
Your patients might assume that all
glucosamine /chondroitin joint health 
supplements are pretty much alike. But
there is only one Cosamin®DS.

Only CosaminDS provides exclusively
researched ingredients such as pharmaceutical-
grade low molecular weight chondroitin 
sulfate (TRH122®) . This is the material
selected by NIH for their GAIT study. The
fact is, CosaminDS protects cartilage and is
the only brand proven effective in controlled,
peer-reviewed, published clinical U.S. studies
to reduce joint pain. 

CosaminDS. Nothing else is equivalent.

Other joint health supplements 
aren’t bioequivalent to Cosamin®DS.

Available in pharmacies and retail stores 
nationwide, and online.

That means they aren’t
equivalent at all.

* Source: SLACK Incorporated Market Research Survey, June 2005
and February 2006. Surveys conducted of Orthopedic Surgeons &
Rheumatologists relating to glucosamine/chondroitin sulfate brands.

CosaminDS contains Nutramax Laboratories exclusively researched
TRH122® chondroitin sulfate.

FOR PATIENT SAMPLES OR MORE INFORMATION, PLEASE CALL 888-835-8327 OR EMAIL “CONTACTUS@NUTRAMAXLABS.COM.”

These statements have not been evaluated by the Food & Drug Administration. This product is not intended to diagnose, treat, cure or prevent any disease.

The Orthopedic Surgeon and Rheumatologist 
#1 Recommended Brand*

Anything less . . . just isn’t DS.
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▲

Nutramax Laboratories, Inc.
888-835-8327 • cosamin.com™
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Obesity-Related Liver Disease Eludes Diagnosis
B Y  D O U G  B R U N K

San Diego Bureau

S A N D I E G O —  Obesity-related liver
disease may be clinically underrecognized,
results from a single-center study showed.

“Our results indicate that a normal liver
ultrasound, liver function tests, and gross
appearance does not exclude the presence
of significant liver disease,” the researchers,
led by Dr. Joshua E. Roller, wrote in a
poster presented at the annual meeting of
the American Society for Bariatric Surgery.
“If certain subgroups of morbidly obese
patients can be identified that are at in-
creased risk for liver disease progression,
then intervention with bariatric surgery
may become especially critical, and should
be aggressively pursued.”

The researchers, of Duke Weight Loss
Surgery Center at Duke University,
Durham, N.C., reviewed the demograph-
ic, perioperative, and liver biopsy data from
153 patients who underwent Roux-en-Y
gastric bypass for morbid obesity from Jan-
uary 2005 to September 2006. The mean
age of patients was 41 years, their mean

body mass index was 48 kg/m2, and most
were female (84%) and white (80%).

The researchers reported that preoper-
atively only 7.8% of patients had abnormal
liver function tests, and ultrasound de-
tected fatty liver in 35% of patients. 

However, 92% of patients had abnormal
liver biopsies: mild steatosis was present in
58.3%, moderate steatosis was found in
21.1%, and 12.6% of patients had severe
steatosis. Fibrosis was present in 12.6% of
the liver biopsy specimens.

Intraoperatively, the liver appeared nor-
mal by surgeon observation in 65% of pa-
tients, whereas the rest of the patients ap-
peared to have a fatty and/or enlarged liver.
The researchers identified nonalcoholic
steatohepatitis in 24.5% of patients with
steatosis, of whom 48.6% had mild fibrosis.

Nonalcoholic steatohepatitis was signifi-
cantly more common in men than in
women (45.8% vs. 20.5%, respectively) and
in whites compared with African Americans
(27.9% vs. 9.7%). Patients aged 50 years and

older had higher rates of nonalcoholic
steatohepatitis than did their younger coun-
terparts, but the difference was not statisti-
cally significant (35% vs. 20.5%).

Liver fibrosis was significantly more com-
mon in whites than in African Americans
(16.4% vs. 0%, respectively) and in men
compared with women (33.3% vs. 8.5%).

No associations were detected between
the presence of nonalcoholic steatohepati-
tis or liver fibrosis and preoperative weight
loss, weight gain, or body mass index. ■

In Gastric Banding
Patients, 13% Need
Major Reoperation
S A N D I E G O —  Thirteen percent of pa-
tients who underwent laparoscopic ad-
justable gastric banding required a major
reoperation, results from a long-term sin-
gle-center study showed.

“We see complications, even many years
after surgery,” Dr. Vincenzo Bacci said at the
annual meeting of the American Society for
Bariatric Surgery. “[These patients need]
lifelong management and surveillance.”

He and his associates studied the rate and
causes of reoperation in 448 patients who
underwent laparoscopic adjustable gastric
banding in the surgery department at La
Sapienza University in Rome, between 1996
and 2006. In 2002, the perigastric tech-
nique was replaced by the pars flaccida ap-
proach. Of the 448 patients, 83% were
women and their average body mass index
was 43 kg/m2. The average follow-up was
3.2 years, and 84 patients (19%) were fol-
lowed for more than 5 years.

Of the total, 59 patients (13%) required
a major reoperation for band reposition-
ing/removal or revision, and 29 patients
(6%) required a minor reoperation for port
complications. Patients with a BMI of
greater than 50 kg/m2 were 3.9 times as
likely to require a major or minor reoper-
ation as were patients with a lower BMI.

The main reasons for major reoperation
were dilatation, erosion of the band, lack
of weight loss, psychological problems,
and slippage. Minor reoperations were ne-
cessitated by infections of the port site, a
twist of the port, or breakage. The rate of
major reoperation in a subset of patients
followed for longer than 5 years was 24%,
chiefly because they had undergone gastric
banding with the perigastric technique.

—Doug Brunk




