
 
Blue Cross Guidelines Effective for Dates of Services on or after November 30, 2004 
 

1. BMI of 40 or greater, or BMI of 35 or greater with co-morbid conditions 
including but not limited to HTN on optimal drug therapy, cardiovascular disease, 
diabetes (must be treated with insulin or oral agents), pulmonary hypertension, or 
severe obstructive sleep apnea. 

 
2. The condition of morbid obesity (BMI of greater than 40 or BMI of greater than 

35 with presence of co-morbid conditions) must be of at least 3 years duration.  
There must be documentation in medical records by a primary care or attending 
physician of patient height and weight for the past 3 years.  A letter from the 
primary care physician and dated photographs will be considered in lieu of 
recorded heights and weights.  Random reviews of these patients’ charts for 
accuracy of stated information will be conducted. 

 
3. Documentation must be present of participation in medically supervised weight 

loss program.  At least one attempt must occur during the six months prior to 
request for surgery or date of surgery.  Documentation must support participation 
in the program for six consecutive months and visits must be scheduled once a 
month during that time.  The following criteria must be met for this participation:   

 
Documentation of participation in a physician supervised program of nutrition 
and increased physical activity (including dietitian consultation, low calorie 
diet, increased physical activity and behavioral modification).  Documentation 
of program participation must appear in the medical record by the attending 
physician.  Documentation should include comments by the physician 
regarding patient progress or lack of progress.  A letter does not meet this 
requirement.  There must be medical records to document medically 
supervised weight loss attempts; 

 
OR 

 
Acceptable with medical record documentation of medical supervision are:  
Weight Watchers, LA Weight Loss, Jenny Craig, EatRight, etc.  Not 
acceptable are self-directed programs such as joining a gym, Atkins’ diet, 
calorie counting, low fat, cutting back, internet programs, etc. 

 
4. A complete history and physical must be performed by the bariatric surgeon to 

include height and weight. 
 
5.  The patient must be at least 18 years of age. 

 
6. Due to surgical morbidity associated with concomitant pulmonary disease, 

coverage will not be provided for anyone who has smoked in less than eight 
weeks prior to surgery.  



Effective July 1, 2005 
 

Blue Cross policies in which employers have 100 or less employees are not covering 
obesity surgery at all.  Please check your individual Blue Cross plan by calling the 
number on the back of your card to be sure you are covered. 



 
PLEASE COMPLETE FORM AND FAX TO:  

205-975-0286
 

New Patient Information Form 
Ronald H. Clements, MD 
Debbie Jackson – Office Associate II   Date of Appointment:  ______________ 
KB 404       Time:  ____________________ 
1530 3rd Avenue South     Height:  ___________   Weight:  ___________  
Birmingham, AL  35294-0016    BMI:  ___________  
Phone:  205-934-7877     MRN:  __________________________ 
 

PLEASE FILL OUT COMPLETELY AND ACCURATELY 
Patient Information:  
 
Email Address: _________________________________ 
 
Name:  __________________________________________  Diagnosis:   MORBID OBESITY
 
Address:  ________________________________________________________________________ 
 
City/State:  _________________________________________     Zip:  ________________________ 
 
Soc. Sec. No:  ______-_____-_____  Sex:  _________ Date of Birth:  ____/____/____ 
 
Home Phone: (____) ___________    
 
Marital Status:   M    D    S    W  Religion:  _______________  Race:  B   W   A   O 
 
Employer:  ___________________________________               Work Phone: (_____) __________ 
 
Emergency Contact:  _____________________________________ Phone:  (____) __________ 
 
Guarantor (if patient is under 18):  _______________________________________________________ 
 
Guarantor Phone No:  (____) _____________ 
 
 

REFERRING PHYSICIAN INFORMATION: 
 
NAME_________________________________  ADDRESS__________________________________ 
 
CITY/STATE_____________________________ ZIP____________ PHONE____________________ 
 
CONTACT___________________________  UPIN_______________   FAX_____________________ 

 

Insurance Information: 
(Fax copy of insurance card, front and back) 
 
Insurance:  _______________________________ Subscriber Name:  _______________________ 
 
Policy No:  _________________________  Verification Phone No:  (____) __________ 
 
Group No:  _______________________   Co Pay:  _______________ 
 
Effective Date:  ______________________   
 



FORMS TO BE COMPLETED BEFORE INITIAL VISIT 
CHECKLIST 

 
 
 
 New Patient Information Sheet ٱ
 
 Diet History Form ٱ
 
 Gastrointestinal Symptoms Rating ٱ
 
 Authorization for Release of Medical Information  ٱ
 
 Surgical Treatment for Morbid Obesity Request Form ٱ
 
 Gastric Bypass Contract ٱ
 
 Health Status Questionnaire ٱ
 
 
 



 
UAB School of Medicine 
 Department of Surgery 

 
Surgical Treatment of Morbid Obesity 

 
Please read all enclosed information 

 
Please review the enclosed booklet to determine if this procedure is right for you. If you would 

like to proceed with this operation, contact our office to schedule the initial consultation. 
 

At your initial consultation, please bring the completed New Patient Information Sheet, Diet 
History Form, Gastrointestinal Symptoms Rating, Authorization for Release of Medical Information, 
Gastric Bypass Contract and Surgical Treatment for Morbid Obesity Request Form. These forms are 
included in the information packet and must be completed when you come for your first visit. We will 
need documentation of your weight for the past two years. Also bring your insurance card(s), and our 
office will verify your coverage when you arrive. 

 
During your consult, our physician may order tests to make a complete evaluation of your health. 

Based on the information given in these forms, past medical history, test results and the consultation, the 
physician will prepare a predetermination letter on your behalf and send it to your insurance company if 
so required. It will take about 30-60 days to prepare this letter, and you will be notified by mail when it 
has been mailed to your insurance company. Once approval has been obtained, our office will contact 
you and schedule another appointment for you with our physician. Obtaining approval from your 
insurance company usually takes 30-60 days to complete. We ask that you refrain from calling our 
office to check the status of your case. This will only slow the process. In the event you receive a 
denial, you need to go through the proper channels and appeal. The appeal must come from the patient. 
If it has been determined that you have some out-of-pocket expenses such as co-pays and/or deductible, 
we will let you know before we schedule your surgery. These expenses must be paid prior to surgery. 
It is recommended that you pay these expenses at your second visit so that we can schedule your surgery 
at that time. 

 
Some insurance companies require documentation for treatment of any medical problems 

associated with a patient's obesity, i.e. hypertension, urinary stress incontinence, joint/knee problems, 
etc. Documentation of diet history is also important. It is also common for insurance companies to 
request a psychological evaluation prior to approving this surgery. Any documentation you can gather 
prior to your visit with our doctor will speed up and aid in the approval process. 

 
If you have any questions after reading the booklet, please contact our office at (205) 934-7877. 

 
Note: You will not be able to complete the Surgical Treatment for Morbid Obesity 
Request Form until you have read the enclosed booklet. 

 



 

KIRKLIN CLINIC 
DEPARTMENT OF SURGERY 
NEW PATIENT INFORMATION 

Date of visit:  
Referring Doctor: 

Physician Notes: 

Date of Birth: Age: 
Reason for visit:

 

PAST MEDICAL HISTORY 
   High Blood Pressure  Lung Disease  Asthma        
   Kidney/Bladder Disease  Thyroid Disease  Stroke 

   Heart disease 
   Other 

    Blood Transfusion       Cancer of 

PAST SURGICAL HISTORY (Include year of the procedure) 

CURRENT MEDICATIONS DRUG ALLERGIES

BLEEDING HISTORY (Please check all that apply) 
D Excessive bleeding D Easy bruising  D Aspirin use    D  Coumadin use 
D Other 
 
FAMILY HISTORY (Please check each item that has occurred in your parents, children, brothers, 
sisters, grandparents, uncles, and aunts) 
D High Blood Pressure D Liver Disease D Heart Disease D Ulcers 
D Diabetes D Thyroid Disease D Kidney Disease D Cancer 
D Other 

SOCIAL HISTORY (Please check all that apply) 
D Smoke                        packs per day for years 
D Alcohol use for years 

Marital Status: D Married D Single 
D Children (Ages): 

D Divorced     D Widowed 
Occupation: 

     Diabetes        Seizure 
     Hepatitis        HIV/AIDS 



REVIEW OF SYSTEMS (Please check all that apply) 
 Constitution:     D Weight loss       D Weight gain D Night sweats D Fevers 

Skin: D Change in size/color of moles D Rash D Bruising 

Eyes: D Poor vision       D Double vision D Blurred vision D Glasses 

ENMT: D Pain     D Deafness D Discharge D Ringing in ears D Hoarseness 

 D Sinus drainage  D Nose bleed 
 

Cardiac: D Palpitations D Chest pain       D Shortness of breath    D Fatigue 
 D Swelling in feet/legs 

 
Respiratory:       D Cough    D Production of sputum          D Coughing of blood     D Pain 

 
Gastro: D Painful swallowing    D Nausea      D Vomiting                  D Vomiting blood 

 D Indigestion                 D Diarrhea    D Constipation             D Tarry stools 

 D Yellow jaundice         D Bloody stools                                 D Change in BMs 

Genito: D Kidney/bladder disease                   D Decreased urine stream 
D Unable to urinate         D Painful urination       D Blood in urine 

 
Musc/Skel: . D Weakness         D Trauma               D Limited motion 
 D Bone/joint deformity 

 
Neuro: D Paralysis D Weakness      D Seizure D Fainting  D Headache 

 D Migraine D Incoordination D Head trauma 

 D Numbness/tingling in extremities 

Psych: D Anxiety D Depression      D Hallucinations 
 

Endocrine: D Change of appetite        D Excessive thirst/urination     D Goiter 

Hemato: D Swollen lymph nodes D Bleeding disorders 

Immuno: D Immune disorders                    D Immunosuppression 
 
 Females only 
            Breast:   D Lumps       D Pain       D Nipple discharge.      D Infection      D Trauma. 
  D Last mammogram (date) 
 Gyn: D Irregular periods D Hormone therapy       D Menopause 
  D Last pelvic exam (date)_ _            D Last period (Date) 
 
Signature:  Date:

 



UAB School of Medicine 
 Department of Surgery 

 
 
DIET HISTORY FORM 

 
Please fill out this form and bring it with you when you come for your first appointment. 

 
Name: 
 
Insurance Contract Number: 

Type of Weight 
Loss Program 

Number of 
Times Tried 

How long did 
you follow the 
Diet 

What year(s) 
did you try 
the diet 

What were the 
results (long-term 
and short-term?) 

Weight Watchers     

Physician Supervised 
Diets 

    

TOPS     

Overeaters Anonymous     

Prescription Diet Pills     

Behavior Modification     

Psychotherapy (group 
or individual) 

    

Unsupervised Diets 
(Slim Fast, Calorie 
Counting, etc.) 

    

Other     
Other     
Other     

Comments: 
 
 
Signature: Date: 

 

 









How much of the time during the past 4 weeks... 
 

(Circle one number) 
  All Most A good Some A little None of 
  of the of the bit of the of the of the the time 
  time time time time time 

23 . Did you feel full of pep? 1 2 3 4 5 6 

24. Have you been a very nervous person? 1 2 3 4 5 6 

25. Have you felt so down in the dumps 1 2 3 4 5 6 

 that nothing could cheer you up? 

26. Have you felt calm and peaceful? 1 2 3 4 5 6 

27. Did you have a lot of energy? 1 2 3 4 5 6 

28. Have you felt downhearted and blue? 1 2 3 4 5 6 

29. Did you feel worn out? 1 2 3 4 5 6 

30. Have you been a happy person? 1 2 3 4 5 - 6 

31. Did you feel tired? 1 2 3 4 5  6 
 
 
32. During the past 4 weeks, how much of the time has your physical health or 
 emotional problems interfered with your social activities (like visiting with 
            friends, relatives, etc.)? 

(Circle one number) 
All of the time ........................................... 

 Most of the time 

Some of the time ............. 

A little of the time ... 

None of the time .....______ 



How TRUE or FALSE is each of the following statements for you? 
 

(Circle one number on each line) 
  Definitely Mostly Don't Mostly Definitely 
  true true know false false 

33. I seem to get sick a little easier than other 1 2 3 4 5 

 people 

34. I am as healthy as anybody I know 1 2 3 4 5 

35. I expect my health to get worse 1 2 3 4 5 

36. My health is excellent 1 2 3 4 5 
 
 
37. Think about a scale of 0 to 100, with zero being the least desirable state 

of health that you could imagine and 100 being perfect health. What 
number, from 0 to 100 would you give to the state of your health today? 
(Please circle) 

 
0 10 20 30 40 50 60 70 80 90  100 

            5 15 25 35 45 55 65 75 85 95 

 



PSYCHOLOGICAL SCREENING 
QUESTIONAIRE 

 
Name____________________________ MR #________________ Date_____________ 
 
Please mark each question in terms of whether you have experienced this behavior in 
the past or present (within the past year).  Please answer each question with a yes or a  
no. 
          Past  Present 
1.Been treated for an emotional disorder (i.e.) 
depression, anxiety) by a mental health 
professional or your personal physician?   _______  _______ 
 
2. Been hospitalized for an emotional disorder?  _______  _______ 
 
3. Had suicidal thoughts on a regular basis or 
made a suicidal attempt?     _______  _______ 
 
4. Been treated as an outpatient for an alcohol 
or substance abuse problem or attended a 12- 
step program such as AA?     _______  _______ 
 
5. Been hospitalized or treated in a residential 
program for an alcohol or substance abuse problem?  _______  _______ 
  
6. Been treated for an eating disorder such as 
anorexia, bulimia, or compulsive overeating?  _______  _______ 
  
7. Engaged in binge eating or purging (vomiting) 
after eating?       _______  _______ 
 
8. Been placed on disability or lost a job for an 
emotional or nervous disorder?    _______  _______ 
  
9. Been separated or divorced?    _______  _______ 
 
10. Been in a relationship within or outside the 
family that you considered abusive?    _______  _______ 
 
11. Been prescribed medication for an emotional 
or nervous disorder?      _______  _______ 
 
 
If you are bi-polar, manic depressive, or schizophrenic, you will not qualify for the 
surgery. 



 

SURGICAL TREATMENT FOR MORBID OBESITY 

Request for Operation Form 

I,  request that Dr. Ronald H. Clements and his/her associates from 

Kirklin Clinic and/or The University of Alabama Hospital operate on me for obesity. I understand the 

operation will reduce the amount my stomach will hold by making a small pouch no larger than

 ounce. This will be accomplished by dividing the stomach into a very 

small upper pouch and a lower bypassed remainder. The intestine will be divided and connected 

to the small upper pouch. The portion of the intestine draining the bile and pancreatic juice will 

be connected several feet below the stomach. I agree to the removal of my gallbladder if it 

appears to be diseased or to contain stones. I understand there may be significant risks. These 

include death in about % of patients, and possible failure to lose weight. In addition, 

early complications may include: 

1.                               2. 3. 4. 

Successful patients will lose about % of their preoperative weight on the average. If I have high 

blood pressure or diabetes, the operation, if successful, will likely make these less severe. After the 

operation, I will have to stay on a special diet. I can try most foods, but may have difficulty eating 

many foods for a long time. I will never be able to eat large portions again. I should never drink 

sweetened liquids again. I agree to return for follow-up as necessary even though this obviously will 

entail some additional time and expense. I agree to keep my surgeon informed of my status over the 

years. I have read and understand the information pamphlet entitled "Surgical Treatment of Morbid 

Obesity" prepared by Ronald H. Clements, M.D. and have viewed videotape entitled "Morbid Obesity". 

Signature: 

Date: 

Witness: 

Relationship to patient: 



Health 
System

 

 
UAB HEALTH SYSTEM – University Hospital, The Kirklin Clinic, The Kirklin Clinic at 

Acton Road, UAB Health Centers, the University of Alabama Health Services Foundation 
P.C. (Health Services Foundation) and community physicians who are on the UAB Health 
System Medical and Dental Staff pursuant to the UAB Health System Medical and Dental 

Staff Bylaws. 
AUTHORIZATION FOR USE OR DISCLOSURE OF INFORMATION 

 
 
I hereby authorize the use or disclosure of my individually identifiable protected health information (“PHI”) 
as described below.  This Authorization includes any information relating to drug and/or alcohol abuse/treatment, 
communications with psychiatrists or psychologists or records pertaining to sexually transmitted diseases, if they 
are a part of my medical record.  I understand that this authorization is voluntary.  Once this information has been 
disclosed, it may be subject to re-disclosure and no longer be protected by federal privacy regulations. 
 

Patient name:  _____________________________ Medical Record Number: ___________________ 
 

Patient SSN:    ______-________-_____________ Patient DOB:  ______/_______/_______________ 
 

Patient’s Phone #:  (____)___________________ Patient’s Address: _________________________ 
 

City, State, Zip: ____________________________ 
 

Persons/organizations providing the information: Persons/organizations receiving the information 
 

Name: _____________________________________ Name: ___________________________________ 
 

Address: ___________________________________ Address: _________________________________ 
 

City, State, Zip______________________________ City, State, Zip_____________________________ 
 

Phone: ____________________________________ Phone: ___________________________________ 
 

Specific description of information (including date(s): 
 
____Face Sheet 

 
____ Discharge Summary 

____History and Physical ____Pathology report 

____Diagnostic procedure report(s) 
         (dates & types) 
____Problem list 
____X-ray report(s) (dates) 
____Operative report(s) (dates) 

____Emergency room record 
____Lab report(s) (dates) 
____Medication list 
____Clinic notes 
____Consultation reports from (please supply 

physicians name): 
 

____Other:  (please describe):  

 
 
 
 
 
Purpose of Use or Disclosure: 
This information for which I’m authorizing disclosure will be used for the following purpose: 
____My personal records 
 

____Other: (please describe): 

___Sharing with other health care providers as needed 
 

 

 

Authorization for Use or Disclosure of Information - UAB Health System Page 1 of 2 



The patient or the patient’s representative must read and initial the following statements: 
I understand that I have a right to revoke this authorization at any time.  I understand that if I revoke this 
authorization, I must do so in writing and present my written revocation to the entity privacy coordinator.  I 
understand that the revocation will not apply to information that has already been released in response to this 
authorization.  I understand that the revocation will not apply to my insurance company when the law provides my 
insurer with the right to contest a claim under my policy. 
 
Initial:    I understand that I may revoke this Authorization at any time by notifying the UABHS Privacy 

Officer in writing, but if I do, it will not have any affect to the extent UABHS took action in reliance on the 
Authorization.   

 
Initial:    I understand that UABHS may not condition the provision of treatment, payment, and enrollment 

in a health plan, or eligibility for benefits on signing this Authorization, except under the following 
circumstances:  
• Participating in research projects can be conditioned on my signing an Authorization to use and 

disclose PHI in the research 
• Initial enrollment in health plans can be conditioned on signing an Authorization for the health plan to 

review PHI to make eligibility determinations 
• Furnishing healthcare services to me at the request of a third party can be conditioned on me signing 

an  
authorization for disclosure of the PHI to the third party requesting the treatment 

 
 
 
This authorization will expire _____________________________________. 
     (date of event) 
If I fail to specify an expiration date or event, this authorization will expire six months from the date on which it was 
signed. 
 
Signature of patient or patient’s representative:                                   
 
Printed Name of patient:                                      
 
Printed Name of patient’s representative:                       
 
Relationship to the patient:         
 
Date:      
 
 
Office use only: 
 
Distribution copies:  Original to provider; copy to patient; copy to accompany use or disclosure 
 
Use or Disclose Health Information 
 
Patient Name:                       
 
Medical Record Number:                     
 
Date of Birth:                      
 
 
 
 
 
 
 

 

F# 245r3 (Ref HA# 18 & 20) Dev: 03/03/03, Rev: 4/1/04, 4/2/04 Approved: 06/06/03, 4/8/04, 6/7/04 
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Department of Surgery      Ronald H. Clements, 
M.D. 
Section of Gastrointestinal Surgery    Assistant Professor 
405 Kracke Building       Mailing Address: 
1922 7th Avenue South      KB 405 
(205) 934-7877       1530 3rd Avenue 
(205) 975-8782 Fax       Birmingham, AL 
35294 



Surgical Treatment of Morbid Obesity 
Obesity is the #1 nutritional disorder in our nation. In fact, it is one of the major causes of 
suffering, disability, and preventable death. About 1/5 of Americans are above ideal 
weight by 30%, a level which is clearly detrimental to health. Dietary measures in 
persons who are greatly overweight can be succinctly summarized; they rarely work. In 
1992, a National Institute of Health study revealed that medically supervised weight loss 
programs failed 96 to 98% of the time over a five-year period. This suggests that 
statistically, dieting alone will not work for most morbidly obese patients. Thus, surgical 
treatments are used for extreme obesity. 
 
Detriment of Obesity 
Severe obesity may harm the victim in many ways, some obvious and some subtle.  
Injurious effects may be manifest by the following: 
 

• Hypertension (high blood pressure) 
• Hypertrophic cardiomyopathy (enlarged heart) 
• Hyperlidemia (elevated cholesterol levels) 
• Diabetes (high blood sugar) 
• Cholelithiasis (gallstones/gallbladder problems) 
• Gastroesophageal reflux 
• Obstructive sleep apnea (airway is obstructed during sleep) 
• Hypoventilation (shallow breathing) 
• Degenerative arthritis (aching, worn, and swollen joints) 
• Psychosocial impairments (emotional and social problems) 

 
What Surgery Will Achieve 
We consider weight loss of more than 30% of preoperative weight a good result. For 
instance, a person weighing 300 pounds who loses 90 pounds would be considered to 
have a good weight loss result. We hope and expect about 85% -90% of patients to 
achieve a good to excellent result. We anticipate that the average patient probably will 
lose about 30%-50% of the preoperative weight, but there is a great deal of variation with 
some losing more and some losing less. Thus, a distinct minority of patients will reach a 
truly normal weight. In fact, such marked weight loss may not be desirable because of 
baggy skin and other related problems. Successful weight loss corrects or lessens diabetes 
in almost every patient, and remedies hypertension in over 65% of patients with high 
blood pressure. 
 
Indications for Operation 
Only very obese persons (greater than twice the ideal weight) are considered for surgical 
treatment. Otherwise, the expected risks may outweigh anticipated benefits. The ideal 
patient should: 
 

• Clearly and realistically understand surgical risks and benefits and how their lives 
may change after surgery. 

• The disease of morbid obesity should severely impair the quality of life. 



• The patient should be able to participate in treatment and commit to long-term 
follow up. 

 
• 100 pounds over Ideal Weight or have a BMI of 40 or above (BMI = weight in 

kilograms divided by height in meters  squared).                          
• BMI of 35 to 40 with associated severe medical conditions. 
• Have failed non-surgical measures within the last year or more as shown by 

detailed weight loss history in established weight control programs. 
• Have no contraindications for surgery as described below. 

 
Reasons Operations Should Be Avoided 
Not every morbidly obese patient should undergo an operation. Some reasons an 
operation should be avoided include:  
 

• Heart valve disease and/or angina pectoris (chest pain). 
• Active peptic ulcer disease.  
• Patients unfit for general anesthesia. 
• Patient is not prepared to make necessary lifestyle and/or behavior changes. 
• Active alcoholism 
• Active drug abuse 
• Hepatic cirrhosis with impaired liver function tests 
• Serious psychiatric disability 
• Patients in very poor overall health. 
• Persons who feel they will achieve an absolutely normal weight, be made 

beautiful, or be able to enjoy eating after operation as before probably should 
avoid surgery. 

 
Potential Risks and Complications 
Surgery for morbid obesity is considered major surgery and, as with all operations, 
carries the risk of general anesthesia and potential complications that are more common 
as weight increases.  As part of our education process, it is important for us to describe 
potential complications to you. 
 
Risks and complications during surgery may include perforation of the stomach or 
intestine, leak from the connections with peritonitis or abscess, internal bleeding, wound 
infection (including opening of the wound), incisional hernia, injury to the spleen with 
potential removal of the spleen, and bowel obstruction. Pulmonary embolism (blood clots 
to your lungs from your legs), pneumonia, atelectasis (collapse of lung tissue), fluid in 
the chest or other breathing problems may occur. Compression hose and walking after 
surgery assist in decreasing the incidence of blood clots. 
 
With any major surgery, there is the risk of myocardial infarction (heart attack), 
congestive heart failure, irregular heartbeat, stroke, liver or kidney problems. Although 
rare (approximately 1%), death may occur as a result of one of the complications of this 
operation. 



 
Other complications include minor wound or skin infections, urinary tract infection, 
allergic reactions to medications, excessive vomiting/dehydration, development of loose 
skin, narrowing or stretching of the anastomosis (the outlet of the stomach), peptic ulcer 
disease, psychological reactions including depression while adjusting to new eating and 
lifestyle. Other late problems may include failure to lose weight or weight regain. 
Dumping syndrome (fast heartbeat, nausea, vomiting, fainting, diarrhea) may often be 
described as a side effect of the operation.   
 
Gallbladder disease is not uncommon in association with morbid obesity. The gallbladder 
may be removed if preoperative studies indicate the need, or if gallbladder disease is 
noted at surgery. Ulcers at the site of the stomach or intestinal anastomoses (stomal ulcer) 
or acid peptic ulcers in the nonfunctional large stomach pouch may occur. Stomal ulcers 
may be caused by smoking, overeating, aspirin or non-steroidal anti-inflammatory drugs 
(ibuprofen, naproxen, etc). Cortisone use in the postoperative period may also lead to a 
higher incidence of ulcers. 
 
Anemia may occur after gastric bypass. Close attention must be given to iron deficiency, 
especially in women of childbearing age. Taking a multivitamin with iron usually 
prevents this problem. Vitamin B12 supplements may also be necessary to prevent 
anemia. 
 
While image is improved, this is a medically necessary operation, not a cosmetic 
procedure. The goal is improved quality of daily living, living healthier, living longer, 
resolution and/or improvement of medical problems, cure or control of serious associated 
illness. The benefit of feeling good about yourself with improved confidence and self-
esteem may occur, however, some patients experience social or emotional upheavals. 
Emotional crises such as divorce, acute job dissatisfaction, and other problems can occur 
as a result of all the changes that occur after the operation.  Whether these problems are 
related to the surgery or weight reduction is unclear, but they have been noted. 
 
The Operation 
The operation creates a very small upper stomach pouch (less than one ounce) by 
transecting the stomach (See Figure). Ingested food passes out of the upper pouch 
through a small opening into the small intestine. Most of the stomach and the first part of 
the small intestine are bypassed by the food. Thus, the operation is termed a “gastric 
bypass with Roux-en-Y gastrojejunostomy.”  The major objective is to exclude most of 
the stomach. The point where the bile and pancreatic secretions are returned to mix with 
the ingested food is placed several feet down from the stomach. If the gallbladder is 
diseased, it may be removed during the operation. 
 
The operation is usually done with laparoscopic instruments through several small 
incisions. This technique involves inserting a video telescope into the abdomen through a 
12-mm incision.  Five additional incisions (1-12mm & 4-5 mm) are placed in the upper 
abdomen. The operation is then carried out using specialized instruments. This approach 
has the potential advantage of smaller incisions, less pain, quicker recovery, fewer wound 




