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CHAPTER I 

INTRODUCTION 

Obesity is a problem of major importance in 

the United States. It is considered one of the major 

health hazards in this country and is conceded to be one 

not easily treated. Seemingly, it is a simple problem in 

that an obvious correction is available; consistent and 

continuous lowered food intake. The obvious solution, 

however, is too simplistic. Even with the most careful 

medical supervision and support, the problem most often 

eludes permanent solution. 

The physiologic and psychologic aspects are 

complex and constitute for the obese person a threat to 

wellness and productive living. Cardiovascular disease, 

diabetes mellitus, gout, thrombophlebitis, respiratory 

problems, stasis ulcers and cirrhosis are but the primary 

medical threats to the obese • . Other effects that serve 

to cripple the obese are ~ccupational disabilities, emo

t:lonal connotntiona, and social ot:l.r;mntt1. 

The morbidly· obese person finds himself in an 

extreme situation. Extreme situations often require 

radical solutions. One such solution is the use of surgical 

intervention to induce weight loss. The small intestine 
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bypass procedure has been employed in selected cases for 

nearly two decades. The procedure remains experimental 

and controversial. Bypass of the ileum is based on well 

understood physiologic principles. Equally well understood 

functional complications cart be expected and often do 

occur. A further consideration is that while the problem 

of grotesque size usually is solved, the underlying cause 

of the condition, and its implications, may remain unre

solved. 

Consideration of the use of the small intestine 

bypass requires exploration of the problem of obesity. 

Here, the concern is with the morbidly obese. For these 

persons, their life is dominated by body size. It follows, 

that election of the bypass, with full knowledge of the 

possible complications, implies a desperate resolve. 

In summary, obesity of all degrees is a promi

nant problem. Morbid obesity is a health threatening and 

highly insolvable problem. Exploration of the full con

sequences of the bypass procedure to the patient represents 

an area not fully explored. 

Statement of the Problem 

The problem of this study was to explore the 

postoperative life of patients following small intestine 

bypass, to identify the actual physical and psychosocial 
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consequences that occurred as a result of the procedure •• 

Purposes of the Study 

The purposes of the study were: 

1) To examine the rationale for the surgical 

procedure employed in and the pathophysio

. logic consequences of the small intestine 

bypass for obesity; 

2) To systematically investigate the full con

sequences of the small intestine bypass 

encountered by a group of such patients, so 

as, to increase and enhance the understanding 

of nurses caring for persons electing the 

procedure. 

Background and Significance 

Morbid obesity is · a chro·nic and pernicious 

disorder. It is "the most common nutritional disorder 

confronting the. physician in this country today (Braun

stein, 1971, p. 391 h "'· Furthermore, the nature of obesity 

is· to perpetuate itself, once it has developed. (Wilson 

et ?-1, 1969). 

Few of the numerous weight reduction methods are 

permanently su·ccessful in treatment of the morbidly obese. 

(Fox, 1972). In a comparison of eight studies reviewed 
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by Stunkard and McLaren-Hume; Brightwell (1974) found in 

pooling the sampl~s, that of 1369 persons under medical 

treatment for obesity, only 5 pereent lost more than 40 

pounds. 

A morbidly obese person has a minimum of 100 

pounds excess.weight. One estimate states that 100 pounds 

of fat contains 400,000 calories and that it would take 

6 to 12 months of absolute fasting to utilize this number 

of calories (Fox, 1972). 

"When an obese person seeks medical care, his 

personal tragedy may equal or exceed that of patients 

with more socially acceptable diseases. The suffering and 

frustration associated with the obesity, however, may go 

beyond that of other physical ailments (Kalisch, 1972, 

p. 1126). ·" There is considerable evidence to support 

Kalisch's statemen~ Maddox,' Anderson, and Bogdonoff reported 

the medical management of obesity to be "difficult and 

rarely successful (1966, p. 394h!' In this study of 

medical management in an outpatient clinic, findings in

dicated that physicians perceived obesity as incurable and 

only slightly improvable. 

The etiology and management of obesity represent 

a complex problem. Accordi·ng to Conrad "overeating implies 

the existence of an emotional problem" and, being a 
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"psychological problem, the most effective treatment is 

psychotherapy ( 1954, P• 223, 224). '.' However, following 

a study of bypa.~s patients, Solow, Silberfarb, and Swift 

(1974) theorized that the psychosocial disturbances seen 

in the morbidly obese were as much a consequence of the 

condition as a cause of it. 

Whether or not the cause of overeating is seen 

as a psychological problem, its perpetuation is compounded 

by numerous other fictors. · In a report by Gordon, Goldberg, 

and Chosy (1963), 27 different metabolic anomalies found 

with or as a result of obesity were summarized. The group 

states in their study of obese persons it was apparent 

"that a number of metabolic anomalies could be demon

strated. · . • • in which the obese subjects behaved entirely 

different from normal control subjects (p. 50) ~-~• 

In 1962, Duncan and his group noted that there 

had been no effective improvement in the treatment of 

obesity. They proposed intermittent periods of total 

fasting for the management of intractable obesity. The 

report of this method and its success was aqcompanied by 

the caution, that like major surgery and po~ent drugs, . 

it should be used only in highly selected c~ses. 

Brightwell (1974) reports that, t~ough widely 
}, . 

used, diets· and drugs produce ,· only . temporar~ weight 
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reduction. While proposing behavior modification as a 

new technique of promise, he states that "only some rather 

heroic measures, such as surgical removal of a portion of 

the alimentary tract, have generally :produced permanent 

weight loss ( p. 52) ~-!• \ 

In 1967, an editorial in the Journal of the 

American Medical Association carried the following state

ment. "At present there is no surgical method of intes

tinal bypass for weight loss which is both safe and 

permanent." Specific reference was made to the jejunocolic 

bypass. Continued experimentation with and modification 

of the bypass procedure resulted in_ those surgical technics, 

which at present, are being widely used. Surgical inter

vention to induce weight loss in morbid and intractable 

obesity is intended to be _a highly selective procedure. 

To summarize, obesity is a complex problem. 

Methods for permanent solution of the disorder have not 

been notably successful. Metabolic, psychologic, and 

social factors are implicated in the etiology, perpetuation, 

and management of obesity. Surgical intervention to 

produce permanent weight loss is a radical and still ex

perimental method of management. 

Definition .Qf Terms 

1) morbid obesity--a condition in which persons 
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are either 100 pounds over ideal weight or 

weigh two or more times their ideal body 

weight, and have maintained this weight level 

for at le~st 5 years (Scott et al, 1970; 

Payne et al, 1973) •. 

2) small-intestine bypass--one of several 

surgical procedures in which most of the 

small intestine is bypass~d whether by je

junocolic end-to-side anastomosis, end-to

side jejunoileal anastomosis, or end-to-end 

jejunoileal anastomosis • . 

Delimitations 

The study was structured in regard to the 

following delimitations: 

1) Subjects participating would have had a small 

intestine bypass for the treatment of morbid 

obesity perf6rmed at least 6 months prior to 

data collection; 

2) The subjects would live in the Dallas - Fort 

Worth Metropolitan area; 

3) The subjects would be drawn from the case

loads of two surgeons. 

Assumptions 

For the purposes of this study it was assumed 
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1) Obesity is an important medical hazard in 

that it shortens life expectancy and con

tributes significantly to the development of 

numerous physical and psychological disorders; 

2) The rationale for small intestine bypass is 

based on two concepts; morbid obesity is a 

serious disorder, and, longterm dietary 

controls are usually unsuccessful; 

3) Election of the radical surgical procedure by 

the morbidly obese person imp:Lies highly 

significant personal feelings and represents 

a "last-ditch effort" to control it. 

Summar:y 

The preceding chapter contains the framework 

within which the present study operated. The intention 

of .and rationale for the survey have been delineated. 

A survey of literature concerned with the 

development of the small intestine bypass, as well as a 

brief overview of the problems of obesity, are presented 

in Chapter II. Chapter III cont~ins the procedure for the 

collection and treatment of data. The data resulting from 

the survey appear in Chapter IV. A summary, conclusions,:· 

and recommendations are presented in Chapter V. 



CHAPTER II 

REVIEW OF LITERATURE 

The review of literature was directed to three 

areas. First, a general overview of the problem of 

obesity is presented. Second, the development of the 

bypass procedure together with the rationale and physio

logic implications are reviewed. Finally, two previous 

studies done concerning the psychosocial consequences 

of the bypass are summarized. 

!he Problem of Obesiti 

Obesity lends itself to various quantifying 

definitions. MacBryde (1964) uses the figure of 20 per 

cent over optimal weight to describe those persons he 

considers dangerously or morbidly obese. According to 

the criteria used for consideration of the small intes

tine bypass, some consider morbid obesity to be either 

100 pounds over ideal weight (Payne et al, 1973) or 2 or 

3 times ideal weight (Scott et al, 1970). 

MacBryde (1964) estimates 6 million Americans 

are dangerously obese. Baunstein (1971) reports that 

approximately 30 per cent of adult Americans are at least 

20 per cent overweight. Lindner (1974) numbers overweight 
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Americans at 60 million. 

Precise definitions of obesity are not generally 

agreed upon. H~wever, these are not necessary for an . 

understanding of the problem of obesity. 

In the United States today, ·obesity is con

sidered to be "one of the more serious health problems" 

(Conrad, 1954) and one of the "'most important health 

hazards" (Wilson et al, 1969). It is the most common 

nutritional disorder (Braunstein, 1971) and the most 

frequently occurring physical abnormality (Conrad, 1954). 

Obesity is involved in the occurance of numerous physical 

disturbances; cardiova.scular disease, gallbladder disease, 

diabetes mellitus, toxemias of · pregnancy, arthritis, 

hypertension, thrombophlebitis, stasis dermatitis, gout, 

infertility, and menstrual irregularities (Wilson et al, 

1969; Conrad, 1954; Fox, 1972). 

Obesity is a social phenomenon as well as a 

physical and psychological problem. Social stigmatization 

compounds or complicates the psychological factors under

lying its causes. Stigmatizing attitudes result in the 

-obese person finding "his condition a constant barrier to 

attaining the full priveleges, opportunities, and status 

accorded to others (Kalisch, · 1972, · :p. 112.5) ~·!• 

There are many reasons for the negative social 
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image imposed on fatness. First, these include the claims 

. relating leanness to good health. Second, obesity is 

visual evidence of self-indulgence and lack of control. 

Third, fatness is considered unsightly (Maddox, Back and 

Liederman, 1968). Finally, in the United States, "over

slenderness is equated with attractiveness (Bruch, 1969)." 

These negative connotations are not the only 

source of conflict for obese persons. Further conflict 

occurs in trying to rid themselves of the unwanted pounds. 

Conrad (1954) has said that obese persons develop a 

dependence on food, seek escape in food, and use food to 

narcotize ~hei~ anxieties. While dieting, they must cop~ 

without the pleasure of eating (Weiss and English, 1957) • 

. The stuffing syndrome was defined by Kornhaber 

(1970) as a clinical entity. It is characterized by 

hyperphagia, withdrawal, and depression. Hyperphagia is 

marked by food intake without regard to bodily needs and 

stuffing (food intake that exceeds appetite). It is a 

regressive adaptation. . Because this is also a "self 

service" adaptation the person withdraws from a healthier 

"object oriented" gratification. In order to function in 

his environment, he interacts on a superficial and de

personalized level. "He presents a facade to the world 

(p. 582)." 

A cycle ensues in which stuffing is a reward to 
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compensate for the unhappiness. Often the eating behavior 

arouses guilt feelings. These serv~ to reinforce the 

withdrawal. The person may operate on this level for a 

lifetime. 

·True clinical depression may result if the 

stuffing, as an adjustment mechanism, fails to provide 

gratification. Kornhaber points out that to treat the 

stuffing syndrome, obesity must be recognized as a 

chronic illness and psychological su~port should be pro

vided during the period of withdrawal from food. 

Two other eating patterns may be found in obese 

persons, the "binge-eater" and the "night-eater" (Korn

haber,. 1959). The "binge-eater" ingests huge amounts of 

food in response to specific pr.e·cipi ta ting. circumstances. 

This is a compulsive reaction and is usually followed by 

guilt. The person condemns his .behavior and often diets, 

only to regain the weight on another ''binge'!J' 

The "night-eater" is a person who takes in large 

amounts of food during the evening and night. This is 

often associated with sleep disturbances. Usually he is 

not hungry early in the day. This behavior is related 

to mood swings and does not arouse guilt· and self-con

demnation. 

~ecognizing the relationship of obesity to 

medical ha~ards, Wilson et al (1969) stress that the 
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emphasis should be on detection and prevention. This is 

especially true since the nature of obesity is to per

petuate itself, making treatment exceedingly difficult. 

These writers list thirteen _ f~ctors leading to the de

veloprnent _and _perpetuation of obesity. Among these are 

familial and genetic predisposition, dietetic and meta

bolic factors, eating habits in which caloric intake ex

ceeds bodily needs, increase in the number· of adipose 

cells with the development of obesity, propensity of the 

extra cells to be refilled with fat after reduction in 

weight, and failure of the satiety centers in the regu

lation of food intake. 

Rakoff (1967) discusses the similarity between 

obesity and addiction. In any addiction, there is a loss 

of control over appetite. The addictive -:eater, like the 

drug addict or alcoholic, uses food to produce pleasure 

and reduce anxiety, not to satisfy physiologic needs. The 

treatment of any addiction is difficult and success only 

follows complete abstinance from the offending substance. 

Since the food~addict eannot totally abstain from food, 

he may be thought of as the victim of a "self-sustaining 

addictive process ( p. 1120) ~:n 

Conrad (1954) has summarized his study of the 

psychologic implications of overeating. These are1 
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1. Overeating implies existence of an emo

tional problem; 

2. Overeating may be used to allay anxiety, 

obtain gratification,· or express hostility. 

3. Because the overeater is orally fixated, he 

regresses to oral mechanisms whenever he is 

anxious; 

4. The individual, feeling discontent or self

pity, may resort to fo.od as a prime source 

of gratification; 

5. Eating may be an expression of hostility; 

6. An understanding of the implications of 

overeating affords the therapist a clue to 

underlying emotional problems; 

7. Since obesity is a psychological problem, 

·the most effective treatment is psychotherapy 

( p. 223, 224). 

Berblinger (1969), on the other hand, points out 

that psychotherapy is only one factor .in the treatment of 

obesity. He states "all that a summary of the psycho

logical aspects 6f obesity can actually say with certainty 

is that many obese persons overeat when they are emotionally 

upset and, also, that these obese persons manifest more 

symptoms of emotional instability than the average person 

( p. 1 59 ) •. !.' 
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In a study of college women, Friedman (1959) tested 

underweight, normal weight, and overweight subjects to 

determine if psycholoiical differences could be identified. 

Using a small sample he demonstrated that overweight and 

underweight women were less objective and more hypersen- · 

sitive. Social ascendency was found to . be lower in the 

underweight. group. No other significant· variations were 

found. However, no morbidly obese persons figured in the 

study. 

A·similar study on markedly obese men was reported 

by Weinberg~ Mendelson, and Stunkard (1961). The eighteen 

men and normal sized controls were tested for distinctive 

personality characteristics. No significant differences 

were found between the two groups. The study presented 

this conclusion, "the failure to find even suggestive 

points of difference, however, in conjunction with Fried

man's similar negative results with obese women, indicates 

caution in accepting purported personality profiles in 

obesity ( p. 1036 L " 

;The concept of body image is considered impor

tant in :relation to obese persons. Gorman (1969) defines 

body image as ''the · concept of one's own · body, based on 

present and past perceptions (p. 6)." This concept is 

modified by ongoing experiences. The image tends to be 

idealized and not based on perception. Rather, it is a 
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conception or picture of the body in the mind. 

It is important to note that obesity takes two 

forms in regard to the concept of body image. There is a 

distinction between juvenile obesity (obesity of childhood 

or adolescent onset) and simply obesity (adult onset). 

In studies done·, the juvenile onset obese showed dis

turbances and distortions of body image, whereas, the 

simple obese did not display such abnormalities. 

Graft (1972) stated that "negative feelings 

about his body, feelings reinforced by society and health 

professions, may and often do contribute to a lessened 

self esteem in the obese person (p. 678)." Reinforcing 

this attitude is the general attitude that fat people could 

lose weight with enough effort, but they lack the dis

cipline. 

Stunkard and Mendelson (1961) reported that there 

are only two specific manifestations of neurotic behavior 

related to obesity; overeating and disturbances of body 

image. The disturbance of body image takes the form of 

overwhelming preoccupation with the person's own fatness. 

These people see themselves ~s grotesque and view the 

world in terms of their body weight. The writers point 

out that while this disturbance might be expected in all 

obese persons, it occurs only in a minority of them. 

Emotionally stable obese individuals seem to outnumber 
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the emotionally disturbed. Stunkard and Mendelson found 

in their research that the image disturbance occurred almost 

exclusively in ·the 'juvenile obese'. In view of this the 

authors questioned why "the entwining of neurosis with 

obesity creates such a diffic_ult problem (p. 38)." 

Stunkard conjectures it may be because obesit,y is the only 

condition in which a disturbance in bodily integrity is 

found coupled with a disturbance in impulse control. 

Obese persons are considered to be responsible. for their 

condition. 

Mendelson (1964) pulls together the puzzle of 

psychological factors in obesity by placing them on a 

continuum from the obese person who is emotionally stable, 

continuing to those persons who eat as a compensation for 

or as a defense against emotional tensions, to those persons 

whose eating disorder is the central issue in their lives 

(p. 1379). There is no common denominator in the emo-

tionality underlying obesity. 

Evidence has been cited to support the view that 

obesity, especially morbid obesity, is a complex problem. 

It is a psychologic, metabo.lic, physical, and social 

disorder. Its management is equally complex. 

Gordon (1963) and Duncan (1962) and their groups 

recommended intermittent fasting under hospital control 
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in the treatment of obesity. Brightwell (1974) proposed 

behavior modification for treating the obese. Conrad 

( 195!~) recommended psychotherapy as the proper treatment. 

Braunstein (1971) suggested caloric restriction and 

increased physical activity with attention to salt and 

water metabolism. Whatever the approach, the results are 

discouraging. Weight loss is not attained or the re

sulting loss is not maintained. 

Hilde Bruch has said: 

Whatever the inner problems of obese people 
whose self-regulatory controls are not 
properly programmed and who feel hopeless 
and helpless in their struggle to keep their 
weight within proper bounds, they are com
pounded and reinforced by the hostile cul-
tural attitude which regards even a mild 
degree of overweight as ugly and abnormal, 
and condemns it as a sign of greed and self
indulgence. It is my personal conviction that 
this hostile attack on weight is a shameful evil 
that has contributed to overweight and obesity's 
becoming.serious health problems. Whatever 
the relationship between overweight and life 
expectancy may turn out to be, there is no doubt 
that the current campaign against it is damaging 
in its effect on mental health. (p. 386) 

Bruch goes on to say that physicians have par

ticipated in the "condemning cultural attitude." Aware

ness of the underlying physiological and psychological 

factors should produce a more "tolerant and respectful 

approach" than a method of treatmept directly attacking 

the weight alone (p. 386). 
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To summarize thus far, obesity is a complicated 

problem. A reading of research in this area indicates 

that positive methods of prevention or successful approaches 

to treatment have not been forthcoming. Not only is 

extreme obesity a difficult problem, it is one generally 

avoided by medical personnel. The prognosis in the 

treatment of obesity is grim. The use of a radical sur

gical procedure represents the attempt to find a permanent 

solution in selected cases. The procedure does not pur

port to cure the causes, only to alleviate the unfortu-

nate results of the chronic disorder. 

Development of the Small Intestine Bypass Procedure 

Rationale and Implications 

Development of the small intestine bypass re

sulted from several important clinical trials following a 

study on the nutritional importance of the small intestine 

reported by Kremen, Linner, and Nelson in 1954. This study 

was conducted . on dogs to test the results accruing to 

procoduron :ln wh:l.ch 50 to 70 por cont of the proxlmul or 

distal small bowel was resected. Conclusions of the study 

revealed that that amount of small intestine could be 

sacrificed without serious interference with the normal 

nutritive state. It was shown that sacrifice of the 

distal bowel resulted in greatly· diminished fat absorption 

plus weight loss. Removal of the same length of proximal 
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bowel did not produce significant weight loss or inter

ference with fat .absorption. Though up to 70 per cent 

removal of the small bowel was consistent with adequate 

nutrition, it wris noted that a portion of small intestine 

was absolutely essential to life. 

vation: 

Kremen and his associates offered this obser-

Another consideration which to date has not 
received clinical trial is the possibility 
of treating extr~me ·· cases of obesity by 
removing from intestinal continuity sufficient 
small bowel to produce weight loss without 
any serious hazards or impairment. It is 
entirely possible that such an effect could 
be obtained by the sacrifice of most of the 
ileum with preservation of the ileocecal 
juncture (p. 445). 

The relation of small bowel resection to nutrition 

was the subject of a study by Kaiser et al (1960). Fol

lowing small bowel resection weight loss, anemia, dependent 

edema, tetany, avitaminosis, steatorrhea, and endocrine 

imbalances occasionally occurred. 

In a similar study of the effects of massive 

small bowel resection on the digestion and absorption, 

Althausen (1950) foun~ that the absorptive capacity in· 

the small intestine incre~sed with time. The capacity to 

, absorb water and sugars (glucose and galactose) increased 

first. · The absorption of amino acids increased second. 

The absorptive capacity for fats improved somewhat, but 
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remained low. 

Jordan (1967), in a paper on the physiology of 

the small intestine, brought out the importance of the 

ileum in the absorption of bile salts. Reduction of 

bile salts in the upper intestine resulted in poor 

digestion 'of triglycerides and malabsorption of fat. It· 

has been shown that fat absorption occurs primarily in 

the proximal small bowel. The bile salt pool circulates 

twice during the digestion of a meal. This recirculation 

depends on the absorption of bile salts in the distal ileum. 

Resynthesis of bile salts, even if increased 10 times, 

does not replace that lost through failure to reabsorb. 

The result in faulty micellar formation and fat absorption 

is manifested in steatorrhea, and calcium and vitamin 

de ficiences. 

Two further investigations (Potter and Bassett, 

1966; Weinstein et al, 1969) pointed to the occurance of 

enhanced intestinal absorption over a period of years 

following small bowel resection. In some individuals 

small bowel lengthening occurred. Another compensatory 

mechanism was epitheleal cell hyperplasia in the bowel 

resulting in enhanced absorption. The jejunum specifi

cally increased its absorptive capacity for water and 

sodium. 



-22-

Buchwald ( 1964) studied the "primacy of the 

ileum" in vitamin B12 absorption. Of the six bypassed 

patients -studied all had markedly lowered to negligible 

absorption of this vitamin. 

Diarrhea may cause binding of calcium with fat 

in the small bowel. A high fecal fat content may lead to 

· a calcium deficit. The secretions of the intestines are 

rich in potassium. Diarrhea results in the loss of lirge 

quantities of that element (Snively, 1960). Furthermore, 

potassium is not stored in the body; a daily intake is 

essential. Potassium ions are necessary for glycogen 

storage in the liver (Given, 11). 

Person's with impaired bowel absorption may 

exhibit extreme muscle weakness (potassium deficit) or 

trembling 9f fingers, tingling around the mouth or in th~ 

fingers, abdominal cramping, or tetany (calcium deficit). 

The patient's body is confronted with serious 

metabolic and digestive adjustments following bypass. 

Transit time through the bowel, retention of a portion of 

ileum, and the retarding action of the ileocecal valve 

are physiologically important. The jejunum or ileum can 

· absorb with equal facility most nutrients with some 

important exceptions. Vitamin B
12 

and bile salts are 

specifically absorbed in the distal ileum. The bulk of 



-23-

water absorption takes place in the terminal ileum, cecum, 

and ascending colon. Carbohydrates, proteins, and medium 

chain triglycerides are absorbed easily in the jejunum. 

Fat absorption and micelle formation depend on bile salts. 

Bile salts are recirculated following absorption in the 

distal ileum. Due to the formation of calcium soaps in 

the presence of steatorrhea, calcium and the fat soluble 

vitamins A, D, E, and K are lost in increased amounts 

(Braasch, -197.1) Deficits in vitamin A (loss of skin 

integrity or hair loss), vitamin D (poor calcium utili

zation), or vitamin K (hemorrhagic tendencies) are often 

seen in bypass patients. 

Malabsorption and nutritional deficits can be 

avoided in many cases. Numerous patients do not manifest 

watery diarrhea and steatorrhea sufficient to cause 

imbalance. Most do, however, and dietary supplements and 

dietary controls are usually sufficient to avoid serious 

problems. 

The first sizable clinical trial of the use of 

the small intestine bypass for obesity was reported by 

Payne, De Wind, and Commons in 1963. At the time the 

report was publishe.g, the group had been performing the 

jejunocolic shunt for 7 years. The study included 10 

patients who had 15 to 20 inches of jejunum anastomased 
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end-to-side to the transverse colon. A large part of the 

jejunum, all of the ileum, and all of the right colon were 

bypassed. 

When the patients attained a loss to ideal weight 

levels, complete or partial intestinal continuity was 

restored.· In.the partial revisions, 15 inches of jejunum 

were anastomosed to from 10 to 42 inches of ileum. During 

the period of shunting, the patients lost weight at an 

average rate of 2.36 pounds per week, for an average loss 

of 123 pounds in one year. 

The results reported by the group were as follows. 

In those patients with elevated blood pressures, normal 

pressures were recorded after significant weight loss. 

Serum potassium levels fell in all patients, even with 

large supplemental intake. Hypocalcemia occurred in the 

group as a whole, being severe in 4 patients. Serum 

cholesteral levels fell to normal range. Serum carotene 

levels were low consistent with malabsorption. All showed 

a decrease in the number of erythrocytes and hemoglobin 

content. Low serum protein levels were seen in all. 

Carbohydrate metabolism . alterations occurred. Slight to 

moderately severe fatty changes occurred in the liver. 

Six of the 7 pa..tients in which full intestinal 

continuity was restored, regained their preshunt weights. 

It was noted in the discussion following presentation of 
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the paper, that the group had abandoned the procedure as 

of 1963 becauac of these results. 

In 1962 Lewis, Turnbull, and Par,e reported on two 

women receivin� bypasses of all of the ileum. In these 

subjects 20 inches of jejunum was anatomosed to the 

transverse colon or to the cecum. The effect on serum 

cholesterol and lipoproteins was studied. Results showed 

that on a fat free diet that those values were sharply de

creased and the patients stabilized at about 90 pounds 

under preoperativs weights. Four years later this same 

group (Lewis, Turnbull, and Page, 1966) reported on eleven 

grotesquely obese patients receiving jejunocolic shunts. 

This second investigation supported earlier findings of 

an approximate 50 per cent decrease in serum cholesterol 

and lipoproteins. 

This research also reported marked difficulty in 

maintaining electrolyte balance in 6 or the 11 patients. 

Another finding was that the patients failed to adhere to 

good eating patterns after achieving the desired weights. 

This indicated that their problem was more than one of 

weight adjustment. The subjects craved large a.mounts of 

fluid and salty foods and lost the desire for sweets. The 

period of adjustment was two to ten months, after which 

fluid and electrolyte balance was less of a problem. 
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Based on the findings of lowered cholesterol 

following small bowel bypass, the procedure was used in 

the treatment of hypercholesterolemia and atherosclerosis. 

Buchwald and Varco (1967) presented data from 24· patients 

who had undergone bypass in the treatment of these dis

orders. In these individuals 1/3 of the distal small 

bowel was bypassed with anastomosis of the proximal 2/3 

to the cecum. Results demonstrated a significant reduction 

in circulating cholesterol. Sustained weight loss did not 

occur, which was not the object of the shunt. 

Sherman et al (1965) gave a detailed report of 

a 410 pound female who lost 220 pounds in one year following 

a jejunocolic shunt (18 inches of the jejunum to the 

transverse colon). She suffered marked losses of body 

nutrients and electrolyte imbalances. Transit time of 

food (mouth to anus) was as short as 15 minutes. 

At one year the shunt was revised with 15 inches 

of jejunum anastomosed end-to-side 10 inches proximal to 

the ileocecal valve. Her weight stabilized and showed 

some increase after the revision. ·Emotional. and social 

factors were improved for 3 years. However, following this 

period she had episodes of depression, especially when 

her weight began to increase. 

The final report on the jejunocolic procedure 
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to be reviewed is that of Shibata, l'1acKenzie, and Long 

(1967). This group reported on 11 obese patients. The 

procedure used ~aried the amount of jejunum at 15, 20, or 

25 inches. ·one of the· monito.ring criterion was fecal fat 

excretion. 

Inches of Jejunum 

15 in. 

20 in. 

25 in. 

Wt. Loss 

42% 

26% 

Fecal Fat Excretion 

84% 

33% 

16% 

Transient anemia and bleeding tendencies were 

demonstrated. Carbohydrate absorption, which was initially 

reduced, had returned to normal by one year. Protein 

absorption was lowered. There was little absorption of 
t 

vitamin B12• 

Morgan and Moore (1967) report on a single case 

using the jejunoileal bypass based on results of the 

jejunocolic shunt with subsequent revision. Weight loss 

was seldom permanent with revision. Their rationale for 

the surgery was that maintenance of the weight loss was 

as important as the actual loss. They contended that in 

creating a caloric leak there was a "therapeutic zone 

between significant diarrhea on the one hand and negligible 

loss of absorptive.capacity on the other (p. 76).n They 
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pointed out that retention of the ileocecal valve con

tributed to the ability to reabsorb gastrointestinal water 

and control loss of cations. 

In Morgan and Moore's patient, bypass was per

formed as adjunct to an intermittent fasting diet. After 

losin~ 180 or her 458 pounds by dieting, bypass was per

formed. For a time after surgery a 1000 calorie diet was 

maintained. When liberalized, the weight stabilized at 

about 200 pounds. In this patient panniculectomy, thigh 

plastic surgery, and mammoplasty were necessary to remove 

redundant skin. Four years after treatment the patient 

reported she was wor~ing, sexually active, and proud of 

her appearance. 

Large scale use of the jejunoileal bypass was 

reported by Payne and DeWind in 1969 and Payne et al in 

1973. As of the later date 153 cases w~re reported. The 

mortality was 6 per cent. The 1969 report offered these 

conclusions: a relationship of mutual respect between 

patient and physician is essential, the shunt was of dis

tinct benefit to selected patients, long range benefits 

a~e to be expected in the control of factors leading to 

cardiovascular disorders, the jejunocolic shunt should not 

be used, the· jejunoilea.l shunt should be considered in

vestigative and performed only when proper facilities to 

handle complications are available (p. 146). 
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The 1973 report presented the criteria for 

considering the bypass. The patient must be at least 

100 pounds overweight.· All other forms of treatment must 

have been tried without success. The patient must be 

emotionally well ~otivated and willine to cooperate. He 

must be aware of the drastic metabolic changes that may 

occur and give fully informed consen~. Also, he must 

be aereeable to revision or restoration of intestinal 

continuity if this becomes necessary. 

Three reports by Scott and Law (1969) and Scott 

et al (1970 and 1971) present their use of the jejunoileal 

shunt and the development of a variation of the techntc. 

The procedure of the first report was that of 1 L~ inches 

jejunum anastomosed end-to-side to the ileum 4 inches from 
.J 

the ileococal valve. These measurements have been arrived 

at by Payne who stated at the time of Scott's report that 

these lenBths were critical. One or 2 inches more of . 

jejunum or ileum in continuity usually resulted in insuf

ficient weight loss. 

Conclusions were that this procedure could be 

performed with "symptomatic sequelae" which were acceptable 

to the majority of patients. However, the development of 

hepatomegaly and fatty liver was of concern. Because of 

this, subsequent hepatic failure was considered a potential 

hazard of the .bypass. 
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Rcsults of the 1970 report by Scott et al found 

that the "voracious appetites" and "large caloric intakes" 

continued after the bypass. In the early months, severe 

diarrhea had be~n a significant problem, despite efforts 

to control it. 

Scott described a new technic in 1971 in which 

12 inches of jejunum was anastomosed end-to-end to 12 

inches of ileum • . For drainage of the bypassed jejunoileum, 

the proximal end of the ileum was anastomosed to the side 

of the sigmoid colon. In this and other shunts, the 

closed blind end of the bypassed small bowel was sutured 

to the mesentery to prevent intussusception. The technic 

sought to avoid the reflux of nutritive chyme into the 

blind loop of the ileum, which slowed weight loss or caused 

weight gain after stabilization. 

Salmon (1971) reported on a comparison of the 

three shunt procedures; jejunoileal end-to-end, jejunoileal 

end-to-side, and jejunocolic as performed on dogs. The 

findings indicated that the end-to-end jejunoileostomy 

produced the best results. · 

The technic subsequently used by Salmon for 

human subjects was 10 inches of jejunum end-to-end to 20 

inches of ileum proximal to the ileocecal valve. The 

proximal ileum was joined end-to-side to the transverse 



-31-

colon for drainage. Of the 120 subjects presented, 10 

were males and 110 females. Age distribution ranged from 

17 to 65 years~ Weight loss was directly related to size. 

The greater the size, the more rapid was the weight loss. 

There was a great variation in the severity and 

duration of troublesome diarrhea. Approximately 13 per 

cent continued to have diarrhea after 2 years, while 

36 percent had no diarrhea on hospital discharge. Most 

of the electrolyte disturbances occurred in the first 

year.. Major potassium and calcium deficiencies were not 

a problem. Salmon stated that maintenance of weight loss 

obtained wtth the bypass was of greater importance than , 

the initial weight loss or the minor complications to the 

patient. 

Bleicher, Cegielski, and Saporta (1974) in a 

presentation of their experience with the bypass, examined 

the postoperative complications that may occur. In the 

adaptive period ( first 1 or 2 years after bypass there 

were several metabolic disturbances; "some fortuitous, 

others adverse, some transient, others irreversible (p.67). ·u 

Among these changes was the reduction in blood glucose 

levels. This often corrects the adult-onset diabetes 

seen in obese persons. Hypokalemeia was usually not 

severe enough to cause muscle weakness and responded to 
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oral supplements.· Tetany resulted if calcium deficits 

were severe, but this is usually not the case. Serum 

iron levels tended t6 drop but were sustained with oral 

iron preparations. The absorption of fat soluble vitamins 

A, D, and K, as well as B12, was impaired. Injections 

at intervals prevented deficiencies. Enteric coated drugs 

were not absorbed well. Malabsorption of other drugs. 

could be anticipated. 

Other complications reported by this group were. 

perianal irritation, proctitis, hemorrhoids and anal 

fissures, abdominal cramping and pain, gastrointestinal 

bleeding, liver damage, and excessive weight loss. (p. 68, 

69). Potential complications were: wound necrosis, 

hernia, and infection; bowel obstruction; intussuscepti9n; 

myocardial infarct; pulmonary embolism; and gastric ulcer 

(Payne and DeWind 1969). 

Benefits reported by Bleicher et al were: 

irreversible weight loss, freedom from dieting and use of 

amphetamines or other potent drugs; improved cardiovascular 

and respiratory status; low serum cholesterol levels; 

self-limitation of diabetes mellitus; regulation of the 

menstrual cycle; and elimination of socioeconomic 

handicaps. (p. 70) 

Several studies have been devoted to the problem 

of fatty degeneration of the liver which may occur following 
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bypass. Maxwell, Richards, and Albe (1968) state that 

the changes in the liver fat seen after bypass may be 

related to the undernutrition produced by the shunt. 

Other factors contribute such as destruction of dietary 

choline due to alteration of the small bowel bacterial 

flora. 

Anoth£rreport (Thompson and Meyerowitz, 1970) 

commented that obesity as such may produce li~er changes. 

Following bypass some deterioration may occur but improve

ment of liver architecture was demonstrated in the 

majority. 

Shibata, MacKenzie, and Huang (1971) studied 

liver function in ten post-bypass patients. Preoperative 

fatty changes were found in most of the patients. Post

operative fatty infiltration increased in 6 patients, 

decreased in 2, and showed no change in one. Liver 

function tests were normal in.all preoperatively; abnormal 

in the early post-bypass period, and returned to normal 

by one year's time. Holzbach et al (1974) demonstrated 

a threefold increase in hepatic lipids in the weight loss 

period fol~owing bypass. 

Prevention of hepatic injury was investigated by 

McClelland et al (1970). The experiment was conducted on 

the hypothesis that protein-caloric deprivation may be 

the important factor in liver damage after bypass. Liver 
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darnnGe io conGidercd the moot serious potential aide 

effect of the bypass. 

In the experiment done on dogs (with later 

application in one human subject), the bypass was ac

companied by exteriorization of the proximal end of the 

bypassed jejunum. Jejunostomy feedings of medium chain 

trielycerides and pre-digested gelatin were tube fed at a 

rate sufficient to provide protein and caloric intake, 

but insufficient to prevent weight loss. Normal liver 

functions tests resulted throughout the post-bypass course 

with the supplemental feedings. 

Starkloff (1974) comments that the interest in 

as well as the experience with the bypass procedure are 

increasing. In Starkloff's series of 600 obese persoris 

interviewed, 402 were bypassed. It was his feeling that 

"surgical treatment is sound and rational, and the only 

method of therapy that results in sustained, substantial 

weight reduction (p. 0R-1) •. ,, _ 

The .Psychosocial Consequences of Bypass 

~wo previous studies are available on the 

psychological and social consequences of the bypass in 

morbidly obese persons. Wittkower (1971) reviewed a study 

carried out by Engel. Fourteen subjects figured in the 

study. Psychiatric examinations of the persons preoperatively 
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rcvcalcd "moderate neurotic doprension" to "nevere de

pression." Al thour:h all but L{ had discomfort and com

plications, 9 persons stated they preferred the side ef

fects to restoration and the regaining of lost weight. 

Psychological followup revealed that several 

continued in a depressed state. Engel thought this not 

surprising as it could be attributed to the loss of the 

"defense" of obesity (using the obesity as a defensive 

shell). Many of the patients showed positive gains and 

favorable changes._ An example was that several women 

freed themselves from "exploitive relationships" with men. 

In general, Engels findings were these. The 

adverse psychological reactions following bypass support 

the view that for some, fat is a defense. The general 

absence of psychotic reactions points to the fact that 

the continued oral gratification possible has an important 

effect. Those patients conspicuously aided by the bypass 

in terms of social° behavior, self-image, and achievement, 

gives credence to the "vicious cycle" theory of obesity-

loneliness leads to overeating, overeatine to obesity, 

and obesity to isolation and loneliness (p. 28). 

Solow, Silberfarb, and Swift (1974) reported 

observations of 29 morbidly obese persons who underwent 

bypass. Psychiatric interviews preceded- surgery and 

followed at 6 month intervals for up to 26 to 46 months. 
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0f the group, 20 were women and 9 were men. Ages ranged 

from 19 to 53 years. The general impression at followup 

was one of marked improvement. Physical and social 

activity was increased. There was "an improvement in 

mood, self-esteem, interper~onal and vocation~! effective

ness, body image and activity levels, as well as a notable 

decrease in the use of denial (p. 300)." The subjects no 

longer felt trapped and helpless and were less depressed. 

They no longer had to worry about everything they ate or 

feel guilty about their eating. The subjects seemed to 

be more normally responsive to satiety cues. 

Twenty of the 29 state~ without reservation 

that they would repeat the surgery. In general, the 

subjects had found healthier means of coping with life. 

Solow et al state that "the 'obese personality' ( to the 

extent that · it exists) seems to have been as much a result 

of the obesity as it was the cause in our massively obese 

patients (p. 303). ~• 

Summari 

Chapter II has presented an introductory 

overview of the problem of obesity. The difficulty in 

assigning causes, avoiding perpetuation, and successfully 

~reating the disorder were discussed. 



Second, th.e development of: the small, intestine 

bypass was discussed. Studtes supporting t ,he , rationale 

for the bypass as we11· aeLthe phystologic implications 

were reviewed. 

Final·ly, two studies concerning the psycho

social coriseqU:ences of the bypass were s1,!mmarized. Thesa 

investigations· support the view that the procedure is a 

sound and rational method. ot treatment for obesity. 

-: . -_ ....• 
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CIIAP'l'lrn III 

PROCEDUm~ FOR 'l1lIE COLLEC'l1TON AND 'l1RFJ\.'rMENT OF DATA 

Introduction 

The study was conducted using a non-experimental, 

descripti vo survey design. rrhc procedure for collection 

of do.ta describes the sample group, selection· of the study 

· subjects, and the manner in which the data was collected. 

Second, the instrument for collection of data and its 

manner of development is described. Finally, the manner 

in which the data was treated is set forth. 

Procedure for the Collection of pata 

The Sampl.e _Gro_up 

The sample group consisted of p·ersons who had 

had a small intestine bypass for the treatment of morbid 

o~~si'ty. · To obtain the sample population, the researcher 

contacted tvio surgeons in the Dallas ~etropoli tan area 

who have performed the operation for the past several 

years. The proposed study vms discussed with both physicians 

and their cooperation requested. They enthusiastically en

dors·ed the project. · Names, addresses, · and dates of the · 

surgery of their .bypass patients were supplied by the 

physicians • . ·Parmission to s'ttidy their pa~ients was granted. 

-38-
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The sample population numbered thirty. 

Selection of the Study Subjects 

The study subjects were conveniently selected 

frQm the sample population. Sex and age were not factors 

in the selection. Only thos~ persons who lived in the 

Dallas - Fort Worth Metropolitan area and who had had the 

bypass performed at least six months prior to interview 

date were placed in the group. 

The intention of the study was that the group 

would number 20.±.5• The upper limit was sought to increase 

the significance of the data collected. 

, The sample, drawn from the sample population 

numbered 26 persons. The sample population represented 

part of the total available population. Of the 26 in

dividuals contacted, one declined the interview and contact 

could not be arranged with 3 others. Of the 22 active 

members, 20 represented one surgeon and the remaining 2 

the other surgeon. 

Collection of Data 

Data collection was accomplished over a four 

week period of time. Each of the proposed subjects was 

contacted by mai_l with a letter explaining the study and 

requesting their cooperation. Anonymity was guaranteed 
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to each subject. The contact letter appears in Appendix A. 

The intioductory letter was followed within 

several days by a telephone call. If consent to an in

terview was granted, a djte, time and place for the in

terview was set.· To initiate the interview the researcher 

identified herself, presented her credentials, and explained 

her interest in the study. 

The· subject was prewarned that the questionnaire 

was personal in nature. It was explained that the purpose 

of the study was to identify the full consequences of the 

surgical procedur·e for those electing it. It was pointed 

out that this was an area to which the subject would make 

a valuable contribution. Once again1 the subject was 

assured of anonymity. If the individual cared to examine 

the questionnaire, he or she was free to do so. 

The subjects were questioned on each individual 

·item. They gave their spontaneous responses and could 

make additional remarks. The subjects were free not to 

respond. In this case rtprefers not to respond" would· have 

been recorded. It is notedi howevert that in all the 

interviews, e~ch suhject responded to every question. With 

the exception of certain factual data, the questions were 

open~anded. 

The anticipated time for completion of the 
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interview was appro~imately one hour. However, no time 

limit was set. The range of interview durations was from 

50 minutes to 3 hour~ •. The average time used by a subject 

was approximately 1 hour and 45 minutes. 

Description of the Instrument 
Pevelopment of the Tool • 

No validated tool pre-existed for this research, 

therefore one was constructed for the purpose of the study. 

--Many of the. i terns- were based on subject matter derived 

from readings on obesity. Other questions were ·based on 

the known consequences of th~ _bypass as previously reported 

on by surgeons instrumental in developing the procedure. 

Still other quest~ons were suggested by the two cooperating 

surgeons whose patients were to·be studied. Finally, 

certain psychosocial items were included because they 

had produced significant findings in two previous studies. 

·A ~reliminary draft of the questionnaire was 

examined by an adyisory committee. Suggestions were made 

and the tool was adjusted accordingly. 

Validation of the Tool . 

The questionnaire was submitted to a panel of 

experts for criticism and validation. Several additions, 

and no deletions, were made in compliance with the views 
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of the panel. The instrument was determined to be capable 

of obtainin~ the information sought in keeping 0ith the 

study's purposes. 

The panel of experts consisted of three qualified 

persons. One was a psychologist (active in testing) on 

the faculty of the University of Texas Southwestern Medical 

School. The second was a surgeon who performs the bypass 

procedure and who has done consider~ble study on the 

results. The third was a man who had undergone the bypass 

procedure and who, because of personal and professional 

contacts, had a thorough understanding of the procedure 

and its implications. 

Pescri~tion of the Tool 

The instrument for interview was constructed 

around eight areas of inquiry. The first was general in~ 

formation. This portion included dates of interview and 

surgery, demographic facts, and information related to 

education and occupation. 

The second area was concerned with information 

pertaining to reduction diets attempted, weight variations 

related to diet, age of onset of obesity, and eating 

patterns both pre and postoperatively. The preoperative 

medical profile constituted the third area of inquiry. 
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It consisted- of a medical history and information as to 

specif:i.c physical problems. 

The £ourth was·the preoperative life form. 

'rhese questions were all op~n-ended and were concerned with 

psychosoci~l factors. The patient's feelings and attitudes 

about himself and life before the bypass were explored. 

In this category the patient's reasons for electing the 

surgery were sought. 

-The postoperative medical profile was elicited. 

The questions were structured around the potential physical 

complications of the bypass. Occurance, qualification, 

and outcome of -the actual complications were noted. 

Seventeen specific sequela were listed with provision for 

"other" responses • . 

The sixth category was a record of postoperative 

hospitalizations~ The reason, date, and resolution were 

recorded. 

The central thrust of the research was incor

pora~ed in the category, postoperative life form. This 

area investig~ted the full range of psychosocial as,pects 

of the subjects post-bypass ~life. · A close correlation was 

maintained between the cont~ht of the questions asked 

concerning preoperative lif~ and postoperative life. 

The final area of inquiry surveyed the patient's 

I 

I 

j 
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opi nions of hospitalization and nursing care · at the time 

of the bypass. Opportunity for recommendation~ or free 

commentary were provided for in the instrument. The 

interview questionnaire a~pears in Appendix B. 

Procedure .for the Treatment .of Data 

The data collected in the survey was subjected 

to two modes of treatment; tables and narration. No 

attempt at statistical inference was made. This was in 

keeping with the non-experimental, descriptive survey 

design of the rese~rch. As most of the questions were 

open-ended to allow the subject free expression, no 

measurement of the quality of the responses was made. 

The purpose of the tables was to consolidate 

all demographic, factual, and structured data. This 

treatment was used to clarify and simplify data lending 

itself to quantification. The preoperative medical 

· profile was displayed in two tables with the group divided 

by sex. This method was chosen because many of the females' 

medical problems were sex related. 

The postoperative medical pr6file was developed 

in table form for the group as a whole. Where the event 

of a medical problem did not lend itself to a yes, no, or 
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factual answer, qualifications are those expressed by the 

patient. For example: 

Kind of problem 

gallstones 

diarrhea 

Qua:t-ify 

yes 

severe 

Outcome 

surgery 

much improved 

For those "feelings" or "attitud~" questions to 

which there was a general commonality of response, table 

presentation was used for · the data. Fu~ther, for all those 

"feeling" questions for which a yes or no answer was ap

propriate; table presentation of the data was used. 

The bulk of the data_ collected concern:ing the 

diet and weight profile, preoperative life form, post

operative hospitalizations, postoperative life form, and 

opinions on hospitalizations and nursing care was treated. 

in narrative form. This mode of treatment was in keeping 

with the purpose of the survey, ·which directed itself to 

a survey of the consequences of the bypass as experienc~d 

by the subjects. 

Summar;y 

Chapter III has presented a description of the 

methods of data collection and the. mode of treatment of 

the · data, The data ... was collected from a conveniently 
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selected study group meeting the delimitations set. Data 

was collected during a prearranged interview with infor

~ation recorded by the ~esearcher. The instrument used 

was constructed by the researcher and verified by a panel 

of experts. Data collected by these means was consolidated 

and presented in tables wherever quantification of facts 

or figures was feasible. That data collected through 

openended questioning was treated in narrative form. 
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CHAPrER IV 

ANALYSIS OF DATA 

Introduction 

A survey was conducted to explore the post

operative consequences of the small intestine bypass for 

morbid obesity. A total of 22 subjects were interviewed, 

having been chosen by convenient selection for placement 

in the study group. 

Data will be presented in each of the categories 

of inquiry. Tables will be used to simplify factual data 

where ·appropriate. A summary of the findings will be 

presented. 

Presentation of Data 

Description of the Study Group 

The study gro~p was composed of 15 females artd 

7 males. · They ranged in age from 22 to 54 years. The 

subjects were all caucasian. The interval between bypass 

surgery and the time of interview~varied from 8 to 34 

months. Marital status was as follows: 15 married, 1 

widow, 3 single, 2 divorced and 1 separated. The 

status had changed for only one subject since bypass, 

a woman had separated from her husband (at the time of 

interview). All of the married subjects, one divorced 
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W'Otnan, and the woman separated from her spouse had children. 

Demographic data for the 22 subjects appears in '11able 1. 

L 



TABLE I 

Demographic Data 

Marital 
Subject Sex Age Status Education 

-
1 M 46 M college 

2 M 37 M college 

3 M ·36 M H.S. 

4 F 29 Sing. college 

5 F 35 Div • . H.S. 

6 M 40 M college 

,,7 F 32 Sep. 10th gr. 

8 F 43 M college 

9 M 41 M college 

10 M 37 Sing. Degree 

1 1 F 39 M degree 

·12 F 48 M 10th gr. 

13 F 32 M college 
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TABLE I (con•t) 

Subject Sex Age· Marital Education Status 

14 F 30 M college 

15 F 32 Div. degree 

16 F 54 M college 

17 F 38 Wid. degree 

-18 F 36 M 11th gr •. 

19 F 32 M 10th gr. 

20 F 29 M H.S. · 

21 F 25 M H. S. 

22 M 22 Sing. college 

-50-
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Fourteen of the .subjects had some college 

preparation or had earned a degree. Four were high school 

graduates, and four had not completed high school. Of 

the males, sj_x of the seven were employed. The married 

females were all housewives, though some had had occasional 

employment. Of the five females living without a spouse 

(either widowed, single, divorced, or separated) all were 

employed. 

The employment status had changed since bypass 

for only four of the individuals. One married man had 

not been able to work since the bypass, 34 months prior, 

because of continuing illness and depression. A married 

woman stopped working after bypass because she "felt 

free" to stay home. One divorced woman took on a new job 

after bypass because she felt her improved appearance 

warranted the change. A married man changed to a larger 

company and enjoyed an increase in salary. He too 

attributed the change to his improved appearance. 

The makeup of the study r.;roup exhibited ·several 

interesting facts. Two of the females were ree;istered 

nurses and orte of the males a licensed vocational nurse. 

or the group. two individuals were brother and sister, 

and two women were aunt and niece. Many of the group 

had known each other _prior to bypass through business 
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contacts or had met while under physician directed dieting. 

Diet and Weight :Profiles 

The diet and weight profiles of the members 

revealed much similarity. Multiple methods of dieting 

were used by 19 persons. Seyen subjects stated they had 

been on diets "all their lives". Of the group, 15 reported 

having used WeigltWatchers. Prolonged dieting periodi 

with the use of drugs usually a combination of ampheta

mines, tranquilizers, and diuretics, had been used in 

15 cases. Of those 15, four reported serious illness 

attributed to the drugs, two requiring hospitalization. 

All reported extreme nervousness while using the drugs. 

All except 3 reported making at least 10 serious attempts 

at dieting~ F~sting had been _used by 2 subjects. Only 

three had dieted as few as 2 or 3 times for significant 

weight . losses. 

· Weight losses credited to dieting varied from 

30 to 267 pounds. Only four subjects had exceeded 100 

pound losses. These amounts were 113, 125, 150 and 267 

pounds. For the eighteen remaining subje6ts, the average 

weight loss from dieting was 63 pounds. 

Maximum adult weights reported by the group 

ranged from 219 to 545 pounds. Weights at the time of 
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bypass varied between 219 and 504 pounds. 

Losses resulting from the bypass rangsd from 

39 to 163 pounds. Seventeen of the group had exceeded 

100 pound losses since bypass. The one unusual case of 

limited weight loss was reported by a woman who haa lost 

only 39 pounds 10 mbnth~ post-bypass. 

Childhood onset obesity was reported by 13 

subjects. Onset of obesity at puberty was found in 7 

and adult onset in 2 of the group. · The weight profiles 

for the group are displayed in Table 2. The subjects 

are identified by sex and age. 



TABLE 2 

WEIGHT PROFILES 

Sex Age Age _of Interval ·Largest Maximum ,.., . . . 
i•.1.inimum 

Onset since Amount Adult Adult 
of Bypass Lost Weight Weight 
Obesity Months Dieting 

1.,. M 46 ._ C 34 · 30 330 170. 

2~- _ M 37 - .· A 24 125 440 195 

3. M ·36 C 23 - 90 417 .··260 

4. F 29 C 20 65 · 356 220 

5. F 35· p 19 ll3 270 ? 

6. M 40 C 17 68 425 260 

7 • . F 32 p 17 60 232 .135 

8. F 43 C 14 60 254 116 

9. M 41 A 14 65 350 ? 

10~ M 37 C 12 267 545 278 

11. F 39 C · 12 84 260 119 

12. F 48 p 12 · 90 265 142 
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TABLE 2 .(con' t) 

Weight Weight Loss 
at Now Since 
Bypas$ Bypass 

1. 330 175 145 

2. 380 220 160 

3. 365 202 163 

4~ 356 222 134 

5. 270 . 173 97 

6. 369 230 139 

7- 232 148 84 

8. 254 l 16 138 

9. 318 195 123 

10. 504 350 154 · 

11. 260 146 114 

12. 265 145 120 
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TABLE 2 (con•t) 

Sex . Age Age of Interval Largest Maximum M:..nimum 
Onset Since Amount Adult Adult 
of Bypass Lost Weight Weight 
Obesity Months Dieting 

13. F 32 - C 12 50 248 160 

14. F 30 p , 1 50 230 127 

15. F . 32 C 1 1 150 359 . 150 

16.1, F 54 C 11 50 276 118. 

17. F 38 C 1 1 90 334 180 

18. F 36 C 10 38 219 140 

19. F 32 p 9 48 247 125 

20. F . ·. 29 p 9 65 288 189 

21. F 25 p 8 70 349 168 

22 •. M 22 . c 8 75 338 230 

C=childhood onset P=onset at puberty A=adult onset (21 yr.+) 
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TABLE 2 (can't) 

Weight Weight Loss 
at Now Since 
Bypass Bypass 

-
13. ·- 248 153 ·95 

14. 230 · 112 - 118 

15. 359 260 99 

16~ 280 180 100 

17. 334 200 134 

·18. 212 173 39 

19. 247 159 88 

20. 278 190 88 

- 21. 349 207 -142 · 

22. 338 ~25 113 

C=childhood onset P=onset at puberty A=adult onset (21 yr.+) 

-:57-
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Many similarities in diet patterns were revealed. 

The majority of the group stated they.had eaten 3 meals 

a day with continous snacking. Several were erratic 

eaters; mealtimes .were not regular. Of the gro~pj eleven 

described themselves as "night-eaters'.'; eating large 

amounts of food late in the day and at night. One subject 

reported he even got out of bed at night ·to eat. Two 

described themselves as "foodaholics" and two as "compul

sive" eaters. One of these stated she hid food around 

the house so the family would not know how much she was 

eating. Another said, that when angry, she ate things 

she didn't even like. Two of the subjects expressed the 

opi-nion that they did not cons;tder themselves ''gluttons" 

and had not felt they ate more than normal size persons. · 

Comments concerning the change in these former 

eating patterns following bypass were varied. Five persons 

said they ate more since the bypass. Eat:i.ng less was 

reported by nine. Of these nin~, 3 subjects said they had 

little appetite. Of those that ate_less, the reasons . 

given were- either that they "felt full" more quickly or . 

had lost interest in food. The remaining 8 subjects 

stated that their pattern of eating was about the same 

as before. 

Food intolerances after the bypass were not 

general. The most often reported was an intolerance to 
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fatty or e;reasy foods. Five subjects could not eat sweets. 

Others had developed an aversion to spicy foods, alcohol, 

carbonated beverages, fresh fruit, or milk. 

Preoperative Medical Problems 

The preoperativa medical profiles were divided 

by sex for tabulation. The problems reported, which were 

medically treated, appear in tables ~ and 4 • 

. I 



r 
TABLE 3 

PREOPERATIVE :MEDICAL PROBLEMS: MALE 

Age Group 20-3_0 30-40 40-50 Totals 
- . n-=2 

Severe Hypertensi<?n (200/100+) 
, 1 2 

Degenerative Hip Process 1 1 

Diabetes 1 1 
'· 

Ma1arfa 1 1 

Pneumonia 1 1 

· TFaumatic Injuries l 1 

Elevated Serum Cholesterol 1 1 

Shortness of Breath · 1 1 

Hemorrhoids 1 1 

Ruptured Gallbladder 1 .1 

Hiatal Herma 1 1 
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TABLE 4 

PREOPERATIVE MEDICAL PROBLEMS: FEMALE 

Age Group 20-30 30-40 40-50+ Totals . 
n=4 n=8 n=3 

Toxemia of Pregnancy 2 2 4 

Epilepsy 1 1 

Hypertension 3 1 2 
,,,.. 

·O 

Severe Hypertension (200/100+) 1 2 1 4 

Cholecystitis , 1 1 

Appendectomy 1 1 2 

I. 
Utinary tract infections l 1 

Irregular menstrual periods 2 2 

Hemorrhoids 2 2 4 

Pneumonia 1 1 2 
\ 

1: 

Multiple miscarriages 3 1 4 

Spinal Fusion 1 l 
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Age Group 

Diabetes 

Shortness of .Breath 

Varicosities 

Hysterectomy 

Broken bones 

Arthritis 

Amphetamine Poisoning 

Spastic .C.~lon 

Bells Palsy 

TABLE 4 (con•t) 

20-30 30-40 
n=4 n=8 

1 

2 2 

2 

1 

1. 

1 

1 
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40-50 'fatals 
n=3 

1 

2 6 

1 1 

1 3 

1 

1 1 

1 

1 

1 



The most frequently reported problem in both 

groups was hypertension. Shortness of breath was reported 

by 6 females and 1 male. Toxemia of. pregnancy (4 subjects), 

multiple miscarriages (4 subjects), and hemorrhoids (5 

subjects) were th~ other prominant problems. Three women 

had had hysterectomies. 

All those subjects reporting hypertension had 

benefitted by the bypass, experiencing markedly reduced or 

normal pressures by the time of interview. The 2 subjects 

(1 male and 1 female) reporting diabetes had experienced 

a return to a normal state. Shortness of breath had 

cleared in all affected subjects. The elevated serum 

cholesterol level reported preoperatively had been reduced 

to normal range. 

Preorerative Life Form 

In the category of preoperative life form, the 

majority (14) 0£ the subjects reported they had been act~ve. 

Their activities and interests were varied. Eight . of the 

subjects reported little or no act~vity outside of employ-
, 
' 

mentor housework. Only two reported they ha? done nothing 

but "lay a.round the house'' when not at work. The men 

especially reported being active in sports and outdoor 
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activities. One man stated he knew he was getting too fat 

when he couldn't climb a tree to his deer blind. 

In describing their feelings about life before 

the bypass, four of the 22 said they had positive or happy 

outlooks. One male said, "Life is a banquet, and all the 

poor foois are ·starving~" 

Eighteen subjects expressed experiencing :t_:eelings . 

as despondency, depression, withdrawal, or feeling "wretched"; · 

even suicidal. One woman reported that what kept her going 

was her "Christian outlo_ok"; "Life has meaning and w.e have 

to persevere. !' Underlyi·ng the depression were such feelings 

as discouragement, disgust with self, concern with their 

anger, and feeling their life was ruled by their size. 

Most subjects reported they had .given up on 

dieting. The situation seemed "·hopeless". · Several re

ported they felt too tired to get out of bed in the 

morning. About a thir~ of the group expressed fears about 

their health and were worried about having a heart attack 

or stroke. -One man stated he felt superior., had money 

and an ·education~ ~ut was ''stymied'' by his size. In ex

pre~sing their feelings about themselves before bypass, 

a variety : of adjectives were used. The majority of the 

subjects (16) expressed strongly negative feelings. 

Comments varied from: -- "I felt I was a loser--had failed 

at everything I started", "I hated everyone, ~nd felt 
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everyone hated me", to "T cared about myself, but felt 

ugly." Many expressed feeling unacceptable to others and 

ashamed and painfully self-conscious of their size. 

Several stated they felt people laughed at them. Some had 

had embarassing _experiences when this .in fact occurred to 

their face •. 

One man stated, "I acted happy, but felt like an 

outcast.:" A woman said she felt personally inadequate 

and realized her outgoing and capable postures were a 

facade. Several stated that they had forgotten how it 

felt to feel good. 

Positive feelings about self pre-bypass were 

expressed by·6 of the subjects. One said she felt she 

"had alternatives,:~• Another said she felt. positive about 

herself. One woman stated she had made a good adju?tment 

to her obesity ,and did not feel left out. Good feelings 

about self were expressed by three ~en, who stated they 

used their size to "manipulate" people. 

In general the subjects stated they saw the_m

sel ves as "very fat" or "obese". Some' were stronger in 

the,ir expression using such terms as a "freak", a "bloblf, 

or a "big;, old, ugly woman". Several stated they did not 

see themselves as they were; didn't have a real conception 

of their size. Others said that how they saw themselves 

depeµded oh their mood; if depressed they felt "huge". 
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Four subjects stated they saw themselves in terms of their 

personality, · not their size. One man offered, "You ' ,ve 

got to see your~elf as fat when you can't tie your shoes". 

The respondents, in the main, felt others saw 

them as they saw themselves • . Many felt others saw their 

fat first and then their personality. Even some of those 

who said they felt loved by family and friends, felt 

others laughed at them or were disgusted with their size. 

The feeling that others :saw them as repulsive or unac

ceptable was a common feeling. Only 2 subjects stated they 

felt people saw. them in terms of their personality and not 

the size. One stated he knew people saw him as large but 

they didn't make him aware of it. Two men expressed the 

view that others saw them as "big, fat, happy man". 

Reasons for Electing the Bypass 

The reasons for electing the bypass are presented 

in part in Table 5. Reasons differing from these common 

responses are discussed separately. 
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'rABLE 5 

REASONS J.t,OB ELECTING THE BYPASS 

Reasons 

Overriding concern with health ·and 
potential hazards of 
obesity . 

Knew the weight could not be · lost 
with dieting 

To stop gaining 

Spouse's or family's attitude toward · 
size 

Wanted to look better and feel better 

Number Reporting 

9 

6 

2 

2 

2 

The table displ~ys the major reasons stated 

though most subjects expressed a combination of reasons. 

One woman stated she used hypertension as an excuse to go 

ahead with the bypass, but the real reason was her husband's 

attitude toward her size. Three felt the surgery was a 

miracle; as much to stop gaining as to lose weight. Three 

subjects expre~sed the idea that they wanted to live to ' 

· see their young children grow up. Thr~o expreaaed deo

peration, ·saying they would have done anything to get the 

. weight off. 

One man not listed in the table specifically 

had the bypass so that he could have a total hip replace

·ment after weight loss. This man ·had injured his hip in 
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a fall aa n young man. Ilis . exfreme obesity had compounded 

the problem and made orthopedic surcery inadvisable •. 

The majority of the subjects heard of the operation 

from other bypass· pati~nts or read about it in newspapers or 

magazines. Only one subject was. specifically advised to 

have the surgery by another physician. Most of those who 

consulted internists or family physicians were advised 

against the procedure. After learning of the bypass pro

cedure and finding surgeons who performed it, the majority 

said they were adamant about their decision and determined 

to have the bypa~s done. Only two members of the group 

had had psychological coun~eling prior to the bypass. All 

subjects said they felt they had given fully informed 

consent in electing the surgical procedure. 

Expectations 

~he expectations of results from the bypass were 

many and diverse. The most common expectation (10 subjects) 

was to "lose weight and k_eep it off". Another was to 

extend the life span and enjoy better health. Five subjects 

wanted to feel better and look better • 

. One woman stated "I thought :Lt was too good to 

be true, I thought I would fail at this too.n Another said 

she wanted to keep her husband at _home; "under all that 

fat there ,was a human." Three subjects said they wanted 
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to look and feel like "normal" peopl~. 

M~ny felt that the size change would affect 

other feelings. A common expression was that they had 

done everything they could do; this was the last. chance 

to lose weight. One subject stated she didn 1t knov1 what 

to expect. Yet another expected to improve her marriage, 

but if not, "I would be in better shape to make a new 

life." 

Two . subjects s_tated that they anticipated more 

trouble po~toperatively than they had had; 7 others that 

they were surprised by how badly ·they felt and had not 

expected it. One man offered this comment, "I know it 

sounds crazy~ but. I really expected to go to the operating 

room and come back thin; I was surprised to wake up and 

find myself a big, fat man." 

Postoperative Medical and Physical Problems 

·The postoperative medical record for the group 

· reveals some commonality of response. This quantified 

data appears in Table 6. The outcomes of these problems 

is discussed in general following the table. Specific 

treatment :is given to those several persons who had com

plicated medical problems. 
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TABLE 6 

OCCURAI{CE .OF POSTOPERATIVE MEDICAL AND PHYSICAL PROBLEMS 

Kind .of Problem 

Diarrhea: . 

- Severe 

Manaeeable 

Nausea/Vomiting 

Severe 

Sl~ght 

None 

Hemorrhoids 

Extreme Thirst 

Evidenc:e of Metabolic Disturbances: 

Number Re_porting 

12 

10 

6 

6 

10 

1 1 

15 

Extreme muscle weakness 4 

Contraction or drawing of hands 6 

Tingling of mouth 3 

Cramping of muscles 2 

Skin disorders 8 

Vitamin Deficiency 7 

Loss of Hair .. _(Head) 11 

Hernia 3 

Easy Bruising 

Cholecystitis 

10 

2 
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TABLE 6 (can't) 

Kirtd of Problem 

Kidney Stones 

. Liver Damage and/or jaundice 

Evisceration 

Irregular Menstrual Periods 

Edema 

Anal Ulcer 

Number Reporting 

.4 

2 

1 

5 

3 

1 

Severe diarrhea was reported by twelve subjects. 

This was quantified by the patients as almost continuous 

and requiring restriction to the home for a period of one 

to several months. Manageable diarrhea was reported by 

ten. Those persons either had little trouble and were 

able to resume reasonable activity or return to work in 

s~veral weeks post-bypass. All of the -subjects reported 

this problem was greatly improved and did not interfere 

with their life schedules. Only two felt the diarrhea was 

still a problem. 

The other postoperative problems were in various 

stages of
1
resolution • . The severe to slight nausea and 

vomiting i.eported had greatly improved or disappeared in 

all. · 



-72-

Hemorrhoidal pain was severe during the period 

of copious diarrhea. Only one subject underwent a hemor

rhoidectomy. 

Metabolic disturbailces and skin disorders re

spo~ded to supplementary cation or vitamin replacement and 

were transient~ Easy bruising, hair loss, and irregula~ 

menstrual periods were of long duration and continued to 

be a problem. The fierce thirst reported by 15 of the 

subjects was .a continuing and slowly abating problem, 

with the passage of time. Vitamin deficiency was reported 

if the patient had been told by the physician there was 

· evidence of its presence. The initiation or increase of 

dietary supplements improved this disorder. 

Only six of the 22 subjects reported serious 

complications. The first case in this category was a man 

who reported hospitalization for evisceration, multiple 

incisional hernias, hemorrhoidectomy, and severe depression. 

At interview this man's physical problems had been cor

rected • . In addition he had undergone a total hip replace

ment. He had not returned to work and was still being 

treated for depression. He stated he would make the same 

decision ptoday" to have the ·bypass. 

Another man experienced approximately a year of 

physical debilitation. Three weeks postoperatively he 

suffered physical e~haustion and collapse. This occurred 
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nr;ain at four months. On· both occ.asions he was hospitalized 

for fluid:and electrolyte replacement. After this hi~ 
.. J ·• 

severe nausea and vomiting began to improve. He then 

required hospitalization for removal of a kidney stone. 

At nine months post bypass he suffered another period of 

exhaustion and physical collapse; not requiring hospitali

zation. The interview took place 13 months post-bypass. He 

was working full time and felt welL His only complaint 

at this time was easy tiring. His weight was in the ideal 

range for .his heighth and he was very pleased with the 

final results, but ··said he would not ·repeat the decision 

because of the severe illness he experienced. 

Four of the female subjects reported difficult 

postoperative courses. The first suffered nausea, vomiting, 

anorexia and exhaustion for many months before seeking 

help. At 9 months and again at 10 months post-bypass she 

was hospitalized for fluid and electrolyte replacement 

•Under the care of a hometown physician. At one year she 

returned to her surgeon and was hospitalized for tests 

and observation. She was subsequently put on liquid high 

protein supplementary feedings in addition to her regular 

diet. At interview she was regaining her appetite and 

strength, the nausea was controlled and she had begun to 

resume physical and social activity. She stated she would 

not re-elect the bypass because o{· the sickness she 
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E:i.6ht hospitalizations following bypass were 

reported by another woman. These were for nausea, pan

creatitis, a cholecystectomy, a choledochoduodenostomy, 

anal ulcor repair, and finally, insertion of a jejunostomy 

feedinc; tube. rrhe interview took place several days after 

the latest hospital dischar~e. At this time the subject 

reported a feeling of improving physical wellbeing on the 

jejunostomy supplementary feedings •. This woman in addition 

to the nausea and vomiting had experienced a complete loss 

of appetite. Slight liver damage also was reported. She 

felt hopeful about her condition and offered the comment, 

"I would do it again (have the bypass), I feel it was the 

only chance to change my lif~•• She stated she felt she 

had become a strong perso~ because of her suffering. 

The fifth subject rsporti~g serious postoperative 

problems was a woman who had a partial shunt revision at 

nine months post-bypass because of liver damage and 

jaundice. The procedure was a side-to-side jejuno-jejunostomy 

with a feeding jejunostomy. Her nausea and vomiting had 

led to a. marked state of malnutrition and metabolic dis

turbance. At.the time of interview she was three months 

post-revision. Her condition had improved, she was 

feeling stronger, her appetite was good and she was taking 

medium chain triglyceride oil by mouth. She stated she 
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would "probably" still elect the bypq.ss and commented, 

"I would rather be dead than that fat.111 In fact, at the 

time of revision, had refused a total reversal of the 

bypass. 

The final unusual case was reported by a young 

mother who embarked on a vigorous schedule three months 

post-bypass • . She carried out all of her home activities 

along with a full schedule as a university student. In 

spite of a loss of appetite and five hours of sleep a 

night, for seven months she felt she "could take on the 

world~'" Edema of the legs,· weakness, and amenorrhea 

finally prompted her to return to her physician.~ Loss of 

pubic hair, loss of sexual drive, breast atrophy, and mal

nutrition were evident. Supplemental high protein feedings, 

vitamin and potassium supplements, and hormone therapy 

over a three month period had begun to produce improvement 

in her condition by the time of interview. The young 

woman had maintained her heavy schedule. The subject was 

very slim ~t 116 pounds, attractive and vivacious. She· 

stated she had not associated her increasing symptoms with 

the byp~ss. She believed she would say yes again to the 
\ 

bypass, because "it has so improved my outlook." 
. i 

Four other subjects had hospitalizations after 

the bypass. One for severe colon spasm and later a kidney 

stone. Another was hospitalized for a cholecystectomy. 
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Kidney stone was the reason in one oth~r case. In the 

final instance one young woman experienced normal delivery 

of a healthy infant, 16 months post-bypass. A total of 

nine of the 22 ~ubjects reported hospitalizations following 

the bypass. 

Postoperative Life Form 

Postoperative life form showed considerable . 

change for many of the study subjects. General statements 

were given to the question, "In what ways is your life 

different since the bypass?" These general comments were 

complemented with specific inquiry into psychosocial 

changes experienced. 

The majority of the subjects offered positive 

statements. Thirteen of the group said that they felt 

"different" and in some way "better". Four of the subjects 

stated that they f~lt the same about their lives. Another 

fou~ stated that they felt different but not better in 

that they were weak and tired. One subject said his life 

was different and "worse". 

Individuals offered such comments as: "I see 

myself completely differently as a personj" "I know ' now 

things will be different because I am accepted by people," 

"I feel that I look like · other people;" "I didn't realize 

how handicapped I was before." One woman said she realized 
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she-had used her fat as an excuse for laziness and had 

settled for "second best", but now was "headed in the 

right direction." Two persons stated they felt more con

fident· and that·th~y had done all they could do about the 

problem of obesity. The less positive attitude was ex

pressed by one subject in saying, "I don't know what I 
t . 

was looking for, life is different but not better.'' 

Marital Life 

Chang~s in marital life are presented in Table 

7. In general no marked changes occurred in this area. 
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~J.1ABLJ~ 7 

CH.ANGl~S IN MARI'rAL LIF}~. 

· Status 

Status unchanced since bypass; 

·sinele, widowed, 

divorced 

Separated from spouse since 

bypass 

Saine spou~e, quality improved 

Same spouse, quality unchanged 

Same spouse, quality d¢teriorated 

Number 

6 

1 

4 

8 

3 

. Improvement in the degree of satisfaction was 

attributed by the subjects to be due to improved outlook 

or increased acceptance on the part of the spouse. Those 

marriages unchanged were equally divided between those 

considered by the subjects to be 11 happy" or "unhappy". 

rhe three.which had deteriorated were directly related , 

to the bypass. In one case the wife had disapproved of the 

bypass. She herself was obese and she resented her husband's 

weight loss. In the secoµ~instance, the relationship 
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between the partners had been reversed. Prior to the 

bypass the husband had been ·domineering and scornful of 

the wir~•~ siz~. Followine the bypass, he became dependent 

and jealous. This in turn had aroused in the wife feelings 

of disgust. Continuing illness following bypass had pro

duced marked strain on one relationship. 

The wives of three bypassed men had gained weight 

in the post-bypass interval. In two cases ·this gain was 

considerable. These women were bitter about their size 

change in view of the husband's improved appearance. 

Physical and Social Activity 

The level of physical activity before and after 

bypass was reported the same by 10 subjects. In 2 cases 

this was little or none, due to depression. The other 8 

had maintained their usual activity. Two individuals 

stated they _ did much less because of their weakness. 

Increased activity, searching out new interests, and more 

pleasure in the things undertaken was expressed by 10 

individuals. 

The changes in so~ial activity were in the main 

positive. Ten subjects r~ported increased social contact. 

The reasons given for this were: following through on 

opportunities, not feeling ashamed, and feeling more ac

ceptable. Three women stated they were ho longer ashamed 
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to meet their husband's friends. Seven persons stated . 

the amount of social activity was the same, but four bf 

these reported it was "more fun" or they "en.joyed people 

tnore".. Four individuals reported little social. ·activity; 

but this was not a change. Lesri soci~l activity was 

reported by one subject because of illness. 

Child-parent Relationship 

An improved child-parent relationship was reported 

by eight subjects. Seyen persons stated this relationship 

was the same and good. Improvement was based on such 

reasons as having more patience, feeling less angry, taking 

more interest in personal activities, or because the 

subjects felt more at ease with themselves. Three subjects 

reported a deterioration of the parent-child relationship. 

In one case the children were less accepting of the parent. 

Two parents had fat children who resented the change in 

parental •size. 

Sexual Life 

Eight subjects reported that their sexual life 

was the s,ame. Loss . of sexual drive due to the illness 

following bypass was reported by three. Nine subjects 

stated that their sexual life was improved. Two men 

reported they derived more pleasu~e from sexual 
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intercourse now for two reasons: forme~ly, their size had 

made position a problem and they had worried about pleasing 

the-partner. One woman stated she was more easily aroused 

now and another that she felt "like a woman". A man stated 

he was aware of being sexually attractive to other women 

at his "new size" and this increased his pleasure. One 

of the single men said he was looking forward to his 

sexual life improving when "I get to a fighting size". 

Another single man stated his improved appearance had 

afforded him more sexual opportunity. For one man his 

sexual life had suffered because of the wife's nonaccep

tance of his size change. 

Body Image 

The subjects were asked several questions con

cerning their new size. Does your change in size please 

you; does your change in size worry you; to yourself do 

you look slimmer; do you feel slimmer and lighter; do you 

feel more (or less) attractive now? This data appears in 

Table 8. 
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DATA HELATEDTO CONCEPT OF SIZE 

Question 

Does your change in size please you? 

Does your change in size worry you? 

To yourself, do you look slimmer? 

:t>o you feel slimmer and lighter? 

Do you feel more attractive? 

Did yotr change in size please 

your family 

Yes No 

21 1 

4 18 

19 '3 

21 1 

20 2 

18 4 

Though pleased with the change, two persons said 

they often. felt like the "old self". The one not pleased 

felt she was too thin •now and had lost her bosom. Pleasure 

was derived from feeling better, looking better, and the 

enjoyment of buying "regular" sized clothing. Four subjects 

were worried by the new size. Two were concerned t _hey would 
I 

keep losing and get skinny. One man stated he could not 

manipulate events or people as before, while another 

shied away from arguments because he felt "weak". 

In .spite of their losses, 3 subjects did not 

look sli~mer tb themselves. Only one did riot feel slimmer. 
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All but two persons felt more ~ttra~tive. 

Body image (how do you see yourself now) varied 

from no change to marked change. An improved self image 

was expressed by thirteen individuals • . Seven subjects 

saw themselVes -as "the same". This was expressed by saying 

they often felt "like the old fat self" or that they still 

"had hangupstr about being fat. A common expression was 

that they saw themselves as ffnormal". The change to 

smaller_ and ''off the rack" clothes seemed to have the 

greatest effect · on the image of self. Two subjects saw 

themselves as "thin" or llboney". 

The self image in most cases coincided with how 

the subject felt others saw him. In general, the group 

felt others viewed them as "more acce·ptable" or ''more 

normal". The majority took pleasure in the compliments 

they received but gave more credence to their own feelings 

about themselves • . 

Differences in -Feelings 

When asked if in general they felt different 

now, only~four stated that they did not. The most common 

res~onse ~as one of feeling more h~peful and better -able 

. to cope. ·Twelve of the 22 gave strongly positive responses 

to this question. Such comments as: ''life seems different 
I . 
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in all areas: "I can take the world on," "I feel like a more 

complete person, '"'I feel more .feminine, " and "I feel like 

a normal person ·now" were given. 

Importance of Bypass to Physical and Emotional · 

Health 

Twenty of the group of 22 felt that the bypass 

was important to their physical health. This was of 

interest in that five of the group had experienced serious 

postoperative complications. Of the group, 16 felt the 

bypass was important to their emotional health. This data 

is shown in Table 9. 
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TABLE 9 

IMPOifl'ANC~~ OF 'rIIE BYPASS TO PHYSICAL AND EM01l'IONAL HEAUrH 

Question · 

no you feel the bypass was 

important to your 

physical health? 

Do you feel the bypass was 

important to your 

emotional health 

Do you feel better now 

physically? 

Do you feel better now 

emotionally'? 

Yes 

20 

16 

14 

16 

No 

2 

6 

8 

6 

The subjects expanded more on the subject of 

emotional health than physical. Two stated they used to 

cry "all the time". Several stated that they would have 

"real" problems if they had continued to gain weight. 

Two subje~ts fel-t they had learned "how to ·cope"·: A 

young woman commented that pre-bypass she felt she· "w~s 

fading fa~t emotionally" and now felt· "definitely" more in 

control. "I feel like a· real human being now" was 
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expressed by 2 subjects. Another 2 were depressed and had 

not gained emotionally from the bypass. Three felt their 

emotional outlook was the same as before. One of the men 

felt the bypass had 11hurt" his 'emoti'onal health in that 

many family problems had occurred as a result. 

Though 20 subjects stated that they felt the 

bypass was important to their physical health, only 14 

stated that they felt better physically. Eight said they 

felt "tired", "sick" or 11weak 11 • The sixteen that stated 

they felt the bypass was important to their. emotional 

health, also felt better emotionally. 

Habits 

Eleven subjects were smokers and 11 did not 

smoke. The habits had remaj_ned the same for all. 

Thirteen of the group "remembered'' being told 

not to drink alcohol after the bypass. Two of the 22 had 

never used alcohol and continued that habit. Four subjects 

reported heavy use of alcohol and of these, 3 drank con-

siderably less post-bypass. On� subject continued her 

former heavy intake until she became seriously ill and at, 

interview reported she had quit drinking alcohol entirely. 

Increased tolerance for alcohol was reported by 5 persons. 

Decreased tolerance was experienced by two persons. Of 



tho 16 ·who class:i fied thomsol ves as ocassj_onal so.cial 

drinkers, 5 stated they drank less. 

Expectations 

Table 10 presents the data on fulfilled ex

pectations. The subjects were asked if they had gotten 

the results they expected from the bypass. Only two 

stated they had not. 

TABLE 10 

FULFILLMENT OF EXPECTATIONS 

Question 

Did you get the results you 

expected from the 

bypass? 

Yes No 

20 2 

Of those subjects repbrting no to the question, 

ono . r.m:i. cl oho had not oxpoctcd tho oovoro i llneos ( thi o 

aubject had had a partial revision of the bypass). 

Anot}:ler stated she had expected to lose more · and faster. 

Five of the 20 who stated yes added that they had not 

· expected so much sickness but felt! that their expectations. 

were .met. Hopes for fur~her weight loss were reported by 
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five. ·In all cases, the primary expectation reported at 

the interview time was rapid and substantial weight loss. 

Thirteen subjects were under the 2 ·year postoperative 

interval and were still losing weight. Most of this group 

anticipated further changes in size, as well as in physical 

and emotional well-being. 

Reelection of the Bypass 

Table 11 presents the variation in response to 

the question: If you were maldng the decision today, 

concerning the surgery, what would it be? Why? 

TABLE 11 

DATA ON REELECTION OF THE BYPASS 

Question Yes No Undecided 

Would your · decision to have 

the bypass be the same 

today 17 2 3 

Two subjects stated they would "definitely not" 

reelect t~e bypass. In one case the reason offered was 

the severe illness experienced. The other subject's ~amily 

had deteriorated because of his wife's nonacceptance of 
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the resultinrt weight loss. Only one of those 2 undecided 

offered illness ao a reaoon. The other had had little 

trouble post-bypass but stated: urrm not fat now, its hard 

to say." 

In spite of serious complications and continuing 

poor health (though improving), three stated they would 

re-elect the surgery. They did add that if they had been 

asked· the question at the height of their illness, the 

response would have been no. Th~ woman having a partial 

revision fell into this category. At interview she 

stated, "I'd rather be dead than fat. 11 A second woman 

who had had eight hospitalizations since bypass and was 

t~dng supplementary feedings through a jejunostomy 

feeding tube, also reported she would "do it again". She 

felt it wa~ "the only way to change my life." The final 

subject still ill at interview and stating she was re

elect the bypass, added that her problems stemmed from 

not realizinghow important it was to take good care of 

herself after the · procedure. 

In general, those subjec~s responding yes were 

strongly- positive in their comments. One young woman 

said, "I would have fed myself through a tube for 5 

years if necessary." · Several said they would do it again, 

"only sooner'"; "wouldn •t wait a minute." One man offered, 

"Sure I'd do it again, I like to see my kneecaps." 
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Many felt they had tried evorythin� else and 

that tho bypass was the only answer to their problems. A 

middleaged woman stated, "I feel so sad whenever I see a 

ver;x fat person, I know they would rather be dead than 

fat." Another subject offered, "The little pain of the 

surgery and the trouble after doesn't compare to the 

agony of fatness." 

Several subjects stated they had learned how 

strong they were since the bypass and would repeat it for 

the results. Most of the group said they would discuss 

the bypass with those considering it, but stress_ that the 

decision must be a personal one. Others said they would 

recommend the bypass to others without reservations. 

Opinio,n$ of Nursing Care 

The subjects were asked about hospital and 

nursing care to determine if stigmatizing attitudes were 

expressed by the professionals giving that care. 

Opinions on hospitalization and nursing care at 

the time of the bypass surgery were varied. Table 12 

displays the opinion data. 
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TABLI~ 12 

OPINION 0}, NURSING CARE A'l1 'ri!E 'fIMJ~ OF BYPASS SURGERY 

Category· 

Nursing Care: 

Generally Good 

Generally Poor 

Extremely Poor 

Nurses were sympathetic 

and understanding: 

Nurses were not sympathetic 

and understanding 

Response 

17 

4 

1 

17 

5 

A strongly negative report was giv~n by one man 

who stated that at bypass and during two subsequent hos

pitalizations for intractable . vomiting and diarrhea, the 

nurses had "taken the attitude" and expressed it that "you 

got yourself into this, you suffer.'' Four subjects who 

felt th~-, nursing care was poor stated the reason ·was they 

could not get help when they neede~ it. Almost without 

exception the subjects who felt nursing care was generally 

good also stated they had family members with them during 
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thcir post-Gurr;ery period and were not completely "de

pendent 11 on the nurning Gtaff. 

Comments and recommendations concerning honpital 

care were varied. One common response was the need to 

c;ive more careful attention to :Lntravenous infusions. The 

subjects felt the frequent restarting of the infusions was 

"unnecessary" as well as painful. Another common responne 

was the need to direct more positive care to the pain and 

discomfort assoriiated with the nasogastric tubes. 

Several subjects stated that they had experienced 

severe back pain after the surgery and felt the nurses 

should have been aware of this and direct means to relieve 

it. One person (a nurse) said that _bypass patients require 

special care directed to cleansing them after the severe 

postoperative diarrhea begins, as their size gets in the 

way of proper self care. 

Other opinions were that the patient needed to 

feel the nurse was 1 1 on his side'' and "make you feel i t 11 • 

One woman referred to the "stir;ma of obesi ty 11 statinr, 

nurses needed more understandine of these patient's 

feelings. 11They (the nurses) treat you like children," 

added one woman. Another stated that the workers in the 

hospital (as people elsewhere) are rude to fat people. 

All of the subjects felt that education con

cerning the bypass should come from the physician, not 
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the nurses. Of interest in. this regard were comments by 

many of the subjects tci the rose.archer t o the effect that 

they wished "someone had written a book about all this." 

A larr;e number of the subjects stated that they had been 

so determined to have the surgery, that they realized 

they had not iistened to or retained various aspects of 

the advice o ff�red by the surgeon. 

Additional Remarks 

Additional remarks coming from the interview 

touched on several subjects� A comment repeated by 

several war the importance of having_the family's 

(especially the spouse's) support in electing the bypass. 

A 43 year old woman expressed the idea that 

all fat people like herself have seri ous emotional 

problems. Surgery will not change this, she felt, and 

believed psychotherapy was indicated following bypass. 

·One young woman felt patient's needed more

detailed information. on what to l ook for post-bypass 

concerning nutritive deficiencies and metabolic dis

turbances. Several stated they would have liked written

information"in this regard as well as pictures describing 

what· had been done inside them. 

Comments on the problems of the obese were 

made. A young woman stated she had "very strong feelings" 



about "people exploitinr, fat personG". She commented that 

"fat people are so vulnerable to any commercial offer" 

that promines weight loGs. Several commented that "fat 

people wear their feelings on their sleeve::,.'' . 

Two women stated that physicians have "very 

negative" attitudes and "disgust" for fat people. The 

group was unanimous in their praise of their own surgeons, 

feeling that not only had they received excellent care, 

but that 'the surgeons were understanding of their problem. 

A man stated that people treat fat persons as if they were· 

"dumb"; "you have to prove you have sense if you' re fat. 11 

Summary 

The data collected from the 22 subjects has 

been presented. The 15 females and 7·males represented 

an age span of 32 years; from 22 t.o 54. years of age. 

Juvenile or adole�cent onset obesity was reported by 20 

of the 22 subjects. 

All but two suffered the "stuffing syndrome" 

according to their descriptions of their eating patterns. 

"Night-eaters" were more common than self-described 

"binge eaters''• Also; all but 2 had experienced repeated 

dieting without permanent weight loss. 

Though 9 of the subjects stated they had de

creased their food intake, and 13. had maintained or 
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increased the former intnkc, most felt relieved of the 

cuilt ass6ciated with food. This data would seem to 

support Engel's (1971) findings that continued oral 

gratification is an- important aspect .in some of these 

persons; as well as Solow's (1974) findi~gs that after 

bypass there was a more normal .response to satiety cues. 

Those positive psychosocial gains reported by 

members of the group, as w~ll as the improved emotional 

outlook reported by sixteen subjects, supports Engel's 

proposal that the bypass interrupts the 11vicious .cycle" 

of obesity. 

The .most prominant psychosocial gains were a 

feeling of increased social acceptance and improved body 

image. The expression of feeling 11more hopeful" and 

"better able to copel' seems to support Solovls opinion 

that the psychosocial disturbances associated with morbid 

obesity are as much the consequence as the cause of the 

.. obesity. 



CHAP'rER V 

SUMMARY, RECOMMENDATIONS, IMPLICATIONS 

AND CONCLUSIONS 

Summary 

The problem of this study was to identify the 

consequences of the smalL intestine bypass for morbid 

obesity. A survey was conducted to determine those 

consequences for- a group of persons having.undergone the 

procedure. 

A review of literature was done. An overview of 

the problem of obesity was presented. The hi~torical dev

elopment of the bypass procedure was discussed along with 

the physiologic implications of the surgical intervention. 

Two studies conducted to investigate the psychosocial 

.effects of the bypass were reviewed. 

A non-experimental, descriptive survey was 

conducted. Twenty-two individuals were interviewed to 

obtain data on the postoperative consequ_ences experienced. 

Data was obtained on the preoperative and post

operative life form, diet and weight variations, and the 

pre and post operative·medical, physical, and psychosocial 

problems. The data was ·presented in table and narrative 

form. In addition, the subjects offered opinions on 
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nursinf.; care at tho time of the bypass, eon·eral recom-

mendations, and additional remarks about . the problems 

accruing to obesity or the bypass. 

The postoperative life couroe had varied cions~d

erably for the group~ However, si.xteen of the 22 had not 

experienced any serious medical complications and had 

considered the resulting problems manageable. 

In general, the data revealed that the majority 

of the subjects felt they had benefited from the bypass 

in one or more ways. Twenty-one of the 22 subjects were 

pleased with the change in size. An improved self-image 

was expressed .by 13 members of the group. Gains in 

physical and emotional health were expressed by all but 

a few of the subjects. Also, ~he majority stated they felt 

better physically and emotionally. 

Twenty subjects stated they got the results they 

expected from the surgery. The primary expectation was 

substantial and permanent weight loss. Seventeen in

dividuals said that their decision to have the bypass 

would be the same at present. 

Recommendations 

Based on the findings of this study, the 

following recommendations are made: 
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1. Alon~ €erm study of a group of bypassed 

patients should be conducted to determine what lone term 

cnins arc experienced, how the phyoical and medical status 

of the person changes, and if the body image and self

concept reveals permanent alterations. 

2. A controlled study of a group of bypass 

patients should be conducted to determine if systematic 

preparation and weekly followup by a professional nurse 

would result in an easier adaptation to the physical and 

psychosocial consequences and the avoidance of certain 

medical complications. 

3. A study should be conducted, directed toward 

developing a booklet of programmed information on; the 

anatomical changes, the physio~ogic changes, the impor

tance of nutritive intake, the signs of potential medical 

and physical complications, and the reasons for close 

medical and nursing followup. The benefits of this in

formation to bypass patients should be tested. 

Implications 

The p~esent study revealed certain implications 

in the use of the bypass as a treatment for obesity. It 

was shown that many of the subjects could have benefited 

from greater understanding of the physiologic-implications 



-99-

of the b,ypaon. r_rh:Ls indicates a need for ongoing education 

Q.f:t,QJ.: the bypass so that the patients are aware of the 

numerous chan~os going on in their bodies and the means 

at their disposal to minimize ontoward effects. 

'l'he opinions and recommendations of the study 

group indicate that professional nurses and physicians 

need to increase their understanding of the problems of 

obesity and modify their negative feelings about the 

obooo. Otherwiae, e~fective health care cannot be given. 

In dealing with bypass patients, nuroes should 

ensure that postoperative pain, whether caused , by in

cisional or other factors, be properly handled. Close 

attention to intravenous infusions and naso-gastric tubes 

is expecte_d from the nurse. Patient comfort and con

fidence often hinges on attention to such details. 

Data revealed that family support is imperative 

to these persons after bypass. A screening of the feelingn 

of significant others seems as important as investigation 

of the personal motivation. A need for family counseling 

before and after the bypass is indicated. 

Finally, since these persons are undergoing 

profound physical and emotional changes, psychological 

support would be well advised post-bypass. 
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Conclusions 

The results of the study demonstrated that in 

this group of persons• the majority experienced positive 

gains from the bypass. 'rhe physical and medical problems 

for the greater part of th~ group were minor (to date). 

The data seems to support the view that for most of this 

group the bypass was a rational and beneficial solution to 

the problem of morbid obesity. 

In view of the psychosocial problems experienced 

pre-bypass by these obese persons, it can be concluded 
/ 

that nurses need to educate themselves about the syndrome 

of obesity. Effective and comprehensive nursing care re

quires that the nurse give this care without prejudicial 

judgement. 
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Dear 

I am writing to you to ask for your participation in a . 

study I am doing for my Master's Thesis at Texas·Woman's 

University College of Nursing • . I am a registered nurse 

studying persons who have had a small intestine bypass 

as treatment for obesity. 

I have discussed this with your surgeon and he is agree

able to the study, You can make an important and signi

ficant contribution to this project. I guarantee that 

the source of all information will remain anonymous. 

I hope that you will agree to participate in the project, 

I will call you in a few days to set up an appointment 

time convenient to you for an interview, 

If you have any questions, please call me at 368-4-951 

any evening , 

DeLoach · 
Prestonshire 

as, Te1m~ 7 5225 

' 1 
· I 
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QUESTIONNAIRE FOR INTERVIEW 

GENERAL INFORMATION, 

Date of interview ---------
Date of s~rg~ry __________ _ 

Sex _____ Age ____ Marital status _____ Ethnicity __ _ 

Numb·er of children ________ Ages __________ _ 

Education ----------------......----------
Occupation ___ ......,_ _______________________ _ 

Eormer occupations _____________________ _ 

DIET AND WEIGHT.PROFILE, 

How many times have you been on a serious diet? ______ _ 

What kind of diets were they? _______________ _ 

Did you lose weight? _____ How much? __________ _ 

.What has your maximum adult weight been? ____ Minimum? __ _ 

At what age did you begin being overweight'! ________ _ 

What was your weight ~it the time of surgery? ___ Now? __ _ 

What was your :eating pattern before surgery? _______ _ 

_____________ Has this changed? ________ _ 

How? ----------------------------
PREOPERATIVE MEDICAL PROFILE, 

General medical history __________________ _ 

Kind of problem How·treated Stntus 

1. ____________________________ _ 

2. ____________________________ _ 

3. ____________________________ _ 

ft .• -----------------------------
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PREOPERATIVE LIFE FORM1 

Before your _surgery, what were your day-to-day- activities? 

hobbies/interests? ----------------------------
Can you describe your general feelings about life before you 

decided to_ hav~ surgery? __________________ _ 

In general, how· did you feel about yourself? ________ _ 

How did you see yourself7 

How did you feel others saw· you? 

Why did you decide to have the operation? 

Did someone advise you? who? -------- -----------
What results did you expect from the surgery? _______ _ 

POSTOPERATIVE MEDICAL PROFILE, 

What types of physical and medical problems did you experience? 

Kind Qualify Outcome 

Diarrhea 

Nausea 

Vomiting 

Food Intolerances 

Hemorrhoids 

Metabolic Disturbances 

Heart Trouble 

Respiratory 

Easy Bruising 

Hernia 

Diabetes 

Liver Problems/Jaundice 
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Vitamin Deficiency 

Gallstones/cholecystitis 

Kidney Stones· 

Skin .Problems 

Hair Falling Out 

Other 

POSTOPERATIVE HOPITALIZATIONS a 

Reason 

POSTOPERATIVE LIFE FORM 

Outcome 

In what ways is your life .different since the operation? __ _ 

Marital -----------------------------
Occupational_· _______________________ _ 

Day-to ... day activities, hobbies, interests 

Social ----------------------------
Relationship with children---________________ _ 

'Sexual ----------------------------
Phys icalt activity ______________________ _ 

Other _________________________________ _ 

How do you see yourself now? ________________ _ 

Does your change in size please you? 

Why7 

Does your change in size worry you? 
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To yout·self do you look slimmer now7 

Do you feel slimmer artd li.ghter ? . 
Do you feel· mor -(or less) attractive now? 

How do you feel others see you now? ______________ _ 

Did the changes please your family ? (spouse ,·children, parents) 

In general. do jou feel different now? ____________ _ 

Do you feel the · operation wns important to your health? ___ _ 

phys ica1_· _____________ emotional· _____________ _ 

Do you feel better now physicallly7 _____________ _ 

Do you feel better now emot;onally?_. _____________ _ 

Did you get the re~ults you expected? _____________ _ 

Do you smoke? _____________ _ 

Were you told hot to drink alcohol after .the surgery? ____ _ 

What were your feelings about this7 __________ Do you 

abst_ain comp_letely? ______________________ _ 

If you were making the decision today concerning the surgery, 

what would your decision be7 ________ Why? _______ _ 

OPINIONS ON HOSPITALiZATION AND NURSING CARE 1 

What is your opinion of the nursing care y.ou received while 

. iri the hospit•l for .the bypass? ______________ _ 

. Did you feel the nurses understood your concerns and were 

sympathetic'? __________________________ _ 

.Do ~ou feel _t:here were specific ways in which the nurses could 

have offered support and education that was needed? explain_._ 

What recommendations would you make for the improvement of 

nursing care for patients having this surgery? ---------
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