Pamphlet – Metro

Practice Update

For those of you who have referred in the past thank you for your support.  Going forward I am currently looking to expand my General Surgery referral base to complement my Bariatric practice. 

SPECIALIST DETAILS

Dr Anthony Clough MBBS FRACS GradCert (Health Stats) Lecturer (Adj) (Monash University)
· 18 Years consultant surgical experience
· Head of Unit, Box Hill Hospital General Surgery and Bariatric Surgery Unit

Operating
Epworth Eastern Hospital
Box Hill Public Hospital
South Gippsland Hospital
St John of God Bendigo

Private Consulting
Epworth Eastern Hospital – main rooms
St John of God Hospital Bendigo
Foster Medical Centre, South Gippsland
United Medical Centre Moe, Latrobe Valley

Contact
Email – info@melbournecbs.com.au, anthony@melbournecbs.com.au
Fax – 03 9958 3199
Phone – 03 9958 3000
Mobile 0407 335 085
www.anthonyclough.com.au 

Telehealth – Telehealth consultations welcomed in cases where physical examination is not required.


PROCEDURES
General Surgery
Hernias – Umbilical, Ventral, Inguinal, Other.  Laparoscopic or Open approaches.
Abdominal surgery, Cholecystectomy, CBD exploration
Hand – Dupuytren’s, Carpal Tunnel, Trigger Finger, Ganglion, Nail. 

Upper GI
Hiatus Hernia repair, Anti-reflux surgery, Gastroscopy

Weight Loss Intervention
Sleeve Gastrectomy – most common procedure
Loop Duodenal Switch (SIPS surgery) – most effective weight loss option
Gastric Bypass – good for reflux sufferers
Gastric Banding/Gastric Band Management
Orbera Balloon – safe but temporary 
Revisional, Reconstructive Surgery
Robotic Surgery – makes complex cases easier
Management of previous bariatric surgery.  Complications, Weight Regain

Body Contouring – for weight loss patients
Abdominoplasty, Brachioplasty

Non Surgical Approaches
We also see patients for medical treatment - non-surgical approaches - or who wish to compare medical and surgical approaches and/or start with medication in a multi-disciplinary environment.   All our staff - dieticians/psychologists/exercise physiologists are obesity specialists.


Want more information about Obesity Management – Medication vs Bariatric Surgery?
I would be happy to attend a scheduled session to meet and present current ideas and thoughts from my almost 20 years in the obesity management field.



ALTERNATIVE PAMPHLET
GP management of bariatric patients – Key Points Checklist


BARIATRIC REFERRAL
BMI > 35, or patients with BMI > 30 plus obesity related co-morbidity.  Untreated psychiatric or addiction disorder is a contraindication. 

MEDICATIONS
Weight loss medications are often a first line option, particularly for lower BMI patients.  The current limitations of weight loss medications include a wide variation in efficacy between individuals and a lack of long term follow-up in terms of both efficacy and safety.  For higher BMI patients e.g. BMI > 40 it is doubtful in my opinion that long term control of obesity will be achieved with the currently available medications.  

NUTRITIONAL MANAGEMENT
a. Long term nutritional screening is advised for most bariatric patients
b. Mandatory for Gastric Bypass and Duodenal Switch procedures (malabsorption components).  Sleeve gastrectomy and Gastric banding are relatively benign in terms of nutritional impact but occasional monitoring advisable
c. Annual or Semi-annual bloods advised typically including:
a. FBE, CUE, LFTS, PTH
b. Fe studies, Vit D, Ca, Zn, Mg, Vit B12, Folate, Vit A, Vit B1, Vit B6
d. Note consumption of many commonly available multivitamins may lead to excess Vitamin B6 – switch to alternative multivitamin if this is the case
e. Parenteral treatments may occasionally be necessary e.g. Fe infusions
f. Reduce osteoporosis risk due to Vit D/Calcium deficiencies – watch for secondary hyper-parathyroidism.  Rising PTH levels after bariatric surgery which may be an indication for increased Vit D/Ca supplementation.

SYMPTOMS, SIDE EFFECTS & COMPLICATIONS
General 
1. Constipation
a. Common in the early stages of bariatric surgery.  Fibre, fluids, aperients, prune juice.  Microlax enema at home if necessary.
2. Alopecia 
a. A degree of alopecia commonly occurs from around 3 months through to 9 months after bariatric surgery – then should settle.
3. Diarrhoea 
a. Reduce dietary fat, simple CHOs.  Reduce diet soft drink, caffeine, alcohol
b. Consider lactose intolerance, coeliac disease, SIBO.  Stool samples, colonoscopy
c. Consider loperamide, fibre, cholestyramine, pancreatic enzyme supplement 
4. Gallstones 
a. Increase in frequency with rapid weight loss – often become symptomatic after bariatric surgery

BY PROCEDURE
Gastric Banding
1. Dysphagia, vomiting +/- abdominal pain
a. Band too tight – needs fluid removed
b. Consider Band Slippage.  In the worst case it can impair the blood supply of the stomach (these patients may have abdominal pain).  Failure to tolerate any fluids at all in a gastric band patient is an emergency.  Barium swallow is the best investigation for band slippage otherwise.
2. Pain relating to access port.
a. Consider port infection or Gastric Band erosion – erosion requires gastroscopy to diagnosis in most cases and the treatment is band removal

Gastric Bypass 
1. Internal hernia – acute or chronic.  Abdominal pain, back pain, bloating, vomiting.  Surgical emergency if acute.
2. Stomal (anastomotic) ulcer – pain on eating, drinking.  Mostly in smokers, NSAID users.
3. Dumping syndrome – avoid simple CHOs.  Dietician consultation.
4. Hypoglycaemia – if suspected a BSL diary is useful.  Endocrine referral.
5. Bile reflux – may be a problem in Single Anastomosis versions of Gastric Bypass

Sleeve Gastrectomy
1. Reflux – a common problem, medications first line treatment.  Conversion to gastric bypass for intractable cases. 
2. Chronic dysphagia/vomiting.  A stricture or torsion of the sleeve is possible although rare

Important
Acute/Subacute persistent vomiting in bariatric patients 
· 100mg thiamine indicated - prevent Wernicke’s encephalopathy






