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Obesity is currently a pandemic of epic proportions. The
ramifications and the consequences of morbid obesity will continue
for generations. Bariatric surgery cannot be the only solution for
morbid obesity. However, it is currently the only effective proven long
term treatment available for morbid obesity.
Bariatric surgery history have witnessed many operations go
by the way side because of ineffectiveness or major complications.
Roux en Y gastric bypass (RYGB) has stood the test of time and has
been the golden standard for surgical therapy in bariatric surgery for
over 40years. Two examples of operations that have declined in use
because of lack of effectiveness are the Vertical Banded Gastroplasty
(VBG) and the Laparoscopic Adjustable Gastric Banding (LAGB).
An example of an operation that disappeared due to complications is
the jejunoileal (JI) bypass.
RYGB is the only commonly performed operation with more than
20year of outcomes reported showing durability. The possibility of
performing RYGB laparoscopically has reduced the peri-operative
complications even further at the expense of a steeper learning
curve. Nevertheless, for more than a decade laparoscopic RYGB has
been the most common operation performed worldwide. However,
LRYGB has a steep learning curve, involves re routing the small
intestine, has potential long term complications and very little options
if patients regain weight. Despite the effectiveness of LRYGB, its
superior outcomes and durability, more patients and surgeons are
preferring to undergo and perform laparoscopic sleeve gastrectomy
(LSG). LSG was an operation originally performed as the first stage
of the duodenal switch to decrease the peri-operative morbidity and
mortality in morbidly super obese patients. However, many super
obese patients did not require the second stage and the LSG is now
performed as a primary operation for morbid obesity. In a recent
report of the world wide trend of bariatric surgery and for the first
time in more than 40years LRYGB will soon not become the most
commonly performed operation and LSG has overtaken the LRYGB
not only in Asia and Europe but even in the USA.
LRYGB is not becoming less favorable because of lack of
effectiveness or high complications like the VBG, LAGB and the JI
bypass. Nevertheless, LRYGB has been over taken by the LSG, an
operation that has no data past 10years in the published literature.
However, LSG has been shown to have lower peri-operative
complications than LRYGB, less weight loss and less resolution of co
morbid conditions. The steep learning curve, re routing of the small
bowel, potential known long term complications and the paucity of
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options to treat patients with weight recidivism after LRYGB are not
the main reasons for the decrease in LRYGB numbers. In contrast,
the short learning curve, no re routing of the small bowel, unknown
long term complications and the many options to revise a LSG to a
duodenal switch or LRYGB are the reasons patients and surgeons
are choosing the LSG. The question remains whether we are only
witnessing a very effective restrictive operation like the VBG without
long term outcomes.1–6
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