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Gastric Bypass Surgery Improves Liver Diseases
B Y  M I C H E L E  G. S U L L I VA N

Mid-Atlantic  Bureau

C A M B R I D G E ,  M D.  —  Gastric bypass
surgery can improve liver pathology in pa-
tients who have been diagnosed with non-
alcoholic fatty liver disease or nonalcoholic
steatohepatitis, Kris V. Kowdley, M.D., said
at a hepatobiliary update sponsored by
Johns Hopkins University.

Some researchers have expressed con-
cerns that the dramatic and rapid weight
loss associated with gastric bypass surgery
could actually exacerbate nonalcoholic
fatty liver disease (NAFLD), but that
“clearly is not the case,” said Dr. Kowdley
of the University of Washington, Seattle.

Two recent studies support the beneficial
effect of gastroplasty on this spectrum of
liver pathology. A 2004 study included 23
patients with nonalcoholic steatohepatitis

(NASH) and 12
with simple
steatosis. Liver
biopsies were
obtained from
all patients
about 2 years af-
ter surgery.

There were
major improve-
ments in lobu-
lar steatosis,
necroinflamma-
tory changes,
and fibrosis;
only four pa-

tients still fulfilled the criteria for NASH.
Improvements were most pronounced in
those with metabolic syndrome (Hepatol-
ogy 2004;39:1647-54).

A 2005 study examined the results of
gastric bypass in 16 patients whose mean
presurgery weight was 334 pounds. A fol-
low-up liver biopsy was performed about
1 year later. Steatosis had improved in 15
patients, with resolution in 13.

Of 15 patients who had inflammation at
baseline, 12 showed improvement, and 12
of 14 showed less ballooning. Six of 14 pa-
tients with perisinusoidal fibrosis and 6 of
13 with portal fibrosis showed improve-
ment. No patient had worsening of steato-
sis, inflammation, ballooning, or fibrosis
(Obes. Res. 2005;13:1180-6).

NAFLD is part of a histopathologic spec-
trum of liver injury that ranges from sim-
ple steatosis to necroinflammatory changes
that may progress to cirrhosis. NASH is as-
sociated with increased risk of hepatocel-
lular cancer and liver-related death.

The etiology of these disorders is poor-
ly understood but is thought to be a “two-
hit” process beginning with fat accumula-
tion in the liver, most often in the presence
of obesity, insulin resistance, or type 2 dia-
betes. “The ‘second hit’ is presumed to be
any number of processes that contribute to
oxidative injury in the liver,” Dr. Kowdley
said, and could include oxidative stress that
interferes with mitochondrial function.

Most patients with NAFLD are asymp-
tomatic; their disease is discovered when
screening tests identify abnormal liver
function. Many are obese; studies suggest
that about 30% of patients who undergo
gastric bypass have the disease. But the

pattern of fat deposition is perhaps more
important than the patient’s weight, Dr.
Kowdley said; NAFLD is highly associat-
ed with truncal obesity.

On ultrasound, the fatty liver typically
appears diffusely hyperechoic in relation
to the spleen and kidneys. Computed to-
mography and magnetic resonance imag-
ing may show focal fat deposits. Howev-
er, a liver biopsy is the most sensitive and
specific means of diagnosis and can dif-
ferentiate simple steatohepatitis from

more advanced stages of the disease in
which fibrosis may be present.

There are no approved pharmacologic
therapies for NAFLD. Several drugs are
under investigation, including metformin
and thiazolidinediones.

“Weight loss is one highly recommend-
ed method of dealing with NAFLD,” Dr.
Kowdley said. “Even a modest amount of
weight loss, say 20 pounds, significantly
decreases the fasting insulin level and im-
proves liver enzymes, and those improve-

ments are maintained as long as weight
loss is maintained.”

All patients with NAFLD should be
counseled to lose weight through a com-
bination of diet and exercise. Those with
a body mass index (BMI) greater than 30
kg/m2 or greater than 27 with additional
liver disease risk factors might benefit from
the addition of orlistat or sibutramine.

Weight loss surgery should be considered
if the patient has a BMI of 40, or greater
than 35 with liver disease risk factors. ■

‘Even a modest
amount of weight
loss, say 
20 pounds,
significantly
decreases the
fasting insulin
level and
improves liver
enzymes.’


