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INTRODUCTION

The World Health Organization (WHO)
officially recognised obesity as a ‘global
epidemic’ in 1997.1 According to WHO, obesity
is defined as a body mass index (BMI) of > 30
kg/m2.1  Obesity is a growing public health
problem in Australia as well, with a reported
28% of Australians aged >18years being obese
in 2014-2015.2 Adults living in the lowest

socio-economic areas were more likely to be
overweight or obese than those in the highest
socioeconomic areas (66% Vs 58 %).2 Obesity
is the second largest contributor to the burden
of disease in Australia.3 Obesity is an
independent risk factor for progression of
chronic kidney disease (CKD).4 There has been
a parallel increase in the prevalence of CKD
with the rise in obesity.5 An epidemic of obesity-
related kidney disease has been predicted.6

Original Article:
CKD.QLD: Effect of bariatric procedures on renal and non-renal parameters

in obese CKD patients
I Ismail,1,2 SK Venuthurupalli,1,2,3 A Cameron,2,3 W.E. Hoy 2,3

1Renal Services, Toowoomba Hospital, Darling Downs Hospital and Health Service [DDHHS], QLD, Australia;
2NHMRC CKD.CRE & CKD.QLD and 3Centre for Chronic Disease, The University of Queensland, Brisbane,

Australia

ABSTRACT
Background: Obesity has an adverse impact on metabolic parameters including CKD. Bariatric procedures produce
significant weight loss compared to non-surgical means and have a positive effect on renal and non-renal parameters.
The present study retrospectively evaluated the effect of bariatric procedures and weight loss on renal function,
proteinuria, hypertension, lipid profile and diabetic status in chronic kidney disease (CKD) patients in Queensland,
Australia.
Methods: Of the 880 patients who consented to the CKD Registry, data of patients who underwent bariatric procedures
were analysed. Changes in anthropometric measures, renal functions, lipid profile, glycosylated haemoglobin A1c
(HbA1c) (%), proteinuria and requirement for blood pressure medications and insulin dose were noted during follow-
up. 
Results: Eight patients (1%) (mean age 48 years: there were 5 men) underwent bariatric procedures (gastric banding
- four, gastric sleeve - three and gastric bypass - one). Mean follow-up duration was 10 years. During follow-up a trend
towards reduction was noted in weight (kg) (163 - 115 p = 0.01), proteinuria (g/mol) (381 - 65 p = 0.302), HbA1c (%)
(8.1 to 6.7 p = 0.03) and total cholesterol (mmol/L) (4.7 to 4.0 p = 0.33). The estimated glomerular filtration rate
(eGFR) (mL/min/1.73m2) did not change significantly (58.1 - 54.1 p = 0.426). Reductions of anti-hypertensive
medications (1.8 - 0.75, p = 0.08) and insulin dose (IU) (61.3 - 25 p = 0.37) were also noted. One patient developed
complications requiring removal of the gastric band. One patient progressed to end-stage renal disease. 
Conclusions: There was significant weight loss leading to improvement in multiple metabolic parameters. There was
a trend towards a slow progression of CKD post-bariatric surgery during the follow-up. Although the numbers are
small bariatric procedures appears to have a significant role in the management of obesity associated with CKD and
related metabolic conditions. 
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The rising popularity of bariatric surgery is
attributed mainly to its beneficial effects on
obesity related conditions such as insulin
resistance, hypertension, obstructive sleep
apnoea and reduction of mortality, that are
maintained up to 18 years postoperatively.4

These related conditions play a key role in
development and progression of CKD. Non-
surgical weight  loss regimens (calorie
restriction, exercise, and/or anti-obesity drugs)
also have potential renal benefits of reduced
proteinuria and stabilisation of renal function.5
However, bariatric surgery has been shown to
not only reduce proteinuria but also normalise
glomerular hyperfiltration.5 There are three
main types of bariatric procedures conducted
in Australia. These include sleeve gastrectomy
and laparoscopic adjustable gastric banding,
which are “restrictive” type of surgical
procedures, and Roux-en-Y gastric bypass
which is classed as a “mal-absorptive”
procedure.  

Darling Downs-Maranoa region, west of
Brisbane, has the highest rate of obesity, at 44%,
in the country.7 The aim of  this  study was  to
evaluate the effect of bariatric procedures on
both renal and non-renal parameters in CKD
patients from this region.

MATERIAL AND METHODS

All patients who attended public renal clinics
in Darling Downs Hospital and Health Service
(DDHHS) in Queensland, Australia were
offered enrolment into the Chronic Kidney
Disease in Queensland (CKD.QLD) Registry,
with informed consent.  Among a total of 880
patients recruited, between June 2011 and June
2016, those who underwent any bariatric
procedures were identified from this registry
database and included in this retrospective
study. BMI was classified per WHO
classification (Table 1). Renal function was
measured using Modification of Diet in Renal

Disease (MDRD) initially (2006-2012) and
Chronic Kidney Diseases Epidemiology
Collaboration (CKD-EPI) formula from 2012
onwards.8 Random urine protein: creatinine
rat io was used to assess for degree of
proteinuria. Renal function was classified as
per CKD stages based on Kidney Disease
Outcomes Quality Init iative (KDOQI)
classification.9 Diabetic status was defined by
HbA1c status and number of antihypertensive
medication was noted as an indication of blood
pressure control. Total cholesterol and
triglycerides were also reviewed.

A detailed chart review for all relevant clinical
data during clinic review was performed for
the patients selected. Relevant pathology results
were obtained from both public and private
laboratories for pre-defined parameters pre/
post-bariatric procedures. Some data missing
from patient charts were obtained from patients
during follow-up visits prospectively.

Statistical analysis

A p-value < 0.05 was considered significant.
All variables with a normal distribution are
expressed as the mean ± standard deviation. A
paired-samples t-test was conducted to compare
renal and non-renal parameters before and after
bariatric procedures. The Statistical Package for
Social Sciences (IBM SPSS version 22.0) was
used to perform the statistical analysis.

Table 1: WHO classification of underweight,
overweight and obesity by BMI

Classification BMI, kg/m2

Underweight <18.5
Ideal 18.5 - 24.9
Overweight 25.0 - 29.9
Obesity > 30
     Class I 30 - 34.9
     Class II 35.0 - 39.9
     Class III  40
BMI = body mass index
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RESULTS

Among 880 patients enrolled in the CKD.QLD
registry, eight patients underwent bariatric
procedures. There were four gastric banding,
three gastric sleeves and one gastric bypass
procedure performed (Figure 1).  Mean age was
48 ± 12 years and three were female. Five
patients had type 2 diabetes. Three patients
were CKD stage 1, one patient CKD stage 2,
one patient had CKD stage 3A and three
patients had CKD stage 4 pre-bariatric
procedure.

Mean post-procedure follow-up was 9.8 ± 2
years. During follow-up a trend towards
reduction was noted in weight (kg) (163.4 to
114.7,  p = 0.01), proteinuria (g/mol) (381 to
64.8 p = 0.302), HbA1c (%) (8.1 to 6.7, p = 0.03)
and total cholesterol (mmol/L) (4.7 to 4.0,
p = 0.33). eGFR (mL/min/1.73m2) did not
change significantly (58.1 mL/min/1.73m2 to
54.1 mL/min/1.73m2, p= 0.426), Reduction of
anti-hypertensive medication use (1.8 to 0.75,
p = 0.08) and insulin dose (IU) (61.3 to 25,

p = 0.37) were also noted. These details are
shown in Table 2.

Table 2: Mean change in parameters post-bariatric procedures
Pre-bariatric procedure Post-bariatric procedure

Variable Mean Min Max Mean Min Max p-value*
Urea (mmol/L) 12.36 4.60 27.00 10.36 5.90 16.20 0.22

Serum creatinine (µmol/L) 141.63 70.00 254.00 187.25 60.00 600.00 0.39

eGFR (ml/min/1.73m2) 58.13 17.00 92.00 54.25 7.00 90.00 0.43

Weight (kg) 163.38 139.00 200.00 114.67 78.30 134.70 0.01

BMI (kg/m2) 53.21 44.00 60.90 37.13 31.00 41.00 0.01

Number of antihypertensive medications 1.75 0.00 6.00 0.75 0.00 2.00 0.09

Total cholesterol (mmol/L) 4.69 3.40 8.50 4.21 2.80 6.00 0.33

LDL cholesterol (mmol/L) 3.39 2.06 5.71 2.26 1.74 3.00 0.46

Triglycerides (mmol/L) 2.40 1.10 4.60 1.80 0.70 4.10 0.83

High Density Lipoprotein cholesterol 1.00 0.80 1.23 1.10 1.01 1.16 0.54
(mmol/L)

HbA1c (%) 8.18 5.7 9.7 6.7 5.7 8.2 0.03

Urine Prot:Cr ratio (g/mol) 381.00 6.00 1200.00 64.83 13.00 180.00 0.30
eGFR = estimated glomerular filtration rate test; BMI = body mass index; LDL = low density lipoprotein; HbA1c =
glycosylated haemoglobin
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Figure 2: Change in obesity class post-bariatric procedures

Figure 3: Change observed in various parameters after bariatric procedures
BMI = body mass index, eGFR = estimated glomerular filtration rats, LDL = low density lipoprotein, HbAic =
glycosylated haemoglobin, PCR = protein creatinine ratio
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The procedures performed are shown in Figure
1. Change in obesity class post-bariatric
procedure is shown in Figure 2. Change

observed in various parameters after bariatric
procedures are shown in Figure 3. Change in
CKD stage and eGFR in relation to reduction
in BMI are depicted in Figures 4 and 5
respectively. One patient developed complica-
tions requiring removal of the gastric band. One
patient progressed to end-stage kidney failure
requiring haemodialysis.

For subgroup analysis of correlation of weight
loss and change in renal function, our patients
were sub-divided into three groups (Figure 5).
Group A (n=2) included patients who had
improved renal function (eGFR), group B
(n =2) had stable renal function (eGFR) and
group C (n=4) had reduction in renal function
(eGFR) post bariatric procedures. Patients in
the latter group on average had a longer
duration post bariatric surgery (Group A = 6
years, Group B = 2 years and Group C 16 years),
more advanced CKD represented as stage 4
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Figure 4: Change in CKD stage post-bariatric procedures
CKD = Chronic kidney disease

Figure 5: Change in renal function (eGFR) in relation to reduction in weight (BMI)
eGFR = estimated glomerular filtration rate test; BMI = body mass index
Group A = patients with improved eGFR, Group B = patients with no change in eGFR and Group C = patients who
had a reduction in eGFR post-bariatric procedures
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(group A =1, group B = none, group C = 2).
There were complications requiring surgical
revision in one patient. Age, change in weight
loss and other co-morbidities were similar in
three groups. Pearson’s correlation did not show
a significant correlation with weight loss and
change in renal function (eGFR) for the entire
cohort (r = –0.35. p = 0.40).

DISCUSSION

Obesity is a well-known risk factor for
increased cardiovascular disease, diabetes
mellitus, hypertension and obstructive sleep
apnoea.10 All  of  them  in  turn  have  adverse
impacts on progression of CKD. The
relationship between obesity and proteinuria
has been described more than two decades ago
and increasing literature has supported harmful
renal effects of obesity.11,12 Many potential
factors, including hormonal factors, oxidative
st ress, inflammation and endothelial
dysfunction have been implicated as causes of
CKD in patients with obesity.13 Hence, there is
a growing interest in offering bariatric surgery
to these patients to halt the progression of CKD.
The results of our study showed a trend in
improvement in all the renal and non-renal
parameters  (Table 2).

Though gastric banding was the most common
procedure performed in this cohort (Figure 1),
this procedure has not been favoured in recent
times in comparison with the gastric sleeve,
currently the most  common bariatric
procedure.14,15 The decrease in gastric banding
is reported to be due to its relatively modest
amount  of weight loss and long-term
complications requiring removal or revision
surgery.10,16,17 One of our patients had the gastric
band removed in our study. 

There was a significant mean weight loss
following bariatric procedures in our study.
Every patient had significant and sustained
weight loss throughout follow-up (Figure 2).
Bariatric procedures are one of the fastest
growing procedures performed worldwide and

are superior to non-surgical interventions in
achieving sustained weight loss.10,11,18

A mean reduction of HbA1c and total insulin
dose following bariatric surgery noted in this
study is similar to previous studies that have
shown that bariatric surgery in combination
with medical therapy achieved significantly
better glycaemia control in uncontrolled type
2 diabetic patients.19 Nearly 20% reduction in
HbA1c and 60% reduction in insulin require-
ments post-bariatric procedures were noted in
this cohort (Figure 3).

Obesity worsens proteinuria and accelerates the
progression of CKD.20-23 Results of two meta-
analyses evaluating renal outcomes has shown
that for every kilogram of weight loss there was
an average reduction of 110 mg in proteinuria
and a 1.1 mg decrease in microalbuminuria and
surgical procedures normalized GFR.5,24 There
was a reduction of proteinuria and slowed
progression of CKD (majority CKD stage 2)
in our cohort during follow-up after bariatric
procedures (Figure 4).

There was a trend towards improvement in
blood pressure control as demonstrated by a
reduction in number of antihypertensive
medications and an improvement in lipid
profile, with reductions in total cholesterol,
LDL cholesterol and triglycerides, and a rise
in HDL cholesterol, consistent with numerous
other studies.10,25 

The major limitation is the small study size and
observational nature, which has its inherent
bias. Renal function (eGFR) calculated from
current formulae are not validated in morbidly
obese patients which may be a limitation of this
method to assess renal function in this setting. 
However, recent literature suggests that eGFR
calculated from CKD-EPI formula has a good
correlation with the gold standard using inulin
or iohexol clearance in patients with eGFR
 60 mL/min per 1.72 m2 with a BMI range up
to 40kg/m2.26  It has also been shown that waist
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circumference and waist-to-hip ratio (WHR) as
indices of visceral obesity are probably more
sensitive predictors of renal injury than
BMI.27,28 However, this data was not available
for our patients. One of the major strengths of
this study is the mean follow-up of our patients
at 9.8 years. This is also the first study to look
at this subject in an Australian setting.  We also
reported all the documented complications
associated with the bariatric procedures such
as kidney stones and revision surgeries.  

Nephrologists are hesitant to initiate a referral
for bariatric procedures, despite literature
supporting renal benefits, possibly due to
misconceptions and safety concerns including
fear of worsening renal function.29 Furthermore,
some studies have shown a paradoxical neutral
effect or even benefit with obese patients on
dialysis.30-32 Given there is no consensus on
weight management strategies in CKD patients
with obesity, analysis of individual centre data
and reflection on the results is paramount in
moving forward in this important area that
affects an increasing number of CKD patients.

The present study has shown that bariatric
procedures have an impact  on multiple
metabolic parameters in CKD pat ients,
including slowing the progression of renal
disease. Larger prospective trials on the impact
of these procedures on CKD progression
including looking at barriers for bariatric
procedures in the CKD population is important.

ACKNOWLEDGEMENTS

The Authors wish to acknowledge Chronic
Kidney Disease in Queensland Research
Collaborative (CKD.QLD) (ht tp://
www.ckdqld.org): Prof Wendy E Hoy, Dr Helen
Healy, Prof Robert Fassett, Dr Zamin Wang,
Dr Jenny Zhang, Ms Anne Cameron, on behalf
of the collaborative; Darling Downs Hospital
and Health Service (DDHHS): Dr
Govindarajulu S, Dr Lee A, Dr Gupta AK,  Josie

Skewes, John Fanning, Ian Fox, Andrea Rolfe
and Robyn Bailey; and all the patients who are
participating in the CKD.QLD Registry Study.

Authors also acknowledge the funding for the
establishment of CKD.QLD provided by Prof
W.E. Hoys’ NHMRC Australian Fellowship
(#5110810), the Colonial Foundation
(Melbourne, Australia), AMGEN Australia,
Roche, Shire, Janssen and Queensland Health;
and the NHMRC CKD Centre of Research
Excellence (#1079502).

REFERENCES
1. Obesity: preventing and managing the global

epidemic. Report of a WHO consultation. World
Health Organization technical report series.
2000;894:1-253.

2. Australian Institute of Health and Welfare.
Australia’s health 2016. Canberra: Australian
Institute of Health and Welfare [Cat. no. AUS
199);2016.

3. Overweight and obesity. Australian Institute of
Health and Welfare. Available at URL: http://
www.aihw.gov.au/overweight-and-obesity/.
Accessed on Nov 1, 2016.

4. Ahmed MH, Byrne CD. Bariatric surgery and renal
function: a precarious balance between benefit and
harm. Nephrol Dial Transplant 2010;25:3142-7.

5. Navaneethan SD, Yehnert H, Moustarah F,
Schreiber MJ, Schauer PR, Beddhu S. Weight loss
interventions in chronic kidney disease: a
systematic review and meta-analysis. Clin J Am
Soc Nephrol 2009;4:1565-74.

6. Chagnac A,Weinstein T, Hesman M, Hinseh J,
Gafter U, Ori Y. The effects of weight loss on renal
function in patients with severe obesity. J Am Soc
Nephrol 2003;14:1480-6.

7. Nichols M P, K, Herbert J, Allender S. Australian
heart disease statistics. Overweight, obesity and
cardiovascular disease - past, present anf future.
Melbourne: National Heart Foundation of
Australia; 2015.

8. Michels WM, Grootendorst DC, Verduijn M,
Elliott EG, Dekker FW, Krediet RT. Performance
of the Cockcroft-Gault, MDRD, and new CKD-
EPI formulas in relation to GFR, age, and body
size. Clinical journal of the American Society of
Nephrology : Clin J Am Soc Nephrol.
2010;5:1003-9.

CKD.QLD: Effect of bariatric procedures in obese CKD patients Ismail et al



102

9. Levey AS, Eckardt KU, Tsukamoto Y, Levin A,
Coresh J, Rossert J, et al.  Definition and
classification of chronic kidney disease: a position
statement from Kidney Disease: Improving Global
Outcomes (KDIGO). Kidney Int 2005;67:2089-
100.

10 Buchwald H, Oien DM. Metabolic/bariatric
surgery worldwide 2011. Obes Surg 2013;23:427-
36.

11. Weisinger JR, Kempson RL, Eldridge FL,
Swenson RS. The nephrotic syndrome: a
complication of massive obesity. Ann Intern Med.
1974;81:440-7.

12. Amann K, Benz K. Structural renal changes in
obesity and diabetes. Semin Nephrol. 2013;33:23-
33.

13. De Jong PE, Verhave JC, Pinto-Sietsma SJ, Hillege
HL. Obesity and target organ damage: the kidney.
International journal of obesity and related
metabolic disorders : Int J Obs Relat Metab Disord
2002;26:S21-4.

14. Estimate of Bariatric Surgery Numbers, 2011-
2015. American Society for Metabolic and
Bariatric Surgery;2016.

15. Davies SW, Efird JT, Guidry CA, Penn RI, Sawyer
RG, Schirmer BD, et al. Twenty-first century
weight loss: banding versus bypass. Surg Endosc
2015;29:947-54.

16. O’Brien PE, MacDonald L, Anderson M, Brennan
L, Brown WA. Long-term outcomes after bariatric
surgery: fifteen-year follow-up of adjustable
gastric banding and a systematic review of the
bariatric surgical literature. Ann surg 2013;257:87-
94.

17. Carandina S, Tabbara M, Galiay L, Polliand C,
Azoulay D, Barrat C, et al. Long-Term Outcomes
of the laparoscopic adjustable gastric banding:
weight loss and removal rate. a single center
experience on 301 patients with a minimum
follow-up of 10 years. Obes Surg 2017;27:889-
95.

18. Sjostrom L, Lindroos AK, Peltonen M, Torgerson
J, Bouchard C, Carlsson B, et al. Lifestyle,
diabetes, and cardiovascular risk factors 10 years
after  bariatr ic surgery. N Engl J Med
2004;351:2683-93.

19. Schauer PR, Kashyap SR, Wolski K, Brethauer
SA, Kirwan JP, Pothier CE, et al. Bariatric Surgery
versus intensive medical therapy in obese patients
with diabetes. N Engl J Med. 2012; 366:1567-76.

20. Ejerblad E, Fored CM, Lindblad P, Fryzek J,
McLaughlin JK, Nyren O. Obesity and risk for
chronic renal failure. J Am Soc Nephrol
2006;17:1695-702.

21. Ferris M, Hogan SL, Chin H, Shoham DA, Gipson
DS, Gibson K, et al. Obesity, albuminuria, and
urinalysis findings in US young adults from the
Add Health Wave III study. Clin J Am Soc Nephrol
2007;2:1207-14.

22. Praga M, Morales E. Obesity, proteinuria and
progression of renal failure. Curr opin nephrol
hypertens 2006;15:481-6.

23. Rutkowski P, Klassen A, Sebekova K, Bahner U,
Heidland A. Renal disease in obesity: the need for
greater attention. J Ren Nutr 2006;16:216-23.

24. Afshinnia F, Wilt TJ, Duval S, Esmaeili A, Ibrahim
HN. Weight loss and proteinuria: systematic
review of clinical trials and comparative cohorts.
Nephrol Dial Transplant 2010;25:1173-83.

25. Serpa Neto A, Bianco Rossi FM, Dal Moro
Amarante R, Alves Buriti N, Cunha Barbosa Saheb
G, Rossi M. Effect of weight loss after Roux-en-Y
gastric bypass, on renal function and blood
pressure in morbidly obese patients. J Nephrol
2009;22:637-46.

26. Lemoine S, Guebre-Egziabher F, Sens F, Nguyen-
Tu MS, Juillard L, Dubourg L, et al. Accuracy of
GFR estimation in obese patients. Clin J Am Soci
Nephrol 2014;9:720-7.

27. Elsayed EF, Sarnak MJ, Tighiouart H, Griffith JL,
Kurth T, Salem DN, et al. Waist-to-hip ratio, body
mass index, and subsequent kidney disease and
death. Am J Kidney Dis 2008;52:29-38.

28. Pinto-Sietsma SJ, Navis G, Janssen WM, de Zeeuw
D, Gans RO, de Jong PE. A central body fat
distribution is related to renal function impairment,
even in lean subjects. Am J Kidney Dis
2003;41:733-41.

29. Alexander JW, Goodman HR, Gersin K, Cardi M,
Austin J, Goel S, et al. Gastric bypass in morbidly
obese patients with chronic renal failure and kidney
transplant. Transplantation 2004;78:469-74.

30. Johansen KL, Young B, Kaysen GA, Chertow GM.
Association of body size with outcomes among
patients beginning dialysis. Am J Clin Nutr
2004;80:324-32.

31. Leavey SF, McCullough K, Hecking E, Goodkin
D, Port FK, Young EW. Body mass index and
mortality in ‘healthier’ as compared with ‘sicker’
haemodialysis patients: results from the Dialysis
Outcomes and Practice Patterns Study (DOPPS).
Nephrol Dial Transplant 2001;16:2386-94.

32. Fleischmann E, Teal N, Dudley J, May W, Bower
JD, Salahudeen AK. Influence of excess weight
on mortality and hospital stay in 1346 hemo-
dialysis patients. Kidney Int 1999;55:1560-7.

CKD.QLD: Effect of bariatric procedures in obese CKD patients Ismail et al




