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Scope

1. Maintaining hope and where we sit in the system 

2. Outcomes in public system and current service delivery – why I 
am hopeful

3. Complementary activities 

4. Future challenges – thinking ahead 









Alfred Hospital Service structure (2016)

▪ From  2007, The Alfred hospital bariatric service aimed to increase annual 
workload to 300 cases from a baseline of 50 bariatric cases

▪ Dedicated bariatric assessment and follow up clinic (weekly) and 
additional operating time 

▪ All care was delivered under a conventional public health system model

▪ Medical follow up – band adjustments. Minimal allied health or nurse 
coordinator. 

▪ Study was prospectively conducted with data derived at annual follow up





Bariatric service current 
• Within a dedicated oesophago-gastric surgical Unit 
• 4 VMO surgeons (3 also do AGSU) 
• 1 full time surgeon (combined Unit director/program director/University)
• 1 of 5 general surgery Units 

• 6 operating lists week 
• AANZGOSA fellow 
• Dietitian inpatient/outpatient
• Bariatric nurse co-Ordinator 
• 2 clinics per week (dedicated) 
• Patient preparation and education program and App
• Data manager 
• No protected operating time
• Endoscopy ½ day per week  
• Imperative to do off site operating 



2008 – current  Case load

Total

Gastric band 2434

Sleeve gastrectomy 624

Gastric bypass Roux-en-Y 78

Gastric bypass one anastomosis 25

Biliopancreatic diversion - duodenal switch 39

Gastrectomy 25

Port/tubing 431

Total 3656



Impact of COVID on Bariatric cases 



Positive and collaborative research 



Research optimising negative elements of bariatric surgery 



Bariatric surgery post fellowship training program

• 2 training pathways AANZGOSA and ANZMOSS 

• AANZGOSA positions do have significant bariatric surgery (in public 
hospitals) exposure, but were originally intended for those waiting to do 
oesophageal surgery 

• Need for a plan or integration – parallel training programs seems 
unnecessary 

• Could be better structured and could be much better represent the 
specialty to hospitals as a specialist training program 



Evolution over time  

1. Severe intrinsic discrimination against bariatric surgery in the past 
appears to have substantially abated  

2. Bariatric surgery no longer device or equipment centric -  every 
hospital has staplers and laparoscopic equipment

3. Specialist bariatric surgeons desiring public practice compared to 
2010

4. Generational change in physicians and general practitioners



Future challenges
1. Medical management of obesity in the public system 

2. Expectation of perfect outcomes (zero mortality) 

3. Utilisation of existing resources (competing demands within Unit and 
hospital)

4. Outsourcing public operating in the private system 

5. Centralised Units doing more cases versus incorporation into most 
Upper GI Units







Key messages

• Remain hopeful and work within rather than change the system, a lot is 
already present

• Work on several fronts – opportunistic, lateral thinking – optimistic that 
does offer a pathway forward 

• Our small significance to the broader health care landscape is probably 
a strength - Can’t compete with cardiac services or other areas 

• Being overly prescriptive is potentially a problem if there are not likely to 
be resources readily available 

• Complimentary activities are potentially helpful - Data collection, 
research, advocacy, health economics, promotion and media exposure, 
being transparent with regards to outcomes, structuring training
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