

[image: image2.jpg]Y SOUTHEAST

Bariatrics








SOUTHEAST BARIATRICS, PA
INFORMED CONSENT FOR 

LAPAROSCOPIC ROUX-EN-Y GASTRIC BYPASS
Introduction:

The informed consent is an important conversation between you and your health care provider. It is very important that you understand and consent to the operation your surgeon is performing. This includes the risks, benefits, alternatives and complications that could happen with your operation. You should be involved in any and all decisions concerning your surgical procedure. Please read and review this form carefully. Sign this form only after all your questions have been answered.

Please initial and date indicating your understanding of the above paragraph.

Patient’s initials: ________

Date: ________

My doctor has discussed the risks of obesity and the benefits of and alternatives to the Laparoscopic Roux-en-Y Gastric Bypass. I have looked at drawings of each of the available bariatric operations. I have discussed my medical history and eating habits with my doctor. With my doctor’s help, I have come to a decision about the best operation for me. We have agreed that this operation is acceptable and appropriate. However, I understand there is no certainty that I will achieve the benefits of the operation and there has been no guarantee made to me regarding the outcome of the procedure.

Please initial and date indicating your understanding of the above paragraph.

Patient’s initials: ________

Date: ________

Condition:

I recognize that I am severely overweight. I understand that being this overweight is dangerous and increases my risk of death from a variety of illnesses. My surgeon has clearly explained to me that this level of obesity has been shown to be unhealthy and that many scientific studies show that persons of this level of obesity are at increased risks of respiratory disease, high blood pressure, heart disease, high cholesterol, stroke, diabetes, arthritis, clotting problems, cancer and death, as well as other serious and less serious medical illnesses.
_____  Patient Initial
Commitment:

I am committed to long term follow-up with my surgeon and will make every effort to follow his directions to protect myself from problems associated with my surgery. I understand that to be effective, I need to make a life-long commitment to lifestyle changes, which may include, but not be limited to, dietary changes, an exercise program and counseling. I understand that I will need to maintain proper nutrition, eat a balanced diet and take vitamin and mineral supplements for the rest of my life. I will also be required to maintain lifelong follow-up medical care. Laboratory work will be required at least annually, and perhaps more often, as directed by my physician.
Pre-Operative Requirements:

I have completed the pre-operative evaluation and educational program required by my surgeon which included nutritional, exercise and behavioral counseling. I have attempted to the best of my ability to either lose weight or maintain my current weight. I will be compliant with my two-week pre-operative full liquid diet.

Post-Operative Requirements:

I agree to follow the post-operative directions given by my physician to the best of my ability including dietary rules. I agree to participate in the post-operative program including lifestyle management (nutrition, exercise, behavior modification), medical follow-up, laboratory work and support groups.

Proposed Procedure:

I understand that the procedure I will undergo is the Laparoscopic Roux-en-Y Gastric Bypass. My surgeon will create a small stomach pouch with a small opening connected to a portion of my small intestine. This will both restrict the amount I can eat, but also reduce my body’s ability to absorb calories and nutrients. This procedure will be performed laparoscopically, if possible, using small incisions and special instruments. My surgeon has provided me with extensive information concerning my procedure.
I understand that conditions may arise which are unforeseen at this time and that it may be necessary and advisable to perform operations and procedures different from, or in addition to, the procedure described.  I authorize and consent to the performance of such additional or different operations and procedures as are considered necessary and advisable to my well being, in my surgeon’s judgment.

_____ Patient Initial
Benefits:

I have been told and understand that this is a weight reduction procedure and has been reported to improve and, potentially, resolve obesity-related medical problems including diabetes, sleep apnea, high blood pressure, high cholesterol, heart disease, back pain, joint pain and heartburn, among others. Other benefits may include: improved ability to move, increased energy and better psychological outlook.
Risks:

I understand the following are short-term risks from my surgery and my surgeon has answered all of my questions about them. These include, but are not limited to:
1. Blood clots to lungs or legs

2. Perforation to and leak from stomach, bowel or new surgical connections

3. Sepsis (widespread inflammation and/or infection)

4. Kidney dysfunction/failure

5. Heart arrhythmia, attack or failure
6. Bleeding from surgical sites both inside and outside or abdominal organs such as liver or spleen that might require transfusion or reoperation

7. Injury to internal organs or diaphragm

8. Conversion to an open procedure with a larger abdominal incision

9. Gastric outlet obstruction 

10. Small bowel obstruction 

11. Respiratory problems such as atelectasis (temporary air sac collapse), bronchitis and pneumonia causing low oxygen levels and shortness of breath
12. Phlebitis (inflammation of veins)

13. Allergic reactions

14. Anesthesia problems

15. Urinary tract infection

16. Abscess (abdominal collection of pus)

17. Wound dehiscence (opening up of the surgical wound)

18. Wound infection, seroma (fluid collection) or hematoma (blood collection)

19. Food obstruction 

20. Death from above complications

I understand the following are long-term risks from my surgery and my surgeon has answered all of my questions about them. These include, but are not limited to:     

1. Gastritis
2. Ulcer formation in stomach or intestine

3. Gastric outlet obstruction/stenosis that might require balloon dilation or

    operative revision

4. Small bowel obstruction that might require reoperation

5. Food obstruction that might require removal

6. Incisional hernia that might require surgical repair

7. Gallstones and/or inflammation of gall bladder that might require removal
8. Nausea/vomiting






9. Stomach upset





_____ Patient Initial
10. Abdominal bloating/cramping


 
11. Lack of or loss of appetite

12. Low blood sugar levels

13. Constipation or diarrhea

14. Partial hair loss which is usually temporary

15. Psychological changes and depression

16. Permanent alteration of dietary and bowel habits

17. Excess skin which can cause skin irritation, rashes, odors, discomfort and pain

18. Too much weight loss which may require hospitalization or revisional surgery

19. Failure to lose significant weight which may require additional nonsurgical

      and/or surgical treatment

20. Birth control failure. We recommend at least two forms of birth control for the

      first 18 months after surgery.

21. Low vitamin/mineral/protein levels with resulting complications

22. Dumping syndrome

23. Inability to eat certain foods
24. Taste change

25. Gout

26. Kidney stones

27. Diminished alcohol tolerance

28. Fatigue

29. Cold intolerance

30. Death from above complications

Alternatives:

The reasonable and available alternatives to the procedure have been explained to me with discussion of risks, benefits and complications. These include, but are not limited to, diets and other weight reduction plans with and without medications, exercise regimens, psychological or psychiatric therapy, and other surgeries such as laparoscopic adjustable gastric banding, biliopancreatic diversion with duodenal switch, and vertical sleeve gastrectomy. 

Certification of Patient:

I certify that I have read and filled out my patient profile and medical history fully and correctly to the best of my knowledge, and that the information that I have given is complete and correct. I understand that by not telling my doctor and/or documenting all medical information, I could cause complications or problems that may have been prevented if that information were known by my doctor prior to my operation. [For women of childbearing age] This includes the fact that I am not pregnant at this time and understand that I should wait a minimum of 18 months before trying to get pregnant.
By signing below, I certify that I have had an opportunity to ask my doctor all questions concerning the risks, benefits and alternatives of my procedure. I have read and understand the Informed Consent. I hereby request Dr. David Voellinger perform a Laparoscopic Roux-en-Y Gastric Bypass on me.

_____  Patient Initial
_____ I have reviewed the EMMI® online educational program.

_____ I have attended the Southeast Bariatrics Pre-Operative Class and/or received my

           pre-operative educational information.

_____ I have received and/or purchased “Journey to Wellness”
________________________________________

__________
Signature of Patient or Authorized Representative

Date
_________________________________________

__________

Relationship to Patient as Authorized Representative
Date

By signing below as the witness to this informed consent, I certify and confirm that the patient has read or had read the form completely and understands it as written, has had his/her questions satisfactorily answered, and chooses to proceed with the operation.

_______________________________________

__________

Witness to Signature





Date

Certification of Physician:
I hereby certify that I have discussed and explained the facts, risks, benefits and risks associated with the alternatives of the procedure(s) described in this Consent form. The patient has had the opportunity to ask all questions concerning the procedure and grants consent for a Laparoscopic Roux-en-Y Gastric Bypass. The above educational opportunities have been made available to the patient.
______________________________________

__________
Physician Signature





Date

_____  Patient Initial
USE OF INTERPRETER OR SPECIAL ASSISTANCE

An interpreter or special assistance was used to assist patient in completing this form as follows:
_____ Foreign language (specify) _______________

_____ Sign language

_____ Patient is blind, form read to patient

_____ Other (specify) ________________________

Interpretation provided by: ____________________________________




       Interpreter and Title or Relationship to Patient

___________________________________

__________

Signature of individual providing assistance

Date
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