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ccording to some U.S. statistics 40-50 percent of preg-
nancies are unplanned, so it is difficult to warn obese
young women to delay pregnancy until after weight-loss.

Taking into consideration that obesity causes earlier menarche and
is more common among the poor and uneducated, and among Afri-
can American and Hispanic women, it is obvious that huge educa-
tional, cultural and societal resources are required to limit the grow-
ing obesity epidemic.

Womens’ health education in schools and homes should emphasize
the importance of planning pregnancies and should encourage
medical consultation while planning a pregnancy. This is especially
important in the obese.

surgery

By John G. Kral, MD, PhD, FACS

Let’s Start with a Briet Quiz!

Which mother has the greatest risk of giving birth to a
child who will sooner or later become obese?:

own sister is obese

own father and grandfather are obese
diabetic during earlier pregnancy

diabetes and high blood pressure in family
being of a minority race

already has an obese child

gaining too much weight

doesn’t breast feed

all of the above

If you guessed (j), all of the above, you were correct. Although
the lowest risk is for (b).

How Does Surgical Treatment of Obesity Fit into the Picture?
Or Does It?

Not knowing the dangers of obese pregnancies is only part of the
problem. The other part is lacking access to effective means of
achieving weight-loss, or even maintaining a stable weight among
those prone to weight gain. Regardless of reason(s) for undergoing
weight-loss surgery, the fact is that rapidly increasing numbers of
younger and younger women are having weight-loss operations.
The majority of them are expected to become pregnant. In fact,
obesity is a common cause of infertility, and weight-loss by sur-
gery or other means often cures such infertility.



What should obese women considering surgery, or having un-
dergone weight-loss surgery, know about its effects on preg-
nancy outcomes?

First, it is important to understand the differences between the two
major types of operations. Most operations nowadays are (or
should be) performed using a laparoscope and three or four instru-
ments inserted through half-inch cuts in the belly wall, instead of
one large cut eight to 12 inches long.

One type of operation is purely “gastric restrictive,” creating a
small stomach pouch by placing an adjustable band around the top
of the stomach. The inflated band makes a very small opening for
the food to pass into the large stomach below the band. This
causes small amounts of solid food to stretch the stomach pouch
wall creating a sense of fullness as well as slowing the emptying
of solid food from the small pouch. Liquids and melting foods
(chocolate, cookies, chips) go straight through unless solid food is
blocking the opening.

The other type of operation combines restriction (a small pouch)
with bypass of more than 95 percent of the stomach and the first
portions of the small bowel. The restrictive sense of fullness disap-
pears over the first 10-18 months because the pouch and the open-
ing between the pouch and the small bowel stretch.

The bypass operations work better because the undigested solid
food and liquids cause fullness even after the pouch and opening
have stretched. Clearly the restrictive action of the operations can
cause vomiting, especially if the patient eats quickly and chews
poorly. Pills or capsules can similarly cause vomiting if they are
sufficiently large.

Weight-loss operations are designed to cause rapid weight-loss
which obviously is what the “customer” desires. I’ve already an-
swered the question: “Will weight-loss surgery influence my abil-
ity to become pregnant?” But, what about the effects on the preg-
nancy, the fetus, the delivery and the developing infant on its way
into childhood, adolescence and adulthood?

Recommendations for Pregnant Women

who have Undergone Gastric Restrictive Weight-loss Operations

Effects on Pregnancy Outcomes

It is always recommended that young women, who have under-
gone weight-loss surgery and have the capacity to conceive,
should take precautions to prevent pregnancy during the phase of
rapid weight-loss, and at least for 18 months to two years after
their surgery.

Pregnancy outcomes after all types of weight-loss surgery — even
the problematic old intestinal bypass operations and the complex
modern aggressive operations with the ability to cause deficiencies
and other nutritional problems — are universally safer and better
than outcomes of obese pregnancies. Even if mothers are still
obese after their surgery, the outcomes are better than if they have-
n’t had surgery.

Having said this, it is important to recognize that there are risks
caused by weight-loss operations if the mother fails to follow rec-
ommendations about responding to vomiting, diarrhea or feelings
of weakness. Patients must take recommended supplements, and
blood levels of critical nutrients must be monitored as part of re-
sponsible prenatal care. As is the case for all patients who have
had obesity surgery, the rules of eating and vomiting must be fol-
lowed (please see box at the bottom of this page).

The most recent information about outcomes after obesity surgery
suggests that guidelines for “healthy weight gain” should be re-
vised. Commonly, normal-weight women with a body mass index
(BMI) of 19.8-26 are recommended to gain 25-35 pounds, while
those in the “high range” (BMI of 26.1-29) should have a
“recommended target weight gain of at least 15 pounds” according
to the Institute of Medicine of the National Academy of Sciences.

The dramatically increasing numbers of obese women have pro-
vided more statistics on pregnancy weight change in severely
obese women (BMI greater than 35) allowing the development of
new guidelines. Severely obese women often lose weight during
pregnancy and the outcomes after weight-loss surgery, even during
the non-recommended early rapid weight-loss phase, are healthy
despite the absence of any weight gain.

Thus, it is important to “spread the word” that se-

verely obese women (those with a BMI greater than
35) and those who have undergone weight-loss
surgery can actually lose weight with a healthy
outcome for the offspring. However, never for-
get that essential vitamins, minerals and other
nutrients must be monitored and supplemented

as needed to optimize pregnancy outcomes in the

Eating behavior
To reduce the risk of vomiting:

Response to vomiting

: ) obese, before and after surgery.
If you vomit or regurgitate:

Effects on the Child

o Eat slowly with minimal stress
and distraction.

e Progress your diet from liquids
to semisolid food to solid food.

« Eat small portions.

o Chew well before swallowing.

o If you feel your pouch, stop
eating.

e Do not drink with your food -
wait at least one hour after eat-

ing.

e Try to identify the reasons.

e Do not drink for four hours.

e Progress your diet slowly, starting
with liquids.

e If nausea or vomiting during pro-
gression occurs, consume nothing
by mouth for 12 hours.

o If you continue to vomit, despite
above measures, contact your sur-
geon.

Obese mothers give birth to small for age or un-
derweight infants more often than lean mothers.
After having weight-loss surgery, mothers do not
have any increase in the numbers of small off-
spring compared to when they were obese. Only
recently it has been recognized that small chil-
dren are “healthy.” In fact, it is dangerous for
small (or even premature) infants to gain weight
quickly. Rapid weight often leads to childhood



obesity. It is important to realize that obese pregnancies and early About the Author:
rearing practices can cause many problems. No more, are the old

expressions as acceptable: “cute baby fat,” “she’ll grow out of it.” John G. Kral, MD, PhD, FACS, received his
Round pudgy cheeks are not the signs of a “healthy baby.” M.A. degree in Psychology in 1961 from the
University of Géteborg, Sweden, where he then

Obese women do not breast-feed as commonly as non-obese attended medical school, completed specialty
women. When they do breast-feed, obese women do so for a much training in surgery and subsequently defended
shorter period of time. Shorter breast-feeding practices are associ- a Ph.D. thesis entitled, Surgical Reduction of
ated with greater post-natal body weight in the mother and in- Adipose Tissue in 1976. In 1980, Dr. Kral was
creased obesity in the child. Everything must be done to encourage recruited to St. Luke’s Hospital Center, Colum-
breast-feeding. It is a very healthy and rewarding practice, and it bia University College of Physicians and Sur-
has a role in preventing obesity in the mother and child. geons, to develop a program of surgical metabolism and anti-

) obesity surgery where he investigated eating behavior and contin-
Conclusions ued studies on severe obesity and effects of long-term maintenance

of significant weight-loss on body composition after malabsorptive

° i i . A X
Obese pregnancies are dangerous pregnancies. and gastric restrictive operations.

® Pregnancies following weight-loss surgery are safer than
obese pregnancies for mother and child.

® Pregnancies after weight-loss surgery, regardless of weight:
a.) should be prevented during the first 18 months after sur-
gery.
b.) should be monitored for nutrient deficiencies to guide
taking supplements.

OAC membership

Membership in the Obesity Action Coalition allows the patient voice to be heard in the fight against obesity. By
building a coalition of members, consis‘rin? of patients, family members and E/\rofessionals the OAC strives to
educate and advocate on behalf of the millions who are affected by obesity. Membership benefits include:
* Official charter membership card/certificate  « Subscription to Obesity Action Alert - a monthly e-newsletter
* OAC News - the OAC’s quarterly newsletter  « Representation through advocacy in addition to information
on advocacy issues concerning patients

Membership Application _) Patient/Family Member: $20

Name: _ Allied Health Professional Member: $50
Company Name: _ Physician Member: $100
Address: _ Surgeon Member: $150
City: State: Zip: _ Institutional Member: $500 (Bariatric surgery
Ph centers, weight-loss management centers, e?c.)*

one:

‘ ) Chairman’s Council: $1,000 and up*

E-mai |: * Different benefits apply. Contact the OAC National Office for more info.

Payment Information

Enclosed is my check made payable to the _Discover® Mastercard® Visa® _American Express®

Obesity Action Coalition for $ ; Credit Card #:
Please charge my credit card for my membership  Expiration: Name on Card:
fee of $ : Signature:

Please mail fo:  Obesity Action Coalition Or fax to: (813) 873-7838 If you have questions about OAC membership, please

4511 North Himes Ave, Suite 250 contact the National Office at (800) 717-3117.
Tampa, FL 33614
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ACTION COALITION (OAC)

The Obesity Action Codlition (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 "\ YT
health, improve access to obesity care, provide X;@yvggg{wfgg

science-based education on obesity and its
treatments, and fight to eliminate weight

bias and discrimination. ]g
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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.

Through the OAC Community,
you can get access to:
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JOIN TODAY: GO TO OBESITYACTION.ORG/JOIN

info@obesityaction.org @ObesityActionCodlition
(800) 717-3117 | (813) 872-7835 | Fax: (813) 873-7838 0 O g @ObesityAction
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