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Disclosures

« None pertinent to this talk



Obesity and Overwelight are a
spectrum of disease...

* Overweight = BMI 25 — 29.9
e 32% of American adults

* Obesity = BMI 30 and greater
« 36% of American adults
* Class 1 =30-34.9
 Class 2 =35-39.9
* Class 3 =40 or greater




... that requires a spectrum of care.

- NO one treatment option is a catch all

- As the severity and risk of the disease increase,
so should the aggressiveness of treatment.

« This can not be treated as an addiction



Where do we start?

- Discuss surgical treatment of Obesity
— Procedures worthwhile

— Benefits
— Risks

« Cost of Obesity
- Benefit Options



Diabetes and overweight

- Overweight dramatically increases risk of
diabetes

- About 30 percent of overweight people have
type 2 diabetes, but 85 % of diabetics are
overweight

- 8.3 % of people have diabetes

- 1.9 million new cases per year

- $174 billion per year

- Weight management is essential



Bariatric Surgery in the US
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Who Is a good candidate for
surgery ?

* National Institute of Health — still 1991
« BMI > 40
 BMI 35-40 with co morbid conditions
 High Blood Pressure
« Heart Disease
« Sleep apnea
 Severe DM



Newer Generation of Bariatric
Surgery

o Safer and better outcomes than ever before

* Laparoscopy



Open
Approach

Incision for Open Weight Loss Surgery

The incision location, number of incisions and the
incision size may vary from surgeon to surgeon.

Laparoscopic
Approach

Incisions for Laparoscopic Weight Loss Surgery
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The incision location, number of incisions and the
incision size may vary from surgeon to surgeon.




Newer Generation of Bariatric
Surgery

« Safer than ever before

* Laparoscopy

 Procedure Standardization

 Facilities are nationally regulated



Who is likely not a good candidate
for surgery ?

« Age > 65 — Increased Risk of mortality and complications
« Higher BMI increases risk of complications

* Decreased Mobility — Inability to walk 200 feet without
assistance

Psych Issues - Active drug use; Schizophrenia;
Undertreated depression; Psychosis or bipolar disorder;
Inappropriate expectations of the surgery



Goals of Surgery

* Restriction of caloric intake
« Control appetite and hunger

 Inducing physiologic satiety from a
small volume of food






Anatomy Review
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Large
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Small
intestine
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Roux-en-Y Gastric Bypass

Roux-en-Y Type of Gastric Bypass Procedure
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Sleeve Gastrectomy




Laparoscopic Adjustable Gastric
Bandlng

A Mid — 2011: European data show

long-term risk of weight loss failure
and complications much higher
than previously thought.

Possibly as many as ¥ to %z of pts
may require band removal long-
term.

« For this reason, popularity of
gastric banding is significantly
declining in the U.S. and we no
longer recommend gastric banding
for any patient.




Duodenal Switch

Biliopancreatic
limb

Alimentary §
limb

Common channel




Sleeve vs. Bypass —

Benefits

Average weight loss
(% of excess weight)

Improvement of Diabetes

Improvement of Hypertension

Improvement of Sleep Apnea

Sleeve Bypass

55 — 60% 65 — 70%

80% > 90%

65% 5%

Almost everyone stops
CPAP



Laparoscopic Sleeve vs. Gastric Bypass —

Risks
Sleeve Bypass
Staple Line Leak 1% 1%
Pulmonary Embolism Approximately 1% for both
Death 0.5% 0.5%
Ulcer Baseline 4-6 %

Reoperative Rate 4% 4 — 5%



How much risk Is doing nothing?

« Multiple studies comparing two groups of patients who
qualified for surgery. One had surgery, other didn't.

« Surgery group had initial losses

« Higher percent of surgery group alive years down
the road

« 1 year annual risk of mortality is 1/200
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Costs of Obesity

* There iIs a human cost:
* Quality of life
* Mobility
* Longevity



Cost of Obesity

« Annual cost estimated to be $147 billion by CDC
* 42% increase Iin medical expenditures c/w healthy wt

« Atleast $ 45 billion in increased medical
expenditures and direct work loss for employers

* 6 times smoking cost



Cost of Obesity

» Total Cost of Obesity to Employers - $73 Billion
* Increased Medical Expenditures
« Absenteeism
* Presenteeism

* Only 37% of obese population are class 2 or 3
but account for 61% of cost

« Comparing overweight to class 3: increase
annual cost of $5765 to $5897.



Promoting better weight-related
health

 How can employers ensure cost effectiveness?
« Graded investment in what works

* Low Investment may not be worthwhile if yield Is
low



In class 2 and 3, non-surgical weight
loss has poor outcomes long-term
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Bariatric Surgery versus Intensive Medical Therapy
in Obese Patients with Diabetes
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Bariatric Surgery versus Intensive Medical
Therapy for Diabetes — 3-Year Outcomes
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ORIGINAL INVESTIGATION

HEALTH CARE REFORM

Nonsurgical Weight Loss for Extreme Obesity
in Primary Care Settings

Results of the Louisiana Obese Subjects Study

Donna H. Ryan, MD; William D. Johnson, PhD; Valerie H. Myers, PhD; Tiffany L. Prather, RN;
Meghan M. McGlone, MPH; Jennifer Rood, PhD; Phillip J. Brantley, PhD; George A. Bray, MD;

Alok K. Gupta, MD; Alan P. Broussard, MD; Bryan G. Barootes, MD; Brian L. Elkins, MD;

David E. Gaudin, MD; Robert L. Savory, MD; Ricky D. Brock, RN; Geralyn Datz, PhD;

Srininvasa R. Pothakamuri, MS; G. Tipton McKnight, MD; Kaj Stenlof, MD, PhD; Lars V. Sjéstrom, MD

Arch Intern Med. 2010:170(2):146-154
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Non-surgical Options

* Not uniformly capable to make significant impact
as body’s physiological, purposeful resistance to
weight loss takes over

« Medications can offer modest effect but not have
a deep impact
* Only 2/3 of people lose 5 % of their weight at 1 to 2

years.
* |ntent to treat numbers aren't as favorable.



For Class 3 and Class 2 (with comorbids)
there are really only two options:

e Surgery
 Failure of weight loss treatment



Increased Effectiveness, Increased
Cost

« Short-term surgical costs generally in $20,000 —
$25,000 range

« Multiple studies have examined cost-
effectiveness in different settings with different
outcomes.



Single payer VA study

Obesity Swrgery, 13, 245-248

The Impact of Bariatric Surgery on the Veterans
Administration Healthcare System: A Cost Analysis

Scott F. Gallagher, MD; Magdalena Banasiak, MD; John P. Gonzalvo, DO;
Daniel P. Paoli, MD; Janice Allwood, ARNP; Debra Morris, PhD; Michel M.
Murr, MD, FACS; David H. Shapiro, MD, FACS

De .I"f” rm:m n}‘ Sfun,ut .‘)m f ines VAMC (Hi Hm‘u:!uc iplinary Obesity Group, University of South

e« 25 pts
 Visits reduced from 55 to 18
« Cost of surgery recovered in first year



2013 JAMA study (Blues)

ORIGINAL ARTICLE

Impact of Bariatric Surgery on Health Care Costs
of Obese Persons

A 6-Year Follow-up of Surgical and Comparison Cohorts Using Health Plan Data

Jonathan P. Weiner, DrPH; Suzanne M. Goedwin, PhD; Hsien-Yen Chang, PhD, MHS; Shari D. Bolen, MD, MPH;
Thomas M. Richards, MSEE; Roger A. Johns, MD, MHS; Soyal R. Momin, MS, MBA; Jeanne M. Clark, MD, MPH

JAMA Surg. 2013;148(6):555-562.

29820 pts with 1:1 matched cohort from 1 year annual
risk of mortality is 1/200

Decreased outpt and pharmacy costs offset by increased
Inpt costs

Matched group may have been healthier



stg available a

Maturitas

journal homepage: www.elsavier.com/locate/maturitas

Review

Cost-effectiveness of bariatric surgery: Should it be universally available?

Su-Hsin Chang*, Carolyn R.T. Stoll, Graham A. Colditz

Department ¢ Washington Universi

ABSTRAC

with obesity-relate
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n=r'J can be or the mildly
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@ 2011 Elsevier Ireland Led, All rights reserved.

Meta-analysis
Cost effective in BMI > 35 with or without comorbids
May be cost effective down to BMI > 30



POLICY

A Study on the Economic Impact of Bariatric Surgery

Pierre-Yves Crémieux, PhD; Henry Buchwald, MD, PhD; Scott A. Shikora, MD; Arindam Ghosh, PhD;
Haixia Elaine Yang, PhD; and Marric Buessing, BA

« 3651 patients with matched controls

 Initial investment for laparoscopic bariatric surgery
recovered through utilization savings in 2 years



Cost effectiveness

* Looking at all data suggests there likely Is cost
effectiveness of surgical management in Class
3, and Class 2 with comorbids, if utilized In
employees that the employer desires to retain.



Benefit Design




Benefit Design

* Determine fundamental belief of options
that company desires to offer their
employees, then roll out in context of
legislative requirements/constraints

« CDC LEAN Works!

 http://www.cdc.gov/ILEANW orks/costcalculator/index.html



What Is a good investment?
What works?



What Is a good investment?
What works?

« ACCOUNTABILITY

* People are more likely to do something Iif
they are accountable to someone else

« Twitter study — 2 Ib per 10 tweets

* Narrow Networks and Partnerships



BMI 25 - 35

 EXxercise activities should be made available to
all employees

« Nutritional COACHING
« MD participation difficult given level of reimbursement
* Minimum of 12, preferably 26 sessions

« Compliance for both rewarded with “discounts”
on health plan



BMI > 35 with comorbids or > 40

e Surgery
 All procedures have similar up front costs

 Limiting complications and required follow-up will
lower long-term costs

« Least long-term issues associated with sleeve
gastrectomy



BMI > 35 with comorbids or > 40

* Choose partners in narrow networks for quality
and low complications over upfront costs

 ? Vested benefit
* Avoids overuse



‘Lose Weight, Gain Life!”

Jefferson Bariatric and Metabolic Surgery Program
www.|effersonhospital.org/bariatric




