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Essential Information About this Booklet 
This booklet is intended to explain the laparoscopic sleeve gastrectomy (or 
“sleeve”) procedure and any issues that you may have before and after the 
operation. It is not supposed to replace advice given by your doctor or other 
healthcare professionals, but rather add to it. 
 
If you have any questions or worries that you wish to discuss with your doctor 
please write them down in the space provided. It is important that you understand 
as much as you would like to know before and after the operation to aid your 
weight loss and ensure a healthy lifestyle. 
 

What is The Sleeve Gastrectomy? 
 
The Sleeve Gastrectomy is an obesity surgery that restricts the volume of the 
stomach to 15-20% of its’ original size. The surgery itself is performed as a key-hole 
procedure, through five small incisions in the abdomen. These enable the surgeon 
to remove a large portion of the stomach from the greater curvature as seen in 
figure 1.  The resulting vertical pouch resembles a thin banana of approximately 
150ml capacity, over time with softening of the stomach wall the volume probably 
comes up to about 250ml. 
The Sleeve has been found to be very effective at causing weight loss. Studies 
have shown that people are able to lose on average of 45 – 80%, of the ‘excess’ or 
extra weight they carry. As it is a relatively new procedure little information is 
available on it’s long term (greater than 5 year) effectiveness in causing weight 
loss, or the long term consequences of the procedure.  

 
Figure 1. Stomach after Sleeve Gastrectomy 
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History of the Sleeve Gastrectomy: 
Initially this surgery was performed as part of a two-stage operation to cause 
weight loss in severely obese persons, in whom it was felt too risky to do a larger 
operation. After the weight loss had plateaued, and other health issues such as 
diabetes had been improved, the sleeve would then be converted to a gastric 
bypass (RYGBP) or billiopancreatic diversion (BPD).  
 
Due to it’s efficacy in causing weight loss it has gained popularity as a stand alone 
procedure, however it has only been performed for around 7 years In Australia. The 
first reported Sleeve Gastrectomy was performed in Australia in 2004 (which is 
when the first cases were performed by the author), and has now become a more 
standardised procedure, taking about 90 minutes to perform. 
 

How does the Sleeve cause weight loss? 
 
The Sleeve itself does not make you lose weight, but it is a tool to restrict the 
amount of food a person eats by affecting hunger, capacity, and the rate that 
food is consumed. Due to the smaller stomach size patients find that after eating a 
much smaller quantity of food than usual they have a feeling of 'satisfaction' 
(satiation) or a feeling that they have eaten enough. Furthermore, removing part 
of the stomach alters the hormones released after eating which prolongs appetite 
suppression between meals. If a patient uses their operation to eat healthy (low 
energy) meals 3 times a day, they will end up in a situation whereby they are using 
more energy than they consume and will lose weight.  
 
How effective is the Sleeve in causing weight loss? 
Studies have shown a variation in Percentage Excess Weight Loss (%EWL) from 45% 
to 83% in large trials after one year. This increases to a %EWL of 70 – 80% at two 
years, and similar rates for three years. However, it is impossible to predict exactly 
how much weight each person will loose as it depends on many factors like 
chance, age, start weight, medical illness, ability to exercise and resilience! In the 
end, most people get to a stage where they feel that further weight loss comes at 
the expense of too much effort and settle at a weight that more-or-less suits them. 
 



  

 4 

 
Figure 2. Excess Weight Loss (EWL) and Excess BMI loss (EBL) after 5 years with the 

sleeve (1) 
How effective is the Sleeve in improving health? 
The weight loss as a result of the Sleeve Gastrectomy has shown to markedly 
reduce the incidence of co-morbidities such as diabetes, high cholesterol, joint 
pain and hypertension by more than 75% within the first year. These results are 
similar to those found with the Gastric Bypass operation. Other studies have found 
that up to 75% of participants lowered their dosage, or quit taking medication for 
these health problems one year after surgery.  
 
Who should be treated with the sleeve gastrectomy? 
As with all obesity surgeries, the sleeve gastrectomy should only be performed on 
those with a BMI greater than 40, or those with a BMI over 35 with other medical 
co-morbidities such as diabetes or high blood pressure. They should have tried 
other weight loss therapies beforehand but been unable to keep the weight off. 
Patients with eating disorders such as Binge eating or Nocturnal eating disorder 
and patients who habitually graze or emotionally eat need to seek treatments for 
these disorders as well, otherwise the surgery will fail after being initially successful. 
 
The Sleeve gastrectomy is non-reversible, unlike the gastric band and gastric 
bypass, so should only be undertaken by well motivated people with acceptable 
operating risks who are committed to improving their health through substantial 
weight loss. Furthermore, these candidates should be well informed about the 
effect the Sleeve will have on their lifestyle, through accepting advice on eating 
and exercise practices.  
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Finally, women who are looking to fall pregnant soon after their surgery should be 
discouraged from doing so until their weight has stabilized, and any nutritional 
deficiencies have been identified and treated.  
 
What surgical complications may occur? 
The Sleeve Gastrectomy requires the stomach to be cut, a section to be removed 
and then the two opposing sides of the stomach to be stapled back together 
(resection). If this resection is not watertight a “gastric staple line leak” occurs, 
allowing stomach contents to leak out into the abdomen. This is the most common 
surgical complication, occurring in 1 – 4% of cases, but can be prevented by 
ensuring the stomach is fully sealed before surgery is complete. If a complication 
like this occurs it requires intensive hospital based treatment in order for treat the 
problem. Most patients who develop a leak will require 6-12 weeks of hospital 
based treatments in order to heal.  The leak rate is known to be higher for sleeve 
gastrectomy than for gastric bypass. 
 
Other surgical complications include staple line bleeding (1-2%), hemorrhage ie 
excessive bleeding, bowel injury, wound infection, hernias and post-operative 
abscess (infection) however the incidence of these are low (<1%) in experienced 
hands. Surgeons in their first few hundred cases are known to have greater risk of 
complications.  The risk of death is less than 1: 500. 
 
Other serious complications stem from the formation of blood clots in the veins 
(1%), including deep venous thrombosis (1:200) or pulmonary embolism (1:1000) 
but the risks are reduced during surgery with blood thinning medications given, 
and compression stockings worn.  
 
What negative effects may the Sleeve Gastrectomy have on my life long after 
surgery? 
As this is a relatively new procedure, the long term effects aren’t known for 
everyone. However, if a patient’s sleeved stomach causes complications such as 
reflux or excessive food intolerance these complications will also be permanent 
unless other surgical procedures are undertaken to remedy the problem. For this 
reason patients who would in no circumstances wish to have a gastric bypass 
should think carefully before choosing a sleeve operation. The gastric bypass is 
likely to be required in a 5-20% of patients long term to treat reflux, food 
intolerance or weight regain. 
 
Vitamin and mineral deficiencies are unlikely to be severe after a sleeve 
gastrectomy, but if people eat food that is insufficient, nutritional deficiencies such 
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as iron deficiency or osteoporosis can occur. We recommend daily multivitamins, 
blood tests 1-2 times per year, and bone density scans every 1-3 years.  
 
Two thirds of Sleeve patients experience gastroesophageal reflux symptoms at 1 
month after the operation. By two years after surgery this is usually no longer an 
issue, only occurring in 5-10% of patients. On the flip side, some patients find their 
reflux is cured by the Sleeve! 
 
Will my stomach grow back or stretch? 
Stomach stretching or dilatation will occur as a normal event after surgery but this 
has not been shown to be a factor in weight regain, as the stomach will still be 
smaller than a cup in size. If a stomach tube is created that is too large at surgery 
then symptoms of reflux or failure to lose weight can occur, but in general the 
cause of weight regain in >90% of patients is snacking, lack of exercise and poor 
dietary choices (these are the things that caused the original weight problem!). 
After a sleeve gastrectomy a patient has 6-9 months to lose most of their weight, 
otherwise the operation will not be successful. During this time new eating and 
exercise patterns must be learned. If someone lapses back into the eating patterns 
they had prior to surgery, they are likely to return to the weight they were before 
surgery.  
 
How much food will fit in my stomach? 
Approximately 150ml- 250ml. Reduced from over 1000mls. The stomach will empty 
in 10-30 mins if solid food is eaten and 5-10 mins if soft or liquid food is eaten. 
Because solid food stays in the stomach for longer, patients who eat meat, fish, 
vegetables and fruit will tend to eat less and stay slim while patients who eat dairy 
foods, biscuits, chips, other snacks and high energy drinks (latte’s, soft drink, juice 
and alcohol) will regain their weight. 
 

Why the Sleeve? 
 

There are many different options available, different surgeries and other weight 
loss methods, so before having the surgery you need to think very hard about if this 
particular choice suits you. The risks of having the Sleeve must be balanced 
against the risks of continuing in your current health state. Different people, their 
health and lifestyle, suit different operations so this section will help you to 
understand how they differ and what is the best option for you. For additional 
information please see our other Information Booklets, so you can make a well 
informed, balanced decision. 
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Generally, the sleeve requires a short hospital stay of 2-3 days, and patients find it 
ok to return to work by about 2 weeks. 
 
As it is a relatively new procedure all the long term effects are unknown as 
opposed to the Gastric Bypass and Gastric Band. As such, it is not known how likely 
weight regain years after surgery is, or how many patients may require further 
surgery. 
 
The following graph shows the differences in weight loss following the three  
surgeries when compared in a scientific publication: 
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Figure 3. Excess weight loss with the three obesity surgeries (2, 3) 

 
How does the Sleeve Gastrectomy compare to the Gastric Bypass? 
The Sleeve allows certain important structures in the stomach, such as the pyloric 
sphincter, to remain, thus the “dumping syndrome” of the Gastric Bypass does not 
occur.  As it does not affect the small intestine, nutritional deficiencies are less 
likely, and patients with diseases affecting the small intestine such as Crohn’s 
disease can be candidates for this procedure. A patient is less likely to experience 
vomiting or bowel blockage as the stomach emptying into the small intestine 
remains the same. As a large portion of the stomach is removed, they are less likely 
to have a stomach ulcer. While the operative risks are similar to the gastric bypass 
there are lower risks of complications that could occur months or years after 
surgery. 
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The Sleeve Gastrectomy may not enable sufficient weight loss in the long term, 
compared to the Gastric Bypass. A Gastric Bypass (by the same mechanism that 
causes ‘dumping’) makes many patients intolerant to sweet and fatty foods and 
this makes weight loss a bit easier with this operation. If someone is not satisfied 
with the Sleeve it can then be converted into a Gastric Bypass at a later date for 
more weight loss, but this would require a second operation. 
 
Similarly to other weight loss operations the volume of the stomach is decreased, 
but the types of food that can be eaten may not be changed. It is therefore 
possible to  “cheat” by eating foods high in calories like milkshakes, cheeses, dips, 
chocolate, ice cream and soft drinks. This will lead the patient to not lose weight as 
desired, and become upset. The Sleeve acts as a “tool” to allow one to lose 
weight, requiring them to make a lifelong commitment to eat correctly and 
exercise for the full benefit of this tool to be realised. Which is why it is necessary to 
have tried traditional dieting before surgery – to understand the energy content of 
foods and the importance of exercise.  
 
How does the Sleeve Gastrectomy compare to the Gastric Band? 
The Sleeve does not require any adjustments after the operation, unlike the Gastric 
Band and is thus called a “Set and Forget” procedure. Also, it means there is no 
foreign object inside the patients. However, follow up is still necessary initially quite 
frequently, and then 1-2 times per year lifelong to make sure your weight loss is 
progressing well, and the operation has had no negative affects on your health or 
wellbeing. As such, it is well suited to patients who live far away from their surgeon, 
or have difficulty contacting them frequently.  
 
Unlike the Gastric Band, the Gastric Sleeve puts less limits on the types of foods one 
can eat, only the amount, so the consumption of meat and bread is often OK.  
 
Unlike the Gastric Band, the Sleeve Gastrectomy is not reversible, the stomach 
may stretch but it cannot grow back and this surgery is a commitment for life! As 
such, the Sleeve is riskier, and not as safe.  
 

Before the Operation: 
 
The most important thing will be a discussion about your weight problem and how 
it affects you. If you wish to undergo treatment for your weight you should have an 
idea about what your goals are and whether these goals can be achieved by 
having this procedure. If the operation is unlikely to give you what you want you 
should consider something else. 
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My Goals Are: 
 
 
 
 
 
 
 
 
 

 
After an initial consultation you will have to get some blood tests done so we can 
assess your sugars, thyroid, blood count, and vitamin levels. You will then need one 
or more further consultations depending on how you feel. We should obtain 
approval from your GP, as they will wish to be involved in your post-op care. Even if 
you are unsure about whether your local Doctor supports your decision to have 
weight-loss surgery you should always discuss it with them first. Patients with a good 
‘support team’ do the best, and a supportive GP, supportive spouse/partner, and 
supportive friends/family are invaluable. Patients who choose to ‘go it alone’ will 
not fare so well. 
We will talk about your dieting history and assess any medical problems you have. 
Some medical problems may require further assessment and treatment to make 
you as fit as possible before your operation. In general I prefer you to see myself, or 
my colleagues at least twice in consultation prior to surgery 
 
After we have booked a date for your surgery you will need to go on a Very Low 
Calorie Diet for 2 – 4 weeks before the operation. During this time you should lose 
about 2-4 kg per week. 
 
What is a Very Low Calorie Diet? 
This consists of 3 Liquid Meal Replacements per day, allowing your body to have 
the minimum energy needed, with all the nutrition of a balanced diet (of both 
macronutrients – carbohydrates, protein and essential fat, and micronutrients – 
vitamins and minerals.) Suitable brands include Optifast, Slimfast, Tony Ferguson, 
McLeods and Achievit and are be available from your local chemist. We will give 
you instructions about other foods to consume with the program. 
 
Why do I need the diet? 
There are three benefits to the pre-operative diet: 

1. As most of the early fat tissue you lose with these diets comes off the liver 
and fatty tissue around your internal organs, the operation will be faster, 
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safer and significantly less painful. 10% weight loss leads to a 50% 
reduction in medical risks. 

2. Weight-loss reduces the severity of weight related illness very quickly 
which therefore makes the anaesthetic safer. 

3. It will accustom you to the post-operative liquid diet. Having this diet 
before the operation allows you to find drinks you like while you’re in a 
less stressful situation.  

 
What if I don’t like the drinks? 
Try something different, be it a different brand, or a switch to milkshakes, soups, 
bars or desserts. In general the brands with the greatest range of flavours (Dr 
McLeods and Tony Ferguson) seem to be more popular. If you cannot find 
something you tolerate you should postpone your surgery and discuss other short 
term/rapid weight loss options with a dietician. 
 
Do I need to see a Dietitican ? 
Yes. Changing how you eat is central to weight loss, and sometimes people can 
be confused by the different advice they have received in the past.A dietician is 
available pre and post-operatively and most people get significant benefit from 
seeing her.  A dietician can help you set and work towards weight loss goals 
through meal planning, education on the right eating practices, portion control 
and exercise. 
 
Who else should I see before surgery? 
You are required to get the go-ahead from your GP before the operation to 
ensure your body is healthy enough for the strain of the operation and beyond.  
 
A psychologist is available if you find you have issues that need to be tackled, so 
don’t be afraid to ask.  
 
Can I continue to smoke before surgery? 
No, it is best to quit smoking before you consider any surgery, particularly obesity 
surgery as it increases your risk of blood clots and other complications. At the least, 
you should stop smoking several weeks before surgery. 
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The Operation: 
On the day of the operation you should have had nothing to eat or drink for 6 
hours prior to your operation time. A bit of a wait in hospital is to be expected. 
 
You can have your normal medications with a sip of water at the normal time, 
however strong blood thinning medications (Plavix, Asastantin, Warfarin etc) will 
need to be stopped 7-10 days beforehand. Patients on Aspirin can usually stay on 
it. Most Diabetes medications can usually be taken but often half your usual dose, 
and Metformin is usually best to be stopped 48 hours pre-operatively. 
 
You should have had some contact with your anaesthetist before the operation 
but you probably won’t meet them until you have been “checked in” through 
hospital admissions. A drip will be put into your arm to give you medications and 
then you will be wheeled into the operating room. You will see a lot of people 
bustling around, but don’t be concerned as they are there to help you. 
 
What does the surgery look like? 
Video’s and photo’s of the procedure are available online on sources like google 
or YouTube. Below is a step by step guide to the Sleeve surgery, if you would not 
like to see such images, it is best you skip the next page! 
 

 
Once you are asleep small incisions (5-15mm in size) will be made in your 
abdomen to allow placement of a camera and operating instruments (which look 
like chopsticks).  
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The left side (greater curvature) of the stomach is separated away from the blood 
vessels which supply it, and the sheet of flesh which connects it to the abdominal 
wall (greater omentum) 
 

  
 
The left side of the stomach is then simultaneously cut away and the opposing 
sides stapled together, leaving only a tube of stomach remaining. 
 

 
The stapled sides of the new tubular stomach can be sewn together for 
reinforcement (4). 
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Dissolving stitches are put in the skin and dressings put on the wounds. You will 
wake up in the Recovery Unit around 10-30 minutes after the operation and will 
feel quite sleepy for a few hours. 
 
Once you are awake and feeling reasonably comfortable you will go up to the 
ward for the night. You will be able to have water and pain-killers. Injectable 
painkillers will be available for the first 24-48 hours. 

 
After the operation 

 
Immediately after the operation you will find that you have no hunger and just a 
couple of mouthfuls of liquid or yoghurt are enough to make you feel satisfied and 
able to stop eating. This feeling changes over days or weeks as bruising around the 
stomach slowly settles. 
 
Hospital Stay: 
90% of people go home two days after surgery. At this point you will get instructions 
about what to eat and drink. 
 
After the hospital: 
After about 1 week the wounds should be almost healed and the dressings can 
come off. Swimming should be avoided for another week or two but light exercise 
can be started. 
 
At 2-3 weeks post-op you will come in for a follow-up appointment, where we will 
discuss how you are feeling, any complications you may be having and your 
eating habits.   
 
When can I go back to work? 
It depends on how you feel, and you’re circumstances, but most people go to 
work 2 – 4 weeks after their surgery. 
 

What will I eat after the operation? 
 
What you eat and drink changes over the first few months. Most people have no 
hunger at all for several days or weeks after surgery and find it hard to even drink 
large amounts of fluid quickly.  
 
For the first one to two weeks post-op: Liquid Phase 
While you are satisfied with fluids alone, you should stay on fluids alone.  
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Good choices Bad Choices 

Ð Very low calorie meal replacement 
drinks  

Ð Clear broth then progressively 
thicker soups 

Ð Weight Watchers or other diet 
soups 

Ð V8 juice 
Ð Low fat yoghurt/milk drinks 
Ð Tea and Coffee (minimal) 
Ð Plenty of Water 

Ð Foods that cannot pass through a 
straw (eg. Chunky soups) 

Ð Lumpy foods 
Ð Fizzy drinks 
Ð Alcohol 

 

 
Can I still take my medications if I’m on a liquid diet? 
Yes, if they are small they should be swallowed with liquid, if they are large they 
should be crushed into small enough pieces to be swallowed.  
 
Do I need a multivitamin? 
Yes, a multivitamin is recommended, especially one with vitamin B12, folate, iron 
and a separate calcium supplement. The Sleeve operation makes you more 
vulnerable to deficiencies, and patients undertaking these procedures are highly 
likely to already have these deficiencies. A chewable mulitvitamin, liquid 
multivitamin such as Hivita or an effervescent tablet like Supradyn (allow the 
bubbles to go flat before drinking) are recommended during the liquid diet and 
soft food phases, then a capsule or tablet can be considered. 
 
Do I need a fibre supplement? 
As you will be consuming foods with no bulk and low fibre it is recommended that 
you try a fibre supplement such as Benefibre if you’re bowel motions aren’t regular. 
Other ways of combating constipation include drinking 8 – 10 cups (1600- 2000mls) 
water a day, light walking when you are able to, and natural laxatives such as 
prune juice.  
 
For the third-fourth weeks post-op: Soft food phase 
When fluids are no longer satisfying enough then having pureed foods 
(vegetables, fruit) as well as soups is reasonable. This is usually about 2 weeks after 
surgery, but varies so you should only eat soft foods when you feel comfortable.  
 
Good choices Bad Choices 

Ð Soft breakfast cereals (Weetbix or 
oatmeal - not muesli) 

Ð Tough meats 
Ð Fibrous vegetables (Eg brocolli or 
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Ð Over cooked fruits and vegetables 
(peeled and pureed) 

Ð Well cooked pasta or noodles 
Ð Pureed poultry or fish 
Ð Yoghurt 
Ð Plenty of Water 

asparagus) 
Ð Fruits and vegetables with thick 

skins 

 
 
What else is “soft” food? 
If it can be mashed with a fork or potato masher then it is soft. Feel free to 
experiment with a range of things from different food groups! The food should be 
smooth or pureed, and it is usually recommended to eat no more than ! cup of 
food at each meal or snack. Make sure the food is well cooked and moist to allow 
it to be easily mashed. 
 
Maintenance Diet One month + After Surgery 

What to eat is probably the hardest thing to convey to people before and after 
surgery, and there is no particular diet or type of food that suits everyone. You will 
find that you loose a substantial amount of weight, relatively easily after the sleeve 
gastrectomy, but it is important to eat well otherwise you will easily slide into poor 
food habits, and put on the weight lost in the first 12 – 18 months.  
 
You should continue to eat small portions of foods, high protein foods and plenty 
of fruits and vegetables. For further information on good diet, please feel free to 
make an appointment with our dietitians. 

 
NOTES/QUESTIONS: 
 
 
 
 
 
 
 
 
 
 
 
 
 
This Booklet has been prepared by Dr M L Talbot, whole or part of it may not be reproduced without written approval.  
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