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ORIGINAL SCIENTIFIC PRESENTATION 

Weight Loss Tongue Patch: An Alternative Nonsurgical 
Method to Aid in Weight Loss in Obese Patients 
Paul N. Chugay, MD; Nikolas V. Chugay, DO 

Introduction: Despite efforts on the part of patients, some 
are not able to achieve significant weight loss because of 
poor compliance with balanced diets and exercise programs. 
The tongue patch is a means of ensuring that the patient 
abides by a strict low-calorie diet plan to achieve maximal 
weight loss, while engaging in a moderate exercise regimen. 

Materials and Methods: A retrospective chart review 
was performed on patients who underwent the tongue patch 
procedure from 2009 to 2013. All patients had a piece of 
Marlex mesh affixed to the tongue using prolene sutures. At 
the 30-day mark, each patient's weight was recorded. Data 
were then tabulated. Complications were also identified 
from the patient charts and analyzed. 

Results: A total of 81 patients received the tongue patch. 
Mean weight loss was 16.0 lb (range = 0-37 lb). The total 
weight lost by all participants was 1104.5 lb. The average 
starting body mass index was 32.4 (range = 24.3-45.3) and 
average change in body mass index was 2.9 (range = 0- 5.1) 
. No serious complications were noted. 

Conclusions: While maintaining a strict low-calorie diet 
plan and adhering to a regular exercise regimen, patients 
using a tongue patch can achieve significant weight loss 
over a 30-day period with relatively minimal procedural 
risk. 

I n the 21st century, great concerns persist regarding 
the obesity epidemic in the United States. Based on 

statistics from 1999 to 2002, an estimated 30% of per­
sons in the United States met the criteria for obesity, 
a statistic that is mirrored in many industrialized coun­
tries around the world. 1 Severe obesity is known to 
carry higher mortality and morbidity.2 The health 
consequences of obesity include heart disease, diabetes , 

hypertension, hyperlipidemia, osteoarthritis , and sleep 
apnea. Weight loss of even 5-10% has been associ­
ated with a marked reduction in the risk of these 
chronic diseases and the incidence of diabetes .3- ' 2 

Physicians are constantly working to improve the 
quality of life and health of their patients by advocat­
ing maintenance of a healthy weight, but unfortunately 
an admonition about the need to lose weight is not 
enough for most patients. Occasionally, physicians 
need to use other tools, such as low-calorie diets , 
medications, and surgical procedures to help patients 
achieve lower, healthier weights . 

As a general statement, the National Institutes of 
Health (Nlli) says obesity should be treated with one 
or more of the following strategies: a diet low in 
calories, increased physical activity , behavior therapy, 
prescription medications, and/or weight loss surgery.13 

Over the years , physicians have developed various 
diet plans to help patients lose weight. The Nlli has 
further classified the types of low-calorie diets that are 
currently available to help patients achieve weight loss 
goals. A low-calorie diet is between 1000 and 1600 
kcal/day; it consists of regular foods but may include 
meal replacements. A very-low-calorie diet (VLCD), 
on the other hand, provides up to 800 kcal/day. VLCDs 
use commercial formulas , usually liquid shakes, to 
replace all your regular meals. A VLCD is meant for 
short-term, rapid weight loss and is often used to 
jump-start a long-term obesity treatment program. 
Despite the significant weight loss that can be achieved 
with a VLCD, the Nlli warns that weight loss can 
only be maintained if the patient adopts a healthy, 
long-term eating plan and good physical activity 
habits.13 

Despite efforts on the part of the patients to engage 
in low-calorie diets, some are not able to achieve 
significant weight loss because of poor compliance 
with balanced diets and exercise programs. Bariatric 
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surgery, in the form of the jejunoileal bypass, was 
introduced in 1954 to help patients who were unable 
to reach weight loss goals on their own and suffered 
from morbid obesity. Weight loss is achieved by 
retooling the digestive system to create a malabsorp­
tive state. This procedure was abandoned because it 
caused significant diarrhea, nutritional deficiencies , 
and irreversible hepatic cirrhosis in patients. Gastro­
plasty was first introduced by Gomez 14 in 1981. In his 
work, Gomez described stapling the stomach into a 
smaller gastric pouch that limited the size of meals 
that could be consumed, thus promoting early satiety. 
The first gastric bypass was performed in 1967 by 
Mason and Ito. 15 This procedure combined a small 
gastric pouch with the bypass of a portion of the small 
intestine to create a restrictive and malabsorptive 
means of weight loss. This initial description has been 
modified over the years to create the Roux-en-Y gas­
tric bypass (RYGB ) surgery that has become the 
mainstay of obesity surgery. For those patients who 
do not want to undergo a major diversion of their 
digestive tract, the laparoscopic adjustable band has 
become a good option. Since its approval by the US 
Food and Drug Administration in June 2001, many 
surgeons are using the laparoscopic adjustable gastric 
band as a means of effecting substantial weight loss 
without the notable risks associated with open or 
laparoscopic gastric bypass. More recently, attention 
has been turned to gastric stapling, which is showing 
excellent results without many of the complications 
of gastric bypass, particularly bleeding, anastomotic 
leaks, adhesive disease, or death. 16 

With the increasing numbers of gastric bypass sur­
geries being performed, researchers have investigated 
the high complication rates observed.17

-
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these risks , the physician must have a candid discus­
sion with the patient about risks and benefits of major 
surgical intervention. In an effort to help patients lose 
weight without subjecting them to major surgery andits 
inherent complications, the tongue patch procedure 
was born. 

In this rapid procedure, which has minimal risks 
and was first introduced in 2009, a mesh prosthesis is 
placed on the patient's tongue, making it difficult to 
swallow solid foods. The tongue patch is a means of 
ensuring that the patient abides by a strict VLCD plan 
to achieve maximal weight loss, while engaging in 
a moderate exercise regimen (at least 30 minutes of 

cardiovascular work per day). Applying a mesh 
prosthesis that makes eating uncomfortable makes it 
difficult for a patient to continue his or her maladaptive 
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behavior of poor dietary control; the patient is able to 
regain the upper hand and ideally make permanent 
lifestyle changes that will lead to weight loss in the 
short term (treatment period) and successful weight 
maintenance in the long term. We herein propose a 
procedure that has minimal risks and the potential to 
help patients who are obese lose weight, rather than 
subjecting patients to invasive surgeries that have the 
potential for significant complications. 

Anatomy and Function of the Tongue 
The tongue is the principal organ of taste and is 

critical in helping propulse food into the oropharynx. 2 1 

Its root is collllected to the hyoid bone by the hyoglos­
sus and genioglossus muscles. The dorsum of the 
tongue is convex and marked by a medial sulcus, 
which divides it into symmetrical halves. The muscu­
lature of the tongue consists of extrinsic and intrinsic 
muscles. The extrinsic muscles originate outside the 
tongue and include the genioglossus, hyoglossus, 
styloglossus, chondroglossus, and glossopalatinus. In 
contrast, the intrinsic muscles are contained entirely 
within the tongue and include the longitudinalis 
superior and inferior, the transversus, and the vertica­
lis. The muscles of the tongue are supplied by the 
hypoglossal nerve. The lingual nerve is a branch of 
the marginal mandibular nerve (CN V) and supplies 
sensory illllervation to the anterior two-thirds of the 
tongue. The chorda tympani is a branch of the facial 
nerve (CN VII) and provides taste to the anterior 
two-thirds of the tongue. The lingual branch of the 
glossopharyngeal nerve supplies taste and sensation to 
the root and sides of the tongue. The main artery of 
the tongue is the lingual branch of the external carotid. 
The primary drainage of the tongue is via the lingual 
vein. These major neurovascular structures are located 
deep within the tongue along the ventral surface 
(Figure 1). 

During norn1al swallowing, the tongue undergoes 
several muscular deformations to move food into the 
oropharynx. The ingested bolus is initially contained 
in a groove-like depression in the middle dorsal sur­
face of the tongue (early accommodation). This depres­
sion is then translated in a posterior direction until the 
bolus comes to rest at the posterior edge of the tongue 
(late accommodation). Finally, the oral stage of the 
swallow is concluded by the rapid clearance of the 
bolus retrograde into the oropharynx (propulsion) with 
a scraping of the bolus along the hard palate and 
adjustment in the position of the hyoid honeY 












