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Gastric Bypass Cuts Left Atrial Size, Heart Failure

BY MITCHEL L. ZOLER
Philadelphia Bureau

NEw ORLEANS — Good outcomes
from bariatric surgery in morbidly obese
patients continue to accumulate.

In a series of 12 patients with severe
systolic heart failure at one center,
bariatric surgery was safe and led to im-
proved left ventricular function, Dr. Gau-
tam V. Ramani said at the annual meet-
ing of the American College of
Cardiology. An independent report
showed that gastric bypass surgery led to
a significant reduction in left atrial size in
a randomized, prospective study with
409 patients, Dr. Sheldon E. Litwin re-
ported in a poster at the meeting.

“Left atrial volume is a powerful, long-
term prognostic factor for survival; it’s
considered the hemoglobin A,  of the
heart,” Dr. Litwin said in an interview.

“Our findings suggest that gastric bypass
surgery may lead to improved cardiovas-
cular outcomes. So far, no one has proven
that gastric bypass surgery leads to fewer
deaths, but we think that reduced left atri-
al volume is a harbinger of a mortality ef-
fect.”

Another significant aspect of this study
was that it’s the largest prospective study
reported  to
date of bariatric
surgery  for
morbid obesity,
said Dr. Litwin,
professor  of
medicine and
director of non-
invasive imag-
ing at the Uni-
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(BMI) of more than 40 kg/m? or more
than 35 if they also had secondary com-
plications from obesity. About 85% of the
patients were women, and their average
BMI was about 45.

The patients were randomized to ei-
ther gastric bypass with Roux-en-Y
surgery or no surgery. Follow-up after 2
years showed that patients who had
surgery lost an average of 96 pounds and
had an average drop in BMI of 15.5.
There was no significant change in
weight or BMI in the patients who did not
have surgery.

At baseline, the average left atrial size
in all patients was about 57 mL, measured
by echocardiography. Two years after
surgery, left atrial volume fell by an aver-
age of 2.5 mL in the surgery patients and
increased by an average of 4 mL in con-
trol patients.

The second study reviewed 12 patients
with severe systolic heart failure who un-
derwent bariatric surgery at the Univer-
sity of Pittsburgh during 2001-2006. Their
average BMI was 53, and their average
age was 41 years.

All of the patients had a left ventricu-
lar ejection fraction of less than 45%,
with an average ejection fraction of 22%.

Three patients had New York Heart As-
sociation class II heart failure, seven pa-
tients had class III heart failure, and two
patients had class IV heart failure.

Eight patients had laparoscopic Roux-
en-Y surgery, two had a gastric sleeve
placed laparoscopically, one had gastric
banding placed laparoscopically, and one
underwent gastric bypass by open surgery
(after initial laparoscopic surgery wasn't
successfully completed).

The average postoperative length of

hospitalization was 3 days. By 1 month af-
ter surgery, the only complications were
pulmonary edema in one patient and
acute renal failure in another, but both
conditions resolved after 1 month.

At 1 year after surgery, the average BMI
was 40 and the average left ventricular
ejection fraction was 35%, a statistically
significant improvement over baseline. At
follow-up, nine patients had class II heart
failure, and three had class III.

“Despite the small study size and ret-

rospective data, bariatric surgery was safe
in patients with severe, systolic heart fail-
ure,” said Dr. Ramani, a cardiologist at
the University of Pittsburgh. “Bariatric
surgery should be offered to obese pa-
tients with heart failure before they de-
velop end-organ dysfunction and renal
failure.”

Bariatric surgery should also be consid-
ered for morbidly obese patients who
would otherwise be candidates for heart

transplantation, he added. ]

Important safety information

pulmonary symptoms.
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The power to achieve glycemic control

@ EXUBERA significantly improves A1C in patients with type 2 diabetes not
controlled on 2 oral agents (an insulin secretagogue and either metformin
or a thiazolidinedione). In a 12-week clinical trial, mean reductions from
baseline in A1C were achieved

— 1.9 percentage points by adding EXUBERA to the treatment regimen (n=100)
— 1.4 percentage points with EXUBERA monotherapy (n=102)
— 0.2 percentage points by continuing on 2 oral agents (n=96)

EXUBERA revolutionizes insulin delivery
@ No special inhalation technique is required—the patient takes a normal deep breath
@ No refrigeration—EXUBERA blisters are stored at room temperature
@ No batteries required; no electronics

@ Collapsible design for portability

Please see accompanying brief summary of full prescribing information.
Please visit www.exubera.com or call 1-800-EXUBERA (1-800-398-2372).
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In patients with type 1 diabetes, EXUBERA should be used in regimens that include a longer-acting insulin. In patients with
type 2 diabetes, EXUBERA can be used as monotherapy or in combination with oral agents or longer-acting insulins.

EXUBERA is contraindicated in patients who smoke or who have discontinued smoking less than 6 months prior to starting
EXUBERA therapy. If a patient starts or resumes smoking, EXUBERA must be discontinued immediately due to the increased
risk of hypoglycemia and an alternative treatment must be utilized.

EXUBERA is contraindicated in patients with unstable or poorly controlled lung disease, because of wide variations in lung
function that could affect the absorption of EXUBERA and increase the risk of hypoglycemia or hyperglycemia. The use of
EXUBERA in patients with underlying lung disease, such as asthma or COPD, is not recommended because the safety and
efficacy of EXUBERA in this population have not been established.

Hypoglycemia is the most commonly reported adverse event of insulin therapy, including EXUBERA.

In clinical trials, treatment with EXUBERA was associated with small, nonprogressive mean declines in pulmonary function
relative to comparator treatments. Because of the effect of EXUBERA on pulmonary function, all patients should have
pulmonary function tests (eg, spirometry) assessed prior to initiating therapy with EXUBERA,

after 6 months of therapy, and annually thereafter, even in the absence of
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