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Preface


Dear Reader,


Any time you pick up a book that has anything to do with healthcare, there will invariably be some type of disclaimer. It seems that such things are necessary, even though it should be obvious to everyone that the material in any book is by its very nature meant for the general public, not as a specific recommendation for any individual. The following paragraph is our disclaimer.


The material contained in this book is intended solely for informational purposes. It is not a replacement for an individual consultation with your personal physician. It is not the intention here either to make a diagnosis or to recommend a specific treatment for any medical or psychological condition. In the event that any information contained in this book seems to conflict with the opinions or recommendations of your personal physician, you should rely on his or her judgment, since that is based on a personal knowledge and understanding of your specific situation. The opinions expressed in this book are those of the authors, or of those individuals quoted herein, and are based on their own personal experience. Other writers will undoubtedly offer conflicting opinions, which we encourage you to consider.


Now, with that out of the way, as you flip through this book, you’ll notice right away that the majority of the photographs are not professionally done. They are not the best poses for the subjects; they are not airbrushed, nor are they altered in any way. In some cases, they are actually very amateurish. This is deliberate. We could have hired professional photographers to go out and make the individuals in these case studies look spectacular, especially in the “after” poses. Instead, we accepted the photos they offered us without any attempt to alter them. Most were taken by family members or nurses in a doctor’s office.


We believe that showing you the “real” pictures allows you to clearly see the actual progress these band patients have made, but without any hype or exaggeration. You deserve to know what you’re getting into, and to the best of our ability, we want to present you with the real picture—not something you’d see on a television commercial.


Most of our patients are thrilled with the adjustable gastric band, and for many it has led to spectacular results. But don’t be fooled. There are trade-offs, lifestyle changes, and some cosmetic things that simply cannot be altered. That being said, it is our fondest desire that the personal stories and pictures contained in this book will offer you an element of hope, as they have for many others who have seen them.


Wishing you great losses,




Robert W. Sewell, M.D.,


and Linda Rohrbough






















Introduction
How We Got Here




When one life is changed, the world is changed.


—Thomas L. Johns






Robert W. Sewell, M.D.’s Story: Master® Laparoscopic Surgeon




I have to admit, I didn’t exactly embrace “the band” when I first heard about it. It sounded like just another gimmick procedure, and I had a legitimate surgical practice and a decent reputation I’d spent 23 years building.


To provide some context for my involvement in the adjustable gastric band (AGB) phenomenon, it is important to understand that as a general surgeon, I spend most of my time operating within the abdomen. As you might imagine, performing abdominal operations on an extremely obese patient is much more difficult than operating on a thin patient. Dealing with the unyielding nature of fat stored in and around the abdomen often made me feel as if I’d done an hour or more of isometric exercises. For that reason, and for many years, I would say to anyone who would listen, “I hate fat!” At the same time I was always quick to add that, if I had the medical “Midas touch” to cure one disease, it would not be heart disease, diabetes, or even cancer; it would be obesity. My rationale was that if obesity were eliminated, many of those other illnesses would become far less common and easier to treat. Besides, my job as a surgeon would be easier.


 In December of 1989, I witnessed my first laparoscopic gallbladder operation, and my perspective on abdominal surgery changed forever. It became clear to me that virtually any surgical operation could be done using a laparo-scopic approach, which makes use of a small camera to look into the cavity, allowing intra-abdominal procedures to be performed without the need for large incisions. Since that day I have vigorously pursued these minimally invasive techniques, and today my entire practice is limited to such procedures.


While the benefits of the minimally invasive approach for the patient were obvious, a side benefit for me also became apparent. Carbon dioxide gas used to inflate the abdomen during laparoscopic surgery holds the abdominal wall up, and does it without physical effort from me or my assistants. All of a sudden operating on obese patients was more or less the same as operating on anybody else—no more “fighting the fat” just to get access to the inside of the abdomen.


Over the past 15 years, laparoscopic surgery has provided me with countless opportunities to be involved in a truly revolutionary process that is changing the entire field of general surgery. I have not only performed these new procedures but have been actively involved in training many of my colleagues in these innovative techniques. I’ve had the privilege of lecturing on this topic and supervising various laboratory sessions around the world. My motto was, If it’s new ground-breaking technology, I want to be involved, both in performing and teaching the procedures—except for bariatric surgery.


The surgical treatment of obesity was a very sore subject in most surgical circles during the 1970s, when I was in training. The procedures I was aware of were fraught with serious complications and were considered fringe medicine by the vast majority of surgeons. I avoided surgical treatment for obesity like the plague. Actually, I was taught very little about obesity, except that it was more a personal lifestyle choice than an actual illness. I was taught to believe that obese people needed a psychiatrist, not a surgeon. So when I was approached about doing laparoscopic gastric bypass in the mid-1990s, I replied without hesitation, “No way. I am not getting involved in that.”


In 2000, when I was first approached about the laparoscopic adjustable gastric band, I didn’t exactly embrace it, either. It sounded like just another weight-loss gimmick, designed to take advantage of people desperately seeking a surgical solution to a psychological problem. I had a legitimate surgical practice and a good reputation, and I didn’t want to jeopardize any of it by doing a procedure sure to be labeled as illegitimate by my peers. That all changed when I was approached by an oral surgeon colleague about advising a close personal friend of his. He told me that David, a prominent local businessman, wanted the band procedure and was looking for an experienced laparoscopic surgeon. I agreed to talk to David by phone and was actually planning to talk him out of the foolish idea.


During our discussion, David made a very compelling argument for getting a band. He had been overweight his entire adult life and had tried every diet I had ever heard of and several others I wasn’t familiar with. I finally conceded he might be a candidate for the band, but then I told him that I didn’t do the oper-xii ation; however, a close friend and colleague of mine in Miami was doing the band operation. Needless to say, David was eager to make the contact.


By this time, my interest had been piqued. I realized that I didn’t really know enough about the procedure to offer David any sound advice. I knew the band requires frequent follow-up visits and adjustments. And I was worried about the fact that, after surgery, David would be half a continent away from his surgeon. So I told David I was willing to provide his follow-up visits and his adjustments myself. I suggested that I’d be willing to go with him to Miami to watch his surgery in preparation for the follow-up work. It would also give me a chance to catch up with my friend, and get his insights on the band. It would also give me a chance to see for myself exactly how the procedure was done, so I could speak more intelligently about it in the future.


David made a quick trip to Miami to meet the surgeon, and he took his college- age daughter along. As it turned out, they were both candidates for the procedure, and both were scheduled to have the band operation less than a month later. When the time came for the trip to Miami, I was shocked to find that David had made arrangements for me and my nurse to fly from Dallas to Miami at his expense. First class, no less!


Both surgeries were performed the same day and were completed uneventfully. My colleague in Miami was very enthusiastic about the band. He and his partners had been part of the FDA trials during the previous two years, and they had done about 200 bands with very few complications and promising results. But, he admitted to me, he was doing far more gastric bypass operations, simply because insurance was not covering the band. I found that interesting, but not surprising.


When I saw David and his daughter back in my office about a week after their operations, they were both feeling well and offered no complaints. In fact they could barely contain their enthusiasm, based on the fact that they were already losing weight. After several adjustments and witnessing the clear evidence that the band was working for both father and daughter, I decided to get the required training to do the band myself. All of a sudden I became directly involved in exactly the type of practice I had vowed never to pursue. However, after seeing the excitement of those two people and remembering my career-long wish for the “Midas touch,” I was convinced this was the right choice.


Through the training process and discussions with other surgeons, it was very clear that there was far more to an adjustable gastric band practice than just doing the surgery. Since that time, my practice has undergone a significant change. I still do all the same laparoscopic operations I did before, but about half of my patients now are adjustable gastric band patients. But the biggest change in my practice has been the development of a comprehensive weight management program in support of the band procedure.


Suffice it to say, caring for band patients has required a major reorganization in my approach to the practice of surgery. Traditionally, surgeons are more or less like firefighters—we’re called in at times of crisis to extinguish a problem and then return to the firehouse. Except in very complicated cases, patients don’t usually follow up with their surgeon more than a few times before being sent back to their primary doctor. As a result, most surgeons (and most patients) have a “fix-it and move on” attitude. That just doesn’t apply to obesity or the adjustable gastric band.


Obesity is a chronic disease, and treatment with the band requires regular monitoring, periodic adjustments, and nearly continuous patient support in order to be successful. To accomplish this required me to make major modifications in my schedule, office personnel, and, most important, my practice philosophy. But, I have to say the results have greatly exceeded my expectations. Seeing the excitement in the eyes of patients who are finally achieving successful weight loss is far more rewarding than I ever imagined. As a result I undertook the task of writing this book along with one of my patients, who is a professional writer, in an effort to help shed some light on the problem of obesity and how the laparoscopic adjustable gastric band can be used to treat it successfully.


In the words of Hippocrates, “Extreme remedies are very appropriate for extreme diseases.”






Linda Rohrbough’s Story AGB Patient and Award-Winning Author


When Dr. Sewell told me, “It’s not your fault,” I didn’t believe him. Not because I didn’t want to. I did. But lots of stuff went through my mind, and most of it had to do with my past failures and what I’d been programmed to believe.


I was not overweight until I got married. I remember when I was 16, I worked with a middle-aged, new mother on a church project. Every time I saw her, she just kept getting bigger and bigger. I thought with disgust, “Why can’t she just stop eating?”


Two years later, several events occurred in my life. I was in a horseback riding accident and suffered a skull fracture that put me in the hospital for a week. Then I went through my high school graduation ceremony. And I got married two days later (an event my beloved and I had planned for four years—we met when I was 14 and he was 15). I started gaining weight in the hospital and barely fit into the wedding dress I’d bought months earlier. (And I’d tried that dress on every week except the one when I was in the hospital.)


After the wedding, my husband and I starved, literally. But we were too proud to let anyone know how much we struggled financially. I thought it was an aftereffect from the horseback riding accident that I didn’t feel well enough to hang on to the job I had doing credit card processing on the swing shift; so I turned in my notice. My husband was working 14-hour days doing roofing. We were both miserable. To say I got plump would be an understatement.


I went to my family doctor. He asked me what I had for breakfast. When I said a piece of cake, he glared, got his nurse, and asked her to give me a diet plan—loudly enough for everyone in the waiting room to hear. I was so humiliated I didn’t know what to say. But I stopped talking about it.


I was hungry all the time. I sat in our apartment in a bathrobe with the curtains drawn and cried. After a while, I got sick of that and decided to get a job. I remember walking into K-Mart; nothing fit but a size 18, when I used to wear a size 12. I sobbed uncontrollably in the dressing room for about 30 minutes, then went out and made my purchase.


I talked a local fabric store manager into hiring me and made model garments to have clothes to wear. I tried fasting and exercise, separately and in combination. I rode a bike. I worked two jobs at one point. Nothing helped.


I turned up pregnant a year later. Now that we were getting another life involved, my spouse and I packed what we could into our ’66 Chevy II and went off to Kansas State University. We picked Kansas because out-of-state tuition there was cheaper than in-state tuition in Colorado.


It was at K-State that I found a diet program called “Stucky Points for Weight Control.” With the help of the university dietitian, I lost 75 pounds in eight months. I was going to be their poster child. But I couldn’t maintain. I ballooned up again, only the result was that I weighed more in a year and a half than before I’d started the diet. Even though my grade point average was 3.9, I felt like a failure.


And that was the story. Diet, weigh more, diet, weigh more. I experienced failure after failure, which only made the situation worse. I did not have the courage to talk to a doctor again for help. I watched people who did Weight Watchers® and Jenny Craig® lose weight then gain it back—plus, I couldn’t afford a program like that. So I learned to shop the sales at Lane Bryant. A friend in college who was also overweight and I had a running joke about our “uniform.” We each had two pairs of pants and two blouses and one pair of shoes that fit. We did a load of laundry every day so our “uniform” would be clean for the next day.
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I remember the day a doctor said I was morbidly obese. I sensed the heat climbing my cheeks, and I found the floor tile pattern extremely interesting. I was careful not to let anyone see how upset I felt.


When my husband graduated college, we moved to Amarillo, Texas, and life was even more miserable for me. I went to college again, on grants and scholarships I’d earned, had two kids now, and was bigger than ever before. I noticed people I hardly knew would find a need to tell me how to lose weight, assuming I didn’t know I had a problem. I had trouble fitting into booths in restaurants, struggled with seat belts, and was tired all the time.


I started writing about computers when my husband got a job in Los Angeles. Computer user groups asked me to write “how-to” articles about things I’d learned for their newsletters, and soon I was writing articles for national computer magazines. Before long I was working for an international computer news network.


It was in LA that I found the worst weight prejudice I’ve ever experienced. People, especially men, would yell obscenities at me about my weight when I was out walking. I still walked, but I felt a lot of fear. And I stopped trying to lose weight. I made the decision that I needed to accept the way I was—since I felt there wasn’t anything I could do.


And I decided to enjoy food. As I got more successful writing, I worked on skills to help people look past my weight. I learned to make jokes, like “Fat people are jolly.” On an airplane, I’d ask the stewardess for a seat belt extender and add, “And can you bring it so everyone can see you do it?” Airplanes were especially bad. The people who work for the airlines would often sigh and roll their eyes when they saw me coming. I figured it was because I weighed as much as two people and I was only paying for one. Often another passenger, whoever got stuck sitting next to me, was going to suffer as well. I’d drolly say to the wide-eyed, fear-filled face of the other passenger, as I shoe-horned myself into the seat, “Lucky you, getting to sit next to me.” They’d usually chuckle.


I had a doctor tell me during a routine medical exam, “You know, you’re extremely overweight.”


I put my hands on my cheeks. “Oh no! What am I going to tell my family? What will my friends think?” The doctor just shook her head and left the room.


I had a friend say at least I kept myself clean. Another friend asked how I put up with the invasive things people said to me about my weight. I told her I was learning to accept myself.


At one point, I memorized all the Bible verses about obesity, thinking that might help. But they seemed contradictory. “The righteous will be made fat.” And from Proverbs, “The drunkard and the glutton will come to poverty and drowsiness will clothe a man with rags.”


When I started writing books, I became even more successful. I won three national awards for my writing. I thought my success might help my self-esteem, which in turn would help me lose weight. That didn’t happen.


At the peak of my computer book writing, in 1998, I was in a car accident and suffered a broken back. I only thought I had been in pain before then. In the hospital, I was fitted with a body brace that the technician turned upside down because he said it wouldn’t fit me right side up. I needed a heavy-duty wheelchair, and an oversized recliner became my bed. I was heavily medicated for a long time, learning to deal with constant agony. Over a period of two years I retrained myself to walk using a treadmill.


I heard the same thing over and over from the medical advisors I consulted during the course of my treatment: “This would be a lot easier if you could lose weight.” I didn’t say much, but I’d think, “It would be a lot easier if I could fly, too.” But I realized I needed to do something, so I started attending programs and seminars to teach me how to improve my self-esteem.


It wasn’t too long after I could get around again that I met someone from Overeaters Anonymous who’d lost more than 100 pounds. So I started going to OA meetings. I listened and envied the bulimics and the ones who’d figured out how to conquer their bodies. At this time we lived in Dallas, and my husband had excellent medical insurance. My beloved is overweight, too, but I was bigger; he told me he was struggling with embarrassment over my appearance.


 On a routine visit to my doctor for a checkup, the nurse weighing me took the scale to the max, where it clunked. It only went to 350 pounds. She shrugged and said, “Oh well,” before she led me off to a treatment room. I knew that meant I wasn’t close to 350. I was probably a good deal over.


I took a risk and talked to the doctor about my weight. He said I needed a lifestyle change. I told him I was walking, and he said, “People who are practically dead can walk. Just visit an old folk’s home and watch them roam up and down the halls.” He told me to drink more water, suggesting that I work my way up to 100 ounces a day.


The lifestyle change idea stuck in my head. I started watching thin people and noticed that many of them carried a bottle of water. Over a period of two years, I dropped soft drinks and worked up to drinking 100 ounces of water a day. And during that time, I got down to 335 pounds. Clearly, this wasn’t anything to write home about. While the scale was going in a better direction, it wasn’t enough.


I started checking into weight loss surgery. My husband’s office moved, and so we relocated to the other side of DFW, north of Ft. Worth. I looked for a new doctor. By this time I was on medication for high blood pressure. I was also taking a number of vitamin supplements I’d discovered through research or friends, with the goal of feeling better. I found a new doctor, and she became very proactive in my care. She put me in touch with a physical therapist who started helping me deal with the pain in my back and knees. He prescribed or-thotics for my shoes, along with exercises. He treated me about three days a week to help me beat the pain, and it was working.


As we became friends, I confided I’d given up on losing weight. He told me about some surgical options, some of which I’d already checked out. But he knew about a new product, the adjustable gastric band. He explained to me how it worked and told me he’d worked with gastric bypass patients and AGB, or “band,” patients. Of the two, he said the band people didn’t seem to have problems, and they kept the weight off. I told him that surgery scared me. I don’t think I’ll ever forget what he said. He was on a stool, working on my leg, and he stopped, placed his hand on my knee, looked me in the eye, and said, “Linda, if I were in your position, I’d do it.”


Later that same day he faxed me an ad for Robert W. Sewell, M.D. It said, “Step Out of the Shadow of Obesity.” I called and was told about a free seminar Doc offered, so I signed up. I told the OA group about my plans. They weren’t totally discouraging, but I could tell that they generally frowned on what I was considering. The OA literature said surgery was in the same category as throwing up after eating. I nearly canceled going to Doc’s seminar several times. When I did go, I was late and sat in the back.


I missed the first part of the presentation, but then they introduced Don, whose story you’ll read later on. Don, a professional public speaker, was talking as he walked past me from the back of the room. They showed videos of Don before the surgery. With his characteristic dark bow-tie, he looked like Humpty-Dumpty. When he got to the front, he showed us the belt he used to wear. I thought two people could wear the belt at the same time. Afterward, he took time with me one-on-one to answer my questions about OA, which he also had attended. Don at that time was down over 100 pounds, with 100 to go. But he was happy, looked healthy, and was obviously successful both in his weight loss and his profession.


I felt hope so strong in my chest it hurt. I made an appointment for consultation with Dr. Sewell. I weighed in at 331 the day I talked to him in his office. I was afraid. Failing again was almost more than I could take. After he explained to me how the AGB worked, I went out to discuss the financial details with Sue, his administrator. Sue is a very compassionate person, and I found my eyes filled with tears. She said, “Are you all right?”


I got a grip and managed to get out the words, “I’m scared.”


She said, “How about if I have one of the other band patients call you?”


On the way home, I had all kinds of doubts going through my head. Could I make this change? This band doesn’t work for everyone; would it work for me? What did the psychological evaluation mean, and what if I couldn’t get through it? And what if I couldn’t keep the weight off? What if this problem was some character flaw of mine?


Sue was as good as her word. When I arrived home there was a message on my answering machine from Gayle, another band patient who helps in the mentoring program for Dr. Sewell. She was charming and funny. She answered all my questions and then said, “Do you want to see me eat?”


Boy, did I. We made a lunch date. Her daughter came along, and they both answered my questions. I watched Gayle eat and I was sold. She wouldn’t even let me pay for lunch. Gayle was lovely, down to a size 6 in her 5-foot, 2-inch frame from a 26/28 a year earlier. She showed me her “before” photos, but it was still hard to imagine her with an extra 80 pounds. She, too, was another professionally successful woman.


When I heard about Dr. Sewell’s pre-op diet, I wondered if I’d have the self-discipline to carry it off. I was asked to have a protein shake for breakfast, one for lunch, and a salad or vegetables with four ounces of lean beef or chicken and low-fat dressing for dinner. I lived on McDonald’s grilled chicken Caesar salads. I was miserable.


Meanwhile, what was supposed to be a three-week pre-op diet turned into a seven-week marathon. I was scheduled for surgery in the middle of December of 2003, but we couldn’t get the insurance approval. So I ended up doing the pre-op diet from December 2 until January 19. I was so hungry all the time, I felt I was starving. But with the encouragement of Dr. Sewell’s staff and especially his nurse, Stacie, I stayed with it. I weighed daily at first, but I stopped after a while. Did it matter, I asked myself? I was doing what I needed to do to shrink my liver. If I lost weight, fine, but I didn’t want to discourage myself.


When I came in to weigh just before surgery, I was down a whopping 27 pounds. I currently hold the record with Dr. Sewell’s patients for the most weight lost pre-op.


Gayle came to see me both before and after surgery, and my family stayed with me, too. Doc found a hernia (I suspect that was another leftover from the car accident) and repaired it, along with placing the band. So my recovery was longer than that of most band patients.


Today, as I write this in April 2007, I’ve lost 136 pounds since December of 2003, which is when I started the pre-op diet. Don’t get me wrong, it’s not that there aren’t challenges. There are. I’ve learned pretty fast what I can and cannot eat. And if I attempt to overeat, I throw up, which I hate. I’ve had to learn to eat very small, pencil-eraser size bites of food and chew it very well. I carefully watch my water intake, making sure I get plenty so I don’t get dehydrated. I monitor my protein intake as well.


But I’m off the blood pressure medicine, and the orthotics are out of my shoes. The smallest size I can wear now is a 12, when I used to wear a size 32. I was measured at a year from my pre-op evaluation and have lost a total of 55 inches. Airplanes now feel roomy, and the seatbelts are way too big. I can cross my legs. I get out of a chair without any preparation or pain. My back doesn’t hurt. I walk the mall with ease. My knees don’t hurt. I shop at GAP, Old Navy, and Chicos, places I’d never even dared to go into before. I can buy jeans at Wal-Mart. I exercise (yoga and bike riding under the supervision of an exercise therapist), and I see a psychologist to help me adjust to the positive changes in my life.


One of the biggest changes was, when I got down 40 pounds, people started asking me to work for them. I never had that happen before, and it’s still a little scary. I’m used to selling myself, and I don’t have to do that anymore.


Do I do this band thing perfectly? Hardly, but I’m getting better at making working choices for myself. The cool thing is that I don’t have to be perfect. I can screw up, and the band keeps me on the wagon. I’ve gained a pound or two here and there, but that usually precipitates a large weight drop of several pounds.


Further, I save more than $700 a month, an unexpected bonus. I no longer have insurance copayments for the physical therapist or the blood pressure medicine. People say I eat like a bird, and my clothes cost a lot less. Pretty amazing.


Would I recommend the band? In a heartbeat. I know now that obesity really wasn’t my fault, and it’s not your fault either. But the band is not an answer that comes without effort or education. That’s what this book is about.
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Obesity in Our Culture
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Obesity 
The Great American Health Problem




Reality is something you rise above.


—Liza Minelli




One of the most basic of human activities has been the pursuit of food. In its most primitive form, this involved hunting wild animals or searching for edible plants. Throughout the millennia, finding enough to eat has often been difficult. Wars have been fought over fertile tracts of land or abundant hunting grounds, often on empty stomachs. The story of Joseph in the Book of Genesis typifies the struggles man has experienced throughout recorded history.


Joseph was a servant who was elevated to second in command of all Egypt because he was able to interpret the pharaoh’s recurring dream. In that dream he saw seven fat cows and seven thin cows, which Joseph correctly interpreted as a sign that there would be seven years of plentiful crops followed by seven years of drought and failed crops. This information was used by Joseph, the pharaoh’s chosen overseer of the entire nation, to store up grain for future use and avoid the cycle of famine that was common in those days. This story obviously revolves around food, and it speaks volumes about the relationship between food, political power, and social status.


The domestication of livestock and raising of crops are a hallmark of our modern civilization. With the Industrial Revolution came improved farming techniques with more abundant crops and larger herds of cattle and other livestock, raised specifically as food. Just as important was the development of a transportation system capable of bringing that food to a hungry market. The benefits of these advances were obvious. Compared with just 100 years ago, U.S. industry has achieved an unprecedented command over the feeding of an entire population. At no time in recorded history, except perhaps in the Garden of Eden, has food been more plentiful, at a lower cost.


In the 1970s, the stated objective of our society was to wipe out world hunger. That is not only an admirable goal, but today it even seems achievable. However, in recent years we have witnessed a serious side effect of the pursuit of that goal. This “land of plenty” has become a nation of overweight and obese individuals. While many are quick to point a blaming finger at the “fat” man or woman on the street, the problem is much more complex. Obesity is a disease with its roots in human physiology and is greatly influenced by our environment.






Our Relationship with Food





G. Dick Miller, Psychologist


If you look at recent history, my parents, the World War II generation, had a garden no matter what. Because for them as kids, the thing they had to have was food. They stored potatoes and apples for winter, and my Dad still does that, even though he can buy whatever he wants.


Our attitude as a society has changed. We fast, we feast. We no longer think of food as a necessity. Few people in this country know anyone who is going hungry. But we know a lot of people who have weight problems. Part of the reason is that our lifestyle no longer demands physical labor to get the food we eat.


But it’s more than abundance without exercise. We’re pressured socially. Most places I visit, I’m asked, “Can I get you something?” Or they’ll say, “You’ve got to be hungry, you’ve traveled all this way.” People find themselves uncomfortable with me if I don’t eat their food. If I don’t eat, I hear, “Is something wrong with the food? Do you want to go someplace else? Why didn’t you eat all of it?”


In addition to social pressure, we’re enticed. Look at what advertising agencies do to attract us by associating food with music. I met a guy who works for the company that developed the drink Fango Tango. No one could remember the first Fango Tango jingle, but I did. After I sang the song for him, I could taste Fango Tango. Think about how powerful that is, especially knowing I first heard the song in 1954—a whopping 52 years ago.


Movie theaters have done something similar using smell. I hardly ever eat popcorn except in a movie theater. But once I’m there and get a whiff of popcorn, even though I know I’m going to eat after the movie, I get uncomfortable and feel I must have some.


It’s common to use the word “love” when we talk about provisions. A few generations ago people talked about “sweet-tasting” corn. Now we “love” the corn. We talk about food the way characters talk about each other in a romance novel, in hushed tones, with great anticipation. I said all that to say we have a love/hate relationship with food, and it’s affecting our waistlines.


The human body is designed to allow excess food energy to be stored as fat for later use. It is our safety net in the event of famine. This process has helped preserve our species throughout the ages when the availability of food was in question. However, when a shortage never comes, the fat stores continue to increase. Obesity has been known to exist throughout history, even in ancient times, but prior to the last half of the twentieth century it was actually quite rare. Today obesity is an epidemic in the United States and, to a lesser extent, throughout Western civilization. It affects all ages, without regard to gender, race, ethnic background, or socioeconomic status.


In 2004, approximately two-thirds of U.S. adults were overweight. What’s more, we know it. Dieting has become “the great American pastime,” and is a multibillion-dollar industry. We are also told how important it is to exercise. Fitness centers are everywhere these days and will gladly get you started, with or without supervision. The “home-gym” is also a hot seller, especially around the first of the year, when we ceremonially vow to start working out to shed those unwanted pounds. Despite all these efforts, the problem is actually getting measurably worse. We must be missing something. What can be done to successfully combat this nemesis?


To begin to answer the question of obesity, it is important first to quantify the problem. While most Americans are overweight, the term “obese” is actually a medical term that implies a specific degree of excess weight. But weight alone doesn’t tell the whole story. An individual’s height obviously must be taken into consideration. A person who is 6 foot, 6 inches and weighs 250 pounds is not particularly overweight, but someone at the same weight who is 5 foot, 3 inches is morbidly obese. Both height and weight are used to calculate what is called the Body Mass Index, or BMI. A BMI is calculated by taking the person’s weight in kilograms divided by their height in meters squared (BMI = kg/m2).


A normal BMI is between 20 and 25 kg/m2, while obesity is defined as between 30 and 40 kg/m2. If the BMI is over 40 kg/m2, the condition is known as morbid obesity. Morbid obesity is widely defined as being 100 pounds or more overweight. For purposes of simplicity throughout the remainder of this book I will drop the kg/m2 and just use the designation BMI when referring to Body Mass Index.


In my example, the 6-foot, 6-inch person weighing 250 has a BMI of 28.9, while the 5-foot, 3-inch person has a BMI of 44.9. There is a Body Mass Index table in the Resources chapter (page 262) at the end of the book for your convenience in determining your own BMI. Below is a table showing the BMI categories along with the related risk of other disease for each BMI range and associated waist size.


Obesity is clearly a major healthcare problem because of its direct causative relationship to a number of serious health problems, including Type 2 diabetes, hypertension, heart disease, and cancer. The incidence of adult onset diabetes has skyrocketed in the last decade, and the healthcare costs associated with diabetes have jumped as well. The American Diabetes Association estimated that the direct and indirect expense associated with diabetes in the United States was $123 billion in 2002. That was an increase of 27 percent compared with just five years earlier.


Despite the obvious relationship between obesity and a number of major health problems, medical science has had little to offer the obese patient other than medications designed to curb the appetite. Some of these drugs have shown promise, but most have been plagued either by significant side effects or a lack of effectiveness. There is currently some optimism surrounding emerging hormone therapies and even genetic manipulation, but these experimental technologies have yet to be proven. In the absence of effective treat-ments for obesity, physicians are currently left with a variety of medications designed to treat merely the chronic symptoms of the disease, such as diabetes, hypertension, and high cholesterol. While generally effective at controlling these secondary problems, the medications are often expensive, and most have side effects. More important, they don’t do anything about the basic cause, obesity.












 





	Risk of Associated Disease according to BMI and Waist Size








	BMI

	 

	Waist less than or equal to 40 in. (men) or 35 in. (women)

	Waist greater than 40 in. (men) or 35 in. (women)






	18.5 or less

	Underweight

	—

	N/A






	18.5-24.9

	Normal

	—

	N/A






	25.0-29.9

	Overweight

	Increased

	High






	30.0-34.9

	Obese

	High

	Very High






	35.0-39.9

	Obese

	Very High

	Very High






	40 or greater

	Extremely (Morbid) Obese

	Extremely High

	Extremely High













Source: Partnership for Healthy Weight Management, www.consumer.gov/weightloss/bmi.htm.






In keeping with our fast-paced lifestyle, many obese people are seeking a “quick fix” to their problem. After all, the “makeover” programs on television take the process of totally changing your appearance and make it look so simple. It all takes place in about an hour. What better way to get rid of those unwanted pounds than to have them surgically removed? Uninformed patients often consider liposuction and other body contouring procedures as weight management tools and are shocked to find following such procedures that they have lost only a few pounds. Such cosmetic procedures were never intended to achieve weight loss.


There are surgical operations designed specifically to promote weight loss. These procedures, known as bariatric surgery, typically rearrange the gastrointestinal tract and can have dramatic results. In recent years, bariatric surgical procedures have received tremendous media attention as treatment for morbid obesity.


The National Institutes of Health (NIH) reported in their 1991 consensus statement that the only treatment shown to be effective in the treatment of morbid obesity long-term is surgery. But the risks of the surgical procedures in use at the time the NIH made that statement are high, and recurrent weight gain has been more common than had been hoped. The numbers indicate that 1 in 100 gastric bypass surgery patients will die within a month of surgery. Five out of 100 will die within a year, and another 20 percent or more will be rehos-pitalized for complications related directly to their surgery. Despite the risk, the number of obesity operations has increased dramatically in recent years.


The lack of a safe and effective treatment option has many obese individuals feeling trapped. Dieting and exercise have not worked for them, and the risk of bariatric surgical procedures has made that option unacceptable to the majority of potential patients. Their frustration is usually compounded by the fact that most morbidly obese people are also suffering from one or more associated health problems. The perpetual treatment of their diabetes; high blood pressure; knee, hip, and back problems; acid reflux; or other weight-related conditions is not only exasperating but also costly.






Stephen’s Story
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Stephen pre-op, 568 pounds.
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Stephen, 17 months post-op, 362 pounds.





In the beginning, I was against band surgery. I kept telling myself I can do this, I can do it on my own. I was afraid of being put to sleep for surgery because, in my case, the odds were pretty good I would never wake up. I had no idea how much I weighed before I came to Dr. Sewell because most doctors’ scales went up to only 350 pounds. When I weighed in at 568, I just cried and cried.


What changed my mind about the surgery was watching my sister and my mom, who both have the band—especially my sister. She started at close to 400 pounds and lost 80 with the band.


Initially, Dr. Sewell told me I had to lose weight before he’d do the surgery. I lost some, but I couldn’t lose the amount needed. Then he told me there were other people with a higher BMI than mine who got the band, and he thought he could do it. He expected to be three to four hours in surgery, but after 45 minutes he was done. I was the first of his patients to get the larger 9cc band. That was May 12 of 2004.


Now, 17 months later, I’ve lost 206 pounds. It’s the greatest thing I’ve ever done. I love it that Dr. Sewell says this is permanent and it’ll be there the rest of my life.


I work out hard with weights and I do cardio. I realize the band is not going to be the cure-all, and you’ve got to add some exercise. I’ve heard every pound you lose is 2 pounds of pressure off your joints. I have very bad knees—no cartilage in one knee, and I’ve had two knee surgeries. Now with my weight loss, my knees feel so much better.


I see other changes already. We’ve gone to Disney World three years in a row, and usually I had to park myself somewhere and watch the world go by. One of the hardest things was when people used to ask to have their pictures taken with me because I’m so big. I noticed this time I walked past a group of kids and they didn’t all turn around. Some did, but not all of them like they used to. And I was step for step with everyone during the three days. In addition, I recently did a 5K walk and passed people on the course. I feel great that I can put on a seatbelt in a car.


As for living with the band, I’m a firm believer in not drinking for two hours after I eat. I used to go into a restaurant and tell the waiter to bring me a pitcher. Not now.


I’ve been real lucky. Even at 568, I had people who supported me and could see positives in me. My older sister, who doesn’t have a band, is my workout buddy along with her husband. She has always seen in me what I couldn’t see in myself, and she told me I’d find a way to get the weight off.


Where I work, two people died after the gastric bypass. I work with only 200 people, so two deaths is a lot. In my family, three people have been banded, and we’re all doing fine.


With severe sleep apnea, I sleep with a machine. But I notice my breathing is easier. I don’t snore at all, and I don’t wake until my alarm goes off. I used to wake up 30 to 40 times each night.


The worst thing for me in the beginning was people’s perceptions. At six weeks after surgery, people were saying, “Are you still eating all that?” or “You’ve only lost 12 pounds?” I didn’t put this on overnight, and I’m not going to take it off overnight, either.


My wife is my support. She loved me at my worst in my life. I cannot wait to be the husband I always wanted to be for her. I used to be very athletic, and I want to be that way again. I’ve been sterile, but I want to be able to have children. There’s a chance I could be sterile because of my weight. We checked into adoption, but no agency will consider someone who is 35 years old and weighs over 500 pounds. They just don’t think I’ll live long enough to see the child grow up.


My next goal is to get to 250. When that happens, my wife says she’s going to buy me a motorcycle.


The focus of this book is an innovative treatment that combines a much lower-risk, minimally invasive surgical procedure with a diet and exercise program. The adjustable gastric band was introduced in Belgium in 1992 and has enjoyed considerable popularity in the management of morbid obesity throughout the world. It received approval by the Federal Food and Drug Administration for use in the United States in June of 2002, following several years of clinical trials. By the end of 2003 more than 100,000 bands had been placed worldwide, with about 25,000 in the United States.


While the adjustable gastric band is providing considerable help to a number of morbidly obese individuals, it is not a panacea. Subsequent sections of this book endeavor to offer as much information as possible about this treatment, so anyone who is contemplating weight-loss surgery can make an educated and fully informed decision.
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Why Dieting and Exercise Don’t Work




Every man has a right to his opinion, 
but no man has a right to be wrong in his facts. 
— Bernard Baruch




Let’s face it. Trying to lose weight is tough. If it were simple, you wouldn’t be reading this book, right? On the other hand, for most of us, gaining weight is very easy. The reasons are as varied as are our personalities, but suffice it to say that readily available, high-calorie foods and a sedentary lifestyle lead the list of causes for obesity. Most of us eat way too much of the wrong things, and we get little or no exercise. The answer to the obesity epidemic is simple. You’ve heard it a million times: “Eat less, make better food choices, and get some exercise.”


I have yet to meet an obese person who hasn’t tried to follow that advice. Most have been on every available diet program, usually more than once. They have learned that to be successful takes tremendous discipline, which must be maintained over an extended period of time. That is especially true for those trying to lose large amounts of weight. Not surprisingly, most people are unable to sustain such an effort beyond just a few weeks or perhaps a couple of months, despite their best intentions.


Virtually all diets call for the individual to control not only what kind of food they eat but also to minimize the size of their portions. Such dietary restrictions almost always lead to hunger, and, sooner or later, it’s profound hunger that becomes the undoing of the diet. When your stomach is growling and you can’t think of anything but what you might find in the pantry or the refrigerator, willpower is simply not enough. Most people abandon their diet, not because they aren’t getting results, but because they feel like they are starving. Once they are “off the wagon” the result is fairly predictable. The weight lost is quickly regained, plus a few extra pounds. Eventually another diet comes along, another commitment is made: “This time I know I can do it.” The cycle of gaining and losing and regaining weight, called “yo-yoing,” tends to be repeated over and over. Interestingly, “yo-yo” dieting also tends to slow down a person’s overall metabolic rate, making future weight loss even more difficult.






The Physical and Psychological Links to Obesity





G. Dick Miller, Psychologist


I talked about the shift in attitudes from food as a necessity to something we have a relationship with. But there’s also a physiological component, an evolution that’s happened over the years. Psychologist Carl Jung said we have this collective unconscious—generations of attitudes, behaviors, and beliefs that now have become biology. With eating it plays out like this. We’ve had an abundance of food, and our children are now born with more fat cells. These cells create cravings, and they get priority treatment. As a consequence, our brains are bombarded, through the relationship between our hypothalamus gland and the fat cells, with demands for more and more chow.


I’ve seen this evolution and felt powerless to stop it. Early in my practice, I worked with weight-loss clients. But after a while it became obvious to me why I wasn’t successful with people who came to me for weight management. Once someone was heavy enough that their metabolism changed, given everything against them, it was over. That’s why the failure rate with diets is 95 percent. No matter how much I worked to help someone change their thinking and develop new coping skills, I couldn’t keep them out of the environment long enough to get them to change. People need about nine months for their new thinking to take hold and their body chemistry to change. And I could not recommend the gastric bypass because I knew the mortality rate and the risk to the bypass patient’s internal organs. Consequently, I stopped accepting weight management clients.


That is, until I found out about the AGB. The band is the best “library card” I’ve ever seen to get someone into the place where they can change. As Dr. Sewell says, the band is a tool. But it can be circumvented. AGB patients can make ice cream a beverage. And they’ll do just that if they don’t change their thinking and learn a new set of coping skills.


It is the change in our relationship with and our thinking about food that makes weight management work. If we change our thinking, we’ll change our lifestyles and we’ll change our results. The AGB is the first step in the process.


It is obvious that dieting has become big business. Whenever someone comes on television with their story of how they lost 30 or 40 pounds in six to eight weeks, it is always followed by the phrase “and so can you!” Americans spend more than $30 billion each year on diets and dietary products, yet dieting failures are the rule, not the exception. Such failures frequently lead to feelings of guilt and even depression, which can result in eating binges and even more weight gain. The negative effects on self-esteem are often compounded by all the publicity surrounding the so-called success stories. The fact is that, after numerous failures, some people just give up dieting and resign themselves to a life of being uncomfortably overweight.


So what about exercise? Without a doubt most Americans don’t get enough exercise. Our everyday lives have been made much easier by the multitude of modern conveniences we take for granted. They have taken away much of what used to be required physical effort. Certainly, some people still have physically demanding jobs, but for many others it is now possible to work from home, shop from home, and, most important, even order dinner delivered. For those times when we do get out of the house we typically jump in the car and drive, even if we are going only a couple of blocks. The result is we use up very few calories as we go through our usual daily activities. Combine this lack of exercise with immediately available, high-calorie foods, brought to your door or picked up at the convenient drive-through, and the recipe for fattening America is complete.


Intuitively, almost everyone understands they need to get some exercise if they expect to shed those excess pounds. Witness the fact that over the past 30 years Americans have joined health and fitness clubs and hired personal trainers in record numbers. We have purchased countless pieces of home exercise equipment in an effort to make it easier and more convenient to get some exercise. But, during that same time, we have become increasingly overweight as a society.


The problem is that physically demanding activities are simply not part of our normal day-to-day life. They represent “extra” activities, which have no direct financial or social benefit for those who are chasing the American Dream. For many of us, exercise is an activity that takes up valuable time—time we don’t have to spare. Hours spent working out can’t be used to pick up the laundry or help the kids with their homework. That time isn’t available to make a sales call, or clear out the paperwork piling up on the desk, or return that growing list of e-mail messages. How many times have you said, “I don’t have time; I’ll start tomorrow. I promise”?






Don’s Story
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Don, pre-op, 385 pounds.
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Don, two years post-op, 182 pounds.





I’m a lifetime fatty. As a cub scout, I had a 32-inch waist. I spent my entire adult life weighing between 300 and 400 pounds. I fly a lot and often first class. I was flying first class on an international trip and had to move to coach where I could get the arm rest up so I could use two seats. If I ever write a book about my weight loss, I plan to call it, “Too Fat for First Class.”


“Too Fat for First Class.” I’ve lost 100 pounds or more on five different occasions. For example, I got involved in Overeaters Anonymous (OA) and lost 165 pounds—went from 320 to 156. I tried a liquid protein diet and lost 100 pounds. I did both Atkins and OA and made it from 435 down to 280.


I’m a researcher by trade. About the time Al Roker’s gastric bypass hit the news I started researching weight-loss surgery. I checked out over 500 websites. I went to six public seminars and interviewed four surgeons.


My decision was motivated by three issues: geography, recovery time (because of my hectic schedule), and, most important, the reputation of the surgeon. I found Dr. Sewell through one of the guys in my Rotary club and began to explore his reputation with other doctors I knew. What a lot of people don’t realize is that other surgeons who come across cases they feel are too risky to handle turn those cases over to Dr. Sewell. One doctor said to me that for laparoscopic surgery what you want is a great cutter, and Dr. Sewell is a great cutter.


I got my band on February 3, 2003. Pre-op I weighed in at 385. I’ve currently lost over 200 pounds. There have been some stumbles along the way. Dr. Sewell’s never been real happy with me, because I’ve used a calorie methodology, meaning I try to keep my calorie intake low. So I didn’t have that first adjustment for four to five months. I see the band as a device that keeps me from overeating. I’ve never had any real hunger pains. But I know Dr. Sewell would prefer I let the band do some of the work and that I lose more slowly.


Statistically, 50 percent of the people who go through weight-loss surgery end up having some type of plastic surgery. I’m into body sculpting. On March 4, 2004, I had a nine-hour surgery in which the plastic surgeon took off a strip of skin 12 inches wide all the way around my middle. I went in at 201 pounds expecting to weigh a lot less than 200 when I came out. But I was dehydrated, so they ended up giving me 14 liters of fluid and I came out weighing 225. However, after healing, I lost 8 inches off my waist, so I made it into a size 38 pant. I was in a size 48 pre-op. I’ve had less extensive plastic surgery since then, including operations to take care of the other hanging skin areas on my legs, chest, neck, and so forth. It looks like I’ll have four plastic surgeries all together before I’m done.


I have a couple of observations about my weight loss. One is I’m cold all the time. When you get on the Internet, you hear that complaint often from people who have lost a lot of weight. I talked to a neurologist about it, and she said it will take my body a couple of years to adjust to the new me. I also notice that my weight fluctuates. My lowest weight was 182 pounds, but I tend to be somewhere between that and 210, depending on how hard I work on my food choices. Right now I’m at 208.


I also feel that my interpersonal relationships were based on weight and that my personality was shaped by it. I’m a pure “Type A” personality, and I felt I spent my life compensating. I was the fat man, so I had to prove myself. Now everyone says I’m easier to live with. I’m softer, more mellow. I do know I like myself more.


One more thing I want to add is that my income has more than doubled since I lost the weight. There are fat bigots out there and prejudice. When I lost the weight, I generated a lot of successful energy from relationships without expending any extra effort. The weight is no longer an encumbrance.


Consequently, my income, which was already extremely good, is just blowing out. I have more than recovered the money I spent on the band and plastic surgeries with my increased income, meaning that the surgeries have more than paid for themselves. Now that I’m a normal looking corporate type, I realize how much the weight was holding me back. I removed a major barrier to my career advancement when I got banded, and I feel terrific about that. So the way I see it, the band has a strong potential economic payoff.


For those who are extremely overweight, exercise can present an entirely different set of problems. Someone who is carrying around an extra 75 pounds or more may find that physical activity of any type is difficult or impossible because of pain or immobility. That is particularly true as obese people grow older. The chronic burden of obesity on the back, hips, knees, ankles, and feet frequently results in significant pain with even limited exercise. Even if their joints don’t hurt, just gathering the energy to get started in a regular exercise program can present a major obstacle. Exercising is not an option for those who become short of breath just walking from the car into the house.


For those who can participate in a regular exercise program, the results are frequently far less than what they expected. Increasing physical activity alone often doesn’t lead to sustainable weight loss. It must be combined with a reasonable dietary plan. The irony is that exercising may actually have the effect of increasing a person’s appetite. Hunger becomes a particularly difficult problem following a workout, and it is easy to rationalize an extra snack or a large order of fries as a fitting reward for all the hard work. However, the truth is that a candy bar or a milkshake contains more calories than most people can burn off walking for an hour on a treadmill.






Pat’s Story


My internist, who’d been my doctor since 1980, said, “I’m going to fire you as a patient.” He proceeded to tell me that my diabetes had progressed to the place where he estimated I had only a year to live. He then said, “You haven’t listened to me in 25 years, and I’m not going to sit here and watch myself lose you.”


I was shocked. We’d been friends, and I could tell he was upset, too. I asked for more time, and he repeated that he’d already given me a quarter of a century. So I asked for another three months.


I left his office knowing I had to do something about my weight. But what to do? I went to another doctor about cysts and tumors in my breasts, and I asked him about the gastric bypass. He thought it was an “abortion to your body.” I told him the internist was going to quit me. He mentioned the band and Dr. Sewell. I talked to my daughter-in-law, who was a nursing student at Texas Christian University (TCU), and she also gave me Dr. Sewell’s contact information. I called, found out about a free informational seminar he was having, and drove two hours with my husband to attend.


At the seminar I decided to do this, and my husband was on board. Dr. Sewell had a patient there who was delightful, a young, attractive, vivacious person. I asked her, “Can you have Coke®?” and she said, “Yes, if you let it go flat.” Someone asked if she could have a big steak, and I thought she was very honest when she said no. But you know, I have found, while those things were important to me then, they’re not important anymore.




I was turned down by my insurance three times, but I kept fighting. I was going to get a band and would have paid for it myself. As it turns out, I was on the pre-op diet two months and doing very well—really losing. So I said to myself, “Why am I doing surgery if I’m losing on the pre-op diet?” Then I answered myself, “Because I’ll gain it back if I put a cracker in my mouth.” I went back to my internist during the pre-op diet, and since I’d lost weight, he said he’d stick it out for six more months.


I’m 5 feet, 4 inches, and started at 265 pounds. Now, two years out, I fluctuate between 125 and 130 pounds. I feel wonderful. I used to have headaches if I didn’t eat, and I took massive doses of Advil®. Since the band surgery, I’ve taken Tylenol® only 10 times in two years. I had leg problems that have mostly disappeared. A year and a half ago I fell, pulled ligaments in my right leg, and was in the emergency room. My internist, who is still my doctor, by the way, said, “Do you realize with the fall you took, had you not lost weight, you’d be in a wheel chair for the rest of your life?” I don’t even limp now, and I was in physical therapy for six weeks.






It’s like I can’t say enough. What can you say about people who saved your life? Someone asked me when I was going to have the band removed, and I said, “Never.” I’ll tell anyone about the band who’ll stand still long enough to listen. In fact, sometimes I find myself chasing someone down the hall at work, saying, “There’s just one more thing.”


Despite all the problems that plague dieting and exercise, those two activities remain the basis for any sustainable weight-loss program. It is mandatory to control both the amount and the types of foods that are consumed to ensure adequate nutrition while decreasing total weight. Likewise, regular physical exercise not only improves the function of heart and lungs, it also increases the body’s basal metabolic rate. That means people who work out regularly burn more calories, even at rest, than those who don’t exercise.


Given all the positive things that can come from a good diet and a regular exercise program, it would seem that everyone should be eager to participate— and most of us are—but only to a point. Right or wrong, we live in a society based on immediate gratification and increasing creature comforts. When viewed in that context, dieting is often seen as simply depriving ourselves of what we want and deserve, and exercising just for the sake of working up a sweat is not any fun. As a result, participation in dieting and exercise is for many only a half-hearted effort. What we are really looking for is an immediate effect with minimal inconvenience and a guaranteed result. That is the way we have been programmed to think, but it isn’t the way our bodies work. In the next few chapters we’ll explore more of this “quick fix” concept for treating obesity, and why such options often fail.
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Causes and Treatments of Obesity
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How the Digestive System Functions




The trouble with people is not that they don’t 
know but that they know so much that ain’t so.




—Josh Billings, Josh Billings’s 
Encyclopedia of Wit and Wisdom






There is an old saying: “You are what you eat.” But, obviously, if all you eat is vegetables, you don’t become a vegetable. Everything we eat undergoes a complex process inside our bodies called digestion, which is a fundamental part of sustaining life. In order to understand the problem of obesity and also how various weight-loss operations work, it is important to have a basic knowledge of how our digestive system works.


All of the building blocks and vital sources of energy our bodies use are contained within the food we eat. Digestion can be summed up as the process of changing food both physically and chemically, all the way down to the molecular level. The hamburger you had for lunch must be broken down into its molecular components before any of it can be absorbed into your bloodstream. It is only then that the carbohydrates, fats, and proteins we ingest can actually be used by the body.


The digestive system breaks down proteins into amino acids, carbohydrates into simple sugars, and fats into fatty acids and other molecules such as cholesterol and triglycerides. These basic building blocks are then used either as sources of energy or as structural elements for growing new tissues, repairing injured areas, or restoring parts that wear out naturally. Anything not needed to meet immediate needs is eventually converted into fat and stored in various areas throughout the body for future use.






The Digestive System


The human digestive system is composed of two basic parts, as shown in the figure below. The main component is the long tube that begins at the mouth and ends at the anus and is called the alimentary tract. The rest of the system is composed of organs that add various chemicals essential for digestion into the alimentary tract. These include the salivary glands, the liver, and the pancreas.


The system seems fairly simple. You put food in one end, and eventually the waste material comes out the other. However, what goes on in between is one of the true wonders of life. Whether the individual is a world-class athlete or a newborn baby, a manual laborer or a grandmother in a rocking chair, each body requires the same nutrients and gets them in the same way. We eat to live.
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The digestive system is composed of two basic parts: the alimentary tract, which is the tube from the mouth to the anus, and a number of organs that add various chemicals for digestion.






Mechanical Digestion


The voluntary process of eating initiates a complex cascade of events that occur automatically. You might think this process doesn’t begin until you put food into your mouth, but actually the body begins preparing well in advance. Just the sight, smell, or even the thought of food triggers higher levels of saliva production in your mouth, along with an increase in the movements and acid production of the stomach. That is where terms such as “mouth watering” and “stomach growling” come from. The digestive system is gearing up for what is to come, both chemically and mechanically.


The foods we eat come in a variety of different shapes, sizes, textures, consistencies, and flavors, to say nothing of the actual nutritional value. A glass of milk and a T-bone steak couldn’t be more physically different, yet they contain many of the same proteins, fats, and carbohydrates. As a liquid, milk doesn’t really require any mechanical digestion, or movement on the part of our body to aid in digestion. Even a newborn can digest mother’s milk. But to digest a big chunk of steak, it must be mechanically changed.


Typically we start the process of mechanical digestion by cutting large pieces of solid food into smaller, bite-size pieces. While it is possible to digest a large chunk of food without chewing it, that is very inefficient. Cutting solid foods into smaller pieces greatly improves the effectiveness of the digestive process.


Chewing is an important part of mechanical digestion for several reasons. Our teeth are designed to tear and grind pieces of food into increasingly smaller particles, which can be more easily swallowed. Chewing also mixes the food with saliva, which is produced by several glands inside the mouth. Saliva acts as a lubricant that makes the food easier to swallow, and it also contains some digestive enzymes called amylase. These enzymes begin the process of chemically altering some carbohydrates, even before you swallow them.


There is a lot of truth to what your mother told you: “Slow down and chew your food.” We always seem to be in a hurry, and it takes time to chew many foods adequately. In fact, eating too fast, taking large bites, and not chewing adequately are all eating habits associated with obesity.


But mechanical digestion does not stop with chewing. When you swallow, the food passes from the back of your throat down into the stomach through a tube called the esophagus. The stomach is a large pouch that can easily hold a liter or more of food and fluid. It produces a highly concentrated solution of hydrochloric acid, capable of breaking down the structure of even the toughest foods we ingest.


Mechanical digestion in the stomach is not limited to the effects of acid. The stomach acts like a big mixer, mechanically transforming the food into a thick paste. It literally grinds the food using rhythmic contractions of the muscles of the stomach wall, known as peristalsis. This type of “milking” action occurs naturally throughout the GI tract and is how food is propelled along. At the bottom of the stomach there is a muscular valve, called the pylorus, which prevents food from passing out of the stomach until it is about the consistency of oatmeal. The pylorus remains closed as the rhythmic contractions of the stomach muscles turn it into a “mixer.” Once the food has been combined with the acid and ground into mush, it is ready to be released by the pylorus into the small intestine, where the remaining chemical processes of digestion take place.
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