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Although there are many risk factors which would increase the likelihood of developing
gallbladder disease, two of the major causes are obesity and rapid weight-loss;
therefore, gallbladder disease is an important issue for an obese patient.

Gallbladder disease is one of the most common surgical conditions
seen in our society. Since it reportedly affects 12 percent of adults,
everyone probably knows someone that has had their gallbladder
removed. The surgery to treat gallbladder disease by removal of the
gallbladder is known as a cholecystectomy.
With more than a half million operations performed each year, the
cholecystectomy is one of the most common surgeries performed
today. Although there are many risk factors which would increase
the likelihood of developing gallbladder disease, two of the major
causes are obesity and rapid weight-loss; therefore, gallbladder
disease is an important issue for an obese patient.
The information provided in this article is intended to allow patients
the ability to appropriately consider all of the available treatment
options for gallbladder disease, since they are among the highest at
risk within the population.
Detection of Gallbladder Disease
Gallbladder disease is indicated by the presence of gallstones, which
can be detected with an ultrasound. However, the mere presence
of gallstones does not normally require surgical treatment, as long
as the gallstones are asymptomatic. Two-thirds of all patients who
develop gallstones remain asymptomatic and thus do not require
surgical treatment.
The most common symptom of gallstones is periodic pain that
occurs when gallstones block the outlet of the gallbladder. This
recurring pain represents the classic “gallbladder attack.” The pain
is felt just under the breastbone in an area called the epigastrum,
commonly referred to as the “pit” of the stomach. The pain will
also often move to the back, and can be accompanied by nausea and
occasional vomiting.
“Gallbladder attacks” usually last no more than a few hours before
the pain spontaneously resolves. If the pain only slightly subsides
for a moment before increasing and settling to just below the right
rib cage, an infection in the gallbladder could be developing. This
complication of gallbladder disease is known as cholecystitis.
To prevent cholecystitis and other complications of gallbladder
disease, early and prompt removal of the gallbladder is
recommended as soon as symptoms develop. Development of
symptoms indicates progressive active gallbladder disease and the
need to consider surgery.

Causes and Treatments for Gallbladder
Disease
As previously mentioned, one of the major
causes among the many risk factors for
gallbladder disease is obesity; therefore, many
patients have already had their gallbladders
removed prior to their treatment for their
obesity. However, patients that have not
previously undergone a cholecystectomy may
develop symptomatic gallstones after a period
of rapid weight-loss (i.e. bariatric surgery).
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Studies suggest that a patient undergoing
weight-loss surgery can have as high as a 2530 percent risk of developing symptomatic
gallstone disease within the first year after
their bariatric procedure; therefore, some
physicians suggest the routine removal of
the gallbladder for all patients undergoing weight loss surgery.
This practice of routine removal of the gallbladder has raised
debate among physicians. Different physicians practice different
philosophies regarding surgery and treatment options.

Despite the statistics showing that up to 30 percent of bariatric
patients will need their gallbladders surgically removed during
the rapid weight-loss phase after their operation, the issue of
risk versus benefit needs to be properly included in the decision
making process. The flip side of the argument, in routine practice
of removing the gallbladder, 70-75 percent of bariatric patients will
have their gallbladder removed unnecessarily. This subjects the
vast majority of patients to unnecessary risk.
Risks of Gallbladder Surgery
Since having a cholecystectomy is so common in society, the
fact that it is a major surgery with major complications is often
forgotten and replaced by the thought of being a routine minor
surgery with minimal risks. Cholecystectomy is a major operation
and has its own set of major associated complications. The most
concerning complication of a cholecystectomy is an injury to the
main bile duct.
The main bile duct is the passageway for bile to move from the
liver to the duodenum, which is the first portion of the small

intestine at the bottom of the stomach. This complication is reported
to occur in 0.5-2 percent of patients undergoing a cholecystectomy
and can be a life threatening complication. Some studies suggest that
this complication is more likely to occur in difficult cases; difficulty
often caused by excessive obesity in a patient.
In addition, for laparoscopic bariatric operations, the placement
of the operating trocars (the little tubes that the instruments are
passed through during the operation) do not exactly coincide for
both a cholecystectomy and a bariatric operation; therefore, the
cholecystectomy is more difficult than normal due to reduced
visibility and accessibility to the gallbladder from the mal-positioned
trocars.
There is also an inherent increased risk when combining two major
surgeries, especially given the complexity and length of a bariatric
procedure. With the postoperative difficulty associated with an open
cholecystectomy, the measure of risk versus benefit does lean toward
removing the gallbladder at the time of the bariatric operation. But
since today most cholecystectomies are done laparoscopically, the
risk of the combined procedures outweighs the benefit of avoiding a
possible future operation in a minority of patients.
What is the Consensus?
Looking at all of the information provided in this article, there
should be no routine decision made as to whether an obese patient’s
gallbladder should be removed. If a patient has experienced
symptomatic gallstones prior to choosing their treatment therapy,

then it is logical and appropriate to perform a cholecystectomy either
before or concurrently with the treatment option.
However, the main debate concerns patients with either no stones or
asymptomatic gallstones. If the patient is undergoing a laparoscopic
bariatric procedure, then the gallbladder should be left intact. The
gallbladder can be easily removed if it becomes symptomatic, most
likely when the patient has lost weight from a bariatric operation and
is using an operative approach designed specifically to remove the
gallbladder. This will expose the smallest group of patients to the
least amount of risk for the given procedure.
If the patient has documented asymptomatic gallstones and is not
a candidate for laparoscopic surgery, then the decision of whether
to remove the gallbladder at the time of the bariatric procedure is
ultimately a choice for the patient to make after being properly
informed of the risks associated with the surgeries.
An additional option available is to use a medication designed to
dissolve gallstones during the rapid weight-loss phase and thus
treat the problem before it exists. In theory this makes sense, but in
practice many patients forget to take the medication and still develop
the gallstones.
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About the OAC
The Obesity Action Coalition (OAC) is a non profit patient organization dedicated to educating and advocating on behalf of those
affected by obesity, morbid obesity and childhood obesity. The OAC
distributes balanced and comprehensive patient educational materials and advocacy tools.
The OAC believes that patients should first be educated about
obesity and its treatments and also encourages proactive patient advocacy. The OAC focuses its advocacy
efforts on helping patients gain access to the treatments for morbid obesity. As a membership organization, the OAC was formed to bring patients together to have a voice with issues affecting their lives and
health. To learn more about the OAC, visit www.obesityaction.org or contact us at (800) 717-3117.

OAC Resources

The OAC provides numerous beneficial resources for patients, as well as professionals. All OAC
resources are complimentary and may be ordered in bulk. To request materials, please contact the
OAC National Office at (800) 717-3117 or send an email to info@obesityaction.org.
Newsletters

• Obesity Action Alert - the OAC’s free monthly
electronic newsletter
OAC News - OAC’s quarterly education and
advocacy newsletter

Brochures/Guides

• Are you living with Obesity? Brochure
• Advocacy Primer: Your Voice Makes a Difference
• BMI Chart

• OAC Insurance Guide
• State-specific Advocacy Guides
• Understanding Obesity Series
- Understanding Obesity Brochure
- Understanding Obesity Poster
- Understanding Morbid Obesity Brochure
- Understanding Childhood Obesity Brochure
- Understanding Childhood Obesity Poster
- Understanding Obesity Stigma Brochure

OAC Membership
The OAC was founded as the “patient voice” in obesity. As a membership organization, the OAC exists to represent the
needs and interests of those affected by obesity and provide balanced and comprehensive education and advocacy
resources. Membership in the OAC is integral in strengthening the voice of the millions affected by obesity. Various
membership levels are available and each is accompanied with several valuable benefits such as:
• Official membership card/certificate
• Access to valuable educational resources and tools
• Annual subscription to OAC News – OAC’s
• Patient representation through advocacy, in addiquarterly educational and advocacy newsletter
tion to information on advocacy issues concerning
• Subscription to Obesity Action Alert – monthly
patients
e-newsletter distributed on the 1st of each month
Yes! I would like to join the OAC’s efforts. I would
like to join as a/an:
Patient/Family Member: $20
Professional Member: $50
Physician Member: $100
Surgeon Member: $150
Institutional Member*: $500 (Surgery centers,
doctors’ offices, weight-loss centers, etc.)

OAC Chairman’s Council*: $1,000 +

* These membership levels have exclusive benefits.

Mail to:

OAC
4511 North Himes Ave., Ste. 250
Tampa, FL 33614
Or Fax to: (813) 873-7838

Name:
Company:
Address:
City:
Phone:

State:
Email:

Zip:

Payment Information
Enclosed is my check (payable to the OAC) for $
.
Please charge my credit card for my membership fee:
MasterCard®
Visa®
Amex®
Discover®
Credit Card Number:
Expiration Date:
Billing Zip Code:

