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1 year. Comorbid factors associated with
obesity showed either resolution or improve-
ment after surgery in 91% of patients. 

Patients with a BMI >40 have substan-
tially more serious health consequences
and a reduced life expectancy. Obesity sig-
nificantly impairs quality of life, and the
risk of morbidity and mortality increases
with the degree of obesity.2 Those who are
extremely obese often do not have sus-
tained benefit from more conservative
treatment. The benefits of nonsurgical
treatment are significantly limited by the
failure to maintain reduced body weight. 

A large literature of controlled and
uncontrolled cohort studies show that sur-
gery has produced the longest period of
sustained weight loss.3 A recent meta-
analysis proved bariatric surgery not only

■ Evidence summary
Because of the nature of major surgery, there
are practical and ethical barriers to true ran-
domized controlled trials (RCTs) comparing
bariatric surgery with placebo or to no inter-
vention. However, multiple RCTs have com-
pared the weight-reducing effects of different
bariatric surgical techniques against each
other.1 All studies included patients who had
a BMI >40 kg/m2, or a BMI >35 kg/m2 with
at least 1 comorbidity, such as cardiovascu-
lar disease, sleep apnea, uncontrolled type 2
diabetes, or weight-induced physical prob-
lems interfering with performance of daily
life activities. It is these study inclusion crite-
ria that, by default, have become widely
accepted indications for bariatric surgery.
Weight loss in all RCTs was substantial,
ranging from 50 to 100 kg over 6 months to

What are the indications 
for bariatric surgery?

No studies evaluate the commonly used 
indications for bariatric surgery. Consensus guide-
lines suggest that the surgical treatment of obesity
should be reserved for patients with a body-mass
index (BMI) >40 kg/m2 or with BMI >35 kg/m2 and 

1 or more significant comorbid conditions, when 
less invasive methods of weight loss have failed
and the patient is at high risk for obesity-associated
morbidity and mortality (strength of recommenda-
tion: C, based on consensus guidelines).

E V I D E N C E - B A S E D A N S W E R

Assessing perioperative risk 
and long-term complications is critical
National data indicate that more than 5 million
Americans have a BMI >35. Thus the implications
of recommending bariatric surgery are enormous.
Patients who have undergone surgical treatment
for obesity require lifelong monitoring and often
nutritional supplementation, and the lifelong
severe dietary restriction that follows bariatric 
surgery can be psychologically devastating.
Psychological and behavioral factors must be care-

fully considered in presurgical evaluation. No 
standardized protocol exists for this assessment
and few empiric data specify which factors predict
successful surgical outcomes. 

Great progress has been made in developing
safer and more effective surgical procedures 
for promoting weight loss, yet the possibility of
significant adverse effects remain. Assessing both
perioperative risk and long-term complications 
is critical and requires a risk/benefit analysis 
in each case.
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efficacious for weight loss, but showed that
a substantial majority of patients with dia-
betes, hyperlipidemia, hypertension, and
obstructive sleep apnea experienced com-
plete resolution or significant improvement
of their comorbid condition after surgery.4

The possibility of significant adverse
effects remains. The postoperative mortali-
ty rate for bariatric surgery is approximate-
ly 0.2%. Reoperation is required for up to
25% of patients within 5 years. Other com-
plications are wound infection, staple fail-
ure, vitamin deficiency, diarrhea, and hem-
orrhage.3 The long-term health effects of
bariatric surgery are not well known. 

Recommendations from others

The NIH statement “Gastrointestinal
Surgery for Severe Obesity” concluded that
the benefits outweigh the risks and that sur-
gical treatment is reasonable in those who
strongly desire substantial weight loss and
have life-threatening comorbid conditions.2

Clinical guidelines developed by the
National Heart, Lung, and Blood Institute
Expert Panel on the identification, evalua-
tion, and treatment of obesity for adults
recommend that bariatric surgery be an
option for carefully selected patients with
clinically severe obesity (BMI >40 or >35
with comorbid conditions) when less inva-
sive methods of weight loss have failed and
the patient is at high risk for obesity-asso-
ciated morbidity and mortality.1

The American Gastroenterological
Association (AGA) medical position state-
ment on obesity finds surgical therapy to
be the most effective approach for achiev-
ing long-term weight loss. The AGA rec-
ommends surgery for patients with a BMI
>40, or those with BMI >35 and 1 or more
severe obesity-related medical complica-
tion (eg, hypertension, heart failure, or
sleep apnea) if they have been unable to
achieve or maintain weight loss with con-
ventional therapy, have acceptable opera-
tive risks, and are able to comply with
long-term treatment and follow-up.5

The American College of Preventive
Medicine, in its policy statement on weight
management counseling, recommends lim-

iting surgical therapy for obesity to severe-
ly obese patients, defined as BMI >40.6 ■
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Psychological and
behavioral factors
as well as an
assessment of
perioperative risk
and complications
must be 
considered before
bariatric surgery
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What are 
Clinical Inquiries?

Clinical Inquiries answer recent questions from the prac-
tices of family physicians.  Practicing family physicians
choose the most relevant questions 
submitted through a web-based voting system 
operated by the Family Physicians Inquiries Network
(FPIN; online at www.fpin.org). 

FPIN is national, not-for-profit consortium of family
medicine departments, community residency programs,
academic health sciences libraries, primary care practice-
based research networks, and other 
specialists. Once questions are selected, FPIN editors
then organize teams of clinicians and librarians to
answer them based on systematic review of the world
literature. Answers are developed through an explicit,
systematic method:
❚ FPIN librarians and editors identify questions recently

answered in best evidence sources 
(e.g. Cochrane Reviews, Clinical Evidence, the US
Preventive Services Task Force, Evidence Based
Guidelines, a published systematic review).

❚ FPIN librarians then conduct systematic and 
standardized literature searches of best evidence
sources, Medline, and other databases in collaboration
with an FPIN clinician or clinicians. If a best 
evidence source has been identified, the search begins
from the date of the search conducted for that source.
Otherwise, the searches are comprehensive. 

❚ FPIN clinician authors then choose the highest 
quality original research sources, and critically
appraise the research and integrate the findings 
in the Evidence Based Answer and Evidence Summary
section of Clinical Inquiries. Authoritative sources are
also quoted in the “Recommendations from Others”
section of the Clinical Inquiry.

❚ Each Clinical Inquiry is reviewed by 4 or more peers
or editors before publication in JFP.

❚ FPIN medical librarians are accountable for the 
thoroughness of the literature search, for recording
the databases searched, search hedges used and the
search terms.  The details of each search is available
to any interested reader 
(contact managingeditor@fpin.org).

❚ Finally, a practicing family physician or other 
clinician writes an accompanying commentary 
to provide a clinical perspective.




