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Things to Consider

• Mortality

• Complications
• Major
• Minor

• Co Morbidity outcomes

• Weight loss outcomes

• LOS

• Operative time

• Psychological profiles/outcomes





Methods

• 213 consecutive patients underwent LRYGB (n=167 with 
BMI<60, n=46 with BMI>60

• Single surgeon

• Outcomes: perioperative complications and postoperative 
weight loss









Conclusions (Farkas et al 2005)

• LRYGB can be performed safely in patients with BMI>60

• Patients with BMI>60 had less excess weight loss

• Similar rates of complications





Methods

• The records for all patients were analyzed as 2 groups 
(those with a BMI < 60kg/m2 and those with a 
BMI > 60kg/m2), as well as by type of operation. 

• Step-wise and univariate logistic regression analyses 
assessed the effect of BMI on the outcome variables, 
including mortality, length of surgery, length of hospital 
stay, and disposition at discharge.













Conclusions (Stephens et al 2007)

• Patients (BMI > 60kg/m2) required longer total operating 
room times,

• Longer hospital length of stay,

• More likely to be discharged to chronic care facilities

• The in-hospital mortality was similar for both groups.





Methods

• 95 patients with BMI > 60kg/m2 were compared 

• 1,311 patients with BMI < 60kg/m2 undergoing LGBP from 
December 2001 to May 2007. 

• Data recorded included age, BMI, estimated blood loss, operating 
time, length of stay, and complications within the first 30 days 
after operation. 

• Analyses of the data were performed using unpaired Student’s t-
test, with p<0.05 as significant









Conclusions (Abeles et al 2008)

• No differences in complications

• No difference in mortality





Methods

• Accredited Bariatric Program (a prospectively collected 
database) was queried for all laparoscopic Roux-en-Y gastric 
bypass procedures between January 2004 and July 2006. 
(single surgeon) 

• Average postoperative follow-up time was 1 year. Patients 
were stratified into two groups: BMI < 60 kg/m2 and BMI > 
60 kg/m2. 

• The number of postoperative complications was compared 
between the two groups using a chi square method with 
Yates correction.







Conclusions (Kushnir et al 2010)

• Patients with BMI > 60 kg/m2 do not have a higher 
postoperative morbidity compared with other patients 
undergoing laparoscopic Roux-en-Y gastric bypass.

• laparoscopic Roux-en-Y gastric bypass can be safely 
performed in patients with BMI>60.





Methods

• All patients who underwent laparoscopic Roux-en-Y gastric 
bypass procedures at Stanford University Medical Center 
between May 2008 and November 2013.

• N=434

• group 1 (n=213) BMI ≥35 to <45 kg/m2

• group 2 (n=188) BMI ≥45.0 to <60 kg/m2

• group 3 (n=33) BMI ≥60 kg/m2.



Methods (continued)

• Primary variable: total operating room time

• Secondary variables

• anesthetic induction time

• nursing preparation time

• operation time

• time for emergence from anesthesia

• total length of hospital stay









Conclusions (Sanford et al 2015)

• For patients undergoing LRYGB, increasing BMI was 
associated with significantly increased

• total OR time

• longer anesthetic induction

• emergence in patients

• Operating room schedules and plans for resource utilization 
should recognize that the same bariatric procedure may 
require more time for patients with BMI >60.





Methods

• Bariatric surgery candidates (n=1231, 71.9% female and 65.8% 
Caucasian) 

• a presurgical psychological evaluation

• Minnesota Multiphasic Personality Inventory–2–Restructured 
Form. 

• Participants with a baseline BMI > 60kg/m2 (n=164) were 
compared with BMI<60 (n=1067) on psychosocial and 
demographic factors, the MMPI, and in the subset that had 
surgery (n=870), percent total weight loss extending to the 3 
year follow up. 









Conclusions (Marek et al 2017)

• Patients with a BMI ≥60 kg/m2 presented as a more psychiatrically vulnerable group 
compared with patients with lower BMIs before surgery

• However, patients with a BMI ≥60 kg/m2 did not have attenuated weight loss 
outcomes once other demographic and psychological variables were accounted for.

• Tended to not lose as much weight regardless of starting BMI status.

• older patients

• Males

• those with a greater severity of psychosocial functioning 

• Overall, emphasis on education and the importance of psychological treatment 
should be highlighted during the presurgical psychological evaluation for patients 
exhibiting current psychological symptoms.





Methods

• Retrospective analysis of prospectively collected data of 823 
patients who underwent laparoscopic bariatric surgery. 

• Goal: assess the effects of BMI on the recovery and anesthetic 
outcome parameters, under the categories:
• severely obese (SeO: BMI<39.9 kg/m2)
• morbidly obese (MO: BMI 40–49.9 kg/m2), 
• super-morbidly obese (SMO: BMI 50–59.9 kg/m2)
• super-super morbidly obese (SSMO: BMI >60 kg/m2). 

• Time to ambulate (TA) was the primary variable.



















Conclusion - Patients with BMI >60 undergoing bariatric surgery

• Have longer operative times

• Have longer induction/emergence times

• Have more psychological issues

• More likely to require an ICU stay

• Longer time to ambulation

• May be at increased risk for some complications.

• Similar mortality

• Require careful selection of patients and matching the correct 
patient to the correct procedure





• There is no consensus concerning the best procedure for 
individuals with especially high BMI, but the efficacy and 
safety of MBS have been demonstrated in this population

• Therefore, MBS should be considered as a preferred method 
to achieve clinically significant weight loss in patients with 
extreme BMI.
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