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The future of patients with class 2 obesity without comorbidity
(A one-year prospective follow-up study)
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Background:

1991

NIH Consensus
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Background:

More than 30 years ago, the National Institutes of Health (NIH) issued a
statement regarding the indications for Metabolic and Bariatric Surgery
(MBS) and since then, many providers and insurance institutions in
many countries use this statement as standard criteria for MBS.
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SURGERY FOR OBESITY
AND RELATED DISEASES

Surgery for Obesity and Related Diseases 1 (2005) 371-381

2004 ASBS Consensus Conference

Consensus Conference Statement
Bariatric surgery for morbid obesity: Health implications for patients,
health professionals, and third-party payers
Henry Buchwald, M.D., Ph.D., F.A.C.S.

For the Consensus Conference Panel
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nature publishing group ARTICLES

INTERVENTION AND PREVENTION

Appropriateness Criteria for Bariatric
Surgery: Beyond the NIH Guidelines

Irina Yermilov'?, Marcia L. McGory', Paul W. Shekelle?, Clifford Y. Ko'? and Melinda A. Maggard*'*

Careful selection of barniatric patients is critical for successful cutcomes. In 1991, the NIH first established patient
selection guidelines; however, some surgeons operate on individuals outside of these criteria, i.e., extreme age groups.
We developed appropriateness criteria for the spectrum of patient charactenstics including age, BMI, and severity of
eight obesity-related comorbidities. Candidate criteria were developed using combinations of patient characteristics
including BMI: 240kg/m?, 35-39, 32-34, 30-31, <30; age: 12-18, 19-55, 56-64, 65+ years old; and comorbidities:
prediabstes, diabetes, hypertension, dyslipidemia, sleep apnea, venous stasis disease, chronic joint pain, and
gastroesophageal reflux (plus severity level). Criteria were formally validated on their appropriateness of whether the
benefits of surgery clearly outweighed the risks, by an expert panel using the RAND/UCLA moadified Delphi method.
Nearly all comorbidity severity criteria for patients with BMI 240kg/m* or BMI = 35-39kg/m” in intermediate age

groups were found to be appropriate for surgery. In contrast, patients in the extreme age categories were considered
appropriate surgical candidates under fewer conditions, primarily the more severe comorbidities, such as diabetes and
hypertension. For patients with a BMI of 32-34, only the most severe category of diabetes (Hgb A1c >9, on maximal
medical therapy), is an appropriate criterion for those aged 19-64, whereas many mild to moderate severity comorbidity
categories are “"inappropriate.” There is overwhelming agreement among the panelists that the cument evidence

does not support performing bariatric surgery in lower BMI individuals (BMI <32). This is the first development of
appropriateness criteria for bariatric surgery that includes severity categories of comorbidities. Only for the most severe
degrees of comorbidities were adolescent and elderly patients deemed appropnate for surgery. Patient selection for
bariatric procedures should include consideration of both patient age and comorbidity severity.
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Beyond BMI: the need for new guidelines governing the use of
bariatric and metabolic surgery

Prof. David E Cummings, MD and Ricardo V Cohen, MD

Diabetes and Obesity Center of Excellence and Veterans Affairs Puget Sound Health Care
System, University of Washington School of Medicine, Seattle, WA, USA (Prof D E Cummings
MD); and The Center of Excellence in Bariatric and Metabolic Surgery, Oswaldo Cruz Hospital,
Séao Paulo, Brazil (R V Cohen MD)

Abstract

Bariatric suagery use is largely governed worldwide by a 1991 National Institutes of Health
consensus statement that advocates BMI as the primary operative criterion and restricts surgery to
severely obese patients. These guidelines have been enormously valuable in standardising
practice, thereby facilitating accumulation of a copious database of information regarding long-
term surgical benefits and risks, from vast clinical experience and research. However, the National
Institutes of Health recommendations had important limitations from the outset and are now
gravely outdated. They do not account for remarkable advances in minimally invasive surgical
techniques or the development of entirely new procedures. In the two decades since they were
crafted, we have gained far greater understanding of the dramatic, weight-independent benefits of
some operations on metabolic diseases, especially type 2 diabetes, and of the inadequacy of BMI
as a primary criterion for smrgical selection. Furthermore, there is now a substantial and rapidly
burgeoning body of level-1 evidence from randomised trials comparing surgical versus non-
surgical approaches to obesity, type 2 diabetes, and other metabolic diseases, including among
only mildly obese or merely overweight patients. Herein, we present arguments to impel the
development of new guidelines for the use of bariatric and so-called metabolic surgery to inform
clinical practice and insurance compensation.
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Check for SURGERY FOR OBESITY
| updates | AND RELATED DISEASES

Surgery for Obesity and Related Diseases 14 (2018) 1071-1087

ASMBS statements/guidelines

ASMBS updated position statement on bariatric surgery in class I
obesity (BMI 30-35 kg/m?)

Ali Aminian®*, Julietta Chang®, Stacy A Brethauer®, Julie J. Kim", for the American Society
for Metabolic and Bariatric Surgery Clinical Issues Committee

4 Bariatric and Metabolic Institute, Department of General Surgery, Cleveland Clinic, Cleveland, Ohio
® Harvard Medical School, Mount Auburn Hospital, Cambridge, Massachusetts

Received 31 May 2018; accepted 31 May 2018
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tateres: | SURGERY FOR OBESITY
AND RELATED DISEASES

R, 34
El SFVIFR Surgery for Obesity and Related Discases 18 (2022) 1345-1356
L - ’

Original article

2022 American Society for Metabolic and Bariatric Surgery (ASMBS)
and International Federation for the Surgery of Obesity and Metabolic
Disorders (IFSO): Indications for Metabolic and Bariatric Surgery

Dan Eisenberg, M.D.“*, Scott A. Shikora, M.D.", Edo Aarts, M.D., Ph.D.",

Ali Aminian, M.D.”, Luigi Angrisani, M.D.%, Ricardo V. Cohen, M.D., Ph.D.,
Maurizio De Luca, M.D.?, Silvia L. Faria, Ph.D.", Kasey P. S. Goodpaster, Ph.D.",
Ashraf Haddad, M.D.", Jacques M. Himpens, M.D., Ph.D.’, Lilian Kow, BM.B.S., Ph.D.*,
Marina Kurian, M.D.", Ken Loi, M.B.B.S., B.Sc. (Med)",

Kamal Mahawar, M.B.B.S., M.Sc.", Abdelrahman Nimeri, M.D., M.B.B.Ch.",
Mary O’Kane, M.Sc.. R.D.", Pavlos K. Papasavas, M.D.", Jaime Ponce, M.D.’,
Janey S. A. Pratt, M.D.™", Ann M. Rogers, M.D., Kimberley E. Steele, M.D.. Ph.D.",
Michel Suter, M.D."", Shanu N. Kothari, M.D."
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What iIs the result of not burdening insurance institutions and providers to
accept MBS in patients with obesity class 2 without comorbidities?

Are these patients able to lose extra weight using non-surgical lifestyle
modification methods?
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127 patients with class 2 obesity (35< BMI<40) without comorbidities were followed
for one year without undergoing bariatric surgeries. All patients were warned about their
excess weight and advised to lose weight and modify their lifestyle and follow a proper
diet. They were warned about the risks and complications related to obesity. After one
year, all the patients were invited for re-consultation and their conditions were evaluated
In terms of metabolic status and excess weight.
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Mean primary BMI was 37.2 Kg/m?. At the end of one-year follow up, 104
patients were evaluated. During one year, 23 patients presented with BMI>40
Kg/m? and underwent surgery.

Mean BMI was 38.3 Kg/m? at one year.

At the end of one year, 7 patients were newly diagnosed with type 2 diabetes, 11
patients were diagnosed with dyslipidemia and 6 patients with hypertension.

At one year, a total of 21 patients (20.2%) had obesity related comorbidities.

11 patients reached BMI<35. 54
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Conclusion:

<<<<Before

After >>>>
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Conclusion:

Refusing insurance institutions and providers to accept patients with class 2 obesity without comorbidities, cause:

* iIncrease in BMI, as well as disturbance in metabolic status and increase the risk of obesity related
comorbidity, instead of leading to lifestyle modification and weight loss.

« A considerable number of patients, return with higher BMI and new obesity related comorbidity, seeking
surgery

« Postponed surgery in these patients will probably be associated with more complications and weaker results.
« Health systems and insurance systems should update criteria for MBS in their regulations
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Thank you ...

All Vahidirad, MD

Minimally Invasive, Metabolic and Bariatric Surgeon
Assistant professor of MIS-MBS

Golestan University of Medical Sciences, Gorgan, IRAN
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