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1ds as much as $147 billion
e direct and indirect costs



case

Cirrhosis

. Stress urinary incontinence

Why Care?
ks Associated with
Obesity

Venous stasis/superficial

phlebitis
DVT/PE

Hernias iinguinal, ventral,
umbilical, incisional)

PCOS

Cancer (colon, prostate,
breast, uterine)

Cellulitis, panniculitis, post-
op wound infections

DJD, OA
Psuedotumor cerebri
Depression






)LV ass Index (BMI)

~ Ibs/in?*x 703



WEIGHT FOR HEIGHT CHART
FOR MEN AND WOMEN FROM 18 YEARS AND OVER
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<18.5 Underweight
<16 Severe thinness
16 -16.9 Moderate thinness

17 -18.4 Mild thinness
18.5-24.9 Healthy weight
25.0-29.9 Overweight
30.0 - 34.9 Class I obesity
35.0 - 39.9 Class II obesity
40 - 49.9 Class III obesity (extreme or morbid)

>50

Class IV obesity (super morbid)

World Health Organization 2004



in Children

= below 5t percentile
th to 85th percentile
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Body mass index-for-age percentiles:
Boys, 2 to 20 years

A 10-year-old boy with
a bmi of 23 would be in
the obeses category

{95th percentile or L]

]
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A 10-year-old boy with -
a bmi of 21 would be in
the overweight category
{85th to less than 95th
percentile).

]

A 10-year-old boy with
a BMI of 13 would be in

A 10-year-old boy with the underweight category

| @ BMI of 18 would be in [
| the healthy weight TTTTT T
| category (Sth percentile to [T [
| less than 85th percentile). [T
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- Terms

eight of an individual of same height



- Terms

is 70 in. tall and 279 lbs (BMI = 40)

) in, one most weight 175

ive wgt = 279 - 175 = 104
L =52/104 x 100 = 50%



~ Case

woman is referred for obesity



| ery is the most
1ve weight loss intervention
- for the obese patient



1s for Surgery (NIH)

‘med and motivated

s comorbidities (i.e. DM,
cardiomyopathy, or

acceptable risk of surgery
previous nonsurgical weight loss



gical Options

p astroplasty (VBG)

Combined restrictive and malabsorptive
= Roux-en-Y gastric bypass



jery Works!
" 0S Trial

- 6328 patients

B Medical
W Surgical

-23

Sjostrom,L et al. NEJM 2007:357:741



Irgery Works!

Sjostrom,L et al. NEJM 2007:357:741



VBG

olication rate requiring revision

20 - 56%.

Staple line disruption
*Stoma stenosis

*Band erosion

*Band disruption
*Pouch dilation
*Vomiting

*GERD

*Poor results for “Sweet
Tooth”



Lap Band
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rate among bariatric surgeries (< 0.5%)

Acute stoma obstruction
Infection

Gastric perforation
Hemorrhage
Gastroparesis

Band erosion, slippage,
prolapse

Port/tubing
malfunction/leakage

Pouch/esophageal dilation
Esophagitis



= Better weight loss and
hunger control than

lap band

Ghrelin suppression

=
= Leak
=@ Suture disruption
=

Bleeding




Jejunoileal Bypass

[ [ [ [ [E s [s]

of the first bariatric operations

Liver failure 30%
Death

Diarrhea

Electrolyte imbalances
Oxalate renal stones
Vitamin deficiencies
Malnutrition

Arthritis



creatic diversion

as a solution to high rates of liver
‘e with jejunoileal bypass

Protein malabsorption
1 Anemia

Metabolic bone
disease

m Vitamin Deficiencies
= Diarrhea
= Stoma ulcers
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VERTICAL GASTRECTOMY WITH DUCDEMNAL

Partial sleeve
gastrectomy

Pylorus sparing
Complex procedure

=@ Similar complications

to BPPD
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PE/DVT
Leaks up to 5%
Bleeding

Gastric remnant
distension - rupture

Infection

Stoma stenosis
Marginal Ulcers
Gall stones

Incisional / Internal
hernias

Dumping
Vitamin/mineral
deficiencies



iminal Bariatric
ires



e laparoscopic bariatric
endoluminal procedure

st effective

= Potentially offered to older, sicker patients, or those
with milder obesity (BMI 30-35)



| Obesity Options



700cc of -
saline/ methylene blue

stric Balloon

BioEnterics Intragastric Balloon
(BIB)




gastric Balloon

>d and

'éations include
, vomiting,

, ulceration,
rforation, aspiration




ragastric Balloon

Lh 93.7 %
1 Complications (2.8%)
= 5(0.19%) gastric perforations with 2 deaths

Genco A, Bruni T, Doldi SB, et al. Obes Surg 2005;15:1161-4.



1tragastric Balloon

5 Complication - 1 patient died within 24 hours
from aspiration

Spyropoulos C, Katsakoulis E, Mead N, et al. Surg Obes Relat Dis 2007;3:78-83.



1stric Balloon

d after 6 months
‘as a primer for more

in the U.S.



/Stapling Devices

ertical Gastroplasty



oCinch

treatment of GERD

ol of reflux



LN




© Anterior Wall Stitch

4 Posterior Wall Stitch




inch for Obesity

ployed from the proximal

ot

nth - 21.1%
months - 58.1%

Fogel R, De Fogel |, Bonilla Y, et al. Gastrointest Endosc 2008;68:51-8.



1ch for Obesity

Juired repeat EGD within the first

Fogel R, De Fogel ], Bonilla Y, et al. Gastrointest Endosc 2008;68:51-8.



ich for Obesity

ing a randomized, multicenter



astroplasty (TOGA)

.com/ toga-clinical-


















TOGA

- 2 hours
apposition (?more durable)

needed



TOGA

Belgium

nts had an inta

r

aple line at discharge

at 6 months
=46.0% at 6 months (24 kg)
ificant complications

Moreno C, et al. Endoscopy 2008;40:406-13.



OGA

m-controlled trial is ongoing



sjunal Bypass Sleeve
(DJBS)

or is deployed into the duodenal bulb to
the device in place



v.gidynamics.com/delivery-method-
arrier-gastrointestinal-liner



. emained in place in 10 patients for 12
ks and was succe

removal
% EWL 23.6 at 12 weeks

- @ Complications -
= 1 minor oropharyngeal tear
= 1 minor esophageal mucosal tear

Rodriguez-Grunert L, et al. Surg Obes Relat Dis 2008;4:55-9.



DJBS

| patients vs. 14 controls
place x 12 weeks

. 5 (controls)
ications

r gi bleeds

migration

obstruction

Tarnoff M, et al. Surg Endosc 2009;23:650-6.



e Resolution

t first TOGA procedure in U.S. at
ersity in St. Louis, MO

iewFilms.cfm?Film_i



mmary

ntly the best treatment for

ed and may be available in the future



