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In today’s challenging
healthcare environment,
hospitals are searching for
new clinical programs to
build market share and
increase revenue. One of
the most promising to
emerge in recent times is
bariatrics, a cutting-edge
field that focuses on
treating the surgical,
medical, and psychological
needs of the obese popula-
tion. The prevalence of
obesity in the United States
has increased steadily over
the past 30 years, and the
treatment of obesity has
become a top national
health concern. Hospitals
willing to make the neces-
sary investments in special
equipment, staff training,
and care management
processes can build revenue
while addressing a critical
health need in their
communities.

Defining the Problem

Obesity presents a serious,
far-ranging health problem.
About 60 million adults in
the United States are obese
and nine million are
morbidly obese, according
to the latest National Health
and Nutrition Examination
Survey by the Centers for
Disease Control and Pre-
vention. (Clinically, obesity
is defined by a body mass

index [BMI] greater than 30
kg/m2 and morbid obesity
by a BMI of more than 40

kg/m2.) Also, more than 30 -

medical conditions are asso-
ciated with obesity;,
including diabetes, hyper-
tension, cardiomyopathy,
asthma, and sleep apnea.
Annually, direct healthcare
expenses of more than $100
billion and an estimated
62.7 million physician office
visits are related to the
treatment of obesity
conditions.

Nonsurgical treatments have
had limited success in
helping the obese achieve
sustainable weight loss. The
use of gastric bypass surgery
to treat obesity occurred as
early as 1966, and it remains
the standard of care today:
Individuals with a BMI
above 40 are potential
candidates for surgery,
according to the American
Society for Bariatric Surgery
(ASBS), as are those who
have high-risk obesity-
related illnesses and a BMI
between 35 and 40. About 5
to 10 percent of qualifying
patients are ruled out as
candidates for the surgery,
primarily for health prob-
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lems that increase surgical
risk and psychological prob-
lems or eating disorders
that will complicate weight-
loss efforts following

surgery.
Meeting the Demand

Nearly 60,000 people had
weight-loss surgery in 2002,
an increase of 50 percent
over 2000 and nearly four
times as many as in 1992,
according to the ASBS. This
significant growth in volume
has been driven in part by
the more frequent use of
minimally invasive surgical
techniques.

Hospitals of all sizes,
including small and
medium-sized community
hospitals, are developing
bariatric surgery programs.
In 2001, at least 300 hospi-
tals had fully integrated
programs, and another 150

to 200 hospitals had some
elements of a full program
in place. Membership in the
ASBS has more than
doubled since 2000 and
now includes at least 500
surgeons. A program typi-
cally has one or two
surgeons, with annual
procedure volume between
200 and 300 cases. Higher
volume programs might
perform 600 to 1,000 cases
each year.

The demand for bariatric
surgery continues to exceed
the capacity of existing
programs. In some markets,
patient wait lists are six to
18 months long. The
national average is about
eight months. According to
one estimate, the market
potential for a single
bariatric surgeon is at least
15,000 prospective patients,
assuming 800 surgeons and
13 million people with a




BMI above 35.> Further
evidence of the unmet
demand for bariatric surgery
is that fewer than 5 percent
of persons with a BMI above
35 underwent weight loss
surgery in 2002.

Well-established, high-
volume programs frequently
draw patients from well
beyond their typical service
area. At some organizations,
out-of-state patients account
for up to 50 percent of
bariatric surgery volumes.
Therefore, a successful
bariatric surgery program
can enhance an organiza-
tion’s profile and reputation
throughout a broad
geographic market.

Hospitals should expect to
spend up to a year estab-
lishing an integrated
bariatric surgery program
once a qualified surgeon/
medical director is in place.
It is likely to take an
additional two years of
experience before the
program is running
smoothly. Recruitment of
surgeons qualified in
bariatric surgery is expected
to become increasingly diffi-
cult as the number of
programs continues to
grow. Capital requirements
may be as low as $100,000,
although costs vary by how
much equipment has
already been purchased to
treat obese patients for
other conditions.

Examining Revenue

Charges for a bariatric
surgery procedure typically
range from $15,000 to
$30,000, including
surgeon’s fees of about
$5,000. The specific proce-
dure performed and
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whether it is done lapro-
scopically or with an open
incision are two factors
accounting for the variation.
In well-designed, integrated
programs, hospital costs for
the care of a bariatric
surgery patient and follow-
up visits have been
estimated at less than half
of paid charges. Successful
programs can earn a return
on the initial investment
within a few years and then
contribute significantly to
the bottom line as the
program matures.

Payment is not without its
challenges, however. Private
insurers pay for nearly 80
percent of hospital bariatric
surgery cases, although
some plans limit coverage
to specific procedures or
locations. Medicare and
Medicaid both cover
bariatric surgery proce-
dures. However, the
approval process is quite

- intensive. Also, state insur-

ance regulations vary widely.

Planning for Success

For a successful bariatric
surgery program, hospitals
need:

* Physician champions.
Most programs are
started because one or
more surgeons work to
gain the support of
hospital administration.
Commitment to the
treatment of obesity is
key because a surgeon’s
compassion and bedside
manner are as important

- to prospective patients as
his or her surgical skills.

* Clinical training.
Physician members of
the ASBS must be
surgeons who are diplo-
mates of the American
Board of Surgery or
fellows of the American
College of Surgeons
(ACOS). Surgeons who

are not board certified or
are new to the field
should have surgical affil-
iate membership status
in the ASBS. The ACOS
also recommends that
surgeons understand the
medical complexities
associated with morbid
obesity, have educational
and long-term patient
management skills, and
possess patient screening
experience.

Dedicated staff. A full-
time bariatric surgery
team might comprise five
to 25 people depending
on the size of the
program. In addition to
the surgeon(s), this
multidisciplinary team
might include nurses, a
nutritionist, a dietician, a
social worker, an exercise
physiologist, anesthesiol-
ogists, and psychiatrists.
This staff, which plays an
active role in screening
patients, performing the
procedure, and deliv-
ering inpatient and
follow-up care, often
volunteers or is hand-
picked by the medical
director.

Care protocols. Having
specific protocols in
place for postsurgical
patient care, infection
control, and resuscitation
of obese patients
improves the quality of
care delivered, lowers
complication rates and
patient mortality, and
reduces the length of
stay.

New culture. All
hospital employees who
routinely interact with
bariatric surgery patients
should participate in
training and in-service
sessions to learn how to
treat obese patients with
compassion and under-
stand their specific
needs.

Equipment. Capital
investment includes the

purchase of special
equipment that is
capable of accommo-
dating patients who
weigh up to 750 pounds.
Specific items include
tables, equipment and
instruments in the oper-
ating room, diagnostic
equipment, beds,
stretchers, chairs,
commodes, and wheel-
chairs.

* Commitment to follow-
up. Involvement of the
surgeon and program
staff does not end with
the patient’s discharge
from the hospital. The
first of seven follow-up
visits with the surgeon
occurs one week after
the patient goes home
with the remainder
scheduled over the first
post-surgical year. Yearly
exams occur thereafter,
especially when the
surgeon participates in
the International Bariatric
Surgery Registry that
tracks long-term results.
Patient participation in
hospital-sponsored
support groups also is
important,

* Marketing. Organiza-
tions with bariatric
surgery programs typi-
cally sponsor monthly
seminars for those who
are interested in being
evaluated for the proce-
dure. The number of
seminars held will vary
with the size of the
program. Typically, the
frequency ranges from
one or two per month to
eight or 10 per month.
Often, 80 percent of
those attending the semi-
nars will become
patients. Virtually all
bariatric programs attract
a significant percentage
of their new patients
through referrals from
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former patients, so word-
of-mouth publicity is
important. Networking
among bariatric surgery
candidates and post-
surgery patients is
widespread, and the
Internet is a crucial link.
In bulletin boards and
chat rooms, patients

educate themselves
about what to expect,
compare notes on
surgeons, discuss the
service they received,

and share success stories.

A comprehensive web
site and participation in
the Association for
Morbid Obesity support

are other valuable
marketing tools. m
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