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Introduction

T he prevalence of obesity is rising worldwide. The World 
Health Organization estimated that in 2005, 1.6 billion 
adults were overweight and 400 million were obese.1 Obe-

2 or more. 
BMI is calculated as weight in kilograms divided by the square of 
height in meters. The rate of obesity varies in different countries, 
with one-third of adults in some of the well- developed countries 
being obese.2 In a developing country such as Iran, the rate of 
obesity is 20%.3,4 In the United States (US) the rate of obesity in 
men and women are almost similar (33.3 and 35.3%, respective-
ly), while in Iran obesity is more frequent in women than men 

kg/m2 affects 4.7% and 1.3% of adults in the US and Iran, respec-
tively.2,4 Obesity is associated with life-threatening complications 
such as heart disease, diabetes, hypertension, and cancer and in-
creased risk of death.5

Studies have shown a close relationship between excess of in-
take of nutrients and derangements of molecular and cellular me-

potential unifying mechanisms behind the pathogenesis of obe-
sity- associated diseases.6,7 The role of gut microbiota and duode-
nal loop hormones and gastrointestinal-brain axis is well appreci-
ated,7,8 and bariatric surgery disrupts this vicious cycle and would 
be effective to reduce the complications of obesity. 

Medical management of a chronic disease such as obesity, 
which carries substantial physical, emotional, and economic 
burdens, requires an effective armamentarium. However, the cli-
nician does not have much choice for medical management of 
obesity. Sibutramine was withdrawn from the market due to its 
cardiovascular complications and only two drugs, orlistat and 
phentermine are currently approved for the treatment of obesity.9 
Recently, it has been shown that exenetide treatment leads to sig-

10 Many stud-
ies have shown that highly supervised dietary interventions may 

of obesity fail to achieve the mean weight loss of more than 10% 
of body weight and unfortunately weight regain following these 
forms of treatment is almost universal.11–14 The mean maintenance 
of weight loss after interventions for obesity is 54% (25% – 88%) 
after one year,10 and < 25% after two years.14

The high failure rates of medical treatment, along with the rising 
prevalence of obesity and escalation of its life-threatening compli-
cations, has led to the wide use of bariatric surgery;15 in addition, 
this kind of surgery is the most successful treatment for achieving 
long- term weight loss in adults with morbid obesity,5 which is 
why bariatric surgery is to date the most effective treatment for 
morbid obesity, with close to 350,000 bariatric operations per-
formed worldwide until 2008.16

Outcomes
Outcomes of bariatric surgery have been widely studied and 

those of clinical importance are summarized in this article.

Weight loss

all adults.17 Two randomized controlled trials have reported mean 
percent initial weight loss of 20% and 21.6% in surgical groups, 
compared to 1.4% and 5.5% in nonsurgical groups, respective-
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ly.18,19 The large prospective Swedish study reported that after 10 
years, weight loss of 25% of body weight had been successfully 
maintained in surgical subjects, compared to 1.5% in nonsurgical 
patients.20

Cardiovascular disorders
 Bariatric surgery in morbidly obese subjects decreases the thick-

ness of the left ventricle, the overall ventricular mass, improves 
cardiac performance,21 and leads to progressive regression of left 
ventricular hypertrophy.22 Both coronary microvascular function 
and peripheral vascular dilator function improve after bariatric 
surgery.23 Two review papers have found that all of the cardiovas-
cular risk factors are improved or even resolved after bariatric sur-
gery.24,25 It has been predicted that progression of atherosclerosis 
slows down and the 10- year risk of cardiac events could decline 
by up to 50% in patients undergoing bariatric operations.25

Diabetes mellitus
 The worldwide prevalence of type 2 diabetes is rising following 

the rapidly increasing frequency of obesity and it has been shown 
that the annual incidence rate of diabetes has reached almost 1% 
in some populations.26 More than 60% of diabetics are obese and 
treatment of the combination of obesity and type 2 diabetes, or 
“diabesity” is now a public health priority;27 a meta- analysis 
showed that 78% of diabetic patients had complete resolution and 
62% remained in remission more than two years after operation.28 
A prospective randomized controlled trial showed 73% remission 
of diabetes in those who underwent surgery, compared to 13% in 
the control group.18 Another randomized study showed that the 
proportion of patients with a glycated hemoglobin level of 6% or 
less, after 12 months of intervention, was 12% in intensive medi-
cal therapy, 42% after gastric bypass, and 37% following sleeve 
gastrectomy.29 Improvement and resolution of diabetes is mostly 
related to weight loss after surgery; however, the plasma concen-

insulin secretion and glucose tolerance improve after the opera-
tion, changes which are not seen after an equivalent weight loss 
by diet.30

Hypertension: 
One month after bariatric surgery, up to 25% show resolution 

and 36% have improvement in hypertension.30 Obesity surgeries 
improve or resolve hypertension in most patients (37% – 53%) 
and reduce the need for medications (18% – 36%).31–33

Dyslipidemia
Bariatric surgery greatly improves secondary hypercholesterol-

emia and the mixed form of dyslipidemia and causes an increase 
in HDL cholesterol levels as well. The above changes occur in 
12%  –  47% of patients.34,35 Discontinuation of medications may 

34 Up 
to a 59% reduction in use of hyperlipidemia medication has also 
been reported.36

Renal disorders
-

gery and may prevent the development of obesity- related glumer-
ulopathy.37 Albuminuria improves and in patients with established 
renal disease, 20% resolution, improvement, or stabilization have 

been observed.38,39

Digestive disorders
 Different surgeries for obesity have varying effects on gas-

particular, the Roux-en -Y gastric bypass decreases40 and sleeve 
41 Bariatric surgery im-

in patients with obesity and nonalcoholic steatohepatitis.42

Musculoskeletal disease
 Bariatric surgery causes between 32% – 100% subjective im-

provement or resolution of joint pain or osteoarthritis at one year. 
Joint pain improves in particular in load-bearing joints such as the 
ankle, hip, and knee.43 The rates of osteoporosis and rheumatic 
disease also decrease following obesity operations.44

Psychologic disorders

desire, arousal, lubrication, satisfaction, and total sexual function 
have been reported.45

Cancer 
Overall evaluation of the effect of bariatric surgery on the rates 

of various cancers in obese subjects may require a few decades af-
ter worldwide implementation of these operations. After 13 years 

46

Polycystic ovary syndrome
 Bariatric surgery may resolve this disease with decrease in hir-

sutism and serum androgen concentrations. Restoration of regular 
menstrual cycles and ovulation had paralleled weight loss after 
the operation.47 

Obstructive sleep apnea
 Appropriate resolution of obstructive apnea after bariatric sur-

gery has been demonstrated in many studies48 and up to 53% of 
patients have discontinued the use of continuous positive airway 

49

Quality of life 
Bariatric surgery, at least in the short-term, improves quality 

of life and psychosocial functions in a substantial proportion of 
patients.50 However, some studies indicate no improvement or a 
reversion to baseline levels of psychosocial distress.51

Life expectancy
 In nonsmoker obese women and men, life expectancy may be 

reduced by 7.1 and 5.8 years, respectively as compared to normal 
weight subjects.52 Bariatric surgery increases longevity in mor-
bidly obese patients and causes a 45% global reduction in total 
mortality.53

Complications
Mortality
 The thirty- day mortality for bariatric surgery ranges from 0.1% 

to 2%.16 The most important factors in mortality rate are the skill 
of the bariatric surgeon and type of surgery. More recent data have 
shown improved mortality not exceeding 0.3%,54 which is mostly 
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due to laparoscopic approaches, better anesthesia, and improved 
monitoring and supervision. Total late mortality (30 days to two 
years) is around 0.35%.5

 Adverse effects of bariatric surgery depend mainly on opera-
tional procedure. In general, 10% – 20% of patients may experi-
ence early (during 90 days of postoperative period) or late com-
plications. Rates of major complications of bariatric surgery are 
shown in Table 1.17,55

Over the last two decades, two procedures that have gained pop-
ularity are gastric banding (prototype restrictive operation) and 
gastric bypass (prototype malabsorptive procedure), accounting 
for 49% and 52% of total bariatric operations, respectively world-
wide.16 Sleeve gastrectomy, duodenal switch, and biliopancreatic 
diversion together account for < 10% of all bariatric surgeries, 

surgeons. A recent meta-analysis has indicated that laparoscopic 
surgery may be a safer procedure than open bariatric operation.56 
Comparative studies have shown that bariatric procedures with 

-
cations.17,57 The comparisons of some of attributes of three major 
bariatric procedures are shown in Table 2.

Cost-effectiveness
Economic costs of obesity include direct (behavioral and phar-

macologic treatment and management of obesity-related comor-
bidities) and indirect (loss of work productivity, disability, and 
loss of years of productive life) costs. Number of obese patients 
multiplied by the sum of direct and indirect costs generates an 
enormous total spending of 2% – 7% of total world healthcare 
costs.57,58 Studies have shown that aggregates of direct costs of 
obese individuals are 36% – 42% higher than nonobese sub-
jects.57,59 Annual indirect cost of obesity has been estimated at 64 
billion for USA.59

Although surgical operations are more costly than noninvasive 

obesity-related comorbidities, longevity, and enhanced quality of 
life make bariatric surgery cost-effective compared to nonsurgical 
treatment, with reasonable increment costs for any gained quality-

adjusted life year (QALY).60 In patients with diabetes mellitus, 
obesity surgery may impose an initial economic investment, but 
will save money in a relatively short period of time.52 

Indications for bariatric surgery
The 1991 National Institutes of Health of the United States 

statement indicated that all patients with BMI over 40 kg/m2 and 
those with a BMI of 35 – 40 kg/m2 -
ties, interfering with their lifestyles, were candidates for surgical 
treatment.61 This statement has become the most generally ac-
cepted guideline for determining indications for bariatric surgery 
for those with BMI 35 – 40 kg/m2, with comorbidities. Patients 
with type 2 diabetes have the most frequent indications of surgery. 
Recently, few medical societies have increased indications of bar-
iatric surgery to include patients with BMI 30 – 34 kg/m2 with a 
comorbid condition that can be cured or markedly improved by 
substantial and sustained weight loss.62

Estimation of work load
It has been estimated that it would take 5500 surgeons doing 

400 cases a year, each for 10 years to attempt bariatric surgery for 
every 22 million obese Americans.63 Another estimation could be 
provided for a developing country such as Iran. The rates of BMIs 
> 40 and 35 – 40 kg/m2

years of age are 1.3% and 3.8%, respectively.4 Therefore, 520,000 
subjects with BMI > 40 kg/m2 and 106400 type 2 diabetic patients 
with BMIs between 35 – 40 kg/m2 require obesity operations. 
This will require 157 surgeons doing 400 cases a year, each for 10 
years to undertake bariatric surgery for every 626400 obese Irani-
ans. In the capital city of Tehran with an approximately 12 million 

-

kg/m2,3 and 88 subjects with type 2 diabetes had BMI of 35 – 40 
kg/m2;64  therefore, a total of 301 (2.35%) have indications for bar-

20 years of age indicates that 183,300 obese subjects may require 
bariatric operations, and 46 surgeons should hence perform 400 
cases a year, each for 10 years, to provide surgical treatment for 
all obese Tehranians.

Adverse Events
Late (%)

Vomiting
Wound infection (2.12.9–) Stomal stenosis (4.7)
Anastomotic leak, peritonitis, or abscess (1.42.0–) Bowel obstruction (3.2)
Gastrointestinal hemorrhage (1.11.9–) Incisional hernia (0.5)
Bowel obstruction (0.51.7–) Cholelithiasis (625% )
Pulmonary embolus (0.41) Malabsorption (6%) 
Thromboembolism (1.0)
Other infections (1.4) 

Table 1. Rate of major complications of bariatric surgery

Characteristic Gastric Banding Gastric Bypass Sleeve Gastrectomy
Side effects + ++ +
Safe +++ ++ ++
Effective ++ ++ ++
Minimally invasive +++ ++ ++
Durable +++ +++ ---
Reversible easily Yes No No
Adopted from ref. 17 and 56.

Table 2. Comparison of some of characteristics of the principal bariatric procedures
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Discussion

Many studies have discussed the importance of noncommuni-
cable chronic diseases,3,4 in particular obesity and diabetes, and 
their risk factors in many parts of Iran.65–69

Given the lack of long-term success with dieting, limited phar-
macologic options, and the invasive nature of bariatric surgery, 
the current treatment options for obesity and diabetes have a long 
way to go to achieve the goals of appropriate management. How-
ever, bariatric surgery has shown to be the most effective treat-

2. Bar-
iatric surgery is associated with substantial and durable weight 
loss and favorable metabolic effects far beyond those achieved by 

type 2 diabetes. Bariatric surgery has been documented for rapidly 
increasing longevity and reducing healthcare costs over time and 
hence should be made available to as many patients as possible. 
However, data available show that bariatric surgery cannot pro-
vide the impact necessary for reduction in healthcare and econom-
ic costs on a worldwide scale. The numbers of surgeons needed 

with the world’s current healthcare and surgical resources.
Obesity and diabetes epidemics must be addressed by long-term, 

concerted policy efforts worldwide. Appropriate changes in life-
style along with healthy eating, regulation of food supply, public 
education, healthy commuting through walking or biking need 
gradual infrastructure change and, last but not least, the motiva-
tion and incentives in various societies. Current research horizons 
should be widened to encompass novel and effective nonsurgical 
treatments for obesity and type 2 diabetes.

References

1. World Health Organization. Overweight and Obesity. Factsheet no. 
311. Geneva (Switzerland). World Health Organization; 2006.

2. Flegal KM, Carroll MD, Ogden CL, Curtin LR. Prevalence and trends 
in obesity among US adults, 1999-2008. JAMA. 2010; 303: 235 – 241.

3. Hosseinpanah F, Barzin M, Eskandary PS, Mirmiran P, Azizi F. Trends 
of obesity and abdominal obesity in Tehranian adults: a cohort study. 
BMC Public Health. 2009; 9: 426.

4. Esteghamati A, Khalilzadeh O, Mohammad K, Meysamie A, Rashidi 
A, Kamgar M, et al. Secular trends of obesity in Iran between 1999 
and 2007: National Surveys of Risk Factors of Non-communicable 
Diseases. Metab Syndr Relat Disord. 2010; 8: 209 – 213.

5. O’Brien PE. Bariatric surgery: mechanisms, indications, and out-
comes. J Gastroenterol Hepatol. 2010; 25: 1358 – 1365.

6. Nature. 
2006; 444: 860 – 867.

7. 
metabolic disease. J Clin Invest. 2011; 121(6): 2111 – 2117.

8. Pendyala S, Walker JM, Holt PR. A high-fat diet is associated with 
endotoxemia that originates from the gut. Gastroenterology. 2012; 
142(5): 1100 – 1101.

9. Glant M, Raz I. Present and future: pharmacologic treatment of obe-
sity. J Obes. 2011; 2011: 636181.

10. Dushay J, Gao C, Gopalakrishnan GS, Crawley M, Mitten EK, Wilker 

in a subset of obese women without diabetes. Diabetes Care. 2012; 
35: 4 – 11.

11. Foster GD, Wyatt HR, Hill JO, Makris AP, Rosenbaum DL, Brill C, 
et al. Weight and metabolic outcomes after two years on a low-carbo-
hydrate versus low-fat diet: a randomized trial. Ann Intern Med. 2010; 
153: 147 – 157.

12. Sacks FM, Bray GA, Carey VJ, Smith SR, Ryan DH, Anton SD, et al. 
Comparison of weight-loss diets with different compositions of fat, 
protein, and carbohydrates. N Engl J Med. 2009; 360: 859 – 873.

13. Barte JC, ter Bogt NC, Bogers RP, Teixeira PJ, Blissmer B, Mori TA, 
et al. Maintenance of weight loss after lifestyle interventions for over-
weight and obesity: a systematic review. Obes Rev. 2010; 11: 899 – 
906.

14. Anderson JW, Konz EC, Frederich RC, Wood CL. Long-term weight-
loss maintenance: a meta-analysis of US studies. Am J Clin Nutr. 
2001; 74: 579 – 584.

15. Eldar S, Heneghan HM, Brethauer SA, Schauer PR. Bariatric surgery 
for treatment of obesity. Int J Obes (Lond). 2011; 35: 16 – 21.

16. Buchwald H, Oien DM. Metabolic/bariatric surgery worldwide 2008. 
Obes Surg. 2009; 19: 1605 – 1611.

17. Dumon KR, Murayama KM. Bariatric surgery outcomes. Surg Clin N 
Am. 2011; 91: 1313 – 1338.

18. Dixon JB, O’Brien PE, Playfair J, Chapman L, Schachter LM, Skin-
ner S, et al. Adjustable gastric banding and conventional therapy for 
type 2 diabetes: a randomized controlled trial. JAMA. 2008; 299: 316 
– 323.

19. O’Brien PE, Dixon JB, Laurie C, Skinner S, Proietto J, McNeil J, et 
al. Treatment of mild to moderate obesity with laparoscopic adjustable 
gastric banding or an intensive medical program: a randomized trial. 
Ann Intern Med. 2006; 144: 625 – 633.

20. 
H, et al. Effects of bariatric surgery on mortality in Swedish obese 
subjects. N Engl J Med. 2007; 357: 741 – 752.

21. Garza CA, Pellikka PA, Somers VK, Sarr MG, Collazo-Clavell ML, 
Korenfeld Y, et al. Structural and functional changes in left and right 
ventricles after major weight loss following bariatric surgery for mor-
bid obesity. Am J Cardiol. 2010; 105: 550 – 556.

22. Algahim MF, Lux TR, Leichman JG, Boyer AF, Miller CC, Laing ST, 
et al. Progressive regression of left ventricular hypertrophy two years 
after bariatric surgery. Am J Med. 2010; 123: 549 – 555.

23. Nerla R, Tarzia P, Sestito A, Di Monaco A, Infusino F, Matera D, et 

coronary microvascular function. Nutr Metab Cardiovasc Dis. 2012; 
22: 626 – 634.

24. Heneghan HM, Meron-Eldar S, Brethauer SA, Schauer PR, Young 
Am J 

Cardiol. 2011; 108: 1499 – 1507.
25. Benraouane F, Litwin SE. Reductions in cardiovascular risk after bar-

iatric surgery. Reductions in cardiovascular risk after bariatric surgery. 
Curr Opin Cardiol. 2011; 26: 555 – 561.

26. Harati H, Hadaegh F, Momenan AA, Ghanei L, Bozorgmanesh MR, 
Ghanbarian A, et al. Reduction in incidence of type 2 diabetes by life-
style intervention in a middle eastern community. Am J Prev Med. 
2010; 38: 628 – 636.

27. Dixon JB, le Roux CW, Rubino F, Zimmet P. Bariatric surgery for type 
2 diabetes. Lancet. 2012; 379: 2300 – 2311.

28. Buchwald H, Estok R, Fahrbach K, Banel D, Jensen MD, Pories WJ, 
et al. Weight and type 2 diabetes after bariatric surgery: a systematic 
review and meta-analysis. Am J Med. 2009; 122: 248 – 256.

29. Schauer PR, Kashyap SR, Wolski K, Brethauer SA, Kirwan JP, Poth-
ier CE, et al. Bariatric surgery versus intensive medical therapy in 
obese patients with diabetes. N Engl J Med. 2012; 366: 1567 – 1576.

30. Laferrère B. Diabetes remission after bariatric surgery: is it just the 
incretins? Int J Obes (Lond). 2011; 35: 22 – 25.

31. Hinojosa MW, Varela JE, Smith BR, Che F, Nguyen NT. Resolution 
of systemic hypertension after laparoscopic gastric bypass. J Gastro-
intest Surg. 2009; 13: 793 – 797.

32. Pajecki D, Dalcanalle L, Souza de Oliveira CP, Zilberstein B, Halp-
ern A, Garrido AB Jr, et al. Follow-up of Roux-en-Y gastric bypass 

Obes Surg. 2007; 17: 
601 – 607.

33. Chowbey PK, Dhawan K, Khullar R, Sharma A, Soni V, Baijal M, 
et al. Laparoscopic sleeve gastrectomy: an Indian experience-surgical 
technique and early results. Obes Surg. 2010; 20: 1340 – 1347.

34. Scopinaro N, Marinari GM, Camerini GB, Papadia FS, Adami GF. 

of metabolic syndrome: a long-term follow-up study. Diabetes Care. 
2005; 28: 2406 – 2411.

35. Jamal M, Wegner R, Heitshusen D, Liao J, Samuel I. Resolution of 
hyperlipidemia follows surgical weight loss in patients undergoing 
Roux-en-Y gastric bypass surgery: a six-year analysis of data. Surg 
Obes Relat Dis. 2011; 7: 473 – 479.

36. Segal JB, Clark JM, Shore AD, Dominici F, Magnuson T, Richards 
TM, et al. Prompt reduction in use of medications for comorbid condi-
tions after bariatric surgery. Obes Surg. 2009; 19: 1646 – 1656.



Archives of Iranian Medicine, Volume 16, Number 3, March 2013186

37. Navarro-Díaz M, Serra A, Romero R, Bonet J, Bayés B, Homs M, et 
al. Effect of drastic weight loss after bariatric surgery on renal param-
eters in extremely obese patients: a long-term follow-up. J Am Soc 
Nephrol. 2006; 17: 213 – 217.

38. Agrawal V, Khan I, Rai B, Krause KR, Chengelis DL, Zalesin KC, 
et al. The effect of weight loss after bariatric surgery on albuminuria. 
Clin Nephrol. 2008; 70: 194 – 202.

39. Alexander JW, Goodman HR, Hawver LR, Cardi MA. Improvement 
and stabilization of chronic kidney disease after gastric bypass. Surg 
Obes Relat Dis. 2009; 5: 237 – 241.

40. de Jong JR, Besselink MG, van Ramshorst B, Gooszen HG, Smout 

and esophageal motility: a systematic review. Obes Rev. 2010; 11: 
297 – 305.

41. Foster A, Laws HL, Gonzalez QH, Clements RH. Gastrointestinal 
symptomatic outcome after laparoscopic Roux-en-Y gastric bypass. J 
Gastrointest Surg. 2003; 7: 750 – 753.

42. Weiner RA. Surgical treatment of non-alcoholic steatohepatitis and 
non-alcoholic fatty liver disease. Dig Dis. 2010; 28: 274 – 279.

43. Vincent HK, Ben-David K, Cendan J, Vincent KR, Lamb KM, Ste-
venson A.  Effects of bariatric surgery on joint pain: a review of 
emerging evidence. Surg Obes Relat Dis. 2010; 6: 451 – 460.

44. Crémieux PY, Ledoux S, Clerici C, Cremieux F, Buessing M. The im-
pact of bariatric surgery on comorbidities and medication use among 
obese patients. Obes Surg. 2010; 20: 861 – 870.

45. Assimakopoulos K, Karaivazoglou K, Panayiotopoulos S, Hyphantis 
T, Iconomou G, Kalfarentzos F. Bariatric surgery is associated with 
reduced depressive symptoms and better sexual function in obese fe-
male patients: a one-year follow-up study. Obes Surg. 2011; 21: 362 
– 366.

46. -
del H, et al. Effects of bariatric surgery on cancer incidence in obese 
patients in Sweden (Swedish Obese Subjects Study): a prospective, 
controlled intervention trial. Lancet Oncol. 2009; 10: 653 – 662.

47. Strohmayer E, Via MA, Yanagisawa R. Metabolic management fol-
lowing bariatric surgery. Mt Sinai J Med. 2010; 77: 431 – 445.

48. Kasalicky M, Michalsky D, Housova J, Haluzik M, Housa D, 
Haluzikova D, et al. Laparoscopic sleeve gastrectomy without an 
over-sewing of the staple line. Obes Surg. 2008; 18: 1257 – 1262.

49. Sammour T, Hill AG, Singh P, Ranasinghe A, Babor R, Rahman H. 
Laparoscopic sleeve gastrectomy as a single-stage bariatric procedure. 
Obes Surg. 2010; 20: 271 – 275.

50. Elder KA, Wolfe BM. Bariatric surgery: a review of procedures and 
outcomes. Gastroenterology. 2007; 132: 2253 – 2271.

51. van Hout GC, Boekestein P, Fortuin FA, Pelle AJ, van Heck GL. Psy-
chosocial functioning following bariatric surgery. Obes Surg. 2006; 
16: 787 – 794.

52. Terranova L, Busetto L, Vestri A, Zappa MA. Bariatric surgery: cost-
effectiveness and budget impact. Obes Surg. 2012; 22: 646 – 653.

53. Pontiroli AE, Morabito A. Long-term prevention of mortality in mor-
bid obesity through bariatric surgery. A systematic review and meta-
analysis of trials performed with gastric banding and gastric bypass. 

Ann Surg. 2011; 253: 1 – 4.
54. Statistical Brief #23, Baratric Surgery Utilization and Outcomes in 

1998 and 2004. Rockville (MD): Agency for Healthcare Research and 
Quality (AHRQ); 2007.

55. Carlsson LM, Peltonen M, Ahlin S, Anveden Å, Bouchard C, Carls-
son B, et al. Bariatric surgery and prevention of type 2 diabetes in 
Swedish obese subjects. N Engl J Med. 2012; 367(8): 695 – 704.

56. Reoch J, Mottillo S, Shimony A, Filion KB, Christou NV, Joseph L, 
et al. Safety of laparoscopic vs open bariatric surgery: a systematic 
review and meta-analysis. Arch Surg. 2011; 146: 1314 – 1322.

57. Finkelstein EA, Trogdon JG, Cohen JW. Annual medical spending at-
Health Aff. 

2009; 28: 822 – 831.
58. Powers KA, Rehrig ST, Jones DB. Financial impact of obesity and 

bariatric surgery. Med Clin North Am. 2007; 91: 321 – 328.
59. Clegg A, Colquitt J, Sidhu M, Royle P, Walker A. F as in fat: how 

obesity policies are failing in America. Issue report. Princeton: Robert 
Wood Johnson Foundation; 2009.

60. Clegg A, Colquitt J, Sidhu M. Clinical and cost- effectiveness of sur-
gery for morbid obesity: a systematic review and economic evalua-
tion. Int J Obes. 2003; 27: 1167 – 1177.

61. Gastrointestinal surgery for severe obesity. Consensus Statement. 
1991; 9: 1 – 20.

62. Buchwald H. Consensus conference statement bariatric surgery for 
morbid obesity: health implications for patients, health professionals, 
and third-party payers. Surg Obes Relat Dis. 2005; 1: 371 – 381.

63. Richards NG, Beekley AC, Tichansky DS. The economic costs of 
obesity and the impact of bariatric surgery. Surg Clin North Am. 2011; 
91: 1173 – 1180.

64. Harati H, Hadaegh F, Saadat N, Azizi F. Population-based incidence 
of type 2 diabetes and its associated risk factors: results from a six-
year cohort study in Iran. BMC Public Health. 2009; 9: 186.

65. Bahrami H, Sadatsafavi M, Pourshams A, Kamangar F, Nouraei M, 
Semnani S, et al. Obesity and hypertension in an Iranian cohort study; 
Iranian women experience higher rates of obesity and hypertension 
than American women. BMC Public Health. 2006; 6: 158.

66. Janghorbani M, Amini M, Willett WC, Mehdi Gouya M, Delavari A, 
Alikhani S, et al. First nationwide survey of prevalence of overweight, 
underweight, and abdominal obesity in Iranian adults. Obesity (Silver 
Spring). 2007; 15(11): 2797 – 2808.

67. Hajian-Tilaki KO, Heidari B. Prevalence of obesity, central obesity, 
and the associated factors in an urban population aged 20-70 years, in 
the north of Iran: a population-based study and regression approach. 
Obes Rev. 2007; 8(1): 3 – 10. 

68. Sepanlou SG, Kamangar F, Poustchi H, Malekzadeh R. Reducing the 
burden of chronic diseases: a neglected agenda in Iranian healthcare 
system, requiring a plan for action. Arch Iran Med. 2010; 13(4): 340 
– 350.

69. Bahadoran Z, Mirmiran P, Golzarand M, Hosseini-Esfahani F, Azizi 
F. Fast food consumption in Iranian adults; dietary intake and cardio-
vascular risk factors: Tehran Lipid and Glucose Study. Arch Iran Med. 
2012; 15(6): 346 – 351.


