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    to BB, I hope you can get the blood stains out of that recliner some day.  I could not have done this without you.


to MUP, you are the “dear friend.”


to SB, Wow.  Right?


to DR, I promise, you’ll get the rest of your co-pay once this is a best-seller.
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where to begin



  from there to here




It’s really hard to say when this process started. I first saw my family doctor about a surgical remedy for my obesity in the spring of 2000. She referred me to my (still current) psychotherapist. As a result of the reflection I began to do in psychotherapy I decided to defer the procedure. I decided I was doing it for the wrong reasons and I wasn’t really prepared. That was a conclusion I came to on my own, but everyone supported it.


The next milestone with regard to deciding to have surgery was in late 2007 when my psychotherapist suggested to me that I re-visit the question of surgery. I did not respond positively to that notion, I quoted her a bunch of lab results as evidence that I was not at the point medically that justified surgical intervention. She backed off (to her credit, I believe).


In May 2008 I went to see a cardiologist on the advice of my family doctor, she wanted to get some baseline studies done just based on the fact that I am an obese man of a certain age. I went along with that mostly because I was quietly concerned that there might be something to worry about. I had all the risk factors: centrally-carried obesity, male gender, history of hypertension and diabetes. It would almost be surprising to learn that I didn’t have some coronary artery disease.


I had an echocardiogram, it was normal. My cardiologist recommended bariatric surgery to me like it was a blood pressure pill, casually, I mean, and as if it was a fait accompli. I was a bit put-off by this, but I had the presence of mind to ask him how much weight-loss he’d have to see to rescind that recommendation, he told me so many pounds in this much time. Going forward, I didn’t hit that mark.


So, in March 2009 I went to see a surgeon. I did it then because a dear friend confronted me with my inaction. It was a disastrous appointment, I was seen almost three hours late, and then only for 10 minutes, and the surgeon recommended a gastric bypass procedure, which is major surgery that I find prima facie objectionable. I was as disinterested in having my anatomy rearranged as he was disinterested in my opinion. But, he did clue me on to the fact that they had discovered endrocrinologic mechanisms that gave bypass an advantage as a treatment for type-II Diabetes. I heretofore did not know that. This was a turning point for me, though I didn’t know that at the time.


I redoubled, re-tripled my efforts to lose some weight and as usual, I had some success and then hit a hard plateau. About the same time my diabetes worsened and I became an insulin-dependent diabetic. The double-whammy of having a successful period of weight loss met with a worsening of my Diabetes was new and shocking.


I began taking a modern chemically-engineered analog of insulin that pharmacodynamically allows for a once-daily dosage (called insulin-glargine, branded Lantus). My blood sugars rapidly returned to near-normal, but now I was injecting myself with a needle daily.


Don’t be misled by the seemingly obvious reasons for my extreme distaste for becoming an insulin-dependent diabetic. The injections are not painful. Doing them is not that much trouble (I can go from taking out the medicine before an injection to putting it away after the injection in less than a minute). I’m a nurse. I’m good at this.


My distaste has to do with my self-image, and it is related to my distaste for surgery. I have a lingering self-hatred that is directed mainly at people who I identify as being obese because they take really lousy care of themselves. Further, this variety of the obese dress like they never look in a mirror, as if they can’t find clothes in their own size, and they seem almost willfully defiant of standards for physical appearance. I really find these people distasteful.


I used to be one of those people. That description fit me in my late 20’s and most of my 30’s. I was healthier physically, but I was angry about the social (mostly romantic) rejection I suffered. So, to distract myself from that pain, I defiantly rejected standards of what is an acceptable appearance. I wore clothes that were ill-fitting, ill-maintained, and I did only the amount of medical self-care necessary to stay free from acute pain. I let both my hypertension and diabetes go untreated. Even my dental health suffered.


That’s no longer who I am, but I still, on some level, regard choosing bariatric surgery and having my type-II diabetes worsen to insulin-dependent status as the inevitable last toll-free stop on the road to hell for a willful, self-hating, defiant, self-neglecting person afflicted with obesity. Notice, this sadistic self-critique is not the childish bullying of skinny peers. This is self-inflicted. This notion has interfered with my progress in seeking a remedy for my problems for much of my life.


Now, perhaps fortunately, the urgency of my declining medical status compels me forward. I returned to the bariatric surgery practice and requested that I be evaluated for a less-extreme procedure, the adjustable laparoscopically-placed gastric band, known colloquially as the lap-band, or “what Al Roker had done.” This required that I change surgeons, as I did, and I began the work-up for that procedure, more comfortable with placing a device than cutting up my GI tract and re-routing it.


The gastric bypass makes a small pouch out of the stomach and hooks that pouch up to the small intestine, about 2/3rds of the way along. The rest of the stomach and bypassed intestine remain intact and are also re-attached downstream, so to speak, draining bile into the distal segment of the small intestine. This has the effect of restricting the physical amount of food one can take and also decreasing the amount of nutrients absorbed from it (fats aren’t broken down until they mix with bile, for example). You eat less and absorb less.


The lap-band simply restricts the amount of food one can eat. The rest of the GI tract is intact, you absorb food just as you did before. That was what I wanted, I even fantasized about taking it out someday and “being normal” again.


Well, we had a date and I was tumbling toward that procedure, with everyone encouraging me to do the bypass instead. I refused. I am a nurse, I know who is ultimately in charge, and I let everyone know that it was the lap-band or nothing at all. They all relented. I was to get a lap-band placed on Wednesday, December 9th.


Then, they found out they made a mistake on my insurance coverage (a so-called negative wallet biopsy) and neither of the surgeons in the practice would get paid for operating on me. That brought everything to a screeching halt and I was really down, lower than I have been for a while. Despondent.


Here I was, having finally cleared the emotional hurdles I needed to clear to get to signing a consent form, and I couldn’t get it done because a billing clerk made a mistake. I have worked alongside medical billing operations most of my life, I know how mistakes are made, I know how easy they are to make, so I didn’t really get as angry as I become frustrated and annoyed that health care finance is like this.


A couple of days after that I got a call from another surgeon. He is just out of training and has applied to be a provider under my insurance plan. He wants to talk to me. He tells me he’s willing to place a lap-band if that what I choose, but he’d like to talk to me before we decide on a procedure date. He asks me to google something in the meantime. That was a good sign.




Choosing the sleeve gastrectomy



  How to choose surgery when you don’t want surgery




The surgeon asked me to google “sleeve gastrectomy.” I did, there is a substantial amount of information out there about it, and I read what I could find. Essentially, it is the removal of most of the stomach, leaving a sleeve-like conduit between the esophagus, which connects the mouth to the stomach, and the pylorus, which connects the stomach to the small intestine. About the size of a banana, the remaining stomach-sleeve holds about 100cc of food. Think half a cup.


The part of the stomach that is removed is the stretchy part, and it also contains cells that secrete substances that regulate (by increasing) hunger. You retain the pyloric valve, the natural passageway between the stomach and small intestine. You do not place a large foreign body, as you do with a lap-band.


The most important difference for me between a sleeve gastrectomy and a gastric bypass is that anatomy is not rearranged with the sleeve gastrectomy. Also important is that this is surgery that we have a long history of experience with. It has been used to treat stomach cancer and ulcer disease long before bariatric surgery became common. We know what happens to people years and years post-op.


Some of the most interesting developments in bariatric surgery have come about because of accidental discoveries of the role of various substances secreted by parts of the gut that are intentionally removed or bypassed in procedures designed to induce mal-absorption. As happy an accident as that is, to be sure, Type-II Diabetes can be almost reliably cured with one type of these procedures, this also reveals our collective ignorance of the role and importance of these substances secreted by the gut.


Because of that ignorance, I am more uncomfortable with deliberately inducing malabsorption by intestinal bypass than deliberately surgically limiting intake. Sleeve gastrectomy involves no bypass. Further, if bypass should become a good idea later on, that is, if situations changed to the point that I became comfortable with bypass, it can still be done after a sleeve gastrectomy. In fact, that’s how this procedure was “discovered.”


The sleeve gastrectomy is esentially half of another procedure called a duodenal switch, which like gastric bypass, involves both a restrictive and malabsorptive intervention. The restrictive part is the sleeve (in this image called the pouch). The food coming from the stomach, which passes through an intact pylorus, bypasses the small intestine for some distance (via a duodenal bypass, the so-called alimentary limb) and then re-joins the bypassed-by-food part of the small intestine down-stream, which is still draining digestive juices coming from the biliary tree (the B-P limb). This means a much shorter distance of the small intestine (the common channel) is available to absorb food, this creates the mal-absorptive portion of this proceudre.


In very high risk surgical patients (read: very fat and sick people), they would do the sleeve gastrectomy part first, laparoscopically, and then go back and do the bypass when the patient was a better surgical risk (because they had lost some weight). They discovered that is some number of the cases the bypass was never necessary. So, the sleeve gastrectomy became a stand-alone intervention.


So, this was a good compromise for me. Ironically, as bariatric surgeons discovered their God-like power to completely cure Type-II Diabetes with intestinal bypass they signaled to me that they didn’t know what the hell they were doing. There was a lot going on the gut endocrinologically that was a mystery to them until they stumbled upon their happy accident. The mechanical part of restricting intake and inducing fullness with less food volume was straightforward enough for everyone to understand. I was comfortable with that, but waving the feathered stick of bypass over me, with the accidental discovery of the role of peptides secreted in the stomach in Diabetes, as a “Wow, cool this seems to work!” kind of intervention smacked of surgical hubris. I’ve worked with too much idiocy in health care over the years to accept this. It wasn’t that long ago that we figured out that ulcers were a bacterial infection–an important distinction also discovered by accident. How many people got their stomachs removed to treat an ulcer when an antibiotic would have done the trick?


Even though it resembled the voodoo of intestinal bypass, I was relatively comfortable with removing parts of the stomach that contain cells which secrete the hormones which modulate hunger because I knew we’ve been doing partial stomach removals (for other reasons–cancer and ulcers) like this for a long time. Further, it seemed to “fit” for me because my problem with maintaining weight loss (I’m quite good at losing weight) has always been hunger, physical hunger. I’ve always had this notion that something is out of whack in that feedback system in my case. Other people don’t seem to get hungry like I do. Other people seem to be able to get full on a lot less food than I need.


The icing on the cake of this decision was that my surgeon also advised me that the lap-band is falling out of favor in Europe (where they’ve had about 15 more years of experience) because it so often requires replacement, revision, removal or adjustment. It is beginning to not be seen as a permanent solution. This is a permanent problem, I needed a permanent solution.


Finally, the sleeve gastrectomy procedure would be done laparoscopically, which is also well-known to shorten recover time and dramatically lower peri-operative risks. It still involved general anesthesia, which was my biggest fear, but at least it didn’t involve fileting me like a fish.


So, surprisingly (to me, most of all) I found myself sold on the gastrectomy after speaking with my surgeon for about 20 minutes. I understood everyone’s assertion that the lap-band would not be therapeutically powerful enough to address my problem. It wasn’t that I was unconvinced of that, it was that I was fundamentally uncomfortable with losing my pyloric valve and I was intractably resistant to rearranging my intestines. While the lap-band procedure doesn’t rearrange anything, it is an internal appliance, a foreign body left inside the body and I wasn’t crazy about that idea either.


The sleeve gastrectomy seemed to be a reasonable compromise between the “not doing enough” of the lap-band and the “messing with things we clearly don’t understand” of the gastric bypass. I couldn’t believe I was doing it, I couldn’t believe the words were coming out of my mouth, but I looked Dr. Daniel Rosen, my surgeon, in the eye and said “Ok.”
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