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Only 0.1–2% of those eligible have access to metabolic or bariatric surgery
around the world, despite a growing body of evidence for its effectiveness
in helping achieve remission of Type 2 diabetes and a broad professional
consensus on its use. Healthcare professionals, academics and patients
gathered in London recently to discuss the barriers to access to
such treatments for obesity-related conditions, under the leadership
of Professor Francesco Rubino, King’s College London. The meeting,
supported by Diabetes UK, is part of a road map of events, leading
to the World Congress on Interventional Therapies for Type 2 diabetes
which takes place in New York in April next year
Prof Rubino, a pioneer
in metabolic surgery
for Type 2 diabetes,
opened the
meeting by noting
that recent research
reports a Type 2
remission rate of 51%
at 12 years after surgery1. Not only does
glycaemic control improve, but there are
also decreases in myocardial infarction,
stroke, kidney disease, improvements
in quality of life and a 50% decrease
in mortality. “This is not only lifesaving,
it is also one of the most cost-effective
interventions in medicine,” he said.
“The gastrointestinal tract is a
meaningful target for diabetes
intervention and the evidence is so
strong, that 50 organisations now back
surgery for Type 2 diabetes, even in
cases of mild obesity2. However, in the
UK, only a tiny fraction of those eligible
actually received it.
“Surgery is often seen as a ‘last
resort’ in diabetes management, with
many healthcare professionals preferring
to recommend lifestyle intervention
and/or medication,” he said. There
is prejudice against people with
overweight and obesity in the UK
and a relationship between this stigma
and the number of procedures being
carried out. This must be tackled, not
least because using surgery will further
the understanding of Type 2 diabetes,
as well as saving lives and money.
Professor Carel le Roux, University
College Dublin, noted that medication
has had a significant impact on Type 2
diabetes mortality, citing the findings of
the LEADER, SUSTAIN-6, SUSTAIN-7

and CANVAS trials. “Today we have
amazing treatments that can help
people with Type 2 diabetes,” he
said. But there has been a tendency
to use either medication or surgery,
when maybe the way forward is to
use combination therapy, as is done
in cancer. The challenge is to start
defining such combinations.
Professor François Pattou, University
of Lille, noted the stark contrast between
rates of bariatric surgery in the UK
and in France – where 1% of the whole
population has had bariatric surgery.

The evidence is
so strong that 50
organisations now
back surgery for
Type 2 diabetes,
even in cases
of mild obesity
He spoke about the importance of the
neurointestinal and intestine-pancreas
‘cross talk’, which is affected by surgery.
Patients don’t only lose weight – they
also eat less after surgery and beta cell
function can be revived. “Bile diversion
after surgery is also important, as that
decreases sodium-glucose transport.
In summary, metabolic surgery is like
taking a complex multipill each day,”
he concluded.
Meanwhile, Professor Geltrude
Mingrone, Catholic University, Rome,
noted that there had been few studies

of the incidence of microvascular and
macrovascular diabetes complications
following surgery. However, one study
of Roux-en-Y gastric bypass surgery
showed an impressive 59% decrease
in cardiovascular death compared
with medical management. There
have also been reports of reductions in
nephropathy and retinopathy. “We need
more trials on reduction of complications
following surgery,” she noted.

Cost-effectiveness
& guidelines

Omar Khan, St George’s Hospital,
London, spoke about the costeffectiveness of metabolic surgery.
There have been a large number of
studies on this. “Direct costs do increase
with surgery and there is a need to look
beyond the first two years to the long
term – which is difficult in a time of
austerity,” he observed. Limitations
of existing studies are that they don’t
reflect current surgical procedures
or medical costs, nor do they focus
on subgroups of patients.
Mr Khan has carried out a new
study, involving a subgroup of the most
severe (insulin-treated) patients drawn
from the UK National Bariatric Register,
comparing the best medical treatment
with surgery. Adverse events affected
12% of patients in the surgery group
compared with 17% of the medical
management group. “Analysis showed
that cost to commissioners is £2,239
more with medical management
compared with surgery. This is a
powerful argument for surgery. The
major saving is in direct costs over
the next five years and they will also
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There are 2.26
million people with
morbid obesity in
the UK, who could
be eligible, 19% of
whom have a BMI
over 50. Of these
543,000 are eligible
and willing

avoid future medical costs3.”
NICE guidance on Type 2 diabetes
now reflects the recommendations in
the NICE obesity guidelines and so
recommends use of surgery for some
people with Type 2 diabetes. This follows
Diabetes UK highlighting the lack of
consistency in the guidance. Professor
Rachel Batterham, UCL, was part of the
development group for these guidelines.
She noted that they state that patients
with a BMI of 35 or over with recent
onset Type 2 diabetes should be offered
an expedited assessment for surgery
and it should be considered for those
with a BMI of 30 or over. For those of
Asian origin, who are at higher risk, there
is a new suggestion that surgery should
be considered at a lower BMI. The new
Diabetes Surgery Summit II guideline is
similar to NICE and recommends that
surgery be done in high volume centres
with a multidisciplinary team.
What impact have the guidelines had
though? Prof Batterham presented data
from UCL for 2008–2016 which showed
that there was an increase in referrals
among those with BMI less than 35, but
the duration of their diabetes was longer.
This suggests that NICE guidance is
not being followed, as people recently
diagnosed should be referred.
“In 2014, the NICE guidelines led
the world in this area,” she said. “But
guidelines are not mandatory – that
is the problem.
“To translate guidelines into practice,
we need to remove the barriers,
especially stigma, at every level. We
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need to change attitudes. In what other
areas do clinical commissioning groups
not follow NICE guidance?”

Rates of metabolic
surgery

The UK data on metabolic surgery was
analysed by Shaw Somers, Portsmouth
Hospital NHS Trust. There are 2.26
million people with morbid obesity in the
UK, who could be eligible, 19% of whom
have a BMI over 50. Of these, 543,000
are eligible and willing.
The UK National Bariatric Registry
contains all UK patients who have
actually had surgery. Annual procedures
peaked at 8,794 in 2011 and have since
been going down with the latest figure
being 6,032. International data shows
the UK does far fewer metabolic surgical
procedures than countries like France
and Italy. “This is quite incredible,” said
Mr Somers. Reasons for the relatively
low numbers of surgical interventions
include: commissioning changes, lack
of Tier 3 obesity services, lack of money,
organisation and capacity. But there is
no lack of data on the effectiveness of
bariatric surgery, as previous speakers
had pointed out. “There is also a
reluctance to refer. Each GP will have
around 43 patients who could benefit,
yet there is an average of only 0.7
referrals. Is this now becoming neglect?
We need to treat more than 50% of
patients who could benefit with surgery
to make a difference. Otherwise, obesity
really will break the NHS. The current
impact is zero – obviously on an

individual basis, surgery is worthwhile,
but for the population with obesity it is
a waste of time doing so few operations.
These are high-value interventions of the
kind that need to be commissioned.”
In the panel discussion, Nikki Joule
from Diabetes UK referred to some
recent insight work with GPs which had
found a reluctance among GPs to refer
people with diabetes for bariatric surgery,
except as a very last resort. Professor
Jonathan Valabhji, National Clinical
Director for Obesity and Diabetes,
NHS England, said: “The issue goes far
beyond CCGs. There is a much broader
issue about obesity. There is stigma and
we haven’t won the argument.” He went
on to say that surgery should be ‘sold’
to the public in the way in which
the DiRECT trial of a very-low-calorie
diet had managed to capture the

Healthy eating is only part
of the solution to overweight
and obesity
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imagination of the public and healthcare
professionals alike.

A particular misconception is that
obesity is a lifestyle choice

Addressing obesity
stigma

...the media
plays a huge role in
promoting negative
images of obesity

obesity in the last 40 years. Obesity
should be seen as a biological failure
of weight regulatory mechanisms.
The condition causes overeating and so
undereating – as in conventional dietary
advice – does not fix the problem.
Other contributing factors include:
chronic stress, sleep deprivation and a
modern environment where people are
driven to ‘defend’ their fat mass. What
can help with weight loss are targeted
lifestyle change (ie, look at the chemical
nature of calories, rather than their
number), medication and surgery. “Only
physiologically relevant weight loss
can be maintained. There is also
considerable heterogeneity in obesity,
so we need to match the individual with
therapy,” he said. “Perception leads to
stigma, and stigma leads to perception.
We must break this cycle at every point.”
Professor Francis Finucane,
University Hospital, Galway, Ireland,
spoke about how obesity is viewed in
Ireland. “Lack of access to care is an
ethical problem. There has been lots of
talk about obesity from government, but
little action. Patients with obesity have
their autonomy limited by biased
healthcare professionals and constraints
on their access to care.” Anti-fat bias is
everywhere – for instance, airlines calling
for those who weigh more to pay more.
He noted that the current situation will
cost lives in the same way that President
Reagan’s ignoring of the AIDS crisis
led to 21,000 deaths in the 1980s.
In the final panel discussion, Jessica
Catchpole, Dame Jenni Murray and

Emma Read, spoke about their own
experiences of obesity, surgery and
stigma. Prof Valabhji concluded that
it was time for a new, multifaceted
approach for obesity, including
population-level interventions that
address the obesogenic environment
as well as individual-level interventions,
for a focus just on personal responsibility
has not worked.
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Prof Rubino began the discussion on
stigma by noting that weight is society’s
last acceptable form of discrimination
(compared with race, gender, age and
so on). Bias arises from misconceptions,
limited understanding of the condition
and a gap between the science of
obesity and the way it is perceived.
A particular misconception is that
obesity is a lifestyle choice, while
research, increasingly, is revealing
that it is a disease or health condition.
Dr Barbara McGowan, Guy’s and
St Thomas, noted that, while obesity
affects 85% of people with Type 2
diabetes, healthcare professionals get
little education on obesity and the
condition, despite its huge economic
impact, is undertreated on the NHS, with
services in the tier system often not being
there. Her wish list for addressing the
problem includes: everyone knowing
their BMI, improvement in weight
management services, food labelling,
education, classing obesity as a disease
and clinical leadership.
Meanwhile, the media plays a huge
role in promoting negative images
of obesity, said Dr Stuart Flint, Leeds
Beckett University. This approach is
counterproductive, as applying stigma
does not encourage people to engage
in healthy behaviours and will also
lead them to avoid healthcare settings.
Analysis of media imagery shows that
people with obesity are often portrayed
as headless, sitting or eating. The vast
majority (98%) of articles imply that
obesity is controllable and treatment
is seen as a ‘quick fix’.
Dr Flint noted that journalists are not
adhering to NUJ codes on discrimination
when they cover obesity and the Union
has yet to respond to calls for
collaboration on this issue.
In discussion about the latest
scientific understanding of obesity,
Professor Lee Kaplan, Massachusetts
General Hospital, noted that no country
has managed to decrease levels of

27

13/11/2018 11:52

