advised that they should not get into the
habit of snacking during pregnancy. Continuing with a high
protein, low carbohydrate diet 1s generally recommended.
Likewise it is probably not necessary to test these women
for gestational diabetes (pregnancy-induced diabetes) with
a sugar load at week 28 of pregnancy. Doing so might cause
the dumping syndrome (see Chapter Two). In general the
standard recommendation is to check blood sugar in the
fasting state and two hours after a meal. Finally, women
who have had a gastric bypass require iron, vitamin B,,, and
a multivitamin. These should continue throughout preg-
nancy, and the prenata] vitamins should be added.

I imagine my doctor will want me to wait a period
of time after having gastric bypass before attempt-
ing to get pregnant. I am thirty-five years old and
feel my biological clock ticking. How long will I
have to wait to attempt to become pregnant?

This is a very good question, and you are absolutely correct.
Surgeons who perform gastric bypass do generally suggest
waiting a full year before trying to become pregnant. Dur-
ing that first year you will be losing weight very quickly.
Simply put, babies take a lot of energy and nutrients to
produce. You can’t be making a baby while losing weight
rapidly. Generally you will have reached a stable weight a

year after your surgery and you will have ironed out your
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nutrient requirements and will be on stable doses of vita-
mins and other supplements. As noted above, even though
you will require special attention during your pregnancy,
the risks associated with pregnancy one year after gastric
bypass surgery are probably much lower than if you had
conceived before surgery. If this is your situation, I wish you
a nausea-free pregnancy and a quick and painless delivery.

(Having three children, I know the painless part is totally
wishful thinking!)

I have heard some people say that after a year, it is
very difficult to lose any additional weight. In fact,
many people have told me that some people begin
to gain weight back after about a year. If I go
through this surgery I never want to be obese again.
How can I make the most of the time when weight
loss will be relatively easy, and how can I prevent
weight gain?

During the first few months following surgery your weight
loss will indeed be at its most rapid. For the first ten to
twelve weeks immediately following surgery your maximum
daily caloric intake will be about 1,000 calories, so of course
you are going to lose weight rapidly. Make sure you don’t
eat extra calories during this time period. You can avoid this
by not drinking juices and high-calorie liquids between
meals during the pureed/soft food and real food stages. For
some reason we tend to treat liquid calories differently than
“real food” calories. I suggest that you limit your liquid calo-
ries to four ounces of juice per day. Stick with water, herbal

teas, and a limited amount of caffeinated beverages.
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A daily exercise program is crucial. While it may be dif-
ficult to begin a vigorous exercise program until you have
lost some of your excess weight, nonetheless you should
work at becoming fitter well before surgery. There is little
doubt that daily exercise is one of the most powerful pre-
dictors of long-term success at weight maintenance. Even
though no one exercise session will burn a tremendous num-
ber of calories, exercise seems to increase overall metabolic
rate. In other words, people who exercise regularly tend to
burn more calories than do their sedentary friends, even
when sitting still! Your ultimate goal should be to walk
about forty-five to sixty minutes a day.

Finally, don’t eat to the point of discomfort. Once you
have recovered from surgery you will find that gradually
you are able to consume more food at a single sitting than
you were right after the operation. Immediately following
surgery the new stomach pouch and the stoma (the outlet
from the stomach to the small intestine) are swollen and
physically prevent you from overeating. But once the swel-
ling has subsided, it is possible to eat a bit more. And over
time, the new stomach actually stretches a little. While it
will never be the size of your old stomach, some people learn
that if they eat a little bit all day long they don’t feel uncom-
fortably full.

Obviously, this defeats the purpose of the surgery! Even
with a tiny stomach it is possible to eat enough to gain
weight. And in fact most people do gain a small amount of
weight during the second year following surgery. But you
can be different—and being aware of the possibility of
regaining lost weight is the first part of the battle. After the

initial honeymoon phase you will need to really work to pre-
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vent weight gain. In addition to daily exercise and avoiding
liquid calories, I suggest drinking six glasses of water and

eating no more than three to four times a day.

I have a friend who had gastric bypass surgery
about two years ago. She has lost 145 pounds, and
now her doctor is recommending a panniculectomy.
What is this surgery? Does everyone require it?
Will insurance cover it?

Not everyone requires a panniculectomy following gastric
bypass surgery, but many people will. After losing a great
deal of weight many people are left with as much as ten to
twenty pounds of excess skin around their abdomen. This
excess skin is called a panniculus.

A panniculus is not just a cosmetic problem; it can cause
significant back strain and can lead to very severe skin
rashes and infections. It creates major difficulties with per-
sonal hygiene as many people are unable to effectively clean
between all the folds of skin. There is no doubt that a pan-
niculus is also a cosmetic problem in that it makes it difficult
for a person to fit into clothes. This can be very discourag-
ing, especially for a person who has spent a year or more
working at weight loss.

Some people require a more extensive procedure called
an abdominoplasty. This procedure involves tightening the
abdominal wall followed by the removal of excess skin. If
your insurance covered your gastric bypass, the provider
will probably also recognize the medical necessity of either

an abdominoplasty or panniculectomy. Even so, once again
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your surgeon Wlll need to pr‘ovide your insurance company

with a letter proving medical necessity.

Are there any other surgeries commonly performed
following gastric bypass? Are these also routinely
covered by insurance?

In addition to panniculectomies and abdominoplasties, many
women require reconstructive breast surgery. If this surgery
is being recommended due to back, neck, or shoulder pain it
may be covered. Likewise if it is being recommended due to
infection beneath the breasts it may also be covered. On the
other hand, ifit is purely cosmetic it is unlikely to be covered.

After the dramatic weight loss achieved with gastric
bypass many men and women find themselves with a great
deal of redundant skin in the upper arms. Some people call
these “batwings.” It has been my experience that “batwings”
are more troub]ing to women than men. Unfortunately
because “batwings” rarely if ever result in a medical prob-
lem, you will be on your own if you choose to have surgery
to remove this excess skin. The same is true regarding the
removal of excess skin around the buttocks.

Excess skin also occurs in the thigh area. You might have
more success in getting coverage for removal of this skin
because of the risk of infection or due to its interference
with walking. However you should be warned that the inci-
sion required to remove excess skin in the thigh area is likely
to be quite long. If you have a history of diabetes and poor
wound healing, you will want to think twice before having
this type of surgery.
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All of the aforementioned surgeries are generally per-
formed by plastic surgeons. If you need more information
or are looking for a plastic surgeon in your area I suggest
you go to the website plasticsurgery.org.

“By taking a risk and having gastric bypass surgery, | changed every-
thing about my life,” said Jenny. “I remember the first time | could see
the bones in my neck. | remember the first time | flew and didn't need
an extension for my seat belt. | remember buying my first medium size
top in a mall in Atlanta with my brother. | remember the first time some-
one | knew didn’t recognize me. | remember the first time | looked in
the mirror and didn’t recognize myself. | remember the smile on my
four-year-old nephew’s face when he finally realized who | was. |
remember tears rolling down my mother’s cheeks when she saw me
for the first time after my weight loss. And | remember the day Kevin
told me how beautiful | was.”

During her college years, Jenny suffered a traumatic experience
that she struggled with alone for over a year. During that time she
gained a tremendous amount of weight. When she ultimately sought
help, her counselor suggested that she might be gaining weight to
hide. Even though Jenny successfully dealt with her trauma, she con-
tinued to gain weight. By the time she completed her master’s degree
in speech pathology, she was markedly obese.

During her last year of school, on a flight to Seattle to attend the
American Speech and Hearing Association conference, Jenny had to
ask the flight attendant for an extension for her seat belt. In spite of
the humiliation, she forced herself to remain cheerful and upbeat as
she wanted to do well in the job interviews—the main reason she was
attending the conference.
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Jenny graduated with her master’s degree in May of 1997. One
week later, she had relocated and was working in Maine.

She was warmly received at her new job, but while she quickly
made new friends, she never dated. She did her best to avoid putting
herself in a position of being embarrassed about her weight, which
meant she rarely went out at night. Life was lonely.

When she moved to Maine, Jenny's physician became concerned
about her patient’s well-being. Jenny was referred to a registered dieti-
tian. The dietitian taught Jenny a regimen that combined diet and
water aerobics, and for a year and a half, Jenny followed the pro-
gram faithfully.

Her inability to lose more than 5 pounds, however, frustrated both
of them. Finally, in November of 2000, Jenny's dietitian brought up
the idea of gastric bypass. Jenny already knew about the procedure
as both her father and her maternal aunt had gone through it. Even
though her aunt had multiple complications Jenny was willing to enter-
tain the idea of surgery for herself, even though she didn't think she
was large enough to qualify.

At five feet, four and a half inches and 277 pounds, Jenny had a
BMI of 48 and from a weight perspective qualified for gastric bypass.

At her first informational meeting she watched a video. “Once |
saw that video, | knew | had to have this done. | knew | deserved a
chance at a leaner life.” She was surprised that she was asked to
undergo drug screening at that first visit. She was also required to fill
out a questionnaire aimed at evaluating her psychiatric health, an exer-
cise she remembers as “tedious and senseless.” The psychologist who
evaluated the questionnaire found Jenny to be psychologically sound,
but based on the trauma she experienced in college, thought she might
benefit from a few sessions with a counselor. This proved to be a worth-
while suggestion. Jenny met a few times with a psychologist who also
believed her to be an excellent candidate for surgery. All the while,
Jenny continued to work with her nutritionist on her weight loss.
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By March Jenny was ready to apply to her insurance company.
With the support of her doctors, she was approved within two days.
Once approved, Jenny was given a June 4 surgery date. She was also
told for the first time about a weight loss requirement. In order o have
surgery she was required to lose 10 percent of her body weight.

At first, Jenny thought it was a joke. “That's why | am here,” she
said. “I worked for over a year and only managed to lose 5 pounds.”
This new roadblock brought her close to tears: 10 percent of her body
weight meant 27 pounds, and she was determined to have her surgery
on the appointed date.

Over the next two months Jenny continued to attend support group
meetings and to work with her nutritionist. Her weight hardly budged.

Due to a conflict in her surgeon’s schedule, Jenny's bypass surgery
date needed to be moved up a month. The change in her date meant
less time to worry and a relaxation of the weight loss requirement.

On Thursday, May 3, Jenny entered the hospital for her Friday
morning surgery. The operation took a full six hours and was done
laparoscopically. When she woke up, Jenny had an oxygen mask over
her face. The smell of the plastic mask made her feel like vomiting.
While the nurses in the recovery room assured her that there was noth-
ing in her stomach to vomit, they still helped her on to her side “just
in case.” Once they switched her oxygen mask to nasal prongs that
delivered oxygen, Jenny felt 100 percent better. What surprised her
most was that she really didn’t have much pain.

If she was surprised, her mother was shocked. Jenny's father had
had terrible postoperative pain, and in fact it took him eight days to
walk on his own. In an effort to prevent Jenny from experiencing any
pain at all, the nurses suggested a dose of morphine each time she
got out of bed and each time they helped her change position.

Aside from being exiremely groggy due to the morphine, Jenny was
“dying of the heat.” There was no doubt the day of her surgery was
a very warm May day by Maine standards, but Jenny was from
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Louisiana and was used to heat. No one could understand why she
was so hot. Finally one of the nurses noticed that the special com-
pression stockings worn to prevent a blood clot were set on heat.

Once she got off the morphine and cooled her hot legs, the rest
was smooth sailing. Within twenty-four hours of her surgery Jenny took
a shower, put on her own pajamas, walked the halls, and bargained
with the nurse fo remove the compression stockings (even though they
were no longer hot they were still fairly uncomfortable). In exchange
for taking off the stockings, Jenny had to get up every two hours and
walk—round the clock. She and her mother played cards, read, and
talked. Jenny recalls this as a wonderful time with her mother.

The day after the operation, Jenny had to swallow gastrographin,
a liquid that shows up on x-rays, to determine that her surgical site
was free of leaks. Her reward for swallowing what Jenny says is like
“dishwashing liquid” was a little cup of diluted sugar-free juice and a
sugarfree Popsicle. The day after surgery she progressed to sugar-free
Carnation instant breakfast.

By the time of her discharge two days later, only two small tubes
providing drainage from the surgical site remained. When she
returned for their removal, she had already lost 16 pounds. Her mother
stayed for about a week, and by the time she left, Jenny felt confident
doing most things on her own.

At her one-month checkup, Jenny had lost 32 pounds; by the fall
she was down by 64, and by Thanksgiving when she saw her family
for the first time she had lost 97 pounds. When her mother met her at
the airport she burst into tears and immediately called Jenny’s dad to
tell him how “great” Jenny looked. Now that she has lost a total of
135 pounds Jenny looks at the photos from Thanksgiving and thinks,
“Boy, | still had a way to go.”

After her surgery, Jenny jumped back into life quickly. She returned
to work within two weeks and got back to exercising almost immedi-
ately. “One of the reasons | have been so successful with this surgery
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is | exercise every day.” As the weight began to disappear, Jenny
became more confident and no longer had to restrict her exercise to
water aerobics. These days, there is almost nothing she can’t do.

The biggest change was the way people responded to her. No
longer was her size the first thing they noticed. No longer did she have
to prove constantly that she was hardworking and intelligent. Her own
family members also responded differently. Jenny had always known
her family loved her, but even with them her weight had been a barrier.

When asked if she has any regrets Jenny, like most gastric bypass
patients, answers with an emphatic NO! Are there little difficulties?
Yes. First of all, Jenny has become more and more lactose intolerant.
Lactose intolerance is quite common following gastric bypass surgery
(see Chapter Three), but is generally transient. It should be noted that
lactose intolerance is very common in adult Americans, and it is quite
possible that Jenny would have eventually had difficulties with milk
products anyway. Nonetheless, her lactose infolerance began imme-
diately following her surgery. It started with milk, then ice cream, sour
cream, and yogurt. At this point she can folerate only certain cheeses.

To make matters worse, after being treated with liquid antibiotics
for an ear infection this past winter (she has had difficulty with pills
since her surgery), Jenny struggled for months with severe abdominal
pain. Nothing she took (Beano, Gas-X) helped with the pain.

She finally contacted the Obesity Treatment Center at Catholic Med-
ical Center in Manchester, New Hampshire. After a complete medi-
cal evaluation including x-rays, endoscopy, an abdominal ultrasound,
blood work, and stool samples it was determined that Jenny's pain
was not being caused by an infection or a structural problem.

Jenny wound up having a carbohydrate intolerance. She was put
on a carbohydratefree diet, and for the first ime in many months Jenny
was pain free. She has gradually begun to incorporate small amounts
of carbohydrate back into her diet and is learning her limits. Jenny
knew it was important for her to have a caring medical team in her
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community, and also feels strongly that establishing a relationship with
a support group has been crucial to her continued success.

Jenny is happy to enumerate some of the secrets of living with gas-
tric bypass. “Once you are a gastric bypass patient, going to the bath-
room is never the same. | can’t eat most milk products. | can’t eat
popcorn. Red meat is out, and soda is impossible. You can never drink
with a meal. But the benefits outweigh any difficulties. | never would
have met Kevin, | probably never would have had the experience of
men whistling at me. | know many women wouldn't like to be whistled
at, but if you were never whistled at your whole life and it suddenly
happens—then it is a pretty good feeling. | have been given an incred-
ible gift, a second chance, and | am making it work. | love my new
life—! am getting married to a wonderful man, and my wedding gown

K

is a size 8




CHAPTER SIX

Nutrition

What is the best diet for me to follow prior to
surgery?

To lose the weight most bariatric surgery centers require,
you will obviously need to restrict calories. Since you will
need to restrict sugar (sugar is a simple carbohydrate) fol-
lowing surgery to avoid the dumping syndrome (see Chap-
ter Two), it makes sense to get used to reducing sugar
preoperatively. Most centers recommend a reduced fat, high
protein diet, which can include a moderate amount of more
complex carbohydrates (complex carbohydrates include
whole grain breads and cereals and a wide variety of fruits
and vegetables). I strongly urge you to get into the habit of
drinking mostly water and other low- or no-calorie bever-
ages. You do not want to drink calories. In genera] people
treat calories that they drink differently than calories that
they eat. For example, even though a sixty-four-ounce bot-
tle of soda contains a whopping 800 calories we don'’t treat
it as almost half of our 2,000-calorie allowance for the day.

In general I would recommend aiming for somewhere
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between 1,800 and 2,000 calories per day during your pre-
operative weight loss program. A few days of sample meal

plans might look like this:

Day 1
Breakfast
2 slices whole grain toast (whole wheat or multigrain)
1 tablespoon peanut butter
1 orange or /% grapefruit
8 ounces 1 percent milk

coffee or tea with sugar replacement and fat-free half-

and-half or milk

Midmorning Snack

1 banana or 1 cup 120-calorie fat-free, sugar-free

yogurt

Lunch

2 slices whole wheat bread

1 ounce low-fat cheese

2 slices turkey, chicken, or lean ham
% cup baby carrots

2 tablespoons nonfat ranch dressing
(for dipping carrots)

1 apple

1 glass water or other noncaloric beverage

Midafternoon Snack
1% cups (half a bag) light microwave popcorn
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Dinner

6 ounces salmon steak

1 small potato

1 teaspoon diet margarine

% cup asparagus

tossed green salad

1 tablespoon low-fat dressing
/% cup nonfat frozen yogurt

% cup fresh berries

Evening Snack

2 graham crackers

In planning this menu I tried to choose foods of high nutri-
tional value and density. For example a piece of whole grain
bread (such as whole wheat or multigrain) will have more
fiber than simple white bread. Studies have shown that
high-fiber foods tend to fill people up and keep them that
way for a longer time than low-fiber foods. Peanut butter
may be a high-fat food, but it contains mostly good fats
(those not likely to raise your cholesterol levels). Like fiber,
fat helps keep you feeling full for a longer period of time
than simple carbohydrates. Peanut butter is also a good
source of protein. You will need protein for healing post-
operatively. Other sources of protein in the meals above
include turkey, chicken, and ham. These are excellent.
Salmon isn’t necessarily low fat, but the fat in salmon comes
from omega-3 fatty acids. This type of fat is known to pro-
mote heart health. The fruits and Vegetables recommended
are loaded with good vitamins and nutrients.
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Day 2
Breakfast
1 cup low-sugar cereal (cold or hot)
2 tablespoons raisins
6 slivered almonds
8 ounces low-fat milk
4 ounces orange juice

coffee or tea with sugar substitute and fat-free half-

and-half or milk

Midmorning Snack

1 banana

Lunch
1 large field green salad with broccoli, red peppers,

carrots, mushrooms, and tomatoes
3 ounces grilled chicken or dry white tuna
1 tablespoon diet salad dressing
1 small whole grain roll or whole wheat English muffin

18 grapes or 1 small orange

Midafternoon Snack

1 low-fat cereal bar

Dinner
1% cups cooked pasta

% cup tomato basil red sauce
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4 ounces ground turkey
2 tablespoons chopped onion
1 clove garlic, minced

1 teaspoon olive oil (Sauté onion and garlic in oil; add

turkey, brown, and add entire mixture to red sauce.)
1 cup mixture of broccoli and cauliflower
water or noncaloric beverage

1 cup flavored Italian ice or % cup lemon sorbet

Evening Snack
10 animal crackers
8 ounces low-fat milk

1 apple or 4 ounces applesauce

Day 5

Breakfast

1 egg (cooked any way using cooking spray)
1 whole wheat English muffin

2 teaspoons diet tub margarine

1 orange

coffee or tea with sugar substitute and fat-free half-

and-half or milk

Midmorning Snack
% cup low-fat cottage cheese

1/2 cup pineapple chunks
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Lunch

Lean Cuisine, Weight Watchers, or Healthy Choice
TV dinner (These do tend to be somewhat high in
sodium but are perfectly acceptable unless you are

following a strict sodium restricted diet.)
1 slice whole grain toast
1 teaspoon diet margarine
1 apple or 15 cherries
1 cup 120-calorie fat-free, sugar-free yogurt

water or noncaloric drink

Midafternoon Snack
6 low-fat crackers

1 ounce low-fat Cheese

Dinner

6 ounces shrimp (Many people have heard that shrimp
is too high in cholesterol. It is high in cholesterol but

low in fat—making it an excellent choice.)
2 cloves fresh garlic, minced
2 teaspoons olive oil (Use to sauté garlic and shrimp.)

% cup cooked fettuccini (Place shrimp/garlic mixture

on fettuccini.)

field greens with tomatoes, red and orange peppers,

and cucumber

1 teaspoon olive oil mixed with 1 tablespoon balsamic

vinegar (Toss on greens.)
1 cup steamed broccoli

water or noncaloric beverage
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Evening Snack
1 bowl low-sugar cold cereal

8 ounces low-fat milk

To be sure, your diet following surgery will be much
more restrictive than this. Nonetheless, for most people the
above diet plan will achieve weight loss prior to surgery. For
the most part I have included a beverage at every meal. This
too will change following surgery. After surgery, your stom-
ach pouch will be so small that you won't be able to manage
both food and drink at a single meal. Liquids (mainly water)
will need to be consumed between meals. Presurgery, drink-
ing water with your meal will help fill you up and might pre-
vent second helpings. Likewise many people find sipping a
clear liquid broth or eating a low-calorie soup fifteen min-
utes prior to a meal helps curb their appetite. If you find that
you are still very hungry after consuming the amount of
food allowed in the meal plans above, supplement with a
clear broth or other low-calorie soup. Another good choice
is salad greens with a fat-free dressing before a meal. Dur-
ing your presurgery weight loss program, get into the habit
of eating very slowly. Consider using a baby fork and spoon

and a luncheon size plate for dinner.

What will I be able to eat after surgery?

Your diet following surgery will be radically different from
the diet I just outlined. Your new stomach will hold between
one and two ounces. Over time your stomach will stretch a
bit allowing you to eat a little more at any given time. So it

is important to take advantage of your very small stomach
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right after surgery and aim to lose as much weight as pos-
sible during your first few postoperative months.
Immediately following surgery you will be given small
sips of water and ice chips. Depending on the bariatric cen-
ter you choose, you may remain on just water for up to a
week. Part of this depends on whether or not your surgeon
is concerned with the possibility of a leak at the connection
between your new stomach pouch and your intestines. If a
leak is suspected, you may be brought back to the operat-
ing room, or if the leak is very small your doctor might pre-
fer to let it close on its own. In the latter case you will only

be allowed sips of water.

Stage 1 (Clear Liquids Only)

Much of the following dietary information (especially the
valuable tips) has been provided by Jacquie Cuddihy, R.D.,
of the Obesity Treatment Center at Catholic Medical Cen-
ter, Manchester, New Hampshire.

Once your doctor decides you can progress beyond the
water/ice chips only diet, you will move on to clear liquids.
As you progress with clear liquids you will gradually work
up to sipping a quarter cup of one of these liquids at a time.
The goal is to get in two ounces or so every thirty minutes
while awake. This will help you avoid dehydration. Fluids
such as diluted cranberry juice, apple juice, herbal teas, and
chicken broth and “foods” like sugar-free Popsicles and diet
Jell-O are considered clear liquids because you can see
through them. A clear liquid diet may also include sugar-free
sorbet, decaffeinated coffee and tea, and of course water.
Generally speaking, you will remain on clear liquids as your
only source of calories for about two or three days, but this

stage can last as long as two to three weeks. Occasionaﬂy
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the sugar in apple and cranberry juice can precipitate the
dumping syndrome or vomiting. In this case, dilute the juice
with water or switch to only sugar-free products. Many
people lose a considerable amount of weight during this

clear liquid phase.

Jacquie's Tips for Success at This Stage

* Since carbonated liquids can put pressure on your

pouch, all liquids need to be noncarbonated.
* Do not chew gum.

 Juice should be diluted to half strength with water
to avoid the dumping syndrome (see Chapter Two).

* Do not force yourself to keep sipping if you are full.

* Avoid straws. Sipping through them will increase

pressure within your pouch.

e Avoid very hot or very cold beverages as they may
cause stomach discomfort.

* Resist the urge to ask a friend or family member to
bring you a snack. At this stage your new stomach
pouch cannot handle food and you must develop a

new way of eating.

Stage 2 (Full Liquids)

The next stage in your postoperative dietary progression
will be full liquids. Full liquids include things like plain
yogurt, sugar-free light yogurts (lemon, vanilla—at this
stage you should avoid yogurt with fruit or seeds), cream of
wheat or rice cereal, very thin oatmeal, cream of tomato
soup, strained cream of chicken soup, and sugar-free pud-

ding. You can also drink anything from the clear liquids
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group as well. Pitfalls at this stage include the development
of lactose intolerance. This often occurs following gastric
bypass surgery and means that cream-based soups and
cereal with milk will cause significant abdominal cramping,
flatulence, and diarrhea. If this occurs, these foods should
be avoided. Luckily, for most people lactose intolerance is a
temporary problem, which generally resolves within weeks
to a few months. Also while tomato soup may be okay, some
people find tomato products and orange or grapefruit juice
a little too acidic. During the full liquid stage you will con-
sume a total of a half cup of “food” per meal. If you become
full before you have finished the entire half cup, do not force
yourself to finish. Doing so could result in vomiting. Dur-
ing the full liquid stage and in all subsequent stages you will
want to avoid drinking water (or any clear liquid) with your
meal. If you do so you will become too full too quickly. In
order to ensure proper nutrition and healing related to
surgery you will now begin drinking a daily protein drink.
You should ask the nutritionist at your center which protein
drink is right for you. The full liquid stage generally lasts
one to three weeks. Once again, many people lose a consid-
erable amount of weight during this phase.

Jacquies Tips
* If you experience lactose intolerance (described
earlier) contact the dietitian at your center. He or

she will help you develop a milk-free diet for the

next few months.

e Stop eating as soon as you begin to feel full. If you
try to keep eating you are likely to feel very
uncomfortable and may vomit.
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* You should continue to avoid carbonated beverages,

gum, straws, and very hot or very cold beverages.

Jacquie's Sample Full Liquid Menu
Breakfast
3 tablespoons cream Of Wheat

3 tablespoons plain yogurt

Lunch

2 tablespoons low-fat strained cream soup
2 tablespoons sugar-free pudding

2 tablespoons light yogurt

Dinner
3 tablespoons low-fat strained cream soup

3 tablespoons sugar-free pudding

In between meals it is very important to sip water or other
sugar-free beverages to avoid dehydration. At this stage
your goal is to consume six to eight cups of fluid per day.

Stage 3 (Pureed and Soft Foods)

Pureed and soft foods include low-fat or nonfat cottage
cheese, low-fat or nonfat sugar-free yogurt, pureed chicken,
tuna, or turkey, scrambled eggs, low-fat ricotta cheese,
unsweetened applesauce, pureed fruits such as pears and
peaches, pureed vegetables such as broccoli, carrots, and
beans, hummus, mashed potatoes, oatmeal, cream of wheat,

tofu, strained baby fruit (unsweetened), and fruit smoothies.
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It is important to get your protein in before high-
carbohydrate foods. This should become a permanent habit.
If you simply ate the high-carbohydrate foods listed above
(fruits, cereals, vegetables), you would not get in the pro-
tein you need to heal from your surgery and stay healthy for
the long haul.

In addition at this stage the high-carbohydrate foods may
cause the dumping syndrome (see Chapter Two), which is
very unpleasant. At each meal during the pureed and soft
food stage, you will take in about three-quarters cup of
food. You will need to eat very slowly. If you get full before
you have finished eating the entire amount, do not push
yourself to eat more as doing so might result in vomiting.

The pureed food stage will also last two to three weeks.
Again remember to drink water in between your meals. I
recommend that you try to get at least sixty-four ounces of

water in between meals per day

Jacquie's Tips
* Do not drink fluids with meals.
* Wait thirty minutes after a meal before drinking.
e Eat very slowly.
® Chew food well.
e Eat protein foods first.

e Continue to observe tips from Stages 1 and 2.

Jacquie'y Sample Pureed Foods Menu
Breakfast
1/2 cup SCI‘ambled €ggs

/i cup low-fat or nonfat yogurt
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Lunch
% cup low-fat or nonfat cottage cheese

/i cup unsweetened applesauce

Dinner
/% cup pureed chicken

/ cup mashed potatoes

In Stage 3 you will begin to take your vitamin and min-
eral supplements. Begin with two chewable complete chil-
dren’s vitamins per day or one chewable complete adult
vitamin per day. The vitamin should be chewed very well
before swallowing. After about two months you will be able
to swallow pills. You will also begin taking a calcium sup-
plement. I recommend taking at least 1,600 mg of calcium
citrate with vitamin D per day. The preferred form of cal-
cium is calcium citrate as it is the form of calcium that is
best absorbed. Your calcium supplement will also need to be
chewed, crushed, or dissolved in water. Finally, at this stage
you will also begin taking vitamin B,,. Some health food and
drug stores carry sublingual vitamin B,, (dissolves under

your tongue).

Stage 4 (Chopped Moist Foods)

Depending on how rapidly you have progressed through the
first three stages you may be as little as four to five weeks
or as long as ten weeks out from your life-changing surgery.
At this point you probably feel ready for real food. You are
almost there. The average size of a meal will now be a full
cup. As in all other stages, and in fact for the rest of your
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life, you should eat your protein first. This stage introduces
many new foods. In addition to the foods and fluids from
the previous three stages you may now add the following

foods:
low-fat cheese
white fish (flaked)
egg, whole (chopped)
moist poultry (chopped or ground)
tuna (packed in water)

tuna, chicken, ham, or egg salad (made with nonfat

mayonnaise)

legumes —beans and lentils (mashed)

winter squash

baked potato without skin

carrots (well cooked and mashed)

spinach (well cooked and chopped)

unsweetened canned peaches (chopped)

unsweetened canned pears (chopped)

toast

plain crackers

unsweetened dry cereals (soaked in skim or 1 percent
millk)

Jacquies Tips

* Eat three meals per day and do not snack between

meals.

® Chew foods to a mushy consistency.
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* Remember to eat slowly.

¢ Continue to take all vitamin and mineral

supplements.

* Drink at least forty-eight to sixty-four ounces of
fluid (water is best) over the course of the day.

* Stop eating when you feel full.

e Take bites the size of a pencil eraser.

Jacquie's Sample Menu
Breakfast
1 egg (prepared any way)
/i cup cereal

% cup skim or 1 percent milk

Lunch

% cup tuna

i cup yogurt

/ cup peaches (If canned, the peaches should be

packed in their own juice.)

Dinner
2 ounces ground moist chicken with fat-free gravy
/ cup mashed potatoes

/i cup mashed carrots

Stage 5 (Real Food —at Last!)

You may have spent between twelve and twenty-two weeks

getting to this stage. You are looking forward to getting back
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to real food. As you enter this stage, it is important to remem-
ber that although you will now begin to eat “real food,”
things will never be as they were before your operation.

During this stage you will probably discover that certain
foods —even foods you may have loved in the past —will no
longer appeal. Certain foods —some predictable, like sweets,
some unique to you—may make you ill. Megan, whom you
read about in Chapter Three, told me that the best advice
she received prior to her gastric bypass was to always try
new foods at home. It wasn’t until Megan vomited in a
restaurant that she understood the importance of this
advice. After that embarrassing experience Megan will not
risk trying a new food anywhere but at home.

The major difference between the Stage 5 diet and the
Stage 4 diet is the fact that now all the foods are whole foods.
Because of this you will need to chew thor‘ough]y before
swallowing. I am sure I sound like a broken record, but as
with all other stages remember to eat your protein first.

Rather than give you specific menus, the following is a
summary of foods you will now be eating. I do give you
some ideas for food choices at meals, but I will leave the spe-

cific choices to you. I think you are ready.

Protein: eggs, fish, chicken, ham, low-fat cheeses, low-

fat cottage cheese, tofu, and yogurt.

Starches: white potato, sweet potato, squash, pasta,
unsweetened cereals, crackers, toast, pita bread,

beans, and lentils.
Vegetables: soft-cooked plain vegetables.

Fruits: unsweetened canned fruits, fresh fruit as
tolerated. Canned fruits r‘eal]y should be

unsweetened (the can may say “packed in their own
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juice”). Fruit packed in syrup is likely to cause the

dumping syndrome.

Fats: small amounts of low-fat margarine, oil, low-fat
salad dressing, nonfat/low-fat mayonnaise, nonfat/

low-fat sour cream, and low-fat cream cheese.

Beverages: coffee, tea, nonfat/low-fat milk, diet soda can

be introduced.

Miscellaneous: salt, pepper, herbs, and other seasoning as
desired and tolerated.

Because your diet is now more varied you will no longer
require the daily protein drink. A typical breakfast might
include one scrambled egg followed by a small amount (a
quarter cup) of fruit or half a slice of toast. Lunch might
consist of one of the fol]owing: two ounces tuna, turkey, or
chicken, four ounces low-fat, sugar-free yogurt, four ounces
low-fat cottage cheese, or a slice of low-fat cheese followed
by a quarter of a pita pocket and a quarter cup of cooked
carrots and half a skinless peach. Homemade low-fat soups
with lean meats or beans are a good option for lunch or din-
ner. Dinner might be two to three ounces of lean meat or
fish followed by a quarter cup of mashed potatoes, a quar-
ter cup of a vegetable, and a quarter of a banana.

Listen to your body and stop eating when you are full.
Learn to eat slowly. In our hurried life, this is something
that is difficult to master. Eating slowly serves two pur-
poses: first, you actually learn to enjoy the texture and fla-
vor or the food you are eating, and second, you are less
likely to overeat and vomit. Some people find it helpful to
eat using baby utensils and dishes, or try placing your uten-
sil down while chewing. Your bites should be the size of a
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pencil eraser and should be chewed thoroughly. Once again,
in order to prevent dehydration, remember to drink plenty
of water between meals.

I have already mentioned this, but it is worth repeating
here in the diet section. You will need lifelong supplemen-
tation with the following vitamins and minerals: calcium
with or without vitamin D, vitamin B,,, iron, and a multivi-

tamin with minerals.

Jacquie's Observations

Food intolerances seem to be very individual. However,
foods that frequently give people trouble include red meats,
pasta, bread, rice, tough or dry chicken and turkey, as well

as raw fruits and Vegetables.

Jacquie's Tips for Continued Succeds

* Avoid potato skins even though they are rich in
nutrients; they tend to be very difficult to tolerate.

e Avoid high-fat or fried foods. Not only are these
high in calories, they tend to cause significant

stomach upset.

* Avoid alcohol. Many people find that even small
amounts of alcohol can be quite intoxicating.

e Eat very slowly. As a general rule of thumb, it
should take you about ten minutes to eat an ounce of
food. If you are eating eight ounces of food at a
meal, plan on at least an hour. An hour and twenty
minutes would be the ideal.

e Avoid high-calorie drinks such as fruit juice, frappes,
and soda. If these are consumed frequently you will

see your weight climb.
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* Avoid stretching your new stomach pouch. The
amount of food the pouch can hold will gradually
increase over a period of six to nine months. How-
ever if you continuously eat to the point of vomiting
it will stretch more significantly and could defeat the
purpose of the surgery.

e Avoid snacks. Eat three meals a day and drink
calorie-free beverages in between. While a bedtime
snack is probably fine and can be worked into your
diet, eating small snacks continuously throughout the
day is a surefire way to gain weight—don’t do it.
One woman who lost one hundred pounds over a
period of eight months gradually gained back all but
twenty pounds. How did she do it? She found that
continuous snacking on tiny pieces of chocolate
candy didn’t cause dumping. She developed a habit
of eating a pound bag of chocolate candy per day,
and before she knew it she was practically back
where she started.

e If you haven’t done so already, develop a daily
aerobic exercise program. Anyone can lose weight
with a diet —the people most successful at keeping

weight off are those people who exercise daily.

I know people who were eating “real” food within
a week of having gastric bypass surgery —why is it
necessary to progress so slowly through these
stages?

There is no doubt that most people get bored with intro-

ducing foods very slowly, and as with all “diets” most peo-
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ple cheat. One of my patients ate pizza within a week of
surgery, and another ate a chicken wing. These foods were
certainly not on their menu. In the long run, although there
is certainly some flexibility in the rate of dietary progres-
sion following surgery, I think people who stick as closely
as possible to the diet outlined by their personal dietitian
will be the most successful at achieving their desired
weight—and keeping it off —and will have the fewest

complications.

What should a typical daily menu look like twelve
months after surgery?

Your goal should be to consume no more than 1,000 to 1,200
calories per day. The following might represent a typical few
days:
Day 1

Breakfast

1 cup low-fat, sugar-free yogurt (120 calories per
8-ounce cup)

% banana, sliced

Beverage Between Breakfast and Noon

1 eight-ounce glass water and/or 1 cup coffee or tea

(optional: with fat-free half-and-half)

Lunch
3 ounces sliced chicken or turkey

% whole wheat pita pocket
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% cup COOl(ed Vegetable

1 teaspoon reduced fat mayonnaise

Beverage Between Lunch and Dinner

1 eight-ounce glass water and/or 1 eight-ounce glass

sugar-free, decaffeinated ice tea

Dinner

4 ounces shrimp cocktail with cocktail sauce
% cup rice pilaf

/% cup asparagus

1 tablespoon light tub margarine

Evening Snack
1 ounce reduced fat cheddar cheese

/% peeled apple

Beverage Before Bed

1 or 2 eight-ounce glasses water or other diet

beverage

Day 2
Breakfast
/i cup Egg Beaters or 2 egg white omelet with % ounce
grated low-fat cheddar cheese and % cup of a mix-
ture of peeled and chopped red and yellow peppers

(mix ingredients and cook in a pan sprayed with

cooking spray —add salt and pepper to taste)

% slice whole wheat toast topped with spray margarine
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Beverage Between Breakfast and Lunch

2 glasses water or 1 glass water and 1 cup caffeinated

or decaffeinated tea or coffee

Lunch

Low-calorie microwavable dinner such as Lean

Cuisine, Weight Watchers, or Healthy Choice

Beverage Between Lunch and Dinner

1 or 2 glasses of water or other low-calorie beverage

Drinner

3 ounces grilled tuna

% cup couscous

1 teaspoon diet tub margarine

1/2 cup bI'OCCOli or summer squash

Evening Snack

1 graham cracker topped with 1 to 2 teaspoons natural
peanut butter

4 ounces skim milk

Beverage Before Bed

1 eight-ounce glass water

This diet may sound strict now, especially if you are read-
ing this book in preparation for surgery, but you won'’t be
as hungry as you were before surgery. Even though you
won't be as hungry, however, many people still miss the abil-
ity to overeat. One of my patients told me that he wished he
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could reverse the surgery on Thanksgiving and other “big
eating” holidays. Obviously this is not possible. It may take
time and you may actually long for the “good old days”
sometimes, but at the end of the day on Thanksgiving when
you don't feel like a stuffed pig or you haven’t vomited
because you ate too much, you will be glad that you had

your surgery and practiced some restraint.

When Laura entered the hospital on Tuesday, March 25, she was obvi-
ously nervous. Her last operation had been a tonsillectomy at the age
of five, so this one was a little different. “Frankly, the thing that scared
me the most was getting an intravenous line.” Laura had seen her
father getting “stuck” for an IV many times and it always looked so
awful. But even the IV wasn’t as bad as she’'d feared—and almost
before she knew it, she was waking up in the recovery room.

The initial half hour was uncomfortable as she experienced some
pain at the incision, but with medication things quickly improved. The
first day she was given moist swabs (not even ice chips), and within
twenty-four hours she went down for her gastrographin swallow to
check for any leaks at the surgical site. Since everything looked fine,
her diet progressed to sips of water on Wednesday. Thursday one of
the nurses brought her diluted apple juice, which felt fine going down
but ended up causing significant nausea (probably due to the sugar
in the juice). She began walking the day of surgery and by Friday,
having proven to the surgical staff that she could climb stairs (which
she had at home), she was discharged.

Laura’s mother stayed with her for the first day but left at night. One
thing that Laura noticed that first day home was just how tired and
spacey she felt. She soon realized that the way she felt didn't have
anything to do with her surgery but was due to the fact that she had
abruptly stopped a medication she had been taking prior to surgery.
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After her doctor said she could get back on it, she immediately felt
better.

The only other medication-related problem Laura experienced was
with Percocet, the pain medication she was given on discharge. Soon
after taking it, Laura was visited by “panthers,” in one of the most vivid
nightmares of her life. Once the pills were flushed down the toilet,
Laura was on the road to recovery. In fact, since surgery her blood
pressure has been perfect and she no longer requires any medication.

Not one to sit still, Laura and her mother went out shopping within
a week. On the way back they decided to go to one of their favorite
Chinese restaurants. Laura ordered wonton soup and ate only the broth
and then, in a daring move, she ate a chicken wing (without the skin).
Surprisingly it stayed down. For the most part, however, she followed
the meal plan outlined by the dietitian at the Obesity Treatment Cen-
ter. “I stuck to the meal plan but moved from stage to stage a little
quicker than many people—by the time | was e-mailed the Stage 4
diet, | was already on it.”

Laura is now almost five months out from surgery. Including the
twenty-six pounds she lost before the procedure, she is ninety pounds
lighter and plans to lose another forty or fifty pounds. She has not
weighed this little since she graduated from high school over twenty
years ago, and this time she knows it's off to stay. “This time it doesn't
feel like a diet—it feels permanent, like a new way of life.”

And for Laura her weight loss has brought a new sense of adven-
ture and confidence. “In the past | was tired all the time. I'd come
home from work, turn on the television, eat dinner, go to bed, and
start all over again in the morning. Now | am more open to going out,
| always want to be doing something. It could be as simple as taking
the dog on a long walk, going to exercise class, or a social event. |
am looking forward to a trip to Hawaii with my mother and a group
of friends. | can’t wait to get in the plane and not have to ask for a

K

seat belt extension




CHAPTER SEVEN

Exercise

Once I have surgery, what kind of an exercise pro-
gram should I be striving for?

After surgery the best exercise program is the one you will
stick with. For many people, daily exercise means the dif-
ference between achieving their ideal weight and settling for
a less dramatic success. In addition, as I noted earlier, with-
out exercise, many people begin to gain some weight back
after about a year of consistent weight loss.

Exercise can improve your overall health. It can also
markedly improve blood pressure, diabetes, and triglyceride
levels. If you haven't initiated an exercise program preop-
eratively, you should begin in earnest the day after surgery.
Walking from day one is designed to prevent complications
such as blood clots related to the surgery, but you can think
of it as the first day of the new you. And if you have already
been walking a bit preoperatively, walking the day after
surgery will not be such a daunting task.

107
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As you plan out your postsurgery exercise program it is
important to keep three things in mind: frequency, intensity,

and time (also known as the F.I.T. principle).

Frequency

How frequently you exercise will differ depending on your
fitness goals. Since your goal is weight loss, you will ulti-

mately need to exercise a minimum of six times a week.

Intensity

To make the most of your exercise program it is important
to work at the proper intensity. Intensity is how hard you
are pushing yourself. You want to be working hard enough
to achieve a training effect, that is, replacing fat with mus-
cle, but not so hard that your body kicks into anaerobic
metabolism.

How can you tell if you are exercising at the proper inten-
sity? Measuring your heart rate to determine whether you
are within your target range is simple. It’s all about your
pulse. One way is by checking your pulse and determining
your target heart rate. You can check your pulse in any num-
ber of locations —your neck, wrist, behind your knee, or on
your foot. These pulses are called the carotid, radial, pop-
liteal, and dorsalis pedis respectively. Your pulse is simply
your heart rate. Each beat of your heart creates a pu]se,
which you can feel and count.

As an example, right now find your pulse by placing your
index and middle fingers on the thumb side of your wrist.
Here you will feel your radial pulse. Count the number of
pulses over a ten-second period and multiply that by six.
This gives you your pulse or heart rate per minute. Your

heart rate (the number of times your heart beats per minute)
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is an indirect measurement of how hard you are exercising.
The target heart rate (THR) range is a common method of
measuring exercise intensity. In order to determine your tar-
get heart rate, you will first need to calculate your maximum
heart rate.

To figure your maximum heart rate use the following

formu]a:

220 — your age = maximum heart rate (MHR)
For example, for a 50-year-old male or female

220 — 50 = 170 beats per minute

In order to lose weight and achieve physical fitness it is
not necessary to work out at your maximum heart rate; in
fact this would be undesirable, especially as you begin a
regular exercise program. Studies have determined that
exercising at a heart rate of between 50 and 85 percent of
your maximum heart rate is sufficient to produce excellent
results and a training effect. Again using the same 50-year-
old man or woman to determine the THR use the following

equations:

170 x 0.50 = 85 beats per minute

170 X 0.85 = 145 beats per minute

The THR range is therefore 85 to 145 beats per minute.

Table 7.1 will help you determine your own target heart
rate and ten-second pulse.

Some people have a great deal of difficulty measuring

their pulse. Still others are on blood pressure medications,
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TABLE 7.1 Target Heart Rates

Age Maximum HR  Target HR 10-second pulse

20 200 100-170 17-28
25 195 98-166 17-28
30 190 95-162 16-27
35 185 92-157 16-27
40 180 90-153 15-26
45 175 88-149 15-26
50 170 85-145 14-25
55 165 82-140 14-25
60 160 80-136 13-24
65 155 78-131 13-24
70 150 75-128 12-23
75 145 72-123 12-23
80 140 70-119 11-22

which slow the heart rate. Beta-blockers for example gen-
erally drop the pulse to 60 beats per minute or less. People
on beta-blockers may find it impossible to achieve their tar-
get heart rate with exercise. This does not mean they should
not exercise or if they do that they will not be able to accu-
rately assess the intensity of their program.

The “Talk Test” is by far the easiest (and a fairly accu-
rate) method of determining whether a person is exercising
at the appropriate intensity to achieve aerobic fitness. As
you are exercising, you should be able to talk without huff-
ing and puffing excessively. On the other hand, if you could
easily deliver the Gettysburg Address, you need to push a
little harder.

Time
You will need (and want) to spend enough time on your

exercise program to achieve cardiovascular fitness and to
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promote weight loss. The bare minimum is thirty minutes,
three times a week (not including warm-up and cooldown
times). But for most of my patients, this is not enough. In
general we find weight loss and weight maintenance requires
a commitment of forty-five to sixty minutes per day, six to
seven days a week. This is true if you choose walking as your
exercise. If, however, you choose a higher intensity activity
like a stair-climber, jogging/running, Nordic track, kick-
boxing, or a spin class, you can probably lose weight or
maintain your weight loss with just thirty minutes per day.
My recommendation is to begin with walking. Choose the
more intense exercises once you have lost forty or fifty
pounds. This will protect your hips, knees, and ankles from
excessive stress and strain.

Some people who are either short on time or who have
difficulty exercising for a full forty-five to sixty minutes ask
me if it is possible to do more shorter sessions over the
course of the day. There is mounting evidence that a few
short exercise sessions during a day provide a person with
the same weight loss impact as one long session. This knowl-
edge allows a person to progress more quickly through the
initial conditioning and improvement stages of developing

an exercise program.

Developing Your Exercise Program

Now you that you are ready to begin an exercise program,
it’s important to plan it out. But remember nothing is in
stone. The American College of Sports Medicine (ACSM)
defines three stages of an aerobic exercise program. The
stages include an initial conditioning stage (approximately
the first four to six weeks —however, if you have not exer-

cised in a while, please extend this stage by another four
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weeks) followed by an improvement stage (anywhere from
twelve to twenty-four weeks). The final stage, maintenance,
is meant to last a lifetime.

Many people continue to become more fit even during the
maintenance phase, and it is during this phase that new
types of exercises may be attempted. When you reach the
maintenance phase it is very likely that you will still be los-
ing weight at a rapid pace and may still be recovering from
your surgery. Although many people consider training for a
road race or bike race once they reach the maintenance
phase, I suggest waiting until your weight has reached a rel-
atively stable point before getting involved in a competitive
event. As you progress through the stages remember the
recommended rate of progression is not set in stone. Some
people will get bored with the initial conditioning phase and
will want to move on to the improvement phase within two
weeks, whereas another person might spend twelve to six-
teen weeks working on the initial conditioning phase. Since
you will be recovering from a surgical procedure I suggest
taking things slowly. You have the rest of your life, the
important thing is daily exercise. Take your time, listen to
your body, and you will progress at the right pace. As you
develop your exercise plan, it is crucial to discuss your ini-
tial plan and your plans for progression with your personal
physician.

The next few pages will help you plan an exercise pro-
gram. The focus will be on a walking program, but other
forms of aerobic exercise are perfectly acceptable as long
as they allow you to achieve your desired heart rate and fit-
ness goals. In fact, many people may initially find walking
difficult due to knee or back problems. As you lose weight

walking becomes easier. Early on you may want to consider



Exercise

113

water walking, as this is much easier on your bones and
joints. Most large gyms will have a pool with a walking lane.

Again, before you jump into the exercise program out-
lined below be sure to discuss your exercise plan with your

surgeon and personal physician.

Initial Conditioning Phase

During the initial conditioning phase two things are crucial:
consistency and patience. You will not improve if you only
exercise once a week. Conversely, if you jump into exercise
and try to work out seven days a week, sixty minutes per
session, you may well experience an overuse injury. I sug-
gest the program outlined in Table 7.2. You should begin this
exercise program immediately following surgery.

I suggest trying to push for five times a week if your goal
i1s maximum weight loss. Table 7.3 gives you your target
heart rate range for the initial conditioning phase. If you
have not exercised in many years I suggest extending this
phase by four weeks. If this is your situation you may want
to plan to walk for ten minutes, three to five times a week
for the first four weeks, aiming for 50 to 60 percent of
MHR. After these initial four weeks jump into the program

as outlined above.

TABLE 7.2 Exercise Schedule for Initial Conditioning
Phase

Weeks Frequency Intensity Time

1-2 3-5 times a week  50-60% MHR 15 minutes
3-4 3-5 times a week  50-60% MHR 15-18 minutes
5-6 3-5 times a week  50-60% MHR  18-20 minutes

MHR = Maximum Heart Rate. Your target heart rate is 50 to 60 percent of the
MHR (see Table 7.3).
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TABLE 7.3 Target Heart Rates for Initial Conditioning
Phase

Age 50-60% MHR 10-second pulse
20 100-120 17-20
25 98-117 17-20
30 95-114 16-19
35 92-111 16-19
40 90-108 15-18
45 88-105 15-18
50 85-102 14-17
55 82-99 14-17
60 80-96 13-16
65 78-93 13-16
70 75-90 12-15
75 72-87 12-15
80 70-84 11-14
85 68-81 11-14

You are now ready to move to the improvement stage (see
Table 7.4). On average this stage will last anywhere between
twelve and twenty-four weeks. Again, you decide how
quickly to progress.

During the improvement stage it is up to you to determine
your goa]s. If you want to achieve the most in terms of
weight loss, I suggest working up to a frequency of six to
seven sessions per week. Let your body guide you regard-

TABLE 7.4 Exercise Schedule for Improvement Stage

Weeks Frequency Intensity Time

7-10 4-5 times a week  60-70% MHR 20 minutes
11-14 4-5 times a week  70-80% MHR 25 minutes
15-20 5-6 times a week  70-85% MHR 30 minutes
21-25 6-7 times a week  70-85% MHR  45-60 minutes
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ing intensity. It is perfectly acceptable to continue at 50 to
60 percent of the MHR during the improvement stage. The
target heart rates for the improvement stage are listed in
Table 7.5.

The maintenance stage requires persistence and commit-
ment. You have acquired the skills necessary to maintain an
exercise program for life. Staying committed is now the
challenge. Some people find that working with a partner
sustains enthusiasm. Many people find someone in their
weight loss support group to walk with. Other people
reward themselves with a prize if they accumulate a certain
number of miles per month. Charting mileage is fun. One of
my patients set ayearlong goal to walk one thousand miles.
She figured out where that would be traveling south from
her home and plotted her weekly progress on a AAA map.
At the end of the year she and her husband flew there for a

vacation.

TABLE 7.5 Target Heart Rates for Improvement Stage

Age 60-85% MHR 10-second pulse
20 120-170 20-28
25 117-166 20-28
30 114-162 19-27
35 111-157 19-27
40 108-153 18-26
45 105-149 18-26
50 102-145 17-25
55 99-140 17-25
60 96-136 16-24
65 93-131 16-24
70 90-128 15-23
75 87-123 15-23
80 84-119 14-22

85 81-115 14-22
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Another way to stay excited about exercise is to train for
a worthy cause. Walking for the American Heart Associa-
tion Walk or other charitable events can give your workout
a whole new energy and sense of purpose.

Finally, depending upon where you live in this country
you must plan how you will continue to maintain your exer-
cise program during the winter months. An excellent idea is
to purchase a treadmill, but be sure it’s an electric one. Self-
propelled treadmills are very difficult to work with and as
a result people give up. Some people join a gym in the win-
ter. Still others walk at a local mall or high school. Many
malls or high schools open early to accommodate walkers.

In general, during the maintenance stage you should p]an
on walking six to seven times a week at 70 to 85 percent of
your MHR. Each session should last about sixty minutes.
Again, you can customize this according to your fitness
goals.

Because you will want to continue your exercise program
for the rest of your life it is crucial to take steps to avoid
injury. Performing a warm-up and cooldown are two very
important components ofyour exercise program. For many
people who want to jump right into their exercise routine
this can seem tedious. I assure you, they are essential.

The warm-up consists of a five- to ten-minute period of
either stretching or a less intense version of whatever your
chosen exercise is. I generally recommend a slow walk. This
slow walk allows your body to reach your target heart rate
(whatever it may be) safely and comfortably.

The cooldown helps slow your heart down gradually.
Over the course of a five- to ten-minute slow walk you
should be able to bring your heart rate fairly close to your
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pre-exercise heart rate. Slowing your heart rate gradual]y
helps prevent blood from pooling in your legs, greatly
reducing the risk of fainting and lightheadedness. Stretch-
ing is also a good idea during the cooldown phase of your
program.

Remember, the warm-up and cooldown phases of your
exercise session do not count toward total time exercised. If
you are aiming for a sixty-minute program, the warm-up
and cooldown can add between ten and twenty minutes.

I have saved my most impor‘tant advice for the end of the
chapter. As you embark on an exercise program it is impor-
tant to be patient with yourself. You may not have enjoyed
exercise in the past, but if you give yourself eight to twelve
weeks (that puts you into the improvement stage) you will
find that your body can do more than you ever thought it
could. You will become proud of what you have accom-
plished. You may hate to admit it, but you will begin to enjoy
walking (or biking or swimming —whatever exercise you
have chosen). Even if you don’t quite get to the point of
ltking exercise, consider this: One of my patients told me,
“There is nothing like having exercised.” After a year of
regular exercise, he still didn’t enjoy the program, but he
knew he needed it and was committed to continuing. His
trick was to exercise first thing in the morning so that he
could get it over with and then start his day with that satis-
fying feeling of “having already exercised.”

Hopefully you will find exercise more enjoyable than my
patient but no matter how you accomplish it, exercise is
crucial to weight maintenance. Almost everyone will lose
weight following a gastric bypass, but in my experience the
only people who actually achieve their ideal body weight are
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those who exercise at least six or seven days a week. Why
not head out today to buy a good pair of walking shoes —
you will then be ready to begin getting started on the trip
toward better health.

“I come from a family of eaters,” Pat explains. “We eat when we are
sad, we eat when we are happy—everything calls for food.”

When Pat reached 297 pounds, he joined a medically supervised
weight loss program and managed to drop down to 244. Unfortu-
nately, as is all too frequently the case, the weight crept right back
on. In October of 1999, at 312 pounds, Pat began complaining of
fatigue and shoulder pain, which can be symptoms of underlying heart
disease.

The stress test (see Chapter Four) we ordered was abnormal and
he subsequently underwent a heart catheterization (a procedure in
which dye is injected into the coronary arteries via a thin, hollow plas-
tic tube to determine if they are blocked).

The catheterization was not reassuring. There were at least four
very significant blockages in his heart arteries. A bypass operation
(open-heart surgery in which a vein from the leg or an artery from the
breast is used to connect the aorta with a coronary artery just beyond
the blockage) was recommended.

Since Pat was in no immediate danger, he decided to go home and
think about his options. He already knew he had to go through with
the cardiac bypass. But he also knew he had to confront the larger
issue: he had to tackle his obesity.

Soon after his cardiac bypass, Pat and | began discussing gastric
bypass surgery. He listened carefully as | described the procedure,
and he clearly understood the risks and the potential benefits of this
surgery. To him, gastric bypass had nothing to do with looking bet-
ter—it was about becoming healthier and living longer.
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| was amused to discover that Pat never thought of himself as over-
weight: “I just thought of myself as a big, strong, Irish guy,” he said.
Once he had made the decision to undergo a gastric bypass, he didn't
feel the need to read extensively about the procedure. Nor was he
particularly nervous. He approached surgery in the same matter-of-
fact way he approached life. He understood that his weight was a
major health problem, one that he had been unable to tackle on his
own. He understood that gastric bypass was a tool that would allow
him to lose weight. Most importantly, he understood that once he had
the procedure, it would be up to him to keep the weight off long-term.

In December of 2000, Pat called the gastric bypass program at
New England Medical Center (NEMC) and requested an appointment.
He was surprised that the first available opening was not until August.
Due to the overwhelming interest in gastric bypass, this is the norm for
many programs. Since his work schedule had some flexibility, he asked
to be contacted if there was a cancellation, and four months later he
got lucky.

Pat met with the team at NEMC in March and was scheduled for
an August surgery date. Once again, however, a cancellation allowed
an earlier date. In June 2001, he went to NEMC for a day of labo-
ratory testing and gallbladder evaluation. He had been given cardiac
clearance from my group so further cardiac evaluation was unneces-
sary. He had no history of snoring, so a sleep study was also deemed
unnecessary.

His surgery was finally scheduled for the fifth of July. Pat doesn’t
recall being nervous or frightened. He believed he was doing the right
thing and knew he was in good hands. He felt confident that he would
make it through surgery. And although he knew that no surgery is with-
out risk, the prospect of a longer, healthier life made the risk worth
taking.

Pat sailed through surgery. The procedure itself took about four
hours and was done via a laparoscope. He left the hospital on July 7,
2001—his fifty-first birthday, a coincidence he saw as a sign that he
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had conquered the McCarthy legacy of an early death: he was going
to outlive all the men in his family.

Pat was surprised at how quickly he recovered. In part, this was
due to his presurgery exercise program. Prior to surgery, Pat gener-
ally worked out four to six days a week either officiating at women'’s
basketball games or on his Nordic track. Pat knew that conquering
his weight would make him a better referee.

Within a few days of his discharge Pat was back to work. He
attended a basketball tournament from July 27 to July 30, officiating
up to a few games a day. While he did feel quite weak at this first
tournament, at that point, only three weeks out from his procedure, he
had already lost 30 pounds. Within two months he lost 60 pounds.
Things slowed down a bit after the first 60 pounds, but at the sixmonth
point he had dropped a total of 90 pounds. Now almost two years
affer his gastric bypass, Pat has lost over 100 pounds.

Does he have any regrets2 Not really. He does admit that he is not
as strong as he was before the bypass. Before surgery, he could eas-
ily lift @ 350-pound engine alone—now his maximum is about 200
pounds. This is a concession he is more than willing to make.

Pat is still trying to figure out all the things he can and cannot eat,
and he still struggles with learning to eat more slowly and to take
smaller bites. Fifty years of habits are hard to break.
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Planning Checklist

for Gastric Bypass
Surgery

Please give me a checklist of things I need to think
about and/or accomplish in order to be successful in
losing weight using gastric bypass as a tool.

This is a very important request and can really serve as a

summary of this entire book.

e Determine if you are a candidate for this procedure:
Is your BMI in the right range? Are you mentally
prepared for the emotional ups and downs that will

occur following this surgery?

* Determine if you are ready to make the necessary
changes in diet and exercise required for a successful

outcome.
* Locate a bariatric surgeon in your area.

* Discuss the procedure with your primary care
doctor and if necessary ask for a referral to a
bariatric surgeon. Ask your primary care physician

and possibly other physicians for a letter of support.
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e Obtain insurance coverage.

e Attend an informational meeting at your chosen

center.

Complete your center’s presurgery program. Such a
program should include a thorough medical history
and physical, a nutritional consultation, a psycho-
logical evaluation, and a number of preoperative
blood tests, and possibly other studies such as a
sleep study, stress test, and gallbladder evaluation.
(There may be a weight loss requirement prior to
surgery.)

Prepare yourself emotionally and physically for
surgery. Make sure you have support at home when
you return from your hospital stay.

It is also crucial to have close contact with your
bariatric center after surgery. You will follow up
initially with your surgeon and nutritionist and later
with a general internist who is also typically part of
the team. Your center is also likely to have a support
group that meets once a month. Attending this can
keep you motivated and in contact with other people
who will be experiencing the same things you are
experiencing.

Finally, stay focused on your goal to become a
healthier, leaner person. Be faithful to your new diet
and exercise plan. Progress in your diet only as

directed by the nutritionist at your bariatric center.

I hope that you now have the information that you need
about the medical and psychological aspects of gastric
bypass surgery. If you decide gastric bypass surgery is right
for you, I wish you every success.
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Sample Letter from
Your Primary Care
Doctor or Surgeon

To Whom It May Concern:
Re: Donna Smith (DOB 11/30/69)

I am writing to request coverage for gastric bypass surgery
for my patient Ms. Donna Smith. Ms. Smith is a thirty-
three-year-old woman who is 5’3" tall and weighs 295
pounds, giving her a BMI of 52. She already suffers from
many obesity-related disorders including diabetes, hyper-
tension, hyperlipidemia, and sleep apnea. She has also been
diagnosed with polycystic ovary syndrome and has been
unable to become pregnant. I believe all her obesity-related
conditions will be markedly improved with gastric bypass
surgery.

I have been following Ms. Smith since she was eighteen
years old. In that time she has been on multiple diets. She
was on the Weight Watchers program for a period of one
year. During that time she lost 60 pounds but quickly
regained it. She has tried the Jenny Craig program without
success and was followed by our hospital dietitian for over

twelve months with little improvement.
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Ms. Smith has been a diabetic for the last eight years. She
is currently treated with Glucophage (metformin), Actos,
and a nighttime dose of insulin. Despite this triple drug reg-
imen, her blood sugar remains relatively poorly controlled.
Her most recent fasting blood sugar was 170 mg/dL and her
HAI1C was 8.0. I believe gastric bypass surgery would allow
discontinuation of most if not all of her diabetes medications
and allow full normalization of her blood sugar and HA1C.

Ms. Smith developed hypertension four years ago and is
currently on a beta-blocker with re]atively good control of
her blood pressure.

As is frequently seen in diabetics, Ms. Smith has had
difficult-to-control hyperlipidemia. Prior to beginning both
Lipitor and Tricor Ms. Smith had the following lipid profile:

Total cholesterol: 290 mg/dL.
Triglycerides: 590 mg/dL
HDL-C: 30 mg/dL

Direct LDL: 155 mg/dL

The combination of diabetes, hypertension, and hyper-
lipidemia puts Ms. Smith at very high risk for the develop-
ment of premenopausal heart disease.

Following polysomnography one year ago, Ms. Smith
was diagnosed with sleep apnea. Since her diagnosis she
has been treated with C-PAP (continuous positive airway
pressure). Ms. Smith has had a great deal of difficulty tol-
erating C-PAP, but has been reluctant to undergo uvulo-
palatopharyngoplasty (a surgical procedure designed to
increase the pharyngeal lumen by resecting redundant soft

tissue). Gastric bypass with resultant weight loss is likely to
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dramatically improve Ms. Smith’s sleep apnea and would
likely make surgery for sleep apnea unnecessary.

Finally, although Ms. Smith and her husband would like
to have a fami]y, they have been unable to conceive. Her
infertility is likely the result of polycystic ovary (PCO) syn-
drome, which was diagnosed seven years ago. Numerous
studies have reported successful pregnancies in women
diagnosed with PCO syndrome following gastric bypass
surgery.

In summary, I believe that most, if not all of Ms. Smith’s
obesity-related disorders would be fully corrected by gas-
tric bypass surgery. There is little doubt that surgery will
dramatically reduce her reliance on medications, will very
likely allow restoration of fertility, and will greatly reduce
the risk of future cardiovascular disease.

Please feel free to contact me should you require addi-

tional information or documentation of her dietary efforts.

Sincerely Yours,
Mary P. McGowan, M.D.
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Appeal Letter

To Whom It May Concern:

I am writing to appeal the denial (dated September 3,
20XX) I received regarding coverage for gastric bypass
surgery. After reviewing my policy and the current National
Institutes of Health guidelines for surgical eligibility,* I
have determined that I am a surgical candidate and should
be covered.

Although my policy specifically denies coverage for med-
ications to treat obesity, it says nothing about surgical treat-
ment for morbid obesity. Given the fact that I am 5’3" tall
and weigh 295 pounds (giving me a BMI of 52) and I
already suffer from many obesity-related disorders includ-
ing diabetes, hypertension, high cholesterol, sleep apnea,

*National Institutes of Health Guidelines for Surgical Eligibility:
1. A BMI of 40 or more, or in some cases a BMI over 35 in association with one
or more major obesity-related medical or physical problems.
2. Failed all previous attempts at weight reduction by conventional means (diet,
exercise, counseling, and weight loss medications).
3. No history of alcohol or substance abuse.
4. Realistic expectations of surgical outcome.

Copyright © 2004 by Mary McGowan. Click here for terms of use.
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and polycystic ovary syndrome, I am clearly a candidate for
surgery. There is little doubt that all of my obesity-related
conditions will be markedly improved with gastric bypass
surgery.

I have been obese since childhood and have been on mul-
tiple diets. I was on the Weight Watchers program for a
period of one year. During that time I lost 60 pounds but
quickly regained it. I have also tried the Jenny Craig pro-
gram without success and was followed by a local dietitian
for over twelve months with little improvement. During this
time | was followed by Dr. Mary P. McGowan. I enclose
copies of my weight loss and weight gain as documented by
Dr. McGowan in my medical record. As can be seen,
although I am able to lose weight with standard dietary
interventions, I have been unable to maintain my weight
loss.

I have been a diabetic for the last eight years. I am cur-
rently treated with Glucophage (metformin), Actos, and a
nighttime dose of insulin. Despite this triple drug regimen,
my blood sugar remains relatively poorly controlled. My
most recent fasting blood sugar was 170 mg/dL and my
HA1C was 8.0. Based on data reported by the American
Society for Bariatric Surgery, it is likely that gastric bypass
surgery would allow discontinuation of most if not all of my
diabetes medications and allow full normalization of both
my blood sugar and HAIC.

I developed high blood pressure four years ago and cur-
rently require metoprolol.

I also have a history of very high cholesterol and triglyc-
erides. Prior to beginning both Lipitor and Tricor I had the
following lipid profile:
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Total cholesterol: 290 mg/dL.
Triglycerides: 590 mg/dL
HDL-C: 30 mg/dL

Direct LDL: 155 mg/dL.

Dr. McGowan has explained that the combination of dia-
betes, high blood pressure, and high cholesterol puts me at
very high risk for the development of premenopausal heart
disease.

One year ago | began to experience sleepiness during the
day. Dr. McGowan asked me to have a sleep study called a
polysomnograph. The sleep study confirmed the diagnosis
of sleep apnea. Since my diagnosis I have been treated with
C-PAP (continuous positive airway pressure). I find C-PAP
difficult to tolerate, but I am reluctant to undergo uvulo-
palatopharyngoplasty (a surgical procedure designed to
increase the pharyngeal lumen by resecting redundant soft
tissue) because I have been told by my pulmonologist (Dr.
William Messanote) that gastric bypass with its attendant
weight loss would likely make this procedure unnecessary.
I enclose a letter (Exhibit A) from Dr. Messanote suggest-
ing I consider gastric bypass as an alternative to uvu-
lopalatopharyngoplasty.

Finally, although my husband and I would like to have a
family, we have been unable to conceive. There is little doubt
that my infertility is the direct result of polycystic ovary
(PCO) syndrome, which was diagnosed seven years ago.
My infertility specialist Dr. Shirley Galucki has informed
me that there are numerous studies that have reported suc-
cessful pregnancies in women diagnosed with PCO syn-
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drome following gastric bypass surgery. I enclose a letter
from Dr. Galucki (Exhibit B) indicating her belief that gas-
tric bypass surgery would likely dramatically improve my
chances of a successful pregnancy.

In summary, I believe that most, if not all of my obesity-
related disorders would be fully corrected by gastric bypass
surgery. There is little doubt that surgery will dramatically
reduce my reliance on medications, will very likely allow
restoration of fertility, and will greatly reduce the risk of
future cardiovascular disease.

In light of this additional information, I hope you will
reconsider my case and provide coverage for gastric bypass
surgery.

Sincerely Yours,
Donna Smith



APPENDIX D

Usetul Websites and
Sources of More
Information

General Information

American Society for Bariatric Surgery
7328 West University Avenue, Suite F
Gainesville, FL 32607

Phone: (352) 331-4900

Fax: (352) 331-4975

asbs.org

American Obesity Organization

obesity.org

Finding a Surgeon in Your Area

American Society of Bariatric Physicians
Phone: (303) 770-2526
asbp.org

Support Groups Online

obesit_yuncensored.com
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ACE inhibitors Angiotensin-converting enzyme inhibitors,
a class of blood pressure lowering medications. These
agents are especially useful for people with heart disease,
diabetes, or kidney disease. Examples include: benazepril
(Lotensin), captopril (Capoten), enalapril (Vasotec), fos-
inopril (Monopril), lisinopril (Prinivil, Zestril), moex-
ipril (Univasc), quinapril (Accupril), ramipril (Altace),
and trandolapril (Mavik).

Adrenaline A hormone produced by the adrenal gland.
This hormone is also known as epinephrine and is pro-

duced at times of fright, excitement, or anger.

Aerobic exercise Exercise in which the muscles utilize oxy-
gen (aerobic means “with oxygen”) to burn both sugar
and body fat. Examples include walking, running, swim-
ming, skiing, and cycling.

Anaerobic exercise Exercise that is performed in short,
intense bursts and does not utilize oxygen. Examples

include weight lifting and sprinting.
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Androgen A male hormone.

Anemia A condition in which the blood count is reduced.

Symptoms may include shortness of breath and fatigue.

Angina pectoris Chest pain or pressure resulting from
insufficient blood flow (and oxygen delivery) to the heart
muscle —typically, the result of blockages within the
coronary arteries. In some people angina is felt as arm,

jaw, or neck pain.
Angioplasty Sec coronary artery balloon angioplasty.

Anorexia nervosa A condition seen most commonly in
young women characterized by extreme fear of becom-
ing obese. Persons with this disorder have an aversion to
food and lose significant amounts of weight. This condi-

tion can be life threatening.

Anti-anginal A drug that relieves symptoms of angina

(chest pressure, back pain, jaw pain, shortness of breath).

Antihypertensive A medication that lowers blood

pressure.

Aorta The most important artery in the body. This blood
vessel carries blood away from the left side of the heart.
Many blood vessels including the coronary arteries
spring from the aorta.

Arrhythmia An electrical disturbance in the heart rhythm
that is often the result of underlying coronary artery
disease.

Arteries Blood vessels that carry oxygenated blood away
from the heart to the rest of the body. The only exception
is the pulmonary artery, which carries oxygen-poor
blood to the lungs from the right side of the heart.
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Arthritis A disorder characterized by inflammation of a
joint or joints.

Atherosclerosis A disease process that begins in childhood,
characterized by the gradual buildup of plaque within the
artery wall. Hypertension is a major risk factor for the
development of atherosclerosis. Other risk factors include
elevated cholesterol, cigarette smoking, diabetes, obesity,
and sedentary lifestyle. Cholesterol is the major con-
stituent of the plaque. When a plaque becomes unstable,
it can rupture and lead to angina or a heart attack.

Atropine A medication used to increase the heart rate.

Bariatric surgery One of several surgical procedures
designed to promote weight loss. All weight loss surgeries
restrict the size of the stomach (restrictive procedures).
In addition some weight loss surgeries also prevent the
absorption of calories and nutrients by bypassing a
portion of the small intestine. Examples include the
Roux-en-Y procedure, vertical-banded gastroplasty, bil-
iopancreatic diversion with duodenal switch, and gastric
banding.

Beta-blocker A medication used to treat high blood pres-
sure. Beta-blockers are also used in the treatment of

angina and reduce the risk of heart attack.

Biliopancreatic diversion with duodenal switch This
weight loss surgery is the classic malabsorptive proce-
dure. This surgery does not dramatically reduce the size
of the stomach, yet weight loss can be very significant. In
fact, this procedure is used most commonly with people
who need the most dramatic weight loss. Since the stom-

ach is not dramatically reduced in size, people can eat
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more following this type of surgery than following
restrictive surgery. In this procedure food bypasses con-
tact with most of the duodenum and all of the jejunum.
Instead, the very beginning of the duodenum (or first
part of the small intestine) is connected directly to the
ileum (last part of the small intestine), bypassing most of
the duodenum and the entire jejunum. The pancreas and
gallbladder have ducts that carry digestive juices and
enzymes to the duodenum. These enzymes and digestive
juices allow for the breakdown of the food we eat. Once
food is broken down it can be absorbed in the duodenum
and jejunum. Since this procedure prevents the digestive
juices and enzymes in the duodenum and jejunum from
making contact with food until almost the end of the
ileum, food is simply not absorbed effectively. This allows
dramatic weight loss to occur, but it also results in a num-

ber of complications.

Binge eating disorder (BED) Episodes of binge eating

that occur at least two days a week for a period of about
six months. In addition to consuming large amounts of
food over a period of about two hours, binge eaters
describe a sense of loss of control. Most binge eaters
describe eating very quickly and feeling very full. Binge
eaters usually eat alone and are very distressed by their
own behavior. People with BED do not vomit and do not
fast or exercise to excess to make up for the bingeing.

Body mass index (BMI) A measure of obesity calculated

by dividing a person’s weight in kilograms by his or her
height in meters squared.

Bulimia Self-induced vomiting, typically following binge

eating.
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Bupropion (Wellbutrin, Zyban) An antidepressant med-
ication that is also used in smoking cessation and may

promote weight loss.
Bypass See coronary artery bypass grafting.

C-PAP machine (continuous positive airway pressure
machine) A machine used to deliver oxygen to a sleep-

ing person WhO suffers fI'OIl’l sleep apnea.

Calcium channel blocker A type of medication used to
treat high blood pressure. Calcium channel blockers are
also used to treat angina and may reduce the risk of heart
attack.

Cardiac Pertaining to the heart.
Cardiac catheterization Sec coronary angiography.

Cardiac rehabilitation program A thrice weekly, medically
supervised exercise program attended by people with car-
diac disease. Such programs also generally include advice

on diet, smoking cessation, and stress reduction.

Cardiac risk factors Aspects of one’s life that predispose
to the development of cardiac disease. These include high
blood pressure, elevated cholesterol, smoking, diabetes,
family history of heart disease, obesity, a sedentary life-
style, stress, elevated blood homocysteine, elevated lipo—
protein (a), elevated C-reactive protein, being a male over

the age of forty-five, or being a postmenopausal female.
Cardiac stress test Sec electrocardiogram.

Carotid arteries Arteries in the neck that arise from the

aorta and carry blood to the brain.

Carotid endarterectomy A surgical procedure performed
when the carotid arteries are occluded with cholesterol

plaque.
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Cataract A condition characterized by clouding of the lens
of the eye. Most people with cataracts experience blurred
vision.

Catheterization Sec coronary angiography.

Cerebrovascular Pertaining to the blood vessels serving
the brain.

Cerebrovascular disease Blockages in the blood vessels

serving the brain that can result in stroke.

Cholesterol A white waxy substance found only in prod-
ucts of animal origin, including egg yolks, meat, cheese,
milk, and ice cream. Cholesterol is also produced by all
the cells of the body, especially by the liver cells. Small

amounts are necessary to make cell Wa.llS and hormones.

Claudication Pain in the lower extremities resulting from

inadequate circulation.

Coronary angiography A procedure in which dye is
injected into the coronary arteries via a flexible catheter
(a thin, hollow plastic tube) to determine if these arteries

have significant blockages.

Coronary artery An artery that supplies blood and oxy-
gen to the heart muscle. Coronary arteries arise from the
aorta. The major arteries include the right coronary
artery and the left main artery, which quickly divides into

the circumflex and left anterior descending arteries.

Coronary artery balloon angioplasty A procedure in
which a thin catheter containing an inflatable balloon is
used to open a blocked artery. A metal stent is often
placed in the artery at the site of the blockage to prevent
the artery from closing following an angioplasty.
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Coronary artery bypass grafting Open-heart surgery in
which a leg vein (saphenous vein) or breast artery (mam-
mary artery) is used to connect the aorta with a coronary
artery just beyond a b]ockage.

Coronary artery disease (CAD) A progressive disorder
caused by blockages within the coronary arteries. After-
effects of this disease include angina pectoris, heart
attack, or sudden cardiac death. Individuals with CAD
require lifestyle changes, risk factor reduction, and may

require coronary artery bypass grafting or angioplasty.

Dexfenfluramine (Redux) A weight loss medication that
was taken off the market in the late 1990s due to valvular
heart disease and the potential deadly side effect of pri-
mary pulmonary hypertension (a restrictive lung disease).

Diabetes Repeated fasting blood sugar levels above
126 mg/dL.

Dialysis A procedure used in kidney failure to maintain
e]ectro]yte balance and to remove wastes and toxins from
the blood. Hemodialysis is performed in a specialized
center three times a week. Continuous ambulatory peri-
toneal dialysis (CAPD) is an alternative to hemodialysis
performed by the person with kidney failure. CAPD
involves instilling fluid into the abdominal cavity for sev-
eral hours; the fluid is then drained, taking with it waste

fluids and toxins.

Diastolic blood pressure The pressure in the body’s arter-
les between heartbeats (as the heart is filling with

oxygen-rich blood returning from the lungs).

Dobutamine A medication that makes the heart beat faster

and stronger.
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Dumping syndrome A syndrome caused by food passing
quickly from the small stomach pouch into the jejunum.
Symptoms include nausea, bloating, stomach cramps, and
diarrhea. The dumping syndrome generally occurs after
a person eats sweets. It is believed that part of the suc-
cess of the Roux-en-Y procedure is due to the fact that
when people find that eating sweets causes this problem

they stop eating them.

Duodenum The first portion of the small intestine. Vita-
min D, calcium, and nutrients are absorbed in this por-

tion of the small intestine.

Echocardiogram A painless procedure that uses sound

waves to assess heart muscle and valve function.

Edema Swelling of body tissue due to the buildup of salt
and water. In most cases it is the ankles and lower legs
that swell.

Electrocardiogram Often referred to as an EKG or ECG,
an electrocardiogram is a painless procedure in which
electrodes are placed on the chest wall, arms, and legs
and used to monitor electrical impulses as they pass
through the heart muscle, controlling its activity. In some
situations an EKG is combined with exercise (a stress
test). This is done to detect electrical disturbances that

might not be evident at rest.
Endothelium The inner lining of an artery.

Esophagus The “food tube” connecting the mouth with the

stomach.

Fat-soluble vitamins Include vitamins A, D, E, and K.
Deficiency in these vitamins can result after some weight

loss surgeries.
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Fatty liver A condition in which the liver tissue becomes
overloaded with fat cells; seen commonly in people who
are obese and have diabetes or hypertriglyceridemia.

Fatty liver often resolves with weight loss.

F.I.T. (frequency/intensity/time) principle The three
things that must be kept in mind as a person develops

an exercise program.

Gallstones Found in the gallbladder or bile duct and
composed of cholesterol, calcium bilirubinate, and cal-

cium carbonate.

Gastric banding Weight loss procedure that uses an in-
flatable silicone band to divide the stomach and create a
very small stomach pouch. While the diameter of the
band is generally about two inches (five centimeters),
this can be adjusted by pumping saline into the band
from a reservoir implanted under the skin. Blockage of
the band can be problematic, and unfortunately the res-
ervoir implanted beneath the skin doesn’t last forever.
Consequently, weight regain with this method fre-
quently occurs. This procedure can result in iron and

vitamin B, deficiency.

Gastric bypass surgery A procedure used to treat mor-
bid obesity. A small pouch is constructed between the
esophagus and the intestines. The stomach is bypassed

and the pouch serves as a new and very small stomach.
Genetics The study of heredity.

Ghrelin A recently discovered hormone that is secreted
by endocrine cells within the stomach. Blood ghrelin
levels rise prior to meals and in the face of food restric-

tion or starvation.
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Gout A disorder characterized by an elevated blood uric
acid level and severe, recurrent attacks of joint pain (gen-
erally in the great toe) caused by the deposition of uric

acid crystals in the connective tissues of the joint.
Heart attack See myocardial infarction.

Heart failure Frequently called congestive heart failure,
this is a condition that occurs when the heart muscle is
unable to adequately pump blood from the heart to the
rest of the body. People with heart failure will often expe-
rience fluid buildup in the ankles, feet, and lungs. Heart
failure can occur following a heart attack, especially

when a 1arge amount of heart muscle has been damaged.

Hernia Protrusion of intestine through the abdominal wall
(in the case of an abdominal or umbilical hernia) or
through the inguinal canal (in the case of an inguinal her-
nia). Abdominal hernias often occur following surgery
involving an abdominal incision. Consequently, these her-

nias are often called incisional hernias.
High blood pressure See hypertension.

High-density lipoprotein cholesterol (HDL-C) Often
referred to as the good cholesterol, high levels of this
lipoprotein protect against the development of cardiac
disease through a process called reverse cholesterol

transport.

HMG CoA reductase inhibitor A class of cholesterol-
lowering drugs including atorvastatin (Lipitor), lovastatin
(Mevacor), simvastatin (Zocor), pravastatin (Pravachol),
and fluvastatin (Lescol).

Hypercholesterolemia An elevated blood cholesterol level.
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Hypercortisolism (Cushing’s syndrome) A disorder char-
acterized by the overproduction of cortisol from the
adrenal gland. One of the findings in this disorder is high
blood pressure.

Hypertension A condition characterized by sustained high
blood pressure and an increased risk of heart disease,
stroke, and kidney failure. While lifestyle changes such
as salt and alcohol restriction, exercise, weight loss, and
smoking cessation may normalize blood pressure, there

are cases when medications are necessary.

Hyperthyroidism A condition in which the thyroid gland
is overactive. This condition can lead to high blood pres-

sure. Therapy may involve either medications or surgery.
Hypoglycemia Low blood sugar.

Hypothalamus The portion of the brain responsible for
water balance, sugar and fat metabolism, and regulation

of body temperature.

Hypothyroidism A condition in which the thyroid gland is
underactive. This condition can lead to high blood pres-
sure. Therapy involves daily thyroid replacement in the
form of a pill.

Ileum The third and final portion of the small intestine.

Infertility Inability or reduced ability to become pregnant

and deliver a live infant.

Insulin A hormone produced by the pancreas. This hor-

mone promotes the entry of sugar into the cells.

Insulin resistance A disorder characterized by decreased

responsiveness to the hormone insulin. As compared to
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people without insulin resistance, persons with this
disorder must produce significantly larger amounts of
1% g Ly g

insulin to maintain the same blood sugar level.

Ischemia An imbalance between the oxygen demand of a
portion of the heart muscle and the oxygen suppl_y deliv-
ered to that portion of the heart muscle. Ischemia is the
result of a blockage within one or more of the coronary

arteries.

Jejunum The second portion of the small intestine. This
portion of the small intestine is responsible for calcium,

vitamin D, and nutrient absorption.

Laparoscope A surgical instrument with a small light on
the end. Weight loss surgery is frequently performed with

the Zild OF a 1aparoscope.

Lipid A blood fat. Examples include LDL-cholesterol,
HDL-cholesterol, and triglycerides.

Low-density lipoprotein cholesterol (LDL-C) Often
referred to as the bad cholesterol, elevated levels of this

blood fat increase the risk of developing heart disease.

Malabsorptive surgery A weight loss surgery in which a
large portion of the small intestine is bypassed result-
ing in the inability to absorb calories. Most weight loss
procdures have both restrictive and malabsorptive

components.

Menopause The time in a woman'’s life when the ovaries
cease to produce the female hormones estrogen and pro-
gesterone. In the United States the average woman enters
menopause at about age fifty-one. Smokers tend to enter

menopause at an earlier age.
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Monounsaturated fat The type of fat found in canola oil,
olive oil, and peanut oil. This type of fat is also present in
avocados and peanuts. When this type of fat is substi-
tuted for saturated fat, total cholesterol level will fall and
the HDL-cholesterol level may rise.

Myocardial infarction A heart attack. This condition
develops when an area of heart muscle is deprived of
oxygen. The result is cellular death and eventual scar

formation.

National Institutes of Health (NIH) A large govern-
mental organization that performs independent research,
conducts national health surveys, produces consensus
documents regarding disease states, and provides worthy
scientists throughout the United States with research

grants.
Normotensive Having normal blood pressure.

Obesity Having a body mass index (BMI) over 30. Class
I obesity is defined as a BMI between 30 and 34.9; Class
IT and III obesity are defined as a BMI between 35 and
39.9 and greater than or equal to 40 respectively.

Obesity-related illness A condition or disorder that devel-
ops asa result of obesity. These include elevated choles-
terol and triglycerides, gallstones, pancreatitis, abdominal
hernia, fatty liver, diabetes and prediabetes, polycystic
ovary syndrome, high blood pressure, heart disease, pul-
monary hypertension, stroke, blood clots in the legs and
lungs, sleep apnea, arthritis, gout, lower back pain, infer-

tility, urinary incontinence, and cataracts.

Obstructive sleep apnea A disorder caused by airway

obstruction during sleep and characterized by snoring,
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gasping, and apnea (lack of breathing) during sleep.
Sleep apnea is associated with daytime drowsiness and
high blood pressure. Therapy typically involves weight
loss and alcohol restriction. At times facial appliances are
utilized to prevent airway obstruction during sleep.

Occasionally surgery will be required.

Orlistat (Xenical) A weight loss medication that works by

preventing fat absorption.

Pancreas An endocrine gland that makes insulin and diges-
tive juices. Digestive juices made in the pancreas flow
through the pancreatic duct into the duodenum (first part
of the small intestine). The pancreatic juices aid in
digestion.

Peripheral vascular disease A disorder characterized by
atherosclerosis of the lower extremities. The most com-
mon symptom of PVD is claudication or leg pain that

occurs with walking.

Persantine sestamibi stress test A test used to assess the
health of a person’s heart without requiring exercise. Per-
santine is injected into a person’s vein and makes the
heart beat faster and more forcefully (mimicking exer-
cise). Sestamibi is a nuclear isotope that finds its way into
healthy heart muscle cells. This study takes about three
hours to complete and requires both radiographic pic-
tures and electrocardiograms.

Phentermine (Ionamin) A weight loss medication that
works by suppressing appetite.

Pituitary gland A small endocrine gland found at the
base of the brain. The pituitary gland secretes various

hormones that serve to regulate many bodily processes
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including growth and reproduction and multiple meta-

bolic activities.

Placebo An inert medication or sugar pill often used in

research trials.

Plaque A blockage within an artery composed of choles-
terol, cellular debris, inflammatory cells, and fibrous

material.
Platelet Blood-clotting cell.

Pneumonia Infection in the lungs. Pneumonia caused by a

bacteria typically requires antibiotics.

Polycystic ovary syndrome (PCO syndrome) A disease
in which women fail to ovulate regularly. Some women
with PCO syndrome fail to ovulate at all. The ovaries of

women with PCO syndrome have many cysts.

Polyunsaturated fat The type of fat found in corn, sun-
flower, and safflower oils. When this type of fat is sub-
stituted for saturated fat, both total and HDL-cholesterol
levels may fall.

Primary aldosteronism A disorder caused by a tumor in
one of the two adrenal glands or caused by diffuse
enlargement of both adrenal glands. One of the major

findings in primary aldosteronism is high blood pressure.

Pulse Beating of an artery that can be felt with the fingers
and used to determine heart rate. While there are many
locations on the body where a pulse can be felt, the most
common are the carotid (in the neck) and the radial (in
the wrist).

Restrictive procedure A type of weight loss procedure in
which the size of the stomach is dramatically reduced.

Weight loss occurs because of the inability to consume
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more than very small portions. Most weight loss surgeries

include both a restrictive and a malabsorptive portion.

Roux-en-Y procedure This surgical weight loss procedure
(named after Cesar Roux, a Swiss surgeon) creates a
very small stomach pouch, which is stapled horizontally,
separating it from the rest of the stomach. In some cases
the small stomach pouch is physically separated from the
rest of the stomach. Initially the stomach pouch can hold
about one to two tablespoons of food. The small intestine
is cut near the beginning of the jejunum (second part of
the small intestine), and the long portion of the jejunum
is attached to the newly created small stomach. Food
travels from the small stomach directly into the jejunum.
Digestive juices and bile still enter the duodenum, but
these juices do not meet the food until farther down-
stream where the portion of the intestines containing the
digestive juices is reunited with the portion containing
food. Since food is in contact with the digestive juices for
less than the normal period of time, some malabsorption
occurs. The Roux-en-Y is generally accepted to be the

best and safest bariatric procedure.

Saturated fat The type of fat found in butter, cheese, whole
milk, ice cream, white marbling in meat, and palm and
coconut oils. This type of fat is known to increase choles-

terol levels dramatically.

Sibutramine (Meridia) A weight loss medication that
works by suppressing appetite.

Sleep apnea A disorder that primarily affects overweight
people. The definition of sleep apnea is the complete ces-
sation of airflow at the nose and mouth multiple times

during an hour of sleep. Sleep apnea may be treated with
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a C-PAP (continuous positive airway pressure) machine,
which delivers oxygen to a sleeping person. Symptoms of
sleep apnea may include daytime sleepiness and difficulty

concentrating.

Small intestine The portion of the gastrointestinal tract
between the stomach and large intestine. The small intes-
tine is responsible for the absorption of vitamins, miner-
als, nutrients, and calories. The small intestine 1s divided

into three parts: the duodenum, jejunum, and ileum.

Spleen An abdominal organ that aids in fighting infections.
This organ can occasionally be injured during weight loss
surgery.

Stress test See electrocardiogram.

Stroke Partial or total loss of function of a part of the body
due to brain damage resulting from an interruption of
blood flow to the brain.

Syndrome X A dysmetabolic disorder characterized by
high blood pressure, insulin resistance (prediabetes), and
high blood triglycerides and low HDL-cholesterol (the
protective cholesterol). This syndrome dramatically
increases the risk for premature heart disease and has

both a genetic and environmental basis.

Target heart rate The goal heart rate during exercise. In
general the target heart rate is between 50 and 85 percent
of a person’s maximum heart rate (an easy way to calcu-

late the maximum heart rate is to subtract a person’s age

from 220).

Triglyceride One of the blood fats. Triglycerides may
be made by the liver or ingested through the diet. An
elevated triglyceride level appears to be a strong pre-
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dictor of developing heart disease, high blood pressure,
and diabetes.

Ultrasound An inaudible sound used to produce an image

or photograph of an organ or tissue within the body.

Vertical-banded gastroplasty Vertical-banded gastro-
plasty is a purely restrictive weight loss procedure. In
vertical-banded gastroplasty the stomach is stapled fairly
close to where the esophagus meets the stomach. The sta-
ples are placed in a vertical fashion and a polypropylene
(plastic) band is placed near the bottom of the staple line.
The stapling results in a very small stomach, while the
band restricts how quickly food can leave this reduced

POLICh.

Vitamin B,, A vitamin found in food and supplements.
Vitamin B, is absorbed in the stomach. Deficiency can

result in a disorder called pernicious anemia.
Weight loss surgery Sec bariatric surgery.
Wellbutrin See bupropion.
Zyban See bupropion.
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Abdominal hernia, 3, 8, 35,
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Abdominoplasty, 75

ACE inhibitors, 133

Adrenal glands, 59

Adrenaline, 133

Aerobic exercise, 112, 133

Age and surgery, 4-5
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Alvarado Hospital and
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Medicine (ACSM),
111

American Obesity
Organization, 131
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Anaerobic metabolism, 108

Androgen, 59, 134

Anemia, 19, 23, 134
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Angina pectoris, 134

Angioplasty. See Coronary
artery balloon
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Anorexia nervosa, 4, 6,
134

Anti-anginals, 134
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Antidepressants, 6
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exercise and, 60

return of, 27-28
Arrhythmia, 134
Arteries, 134
Arthritis, 3, 8, 35, 51, 135
Atherosclerosis, 135
Atropine, 44, 135

B
Back pain. See Lower back
pain
Balsiger, Bruno, 26-27,
36-37
Bariatric surgery. See also
Biliopancreatic diversion
with duodenal switch
(BDDS); Gastric
banding; Gastric bypass
surgery (GBS);
Malabsorptive surgery;
Restrictive procedures;
Roux-en-Y procedure;
Vertical-banded
gastroplasty
candidates for, 1-13
case histories, 13, 28—29,
38-40, 61-63, 77-82,
105-6, 118-20
defined, 135
“Batwings,” 76
BDDS. See Biliopancreatic
diversion with duodenal

switch

Beta-blockers, 44, 110, 135
Biliopancreatic diversion
with duodenal switch
(BDDYS), xix, 17
complications of, 23-24
description of, 21-23,
135-36
illustration of, 22
Binge eating disorder
(BED), 5-6, 48, 136
Birth defects, 59
Blockage, postsurgical, 20,
21
Blood clots
exercise and, 107
following surgery, 31-32
obesity and, 3, 8, 35, 51
pregnancy and, 59
prevention of, 66
Blood pressure, high. See
Hypertension
Blood thinners, 31, 66
Body mass index (BMI), ix,
x, xvill, 3, 4, 7
charts, 2-3
defined, 136
determination of, 1
Breast surgery,
reconstructive, 76
Breathing tube, 65
Bulimia, 4, 6, 136
Bupropion (Wellbutrin,
Zyban), 47, 137
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C
Calcium, 15, 70, 95
Calcium channel blockers,
44, 137
Calcium citrate, 95
Calories
intake prior to surgery, 84
liquid, 73, 83, 100
Carbohydrates, 94
complex, 83
Cardiac, defined, 137
Cardiac catheterization. See
Coronary angiography
Cardiac rehabilitation
programs, 137
Cardiac risk factors, 137
Cardiac stress test. See
Electrocardiogram
(EKG)
Carotid arteries, 137
Carotid endarterectomy, 137
Carotid pulse, 108
Cataracts, 3, 8, 35, 51, 138
Catheter, bladder, 65-66
Catholic Medical Center’s
Obesity Treatment
Center, xi, 13, 81, 90
Cerebrovascular, defined,
138
Cerebrovascular disease,
138
Children, bariatric surgery
for, 5

Cholesterol, 1x, xi1, 3, 8, 11,
41, 44, 51
in children, 5
defined, 138
high-density lipoprotein,
142
low-density lipoprotein,
144
Claudication, 138
Complex carbohydrates,
83
Complications. Se¢ also Risks
of BDDS, 23-24
in first months post-
surgery, 68-71
of gastric banding, 70
of Roux-en-Y procedure,
24,70
Compression stockings, 31,
66, 80
Constipation, 37
Coronary angiography, 118,
138
Coronary artery, 138
Coronary artery balloon
angioplasty, 42, 134,
138
Coronary artery bypass
grafting, 42, 118, 139
Coronary artery disease
(CAD), 44, 139
C-PAP machine, x, 62,
66-67, 137
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Cuddihy, Jacquie (diet tips),
90, 91, 92-93, 94-95,
96-97, 100-101

Cummings, David, 16-17

D
Dartmouth Medical Center,
29
Death. See Mortality rates
Dehydration, 68-69, 90, 93,
100
Depression, 6, 47-49
Dexfenfluramine (Redux),
139
Diabetes, i1x, x, 3, 8, 11, 35,
41, 51, 76
in children, 5
defined, 139
exercise and, 107
gestational, 72
pregnancy and, 59, 71, 72
wound healing and, 33
Diabetes medications, 44
Dialysis, 139
Diarrhea, 23, 37. See also
Dumping syndrome
Diastolic blood pressure,
139
Diet. See Nutrition/diet
Dobutamine, 43-44, 45, 139
Dorsalis pedis pulse, 108
Dumping syndrome, 25-27,
69, 83, 91, 94

decreased severity of,
26-27

described, 25-26, 140

pregnancy and, 72

prevention of, 26

Duodenum, 15, 21, 23, 140

E
Eating disorders. See
Anorexia nervosa; Binge
eating disorder (BED);
Bulimia
Echocardiogram, 43-44, 45,
140
Edema, 140
Electrocardiogram (EKG),
41-43, 60, 140
Emotional health, 4, 47-48.
See also Psychological
counseling;
Psychological evaluation
Endoscopy, 69, 81
Endothelium, 140
Esophagus, 15, 18, 20, 140
Exercise, 53, 74, 101,
107-20
cool-down from, 111,
116-17
developing a program,
111-13
frequency of, 108
improvement stage, 112,

114-15, 117
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initial conditioning stage,
111-12, 113-14

injury avoidance, 116

intensity of, 108-10

maintenance stage, 112,
115-17

prior to surgery, 35, 60-61

time spent on, 110-11

warm-up for, 111, 116,
117

Exercise prescription, 42

F
Fagerstrém Nicotine
Dependency
Assessment, 47
Family support, 50-53
Fats, 85
monounsaturated, 145
polyunsaturated, 147
saturated, 148
Fat-soluble vitamins, 23, 140
Fatty liver, 3, 8, 35, 51, 141
Ferric iron, 19
Ferrous iron, 19
Fiber, 85
F.I.T. principle, 108, 141. See
also Frequency of
exercise; Intensity of
exercise; Time spent
exercising
Food intolerances, 37,

69-70, 98, 100

Frequency of exercise, 108

Fried foods, 100

G
Gallbladder, 23, 37-38
Gallstones, 3, 8, 35, 51
defined, 141
likelihood of developing,
37-38
preventive medication, 38,
66
Gastric acid, 19
Gastric banding, xix, 17, 18
complications of, 70
description of, 20-21,
141
illustration of, 19
Gastric bypass surgery
(GBS). See also Bariatric
surgery; Nutrition/diet;
Postsurgical concerns;
Presurgical preparation;
Risks
defined, 141
overall satisfaction from,
36-37
planning checklist for,
121-22
Gastritis, 70
Gastroesophageal reflux, x,
20
Gastrographin x-ray studies,

32, 63, 80, 105
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