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In this issue of OAC News, the Cover Story provides 
you with an in-depth explanation of the three most 
commonly selected weight-loss surgeries:  
 

• Roux-en-Y Gastric Bypass 
• Laparoscopic Adjustable Gastric Banding 
• Biliopancreatic Diversion with  
    Duodenal Switch 

 
Weight-loss surgery, also commonly known as bariatric 
surgery, is a safe and effective treatment option for 
those affected by morbid obesity. Morbid obesity is de-
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fined as having a body mass index (BMI) greater than 
40, or weighing more than 100 pounds over ideal body 
weight. In addition, a patient with a BMI greater than 
35 with one or more obesity-related diseases is classi-
fied as morbidly obese.  
 
There is a great amount of importance and responsibil-
ity associated with choosing a weight-loss treatment 
option. Weight-loss surgery is one of the most com-
monly chosen and performed treatment options for 
morbid obesity; however, choosing which surgery is 
right for you can be a difficult task. This article will 
provide you with the education needed for you and your 
physician to make the appropriate treatment selection. 
Consult your physician and insurance provider to see if 
you are a candidate. 

 
Remember, weight-loss 
surgery is not the “easy 
way out.” This treatment 
option is a tool that you 
will continually use to lose 
weight. Surgery is a re-
source to help you reduce 
your weight. Behavioral, 
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physical and psychological changes are required for 
you to maintain a healthy quality of life. Continued 
positive weight-loss relies upon your desire and dedi-
cation to change your lifestyle with a proactive ap-
proach. 
  
In the Cover Story, you will see terms, such as 
“Malabsorptive” and “Open,” that you may not be fa-
miliar with. Prior to reading about the different surger-
ies, we have provided you with a brief description of 
some of the most commonly used terms. 
 

Open vs. Laparoscopic 
 
In each section, you will see the surgeries described as 
being performed “Open” or “Laparoscopic.” Although 
laparoscopic has increasingly gained in popularity and 
frequency, “Open” is also still commonly used in 
practice today.  
 
“Open” – The Open approach procedure involves a 
long incision that opens the abdomen, which provides 
the surgeon access. 
 
“Laparoscopic” – In Laparoscopic surgery, a small 
video camera is inserted into the abdomen allowing 
the surgeon to conduct and view the process on a 
video monitor. Both camera and surgical instruments 
are inserted through small incisions made in the ab-
dominal wall. 

Malabsorptive vs. Restrictive 
 
Throughout the Cover Story, the surgeries will be de-
scribed as “Malabsorptive” or “Restrictive.” Depend-
ing on the type of procedure that is determined to be 
best for your needs, each form requires different life-
style changes. 
 
“Malabsorptive” – Malabsorptive procedures alter 
digestion, thus causing the food to be poorly digested 
and incompletely absorbed. 
 
“Restrictive” – Restrictive procedures decrease food 
intake by creating a small upper stomach pouch to 
limit food intake. 
 
In addition to these terms, there may be other words, 
topics or descriptions that you might not understand. If 
so, make sure to speak with your physician further to 
gain a better understanding. Also, feel free to visit the 
OAC Web site at www.obesityaction.org for more 
information on weight-loss surgery. 
 
Weight-Loss Treatment Options 
 
As you begin reading, remember, weight-loss surgery 
is a tool to help you lose weight. As weight-loss sur-
gery is a commitment for life, it is imperative that you 
educate yourself about your treatment choice and have 
the appropriate support system in place to help you 
with your journey ahead. 
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W orldwide, the gastric bypass Roux-en-
Y is the most frequently performed 

obesity operation and accounts for 85 percent of all 
bariatric surgery in the United States. 
 
It is unique in that it is the first of the gastric proce-
dures for morbid obesity to combine restriction with 
malabsorption. Also, there is an element of intoler-
ance for many patients. These three elements are 
what make the gastric bypass Roux-en-Y so popular 
and effective in creating a tool for successful, long-
term weight-loss, and resolution of the co-
morbidities associated with morbid obesity. 
 
The gastric bypass Roux-en-Y can be performed by 
both open and laparoscopic techniques. It has been 
argued that there are advantages to both approaches, 
but these advantages seem to be related to the sur-
geon’s capabilities and skill sets, and not the pa-
tient’s recovery, surgical outcomes or resolution of 
co-morbidities. In the U.S., the laparoscopic tech-
nique has become the more popular approach by pa-
tients and competent surgeons, as recovery is quicker 
and post-operative wound healing complications are sig-
nificantly reduced. 
 
The gastric bypass Roux-en-Y surgery itself can be de-
scribed in three significant steps. Each of these steps can 
be related directly to either restriction, malabsorption or 
intolerance. 
 

1) creation of the pouch 
2) creation of the jejunostomy 
3) and the anastomosis of the jejunum to the pouch 
(the gastro-jejunostomy) 

 
Often, the first step in the gastric bypass Roux-en-Y is 
the creation of the pouch. Restriction is produced be-
cause of the pouch. Restriction is one of the most sig-
nificant outcomes of the surgery and is only related to 
volume of food able to be ingested at one sitting. This is 
what is achieved after the creation of a small gastric 

pouch with a small outlet that, with distention from eat-
ing food, causes the sensation of fullness. 
 
The pouch can be created either horizontally or verti-
cally, and is generally an average of 15 ml (one half of a 
shot glass) in capacity. This 15 ml is the size of the pouch 
initially, but because of the nature of stomach tissue, will 
eventually stretch to approximately the size of a small 
egg. Also, this is the size of the pouch at rest, which 
means that it is not the only amount of food that can be 
eaten at one time. The nature and texture of the food 
eaten at the time will determine volume of food eaten at 
each sitting. Although this initial small size of the pouch 
can create some challenges for the newly recovered gas-
tric bypass patient, it’s creation is necessary in order to 
avoid a pouch that is later too large, preventing a patient 
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from either reaching goal weight or being able to main-
tain long-term weight-loss. 
 
The next step is the creation of jejunostomy, causing 
malabsorption. The malabsorptive element is created 
from the bypassing of the distal stomach, the entire duo-
denum and a distance of approximately 100 to 150 cm 
of the jejunum. A connection and opening are also made 
so that that food can be passed through the intestine and 
still receive the same digestive enzymes from the pan-
creas and liver. This connection is called the jejuno-
jejunostomy. The malabsorptive element is significant to 
the bariatric patient, requiring vitamin supplementation; 
however, this element does not seem to be as significant 
in regard to long term weight-loss as the element of re-
striction. 
 
The third step in the gastric bypass Roux-en-Y is the 
creation of the gastro-jejunostomy. During this step, the 
second part of the small intestine, the jejunum, is con-
nected to the pouch. This connection is called the gastro-
jejunostomy, and it is because of this connection be-
tween the pouch and the jejunum that a patient can ex-
perience intolerance. 
 
 This intolerance is in relation to certain foods, and is 
often referred to as “dumping” or “dumping syndrome.” 
This intolerance is a direct result of the food, usually 
higher in sugars and starches, entering directly into the 
jejunum having only mixed with saliva and not stomach 
acid. The symptoms of dumping syndrome may vary 
from person to person, but can include the following: 

 
 
 
 

Although dumping syndrome may not seem desirable, it 
can be. For the gastric bypass patient, it can be a strong 
motivator to eat healthier, protein-dense foods and to 
avoid junk food. This has been referred to as “forced 
behavior modification.” 
 
Many patients wonder what happens to their old stom-
ach or if the rest of it was removed. What they are refer-
ring to is the distal portion of the stomach, or the part of 
the stomach tissue that was separated from the tissue 
used to create the pouch. The “old” or “distal” stomach 
is not removed, as this would not be in a patient’s best 

interest. First of all, it is still well connected to other 
organs in the body, and separating or removing it 
would provide an added risk. 
 
Secondly, although the distal stomach will no longer 
receive food, it does continue to serve an important 
function. After gastric bypass, it still continues to re-
ceive digestive enzymes from the pancreas and liver, 
which are very necessary for digestion and absorption 
of nutrients. These enzymes continue to drain into the 
distal stomach, and flow through the duodenum, later 
mixing with food at the point where the food drains 
from the pouch and flows through the jejunum (jejuno-
jejunostomy). 
 

Weight-loss 
 
Weight-loss after gastric bypass surgery usually ex-
ceeds 100 pounds, or can be anywhere from 65 percent 
to 100 percent of excess body weight. Weight-loss gen-
erally levels off after approximately one to two years, 
and a weight gain of up to 20 pounds is common. 
Long-term follow-up with a multidisciplinary program 
can usually provide the best weight-loss results. 
 

Complications 
 
Short term complications include pulmonary emboli, 
anastomotic leak, bleeding and wound infection. Op-
erative (30 day post-op) mortality is about 0.5 percent. 
This means that approximately one out of every 200 
patients who have gastric bypass will die within 30 
days of their surgery. Patients need to remember that 
this number is what is reported nationally, and they 
should inquire with their individual practice as to their 
own mortality rate. Laparoscopic approach provides a 
shorter hospitalization stay, lower wound complication 
rate and a higher rate of postoperative patient comfort. 
 
Long term complications can include stricture 
(generally the gastro-jejunostomy), ulcers, staple line 
disruption and internal hernia. Nutritional complica-
tions are few, and can generally be avoided with life-
long supplementation of a multivitamin, iron, calcium 
and B12. Peripheral neuropathy is also a rare complica-
tion, and can mostly be avoided with vitamin supple-
mentation and adequate protein intake. Also, ventral 
hernia rates are significant with open gastric bypass 
Roux-en-Y, just as for any open abdominal procedure. 
 

Conclusion 
 
All surgeries contain a certain level of risk. Be sure to 
speak with your physician to determine which weight-
loss treatment option best fits your needs. 

• Sweating • Low blood pressure 

• Rapid heartbeat • Dizziness 

• Flushing skin • Shortness of breath 

• Vomiting • Diarrhea 

• Shakiness • Fainting 



Laparoscopic Adjustable  
Gastric Banding 

By Lloyd Stegemann, MD 

O besity rates in the United States con-
tinue to rise. It is estimated that ap-

proximately 30 percent of Americans are obese 
and recent data suggests that we may actually be 
underestimating this number. As body weight 
rises, so does the incidence of serious medical 
problems related to the weight, such as diabetes, 
high blood pressure and sleep apnea.  
 
The good news is that with weight-loss many of 
these medical problems improve or go away com-
pletely. The bad news is that this weight-loss is 
often difficult to achieve, especially for those who 
are significantly overweight. For many people, 
weight-loss surgery provides the best opportunity 
to achieve meaningful, sustained weight-loss. 
This article will focus on one of the most com-
monly selected weight-loss surgeries, the adjust-
able gastric band. 
 

General Information 
 
Currently, in the U.S., there is only one adjustable 
gastric band on the market (LAP-BAND®) al-
though several different types of bands are avail-
able worldwide. The operation is almost exclusively 
done laparoscopically (minimally invasive). The ad-
justable gastric band is a purely restrictive weight-loss 
operation, meaning that it works by limiting the 
amount of calories (i.e. food) a person can take in. 
Unlike a diet, however, individuals still feel “full” 
with this reduced intake. 
 

How It Works 
 
This operation involves placing a silastic “belt” 
around the upper part of the stomach. The “belt” es-
sentially separates the stomach into two parts: a tiny 
upper pouch and a larger lower pouch. The band is 
connected by tubing to a port or reservoir that sits be-
low the skin of the abdominal wall usually around the 
belly button (the port site varies widely by surgeon). 
The port can’t be seen (and often can’t be felt) from 
the outside. Inside of the “belt” is a balloon that can be 

filled by placing fluid through the port. As the balloon is 
filled, it slows the passage of food from the upper pouch 
into the lower pouch. As the band is progressively filled, 
patients will feel “full” with smaller amounts of food. 
Typically patients will need two band fills before they 
feel significantly restricted and four to six band fills to-
tal in the first year after surgery. 
 

Weight-loss & Health Benefit 
 
Weight-loss with an adjustable gastric band is typically 
slow and steady. Band patients generally lose one to two 
pounds per week during the first year after band place-
ment. Weight-loss can be seen for two to three years af-
ter surgery and most patients will eventually lose 50 to 
60 percent of their excess weight. 
 
Band patients often see a significant improvement in 
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their weight related medical problems. Most patients 
will see a reduction in their need for medications to 
treat diabetes, high blood pressure, and high cholesterol 
and in fact many will come off of their medicines com-
pletely. Many patients will see resolution of their sleep 
apnea and will no longer have to sleep with a CPAP 
machine. Most patients also report a significant im-
provement in the quality of their life, as they are able to 
do activities they haven’t been able to do for years. 
 

Advantages 
 
There are several features that make the adjustable gas-
tric band appealing. There is minimal stress to the body 
at the time of surgery because the band is almost al-
ways done laparoscopically and does not involve cut-
ting the stomach or rerouting the intestines. Most pa-
tients can go home the same day or the next morning.  
 
Recovery from surgery is usually quick and most peo-
ple return to work a week or so after surgery. The risk 
of death from band surgery is 0.1 percent, although 
many centers report even lower rates.  
 
The adjustability of the band makes it unique among 
weight-loss operations. This feature makes it possible 
to make band adjustments based on the individual 
weight-loss goals and needs of the patient. The stomach 
and intestines aren’t bypassed, so vitamin, mineral and 
nutrition problems after banding are unusual, but still 
possible. Many programs still recommend vitamin sup-
plementation after banding. 
 
The adjustable gastric band can be easily removed if 
necessary. Clearly we are learning more and more 
about obesity every day and there may come a time 
when medical management proves to be very effective 
in controlling weight. Band patients could have their 
band removed at that point and their gastrointestinal 
tract returned to normal.  
 
Considerations Before Choosing A Band 
 
Patients contemplating adjustable gastric banding must 
be comfortable with the thought of having a “foreign 

body” in them for life. Although no problems have 
been reported to date, it is unknown what the effect of 
having this foreign body will be in 20 to 30 years. It is 
also unclear at this point what the long-term (more than 
10 years) weight-loss results with this operation will 
be, although the early data is promising. 
 
After banding, patients need to be available for regular 
follow-up, especially in the first year after surgery 
when the band is being “tightened”. If you live several 
hours from your surgery center this can be difficult. 
Filling the band involves sticking the patient with a 
needle, so if you “hate shots,” a band may not be the 
right choice.  
 
Band patients do not suffer adverse effects from eating 
sugars (dumping syndrome) so they need to be more 
disciplined in their food choices. Things like sodas, ice 
cream, cakes and cookies slide through the band easily, 
but obviously these choices will not lead to the desired 
goal of significant weight-loss. 
 
Although the band has an excellent safety profile, there 
are complications that can occur with any weight-loss 
operation, and the band is no different. About 10 per-
cent of patients will require a second operation to ad-
dress a problem with their band. 
 

Conclusion 
 
Adjustable gastric banding is a safe, effective weight-
loss operation that can lead to meaningful, sustained 
weight-loss. No matter what weight-loss operation is 
chosen, however, to ultimately be successful one needs 
to change their lifestyle and learn to work with the sur-
gery.  

Band patients generally lose one to two 
pounds per week during the first year after 
band placement. Weight-loss can be seen for 
two to three years after surgery and most  
patients will eventually lose 50 to 60 percent 
of their excess weight. 

LAGB and Weight-Loss 

Editor’s Note:  The Cover Story of this issue is designed to inform you of the various weight-loss surgery treatment 
options available. It is important to note that there are risks involved with bariatric surgery, as well as any other 
surgical procedure. Before making a treatment decision, it is important to discuss these risks with your physician 
and/or surgeon. The OAC also encourages patients to discuss these risks with their family members. For more  
information on the risks of bariatric surgery, please view the January issue of “OAC News” on the OAC Web site at 
www.obesityaction.org.  



Biliopancreatic Diversion  
with Duodenal Switch 

By Debra Salvatore, RN, BS, CNOR, CFN 

T he Biliopancreatic Diversion with Duode-
nal Switch (BPD/DS) is most often an 

open operative procedure. It is performed in some 
bariatric centers laparoscopically, though in most 
cases, is still done “open.” 
 
BPD/DS is based on a smaller stomach and combines 
a lower restriction and a high level of malabsorption. 
The outer margin of the stomach is removed 
(approximately two thirds), and the intestines are 
then rearranged so that the area where the food mixes 
with the digestive juices is short. A portion of the 
stomach is then left with the pylorus still attached 
and the duodenum beginning at its end. The duode-
num is then divided, allowing for the pancreatic and 
bile drainage to be bypassed. It is a pyloric saving 
procedure, which eliminates the “dumping syn-
drome” that is inherent to gastric bypass. 
 
The BPD/DS requires a much longer recovery period 
(usually six to eight weeks), causes the greatest risk 
for infection (due to the size of the incision, in-
creased operative time and exposure of the digestive 
organs) and usually carries a 25 percent chance for 
development of incisional hernia post-operatively 
(due again to the length of the incision). The BPD/DS 
also carries the highest risk of nutritional deficiencies 
post-operatively due to malabsorption. 
 
There are minimal iron deficiencies and B-12 deficien-
cies are not created by the Duodenal Switch. Of course, 
all patients are monitored for iron and B-12 as well as 
other water soluble vitamin deficiencies. Patients who 
undergo BPD/DS are able to enjoy nutritional foods and 
eat more normally without the restriction of a small 
pouch (one to two ounces) as in a gastric bypass. 
 
The BPD/DS is a more invasive operation. According to 
a recent analysis, BPD/DS carries a mortality rate of 1.1 
percent within 30 days after surgery.  
 
The procedure allows for increased malabsorption, result-
ing in increased weight-loss. Foods high in fat content 
are not easily absorbed and will be eliminated along with 

the usually high calories associated with the high fat. In 
all weight-loss surgery options, carbohydrates and sugars 
are absorbed, so eating foods high in sugar (and calories) 
will still cause unwanted weight gain or inability to lose 
weight. In all weight-loss surgery options, emphasis is 
placed on nutritionally beneficial and nutrient dense 
foods. 
 
BPD/DS patients enjoy “normal” sized food portions at 
meals. The BPD/DS allows patients to increase portion 
size over time, allowing for greater diversity in food con-
sumption at each meal.  
 
Patients are always encouraged to maintain the commit-
ment to lifestyle and food changes associated with 
weight-loss. BPD/DS patients are asked to first increase 
protein intake, then vegetables, and lastly, if able at all, 
breads, pastas or rice in very limited amounts. 
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The Obesity Action Coalition (OAC) is a National non-profit organization dedicated 
to giving a voice to individuals affected by obesity and helping them 
along their journey toward better health. Our core focuses are to 
elevate the conversation of weight and its impact on 
health, improve access to obesity care, provide 
science-based education on obesity and its 
treatments, and fight to eliminate weight 
bias and discrimination.

ABOUT THE OBESITY 
ACTION COALITION (OAC)

JOIN TODAY:  GO TO OBESITYACTION.ORG/JOIN
info@obesityaction.org 

(800) 717-3117 | (813) 872-7835 | Fax: (813) 873-7838
@ObesityActionCoalition
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The OAC knows that the journey with weight can be challenging 
but we also know that great things happen when we learn, 
connect and engage. That is why the OAC Community exists. 
Our Community is designed to provide quality education, ongoing 
support programs, an opportunity to connect, and a place to take 
action on important issues. 
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