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Surgical Treatment of Obesity
in Adolescence
Edward H. Livingston, MD

ADOLESCENT OBESITY IS A VEXING PROBLEM FOR WHICH

there are few good solutions. Obese children de-
velop metabolic syndrome. Because the cardio-
vascular complications of metabolic syndrome re-

sult from many years of exposure to hyperglycemia, diabetes,
hyperlipidemia, and hypertension, early onset of these prob-
lems portends significant disease later in life.1 For these rea-
sons, treating adolescent obesity is important.

How can sustained weight loss be achieved in children
and adolescents? As with adults, effective treatments are
lacking. Bariatric surgery has been proposed for children
but remains controversial. Evidence in support of these
operations is based on small-scale studies that have
mostly emanated from single institutions reporting out-
comes from small numbers of patients with inadequate
follow-up.2 Most studies have investigated gastric
bypass–type procedures. Because these operations perma-
nently alter the stomach, most clinicians are reluctant to
advise these operations for children or adolescents except
in the most compelling circumstances. Laparoscopic
adjustable banding operations have become popular in
recent years because these procedures can result in rea-
sonable weight loss with relatively few complications and
substantial potential for reversibility. As with adult bar-
iatric surgery, the literature supporting the use of bariat-
ric procedures is incomplete, causing policy makers to be
hesitant in recommending this procedure for treatment of
adolescent obesity.

In this issue of JAMA, O’Brien and colleagues3 report
their findings regarding the use of the laparoscopic band-
ing procedure in adolescents. This study is important not
only in providing difficult-to-come-by level 1 evidence in
support of bariatric surgery but also because the work
demonstrates that randomized controlled trials can and
should be conducted to evaluate surgical technologies.

The investigators randomized 50 obese adolescents to
either receive a laparoscopic band or enroll in a medically
supervised weight loss program. All participants received
free care and those involved in the medical care group were
offered an unusually intense program that included the pro-

vision of a personal trainer for 6 weeks. At 2 years of follow-
up, there was substantial heterogeneity in weight loss out-
comes for both groups with greater average weight loss for
those receiving laparoscopic banding procedures. Even
though weight loss was modest in the medical weight loss
group, there was substantial improvement in hyperten-
sion, hyperlipidemia, and insulin resistance, demonstrat-
ing that lifestyle interventions are worthwhile even though
they did not result in the amount of weight loss achievable
with surgery.

Although adverse events were common in both groups,
8 reoperations were required among 7 of the 24 patients
who had received laparoscopic banding. This finding is
particularly important because O’Brien et al3 are among
the most experienced group in the world with these
operations, suggesting that these complication rates will
probably be higher in actual community practice. This
randomized controlled trial demonstrates that the deci-
sion to offer laparoscopic banding procedures to adoles-
cents is not straightforward. Patients enrolled in this trial
were obese but did not have particularly severe complica-
tions of their obesity. Medical intervention was successful
at improving many of the metabolic complications of
obesity, but improvements in the surgical group were
greater and included a higher degree of quality of life.
Surgery was also associated with greater weight loss, but
that benefit was possibly offset by the high complication
rate associated with the laparoscopic banding devices.

Even though this study by O’Brien et al3 raises many
questions, it does answer some important ones. Laparo-
scopic banding procedures appear to be a feasible means
for treating obesity in adolescents. The operation is
known to require more patient compliance than Roux-
en-Y gastric bypass (RYGB) surgery, and concerns have
existed about the ability of teenagers to comply with the
rigorous follow-up required to lose weight after laparo-
scopic banding placement. Because laparoscopically
placed adjustable bands have fewer complications and are
reversible, they represent a better alternative than RYGB
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for obese adolescents in need of surgical treatment for
obesity.

The most important contribution of the report by O’Brien
et al3 is providing another randomized controlled trial com-
paring bariatric surgery with nonsurgical treatments cul-
minating in more level 1 evidence regarding bariatric sur-
gery.4-6 The quality of evidence in support of bariatric surgery
is poor,7,8 resulting in substantial controversy regarding its
use for obesity treatment. Many insurance companies in the
United States will not pay for bariatric surgeries, and their
decision to not cover this treatment is based on the lack of
compelling, universally accepted evidence in its favor. Stud-
ies such as the one by O’Brien et al3 go a long way toward
providing the evidence necessary to evaluate the benefits and
risks of bariatric surgery.
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