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In times of economic turmoil, people
pay less attention to their health

stress, and this positive association be-
comes indelibly ingrained in the brain of
persons who have been benefiting from
such a “therapy” for years on end.

“The demographic shift alone means
that obesity will continue to increase,”
says Anke Tempelmann, an obesity ex-
pert at AOK, Germany’s largest health
insurer with roughly 24 million mem-
bers. The more older people there are,
the more overweight people there will
be. “There will also be an increase in the
occurrence of the ancillary diseases asso-
ciated with obesity, such as Type 2 diabe-
tes, fat metabolism disorders, coronary
disease, joint arthritis, and gall stones.”
A BMI of between 30 and 35 reduces life
expectancy by two to four years, on aver-
age. A BMI of 40 to 45 costs eight to ten
years, on average.

However, individual suffering and
loss of quality of life cannot be expressed
in numbers. Nor is the problem still re-
stricted to Europe and the U.S., with
increasing numbers of obese persons
now being registered in developing and
emerging nations.

Even in Japan, which has tradition-
ally been a lean society, doctors are be-
coming increasingly concerned. “In
times of economic turmoil, people stop
paying attention to healthy eating and ex-
ercise,” reports Ryoichi Ochiai, Profes-
sor of Anesthesiology at the Toho Univer-
sity School of Medicine in Tokyo. Even
though only 3 percent of the popula-
tion of Japan is currently obese, there
are some special risks associated with
Asian anatomy. “A study in Japan showed
that the bony capacity of the upper re-

spiratory tract is very limited,” says Prof.
Ochiai. “In other words, even a slight in-
crease in soft tissue as a result of obe-
sity can more easily lead to a closure of
the upper respiratory tract,” says the doc-
tor, who for the last ten years has also
regularly provided medical care to sumo
wrestlers in Japan.

Ventilation is particularly critical

Every operation or stay in intensive care is
associated with increased risks for obese
people, with ventilation being particu-
larly problematic—especially for those
with a BMI of 40 or above. At this point
one speaks of morbid obesity, a condition
which affects 1 percent of all women and
2 percent of all men in Germany. Obese
people have a higher metabolism and
basal metabolic rate. As a consequence,
they use more oxygen. But whereas the
heart, stomach, liver, and other organs
grow along with the layer of fat, the size
of the lungs remains unchanged. Doc-
tors at the University of Chicago mea-
sured the oxygen consumption of people
with an average BMI of 53. Even at rest,
the morbidly obese patients used 60 per-
cent more oxygen than people of normal
weight. Furthermore, the ability of the
lungs to expand is reduced and breath-
ing work is more difficult.

“The masses of fat compress the
lungs,” explains Adjunct Professor Klaus
Wagner, M.D., Chief Physician of the
Clinic for Anesthesiology and Intensive
Medicine at Klinikum Siidstadt in Ros-
tock. “On the operating table, the belly
also forces the diaphragm upward.”
As a result, breathing is already so dif-

ficult while at rest that there are only
very slight reserves for an emergency. An-
other aggravating factor is that the ab-
dominal cavity is inflated with CO, dur-
ing the laproscopic procedures that are
often performed today. The result is addi-
tional pressure on the lungs. “Due to the
high back pressure, you need a good ven-
tilator,” says Wagner. “A minimal ventila-
tion pressure must be maintained at all
times. At the same time, it’s vital to avoid
a high peak pressure that could damage
the lungs.” Because of their restricted
lung function, obese patients face a
greater risk of sections of the lungs col-
lapsing. “It is often necessary to reopen
collapsed alveoli at the start of ventila-
tion in order to reduce the back pressure
of the lungs,” explains Michael Wilken-
ing, the Director of Anesthesia Product
Management at Dréager. “It’s a bit like
blowing up a new balloon for the first
time. However, the ‘AutoFlow’ ventila-
tion mode of the Primus or Zeus is well
suited to ventilating obese patients in or-
der to avoid peak pressures during venti-
lation and maintain a minimum volume
under changing pressure conditions.”

Hospitals are adjusting

Regardless of whether the issue is a good
ventilation and anesthesia device, spe-
cial beds, wheelchairs, or larger MRI
machines—hospitals have already taken
steps to ensure they can provide obese
patients with appropriate treatment in
many areas. Caregivers are also adapting
to the challenge. “We have to be particu-
larly careful with skin care and change
the bed linens more frequently because
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An operation is the only thing that helps some obesity patients. Here at Klinikum Siidstadt Hospital in Rostock, Germany, preparations are
underway for a biliopancreatic diversion, a procedure that reduces the amount of food the stomach can hold to only 200 to 300 milliliters.

Y.

Constant monitoring and the utmost care are prerequisites for the long-term success of an operation. The basic principles were developed
in 1976 by Professor Nicola Scopinaro of the University of Padua, Italy. The laparoscopic procedure via trocar is shown at the right.
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> obese patients perspire more heavily. This

softens the skin, and infections can de-
velop easily in the folds,” says Henriette
Claussen, Deputy Director of Nursing at
Sachsenhausen Hospital in Frankfurt am
Main, Germany. The hospital has special-
ized in the surgical treatment of people
with obesity. “Like anorexics, these peo-
ple’s perception of their own bodies is im-
paired,” reports Claussen. “They are often
not aware that they can barely climb the
stairs anymore.” At the same time, there
is a lot to talk about, so Klinikum Sach-
senhausen hired a nutrition advisor and
a psychologist. “Many patients have sur-
rendered every last bit of personal respon-
sibility; we have to be very patient,” says
Claussen. Another thing needed is simply
more hands. Normally three nurses work
together to lift one obese patient. “But
sometimes, this particular exercise has
required as many as six.”

Obese patients come to Klinikum
Sachsenhausen to have surgery as a
means of combatting their massively ex-
cess weight. In general, they are still able
to care for themselves, are middle-aged
and are dedicated and motivated. The
situation is different for people who de-
spite massive obesity are only admitted
to the hospital as the result of an acute
emergency, such as a fall. These people
have often lived in isolation and were no
longer able to adequately care for them-
selves. It is only in the hospital that they
become fully aware of their situation.
“These patients are often very ashamed.
Sometimes they try to downplay their sit-
uation with jokes,” reports Heike Forster.
The nurse is an instructor at Bildungs-
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The patient will soon be able to eat normally again. The digestive tract has been
shortened by approximately 50 centimeters, resulting in the malassimilation of fat.
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akademie und Wissenschaft GmbH in Es-
sen, Germany, where in 2010 she began
teaching a special course for nurses and
caregivers on caring for obese people.
Forster also provides information on how
to mobilize the patients as quickly as pos-
sible and how to more effectively prevent
an impending case of bedsores, pneumo-
nia, or thrombosis. “Caregivers will in-
creasingly find themselves confronting
this particular challenge,” says Forster.
“Obesity is a disease, and it requires our
utmost professional attention.”

Burden on the health care system

Health care systems also have a large
burden to bear. In fact, the direct and
indirect consequential costs of obesity
in Germany are currently estimated to
be approximately 13 billion euros a year.
The single largest item in this calcula-
tion is the treatment of Type 2 diabetes.
Other costs are incurred in relation to
coronary and circulatory diseases,
arthritis, invalidity, and the inability of
sufferers to work.

In the U.S., diseases associated with
being severely overweight are estimated
to cost the economy some 103 billion
euros a year. Given this massive sum,
it is natural to ask why more isn’t be-
ing done to combat obesity. The answer
is relatively simple: there are very few
effective solutions.

The most successful of the conven-
tional methods are concepts in which
the participants receive intensive psy-
chological support. In addition, they
change their eating habits and undergo
behavior and exercise therapy. Many
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Unlike a conservative therapy, a bypass
produces permanent weight loss

hospitals in Germany now offer out-
patient programs that help obese par-
ticipants lose a lot of weight in an ini-
tial phase in which they use powdered
foods manufactured by a major food
company. The group meets once a week
for a year. The powdered food is grad-
ually replaced with normal food, and
they receive psychological counseling.
Exercise programs are also offered. Ac-
cording to one study, the participants lose
an average of 20 kilograms after one year.
Follow-up exams six months after com-
pletion of the program show that the par-
ticipants have already regained an aver-
age of 11 kilograms. Longer-term studies
are not available. Given the dubious bal-
ance and the high cost of roughly 3,000
euros per year, it’s no wonder that the
German health insurers generally do not
pay for the program.

The few weight-reduction medica-
tions officially approved by the author-
ities have also not proven to be very ef-
fective so far. Surgical methods are very
successful, however. “The conservative
therapy only works in individual cases;
unfortunately, the majority of extremely
obese patients can only be helped with
surgical procedures,” says Dr. Konrad
Stubbig, M.D., Chief of Anesthesiology
at Krankenhaus Sachsenhausen, Frank-
furt am Main, Germany. The clinic spe-
cializes in bariatric surgery. One of the
most effective of such surgical weight
loss methods is gastric bypass, an oper-
ation that requires a great deal of expe-
rience on the part of the surgeon. Basi-
cally, the surgeon isolates a small section
of the stomach, which is then connected

to a section of the small intestine. After
the surgery, patients are only able to in-
gest a small amount of food, feel “full”
more quickly, and are also no longer able
to digest a portion of the food. “We now
use a bypass in 70 percent of our proce-
dures,” says Stubbig.

Weight loss following such a proce-
dure is generally permanent, with BMI
values typically dropping from 45 to an
average of 27. Like all operations, how-
ever, there are risks associated with the
procedure. A U.S. study found that two
in 1,000 patients die. Every fifth pa-
tient suffers some form of complication
ranging from vomiting to infections in
the abdominal cavity while still in the
hospital.

“l think that the number of surgi-
cal weight loss procedures will increase
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even further in the future,” says Pat-
rick McQuillan, Professor of Anesthesi-
ology at the Penn State Hershey Med-
ical Center, Pennsylvania, USA. More
than 200,000 surgical procedures for
the treatment of obesity are performed
each yearin the U.S. “It would be better
if the conventional methods worked, of
course,” says McQuillan. “However, sur-
gery is often the only option.”

German hospitals will also have to
increasingly adjust to accommodate se-
verely overweight people. They are high-
risk patients for whom an operation is
particularly dangerous. However, it is also
often their last hope. Dr. Birgit Herden
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