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Bariatric Surgery: For Whom the Bell Curve Tolls

According to a just-published report in the American Journal of Public Health, the rate of gastric bypass surgery has increased approximately 600% since 1998, from just over 14,000 annual procedures, to nearly 83,000 in 2002.

Bariatric surgery, a name encompassing all operations performed to induce weight loss, dates back at least to the 1950s, when an involved procedure called “jejunoileal bypass” prevailed.  Today, laparoscopic adjustable gastric banding and laparoscopic Roux-en-Y gastric bypass are most common.  In Europe, insertion of an intragastric balloon is increasingly popular, and slowly gaining proponents on this side of the Atlantic.


The word ‘laparascopic’ identifies procedures performed through tiny incisions, into which a fiberoptic scope and long-necked instruments are inserted.  The scope is used to project an image of the abdominal cavity on a TV screen.  The surgeon actually operates while looking at a television monitor, rather than the patient!  While that may sound alarming, laparoscopy actually makes surgery far less traumatic, and reduces recovery time.  

The growing popularity of gastric bypass has been fueled in part by such surgical advances, and improved safety.  Other factors include increasing scientific evidence that weight loss surgery is more effective than any alternative, and recognition that the effects of gastric bypass are not limited to reducing the size of the stomach cavity but also involve changing the levels of some important appetite-regulating hormones, such as ghrelin.   More insurance companies are paying for bariatric surgery with each passing year; as of February, 2006, the list includes Medicare.  Celebrities, such as Al Roker, publicizing the benefits of weight loss surgery have also helped foster interest.  

And of course, obesity rates are continuously rising.  With more eligible patients, more trained surgeons, more and better techniques, more publicity, lower cost barriers, and better outcomes, the growing popularity of gastric bypass is little short of a foregone conclusion.

My friends at ABC News responded to the recently released data by asking the obvious question of experts in the field: is this increase in bariatric surgery appropriate?  (see: http://abcnews.go.com/Health/story?id=2025533&page=1 ).   In some ways, that’s like asking if chemotherapy is appropriate to treat cancer.  Chemotherapy is poison.  But when cancer is advanced, it may be the only option, dire as it is.  

The same is true of bariatric surgery.  It is quite extreme, in that it carries a mortality risk of 0.1 to 0.2% in even the best hands, and a risk of complications requiring more surgery of up to 9%.  (Compare that to the hazards of, say, eating more vegetables and fruits!)  But still, it is appropriate when the risks of NOT having the surgery are even greater.  When severe obesity is causing pulmonary disease, heart disease, and/or diabetes, it may be dangerous not to undergo surgery.  Nothing else works as reliably, or as fast.

I have, at times, encouraged my patients to go under the knife for just this reason.  In one case, a patient of mine had wrestled with obesity his entire life.  I was convinced he had truly exhausted all of the less extreme options, and that surgery was his last chance at both health, and joy.  It took some doing, but I did talk this patient into surgery- and he has been thanking me (and his surgeon) ever since.


In another instance, I advised a woman in her 60’s, weighing over 300lbs and suffering from several serious medical conditions that posed a lethal threat, to undergo bariatric surgery as a last resort.  But she was too afraid, and refused.  So we pledged to work together on lifestyle change, and a year later, and 60 lbs lighter, this patient had stepped back from the brink, with no surgical scar to show for it.  So there are, indeed, alternatives to surgery- but they begin with a choice, and a commitment, and don’t come easy.


We live in a world of ubiquitous, tasty calories, and comparably ubiquitous labor-saving technologies.  For most of us, getting fat is the path of least resistance.  But none of this changes the fact that ultimately, weight is about how many calories we consume and how many we burn.  And although we are undeniably victims of ‘obesigenic’ circumstance, we do control what our forks deliver to our lips, along with how much, and how often.


Imagine being told something you are now doing will likely lead to a life-threatening growth for which an operation is the only reliable treatment.  Imagine learning that this was also the case for your children.  If you could change your behavior to prevent this disaster, wouldn’t you?


Perhaps not, when the growth in question is body fat rather than a tumor, the surgery is gastric bypass, and the behavior is how much food we choose to eat, what and how much physical activity we choose to do. It seems more and more of us are finding a solution to obesity not where our own hand meets the handle of a fork, but rather where a scalpel handle meets the hand of a surgeon.  

With more and more people turning to surgery to fix a problem we know how to prevent, our society should be hearing an alarm bell sounding.  And not just any bell; the bell curve.

The population bell curve for weight is moving steadily upward, pushing more and more of us into the danger zone, where surgeons preside.  Rather than allowing this fate to overtake us, we should devote more resources to obesity prevention- in our homes, schools, worksites, supermarkets, restaurants, doctors’ offices, the media- everywhere we can.  It makes little sense to apply a desperate solution to a dangerous problem at the far end of the bell curve, while ignoring the clanging migration of the entire curve.


Yes, as a last resort, bariatric surgery is appropriate.  But the better question to ask is: how do we stop it from becoming appropriate for even more of us?  That answer lies in recognizing that the bell curve… tolls for thee!
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