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Introduction 
Bariatric surgery is a sophisticated weight loss 

sugery to the people who are obese1. It includes 
different surgical methods, which is advantageous 
than the weight loss surgeries so far done. Weight 
loss is achieved by reducing the size of the stomach 
with a gastric band or through removal of a portion 
of the stomach (sleeve gastrectomy or 
biliopancreatic diversion with duodenal switch) or by 
resecting and re-routing the small intestines to a 
small stomach pouch (gastric bypass 
surgery)2.Obesity Surgery is a weight loss surgery 
for excessively obese patients having a high 
BMI3.The objective of obesity surgery is to restrict 
food intake resulting in reduced calorie intake and 
reduced storage of fat cells all leading to weight 
loss4. This surgery is recommended to patients 
suffering from morbid obesity and is performed when 
other means of weight reduction seem to have 
stopped working. Morbid Obesity refers to a 
condition where the extent of body weight poses / 
causes grave health risks. All Obesity Surgeries are 
subcategories of Bariatric Surgery. 

 
Criteria for Obesity Surgery: Asian Standard: 
1. Body Mass Index (BMI) of 37.5 or above (i.e.      

body weight being more than 40kg) without 
obesity related disorder. 

2. BMI of 32.5 or above, with obesity related 
problem. 

 
Patients who are obese but do not have a 

high BMI and are not morbidly obese can consider 
Liposuction or Tummy Tuck or both for fat removal 
and consequential inch loss and weight loss. 

 
Care taken before surgery: 

Before gastric bypass surgery, you need to 
schedule your initial visit to clinic. You will then be 
scheduled for several preoperative visits during the 
months before surgery. 

 
 

1. Food diaries 
At the first visit and subsequent visits, patients 

are given food diaries to complete. We will not 
operate on patients who do not bring in their food 
diaries as assigned5. Honest and complete food 
diaries are necessary before surgery to ensure long-
term dietary changes and portion control. Please 
follow our recommended dietary and lifestyle 
changes before surgery this makes the transition 
after surgery much easier. 
 
2. Weight loss 

For many patients, the best way to improve 
their health before surgery is to achieve some 
weight loss. This is especially true in patients with 
central (abdominal) obesity, sleep apnea, heart 
disease, and other life-threatening health problems6. 
Between the initial visit and preoperative visits, 
patients must be careful not to gain any weight, and 
some patients may need to lose weight. It improves 
patient’s health and breathing. 
 
3. Quit smoking 

It is very important that patients quit smoking 
prior to surgery – the sooner, the better. Health and 
helps decrease the risks of life-threatening 
complications Smoking can increase the risk of 
dying, blood clots, pneumonia7. 
 
4. Sleep study evaluation 

Sleep apnea is a life-threatening condition 
that is often undiagnosed. Many patients being 
evaluated for bariatric surgery are already being 
treated for sleep apnea and do not have to repeat a 
sleep study8. If your score on the Epworth sleep 
scale is high, then we will help you schedule and set 
up the sleep study exam. 
 
 
 

Abstract: Bariatric surgery is a convenient and sophisticated technique recently developed to treat 
obesity great than surgeries earlier. Obesity is the one that decrease the man’s survival life. The 
updated sedentary life style makes us obese. As a result a lot of notorious diseases risk us to bear 
lots of problems. To avoid this, bariatric surgery now a day’s rules the obesity out, facilitates to be free 
from dreadful diseases. Lots of difficulties, if proper care is not taken but lots of benefits, if followed 
properly. As a pharmacist it is our responsibility to boom up the present undertaking margin of 
success of surgery. Also wants to give a challenge that to develop a dosage form to burn up the fats 
without surgery to minimize the risks of complications has been acquired during surgery. Bariatric 
surgery acts like a single shot for 100 birds as it vanishes many diseases with a single surgery. 
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5. Cardiac evaluation 
Obesity, high blood pressure, diabetes, and 

high cholesterol are all risk factors for heart disease. 
All patients will need an electrocardiogram (EKG) 
before surgery9. Echocardiogram and Cardiac 
catheterization. Coronary artery stent placement and 
Coronary artery bypass surgery. 

      
6. Pulmonary evaluation 

A number of patients will need to have a 
pulmonary evaluation before surgery, to determine if 
lung function is adequate. This can include 
pulmonary function tests, a visit to a pulmonologist10. 
 
7. Primary  care physician (PCP) visits/history and 
physical exam/screening studies 

We recommend that patients schedule an 
appointment with their PCP to obtain a full history 
and have a complete physical exam. Patients with   
weight problems are at high risk for numerous life-
threatening health problems 
 
8. Upper GI-ray series 

Patients that have had previous stomach 
surgery (weight-loss surgery) will need this to be 
evaluated11. 
 
9. Upper endoscopy 

Patients who have had previous stomach 
surgery (weight-loss surgery) will need to undergo 
this evaluation12. Also, patients being evaluated for 
Lap-Band will need this 
 
10. Hematology consults 

Patients with a history of blood disorders or 
blood clots may need to be evaluated by a 
hematologist. Blood tests are required by most 
insurance companies to evaluate for Helicobacter 
pylori (H. pylori) – bacteria that cause stomach 
ulcers13. Thyroid stimulating hormone (TSH) – to test 
for hypothyroidism. 
 
Procedures of bariatric Surgery 
 
Surgical Procedures: 

Surgery may promote weight loss by several 
mechanisms, including the following: 
Ø Restriction: decreasing food intake 
Ø Malabsorption: causing food to be poorly 

digested and absorbed 
Ø Hormonal changes: decreasing chemical signals 

that control hunger, or improving chemical 
signals that contribute to type 2 diabetes 
mellitus and metabolism. 

 
Laparoscopic Roux-en-Y Gastric Bypass 

Ø We presently consider the laparoscopic Roux-
en-Y (pronounced “roo on why”) gastric 
bypass to be the best operation for the 
treatment of morbid obesity. 

Ø The Roux-en-Y gastric bypass combines 
restriction, mild malabsorption, and hormonal 
changes to optimize both weight loss and improve 
health problems. Open gastric bypass was 
developed in 1967 and therefore has a long, proven 
success record (>43 years)14. The laparoscopic 
surgical approach provides the benefits of less pain 
and discomfort and quicker recovery. Fig(1) 
 

 
Fig.1: Morbid obesity 
 
Laparoscopic Roux-en-Y gastric bypass surgery: 

Laparoscopic Roux-en-Y gastric bypass 
surgery usually takes 1 to 2 hours and is performed 
under general anesthesia, meaning you are fully 
asleep. A needle is inserted into your abdomen and 
gas is pumped into your abdomen. A telescope 
camera is then inserted through a small incision 
near your belly button. In this procedure, stapling 
creates a small stomach pouch. The remainder of 
the stomach is not removed, but is completely 
stapled closed and cut away from the stomach 
pouch. The other end of the small intestine is 
connected to the side of the Roux limb of the 
intestine creating the “Y” shape that gives the 
technique its name15. Food passes into the small 
stomach pouch, then into the first 3-5 feet of 
intestine where very little is absorbed. The food then 
passes through the “Y” area where the other portion 
of stomach and small intestine join. It is here where 
more digestion begins. The bypassed portion of 
stomach, or “gastric remnant,” is still active and 
produces acid and digestive juices, although no food 
passes through it. Fig (2) 
 

    
Normal anatomy          After LRYG surgery 

Fig.2: Laparoscopic Roux-en-Y gastric bypass 
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Laparoscopic Adjustable Gastric Banding 
Laparoscopic adjustable gastric banding is 

considered the safest, least invasive, and only 
adjustable surgical treatment for morbid obesity. 
This procedure involves placing an inflatable silicone 
band into the patient's abdomen16. Like a wristwatch, 
the band is fastened around the upper stomach to 
create a new, tiny stomach pouch that limits and 
controls the amount of food eaten. It also creates a 
small outlet that slows the emptying process into the 
stomach and the intestines. As a result, patients 
experience an earlier sensation of fullness and are 
satisfied with smaller amounts of food. In turn, this 
hopefully will result in weight loss. Fig (3) 

 

 
Fig.3: Laproscopic banding 
 
Vertical Banded Gastroplasty (VBG) 

Vertical banded gastroplasty (VBG) is a 
“stomach stapling and banding” procedure that was 
performed in the past. However, this procedure has 
essentially been abandoned in favour of other 
operations. 17Although early weight loss results after 
VBG were reported to be about 60%, long-term 
failure rates are 50% to 80% - meaning that over the 
long term, more than half of patients regain their 
weight or develop complications. Fig (4) 
 

 
Fig 4. Vertical gastroplasty 

 
Biliopancreatic Diversion (BPD) and 
Biliopancreatic Diversion with “Duodenal 
Switch: 

The biliopancreatic diversion and 
bililiopancreatic diversion with "duodenal switch" 
operations produce weight loss primarily by causing 
mal absorption, although they do have a mild 
restrictive component. Weight loss with these more 
complicated surgeries is excellent (70% to 80% 
excess weight loss long-term), but patients must be 
very careful to strictly comply with taking vitamins 

and eating enough protein to avoid severe 
malnutrition. Replacement of fat-soluble vitamins is 
mandatory for patients who have undergone one of 
these procedures. We presently do not perform this 
procedure18. 
 
Jejunal-Ileal Bypass: 

Jejunal-ileal bypass surgery was the first 
weight-loss surgery performed, in the 1970s and 
early 1980s, but it is no longer performed. Although 
this surgery resulted in good weight loss, many 
problems and complications (liver disease, kidney 
disease, electrolyte abnormalities, severe diarrhea 
and bacteria overgrowth in the bowel) developed. 
Patients who have had this surgery are usually 
advised to have it revised ‘back’ to normal 
gastrointestinal tract anatomy or to a gastric bypass 
procedure19.  
 
Revisions of vertical-banded gastroplasty (VBG) 
to Roux-en Y gastric bypass (RYGB): 

Vertical banded gastroplasty (VBG) is referred 
to by many patients as ‘stomach stapling.”. It has 
been reported that after VBG, up to 80% of patients 
have poor long-term (10 year) results, including the 
following: Poor weight loss20. High rate of blockage 
of the banded pouch. Tendency to adopt a high-
calorie, sweet-liquid diet that leads to poor nutrition 
and regaining of weight. Fig (5). 
 

 
Fig.5: Roux-en-Y type 
 
Care should be taken after surgery: 
Drink Plenty of Liquids: 

After surgery, you should drink at least 2 liters 
of fluid each day. Patients lose weight very quickly 
after surgery, especially after gastric bypass21. 
Women typically lose about one pound a day within 
the first 2 weeks after gastric bypass. 
 
Be Active: 

It is important to keep active after surgery to 
avoid blood clots from forming in your legs. This 
means don't sit for a long period of time (>2 hours). 
On any long car or airplane rides, get up and walk 
around every hour or two. People typically go back 
to work 10 days to 2 weeks after surgery, but some 
people go back sooner. 
 
Multivitamins: 

Start taking one chewable 
multivitamin/mineral supplements twice a day 
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(bypass) or once a day (band) while on liquids 
(Phase 1 diet). 22When you progress to Phase 2 
(soft foods), take your supplement with meals. 
 
We recommend one of the following: 

Ø Bariatric Advantage Chewable and Celebrate 
Vitamins chewable. 

 
Calcium Supplement: 

There is typically only a small amount of 
calcium in multivitamins. Therefore, we recommend 
taking an additional 1000mg-1500mg of calcium 
everyday when you progress to soft foods23. There 
are different forms of calcium such as calcium 
carbonate and calcium citrate. Calcium citrate is the 
most efficiently absorbed form of calcium following 
gastric bypass. 
 

Ø Bariatric Advantage Calcium Citrate Chewy 
Bites (2 chews 2 times per day) 

Ø Bariatric Advantage Calcium Citrate Lozenges 
(one lozenge 2 times per day) 

 
IRON Supplement: 

We recommend that you take an iron 
supplement daily when you progress to soft foods, in 
addition to the iron in your multivitamin. Nausea and 
constipation are common side effects of iron 
supplementation. Listed below are some specific 
products we recommend. Take your iron supplement 
once a day with food24. 
 

Ø Bariatric Advantage Chewable Iron and 
Celebrate Vitamins Chewable Iron. 

 
Vitamin B12: 

Vitamin B12 is digested and absorbed 
differently than most vitamins. After gastric bypass 
surgery, you will no longer be able to digest and 
absorb sufficient amounts of B12 to maintain 
health25. You must take your B12 in a form that 
directly enters the bloodstream, not through the 
digestive tract. Tabs like below are used. 
 

Ø Sublingual B12 Micro lozenges, 
Ø B12 drops 1000 mcg andB12 5000 Zipmelts. 
Ø Bariatric Advantage Sublingual B12 with 

Folate. 
 
Vitamin D: 

In addition to the amount of vitamin D found in 
your multivitamin and calcium supplement begin 
taking 1000 IU of a supplemental vitamin D 
(cholecalciferol) a day.  

Ø Bariatric Advantage Dry Vitamin D3 (take one 
dose per week) 

Ø Bariatric Advantage Liquid Vitamin D3 (take 
one dose every two weeks) 

Ø GNC Vitamin D3 1000 IU (take daily) 
 

 
Risks of bariatric surgery: 
Nausea and Vomiting 

Patients may have a few episodes of nausea, 
vomiting and abdominal discomfort after surgery. 
This usually occurs in the first 2 or 3 months after 
surgery, as patients are getting used to their new 
diet and eating habits. 
 
Dehydration: 

It is important to drink about 2 liters of liquid a 
day during the first few months of rapid weight loss 
after gastric bypass surgery. Drinking this much fluid 
can be difficult during the first few weeks after 
surgery26. However, dehydration can lead to nausea 
and persistent vomiting. Also, persistent vomiting 
can lead to dehydration and electrolyte imbalance. 
 
Food Intolerance: 

Patients may be intolerant to some foods after 
gastric bypass surgery. Eating smaller portions, 
eating more slowly, chewing foods well and avoiding 
high-sugar foods can resolve problems26. 
 
Dumping Syndrome: 

 A condition known as “dumping syndrome” 
can occur as the result of rapid emptying (dumping) 
of stomach contents into the small intestine. This is 
triggered when too much sugar or very greasy (fried) 
foods are consumed27. 
 
Changed Bowel Habits: 

After gastric bypass surgery, patients may 
have smaller and fewer bowel movements and 
constipation is quite common. This is especially true 
in women and when guidelines are followed for iron 
supplementation 28. 
 
Transient Hair Thinning: 

About half of women who have undergone 
gastric bypass surgery notice thinning of their hair. 
This usually occurs between months 2 and 10 after 
surgery 29.Thinning may be minimized by 
maintaining adequate protein intake, taking daily 
multivitamins, and possibly by addition of zinc and 
biotin supplements. 
 
Pregnancy: 

Many obese women have trouble with fertility 
and regular menstrual cycles. As weight loss occurs, 
this situation may change quickly. Women get more 
regular periods and can become more fertile with 
weight loss30. 
 
Benefits of bariatric surgery: 
Weight Loss after Roux-en-Y Gastric Bypass 
Surgery: 

Most patients lose between 60% and 85% of 
their excess body weight at by 1 year after gastric 
bypass surgery. About 9 out of 10 patients will lose 
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more than 50% (half) of the excess weight by the 
end of the first year after gastric bypass surgery31. 
About 1 out of 10 patients will lose less than 50% of 
the excess weight, although those who lose less still 
have improvement in weight-related health problems 
such as diabetes and high blood pressure. Graph 
explains weight loss of 800 first bariatric surgery 
patients in a health care survey Fig (6). 
 

 
Fig.6: graph of first 800 patients in a hospital survey 

 

 
Weight Loss after Adjustable Band: 

Weight loss results after adjustable banding 
are very variable. Most patients lose between 25% 
and 60% of their excess body weight at by 1 to 3 
years after adjustable band surgery. The average 
excess weight loss is typically about 40%32. 

 
High Blood Pressure: 

Hypertension (high blood pressure) improves 
in most patients after gastric bypass surgery, often 
within a few days after surgery33. Hypertension 
resolves completely in about 75% of patients and is 
improved in an additional 10%. Some patients may 
still need medical treatment of their high blood 
pressure, but with fewer medications than before 
surgery or at lower doses. 

 
High Cholesterol and Triglyceride Levels: 

About 80% of patients who have high 
cholesterol or triglyceride levels will have normal 
cholesterol and triglyceride levels within a few 
months after gastric bypass surgery. 

 
Diabetes Mellitus: 

Hormonal (body chemistry) changes occur 
soon after gastric bypass surgery that leads to 
improve blood sugar control in diabetic patients. 
Remission of type 2 diabetes mellitus occurs in 
about 85% of patients who have undergone gastric 
bypass surgery34. Most patients are able to 
completely discontinue their diabetic medications 
soon after gastric bypass surgery. Patients who still 
need medications (including insulin) to control 
diabetes after gastric bypass surgery find they are 
able to gain better control of their blood sugars with 
smaller doses. 

 
 

Heart Disease: 
Gastric bypass surgery leads to 

improvements in the major risk factors for heart 
disease:  high blood pressure, diabetes, and high 
cholesterol. Also, weight loss can lead to 
improvement in cardiac function, because with less 
weight, the heart does not have to work as hard35. 

 
Respiratory Insufficiency: 

Patients usually feel an improvement in 
tolerance for exercise and easier breathing within 
the first few months after gastric bypass surgery. 
Often patients who have been able to walk find that 
they are able to participate in sports36. 

 
Sleep Apnea Syndrome: 

Most patients stop snoring within a few 
months after weight-loss surgery. More than 85% of 
patients who had to use continuous positive airway 
pressure machines at night before surgery are 
symptom-free without their machines at one year 
after surgery37. 

 
Asthma: 

Most patients who had asthma before weight-
loss surgery find that they have fewer and less 
severe attacks, or sometimes none at all, as they 
lose excess weight and fat38. 

 
Gastro esophageal Reflux Disease: 

Relief of heartburn due to gastro esophageal 
reflux disease occurs soon after surgery in more 
than 90% of patients39. 

 
Stress Urinary Incontinence: 

Stress urinary incontinence usually becomes 
completely controlled without medication as women 
lose abdominal fat and the pressure of fat on the 
bladder decreases40. 

 
Quality of Life: 

Patients find that they have overall better 
quality of life after surgery: meeting the challenges 
(social, emotional and psychological) that they faced 
before surgery becomes easier41. Patients begin to 
feel confident in facing certain public issues and 
better about themselves and their self-esteem 
improves. Many patients feel they have a “new lease 
on life”. Patients can participate in activities with 
their families, such as going on amusement park 
rides, and enjoy everyday activities42. Most patients 
notice improved levels of energy due to their weight 
loss. They feel they are no longer “carrying around 
an extra person”. 

 
Conclusion 

An important way in which our article seeks to 
improve care for our weight-loss surgery patients is 
to conduct research and share our results with other 
healthcare professionals. All the pharma innovators 
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has to develop vigorous research in developing 
medicine to improvise the standard of living by 
decreasing the cholesterol levels43. 
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