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Metabolic surgery v traditional 
Bariatric surgery

ÅMetabolic surgery ïGI surgery designed with 

the intent to treat type 2 diabetes and obesity 

ÅIt requires a diabetes based model of clinical 

practice consistent with international standards 

of diabetes care

ÅSurgery should be performed in high volume 

centres that understand and are are 

experienced in the management of diabetes and 

GI surgery 

ÅStandard procedures should be used

Diabetes Care 2016;39: 861ï877 
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Accepted conventional techniques 

This has always been a clear 

message from non-surgeons

All have their own risks and 

benefits

There are now multiple new 

ñdiabetesò procedures, however 

in Australia we appear to be 

largely followers not leaders in 

new self-styled variants 

Diabetes Care 2016;39: 861ï877 
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BMI trends in Australian adults

https://theconversation.edu.au/mapping-australias-collective-weight-gain-7816

Walls & Magliano et al, Obesity 2011

2013  Adult Obesity 

28%
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Global & Regional 

Obesity

Global & Regional 

Severe obesity

High income 

English speaking

Light Blue

https://theconversation.edu.au/mapping-australias-collective-weight-gain-7816
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Increasing Prevalence of 

Extreme Obesity

Sturm R. Public Health. 2007;121:492-496.
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Diabetes around the world
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+ÌÛɀÚɯÓÖÖÒɯÈÛɯÛÏÖÚÌɯÞÐÛÏɯËÐÈÉÌÛÌÚɯÐÕɯ
Australia
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 ÜÚÛÙÈÓÐÈÕɀÚɯÞÐÛÏɯÛà×ÌɯƖɯ#ÐÈÉÌÛÌÚɯƖƔƕƕɯ

NORMAL 

BMI 18.5 ï24.9

OVERWEIGHT

BMI 25 ï29.9

Class I

BMI 30 ï34.9

Class II          

BMI 35 ï39.9

Class III 

BMI  ²40 

12% 14%16%29% 29%

* BMI (Body Mass Index): A measurement of an individualôs weight in relation to height (kg/m2).

Clinical Terms Used to Describe Various Levels of Body Fat*

Management and Impact for Long-term Empowerment and 

Success

In press Dixon et al, DRCP 2013
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* BMI (Body Mass Index): A measurement of an individualôs weight in relation to height (kg/m2).

Clinical Terms Used to Describe Various Levels of Body Fat*

30% in the severely obese categories

70% 

Women

http://www.diabetesmiles.org.au/
http://www.diabetesmiles.org.au/
http://www.diabetesmiles.org.au/
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The compounding stressors of severe obesity
in patients with diabetes

Depression Education 

Employment Disability 

Household 

Income 
Women

Severe 

Obesity

Along with obesity related disease this presents 

complex management issues

Dixon et al, DRCP 2013
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SO WHY DO WE NEED 
SURGERY TO PROVIDE 

SUSTAINED WEIGHT LOSS 
AND TREAT OBESITY 

RELATED COMPLICATIONS 
LIKE TYPE 2 DIABETES?
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Every essential for a functional life must 
be carefully regulated

ÅTemperature

ÅOxygen 

saturation

ÅBlood pressure

ÅBlood glucose

ÅFuel stores

The regulation of energy stores is still working when a obese patient 

has lost weight following bariatric surgery 
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Dose response curve
Ɂ ɯÊÏÈÕÎÌɯÐÕɯÙÌÎÜÓÈÛÐÖÕɂ
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Bariatric surgery or effective medical therapy
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Look at the groups that did not get effective therapy ïDiet & 
Exercise and a placebo therapy

Average weigh for participants is approximately 100kg
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Diet Physical Activity

Pharmacotherapy

Surgery

Lifestyle Modification

Diet Physical Activity

Lifestyle Modification

Combination 
Pharmacotherapy

Surgery

Devices

Diet Physical Activity

Lifestyle Modification

Combination 
Pharmacotherapy

Obesity Treatment Pyramid

Current Interim Future

VLCD VLCD

http://www.diabetesmiles.org.au/
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Diet Physical Activity

Pharmacotherapy

Surgery

Lifestyle Modification

Diet Physical Activity

Lifestyle Modification

Combination 
Pharmacotherapy

Surgery

Devices

Diet Physical Activity

Lifestyle Modification

Combination 
Pharmacotherapy

Effective therapies are rarely used
Therapeutic ɬclinical inertia +++

Current Interim Future

VLCD VLCD

Page 20: Baker IDI

WHAT IS THE EVIDENCE?
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Surgical therapy v Lifestyle -Medical
11 randomized controlled trials

Surgical therapy superior for weight loss and HbA1c

Diabetes Care in press 2016
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The evidence ɬ11 RCTs 
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The evidence ɬ11 RCTs 

Page 24: Baker IDI

Efficacy ɬWeight Loss 
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Ann Intern Med, (2006). 144(9): p. 625-33.    JAMA, (2008). 299(3): p. 316-23; 

JAMA, (2010). 303(6): p. 519-26;                    JAMA, (2012). 308(11): p. 1142-9.
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HbA1c  LAGB 73% v 13% remission
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Dixon, J. B., P. E. O'Brien, et al. (2008). "Adjustable gastric banding and conventional 
therapy for type 2 diabetes: a randomized controlled trial." Jama 299(3): 316-323.
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When should Metabolic Surgery be performed?

ÅThe indications for surgery have two levels 

of eligibility

ÅSurgery is an option for this patient

ÅSurgery is recommended for this patient

ÅIn the second case a trained caring 

physician should alert the patients to the 

recommendation and refer if and when 

appropriate 
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The classification of weight category by BMI

Classification BMI(kg/m2)

Principal cut-off points Cut-off points for Asians

Normal range 18.5 - 24.9
18.5 - 22.9

23.0 - 24.9

Pre-obese 25.0 - 29.9
25.0 - 27.4

27.5 - 29.9

Obese class I 30.0 - 34.9
30.0 - 32.4

32.5 - 34.9

Obese class II 35.0 - 39.9
35.0 - 37.4

37.5 - 39.9

Obese class III җплΦл җплΦл

For Asian populations classifications remain the same as the international classification but that public health 
action points for interventions are set at 23, 27.5, 32.5 and 37.5

We address eligibility and prioritization for bariatric surgery within the colouredzones above

Source:  Adapted from WHO 200475.

Bariatric Surgical and Procedural Interventions in the 
Treatment of Obese Patients with Type 2 Diabetes

India

China

Singapore

Taiwan

& others have 

adapted

All countries use BMI criteria in their criteria for B - D surgery

BMI is an excellent measure of fatness
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BMI Range Eligible for surgery Prioritised for Surgery

< 30 No No

30 ï35 YES-Conditional* No

35ï40 YES YES-Conditional*

> 40 YES YES

*HbA1c > 7.5 despite fully optimised conventional therapy, especially if weight is 
increasing, or other weight responsive comorbiditiesnot achieving targets on 
conventional therapies (e.g. blood pressure, dyslipidaemia, obstructive sleep apnoea)

Eligibility and prioritisation for bariatric surgery based on 
failed non -surgical weight loss therapy, BMI, ethnicity 
and disease control

IDF- Bariatric Surgical and Procedural Interventions in the Treatment of Obese Patients with Type 2 Diabetes
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National and international guidelines 
for eligibility for bariatric surgery (adults)

The guidelines above are qualified by the following common elements: 
Appropriate non-surgical weight loss measures have been tried and failed; there 
is the provision for, and a commitment to, long term follow-up; and individual 

risk to benefit ratio needs to be evaluated

NIH (USA) European ADA (USA) SIGN (Scotland) NHMRC 

(Australia)

NICE (UK) 

Year 1991 2007 2010 2010 2013 2014

Recommended >50

Eligible (A):BMI >40 >40 >40 >40 >40

Eligible (B):BMI 35 - 40 with 1 

serious weight 

loss 

responsive 

comorbidity

35 - 40 with 1 

weight loss 

responsive 

comorbidity

35-40 if 

control of 

diabetes and 

comorbidity 

is difficult

>35 with 1 serious 

weight loss 

responsive 

comorbidity

35 - 40 with 1 

serious weight 

loss responsive 

comorbidity

35-40 with disease 

that could improve 

with weight loss

Historic 30 -35 

If Diabetes is poorly 

controlled 

30 -35 

If Diabetes is poorly 

controlled 

Within 10 years of 

diagnosis
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DSS II

Diabetes Care 2016;39: 861ï877 
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Algorithm for the treatment of T2D, as 
recommended by DSS -II voting delegates

Diabetes Care 2016;39: 861ï877 
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Accepted conventional techniques 

This has always been a clear 

message from non-surgeons

All have their own risks and 

benefits

There are now multiple new 

ñdiabetesò procedures, however 

in Australia we appear to be 

largely followers not leaders in 

new self-styled variants 

Diabetes Care 2016;39: 861ï877 
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Dixon, J.B., C.W. le Roux, F. Rubino and P. Zimmet, Bariatric surgery 
for type 2 diabetes. Lancet, (2012). 379(9833): p. 2300-11.
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Surgery is impressive and benefits extend 
well beyond a glucocentric approach

ÅReduced mortality 

ïCardiovascular 

ïCancer

ïDiabetes

ÅImproved QOL in both physical and mental 

domains

ÅImprovement or remission of all obesity related 

complications

ÅHighly cost effective especially for diabetes
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Obesity Is Linked to a Large Number 
of Serious Medical Conditions

Bhoyrul. J Manag Care Med. 2008

Diabetes

Pulmonary Disease

ÅAbnormal Function

ÅObstructive Sleep Apnea

ÅHypoventilation Syndrome

ÅAsthma

Nonalcoholic Fatty

Liver Disease

ÅSteatosis

ÅSteatohepatitis

ÅCirrhosis

Coronary Heart Disease

ÅDyslipidemia

ÅHypertension

Gynecologic Abnormalities

ÅAbnormal Menses

ÅInfertility

ÅPolycystic Ovarian Syndrome

Gall Bladder Disease

Cancer

ÅBreast, Uterus, Cervix,

ÅColon, Esophagus,

Pancreas, Kidney, Prostate

Phlebitis

ÅVenous Stasis

Idiopathic Intracranial Hypertension

Stroke

Cataracts

Severe Pancreatitis

Skin Problems

Gout

Osteoarthritis

Obesity-related Co-morbidities¹
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Who responds well?


