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The right patient



NICE Guidance 

(2002)Indications for 

surgery

 BMI >40 or BMI >35 with serious co-morbid 
disease treatable by weight loss

 minimum of 5 years obesity

 failure of conservative treatment

 no alcoholism or major psychiatric illness

 avoid if likely to get pregnant within 2 years

 lower age limit of 18 years

 acceptable operative risk



Updated NICE guidance 

(December 2006)

 If BMI>50 proceed straight to surgery

 Lower age limit waived



BMI >40 or BMI >35 with serious co-morbid 
disease treatable by weight loss

 BMI>40 results in 10-15 years reduced life expectancy

 BMI >35 with co-morbidity improved by weight loss
 Metabolic syndrome

 Type II diabetes

 Dyslipidaemia

 Hypertension

 Obstructive sleep apnoea

 Others
 Severe joint pain, angina, etc. 

 ?BMI 30-35
 Currently being evaluated

 Recent IFSO position statement (March 2014)



Minimum of 5 years obesity

 Rarely a problem

 Usually present in 

UK during 4-5th

decades

 Often present since 

childhood or birth of 

first baby



Failure of conservative 

treatment

 Dietitians

 Weight watchers/Slimming world

 Orlistat/(Sibutramine)/(Rimonabant)

 Medical weight loss clinic

 Metabolic clinic

 Physiotherapy

 Hypnotherapy



No alcoholism or major psychiatric 

illness

 Need to be abstinent from alcohol

 Consult a psychiatrist if necessary

 Schizophrenia, borderline personality, 

active suicidal ideation, uncontrolled 

depression (?absolute contraindications)



Avoid if likely to get pregnant 

within 2 years

 Need to take contraceptive 

precautions



Age limits

 Relative

 Results better in younger patients

 With resource constraints who should 

have priority in the NHS?

 Young patient with no co-morbidity

 Older patient with co-morbidity



Acceptable operative risk on 

preoperative assessment

 Morbidity – 5-30%

 Peri-operative mortality 

 Banding < 0.1%

 Bypass/sleeve < 0.5%

 Higher with co-morbidities and re-do 

surgery

 3/4100 (2013 NHS surgeon outcome data)



Summary – selecting the right patient

 Usually no problem deciding suitability 

against NICE criteria

 Beware binge eaters/nibblers/sweet eaters

 Patients must agree to lifelong follow-up

 Patients must have sufficient intelligence 

to understand the surgery
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The right operation



What are the objectives of 

surgery?

 Remove as much 
excess weight as 
possible
 Mortality  BMI

 Improvement in co-
morbidites

 Type II diabetes

 OSA

 HBP, lipids

 QoL

 Musculo-skeletal 
problems



Considerations

 What does the patient want?

 What am I trained to do?

 Which operation gives me the best results?

 Should I tailor my operation to the patient?



Pure 

restriction
Pure 

malabsorption

Jejuno-ileal 

bypass

VBG

Gastric banding

Sleeve 

gastrectomy

Proximal 

gastric 

bypass Standard BPD

BPD plus 

Duodenal 

switch

Options: restriction vs malabsorption

Distal gastric 

bypass  OR



Laparoscopic gastric banding



MIDBAND

SAGB LAPBAND

AMI BAND



Laparoscopic sleeve gastrectomy

32-36Fr 

bougie



Laparoscopic roux-en-Y gastric bypass



Malabsorptive procedures

BPD + duodenal switchStandard bilopancreatic diversion (BPD)

Scopinaro operation

50cm

200cm
150cm

100cm



Commonest procedures 

worldwide – IFSO (2003)

(%)

 Laparoscopic gastric bypass 25.67

 Laparoscopic gastric banding 24.16

 Open gastric bypass 23.07

 Lap/open distal gastric bypass 16.37

 Open VBG 4.25

 Open DS 2.03

 Laparoscopic VBG 1.18

60% laparoscopic



SOS study – Weight loss over time v procedure



NBSR Results (to March 

2010)

 84 surgeons in 84 hospitals

 68.8% NHS, 30.9% self funded, 0.3% insured

 3187 bypasses, 2132 bands, 588 sleeves

 0.1% in-hospital mortality for primary ops

 2.6% post-operative morbidity

 57.8% XS weight loss

 43.2% band; 67.8% bypass, 54.0% sleeve 

 85.5% resolution of diabetes

 60.2% resolution of sleep apnoea



Sheffield (RA only) laparoscopic 

gastric bypass results

 1600 lap gastric bypasses

 May 2004 – May 2014

 1378 females; 222 males

 Median age 46 years (range 14-73)

 Median BMI 58 (range 38-107)

 36% type II diabetes



Resolution of type II diabetes (RA)

 Complete resolution at 4 weeks = 82%

 Partial resolution at 4 weeks = 14%

 ie: % patients with improved/”cured” 

type II diabetes = 96%



Results of surgery in the 

treatment of type II diabetes

% resolution

 Banding 50%

 Sleeve 50-60%

 Bypass 95%

 BPD 99%

 DS 100%



Results of surgery in the 

treatment of hypertension

% resolution

 Banding 30-40%

 Sleeve 40-50%

 Bypass 60-70%

 BPD 80%

 DS 90%



Decision making : summary
 What does the patient want?

 What can I offer?

 Banding

 Smaller patients (BMI<40)

 Non-diabetics

 Volume eaters

 Bypass

 Bigger patients (BMI>40)

 Nibblers/Sweet eaters

 Type II diabetics

 Sleeve

 Super obese (BMI>60)

 Males

 Patient preference



Conclusions (1)

 Right patient

 Selection usually straight forward

 Younger the better

 Previous success at weight loss

 Right operation

 Patient preference after counselling

 Depends on BMI and eating habits



Conclusions (2)

 Excellent resolution of type II diabetes 

 Excellent resolution of obstructive 

sleep apnoea

 Significant improvement in blood 

pressure and other co-morbidities

 Highly cost effective treatment
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