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Historical Perspective 
Paleolithic Era > 25,000 years ago 
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Obesity - How Big A 

Problem… 

• 1.7 billion worldwide are 
overweight or obese 

• The US has the highest 
percentage of obese 
people. 

• In 2008, prevalence of 
obesity is 1.1% in 
Bangladesh. And the 
numbers are growing… 
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Classification of Weight Status  
•     BMI       Classification 

     <18.5        Underweight 

18.5-24.9     Normal weight 

25-29.9        Overweight 

30-34.9        Obesity with Disease risk high 

35-39.9        Obesity with disease risk very high 

>40               Extreme Obesity 

The western Pacific Region Office of WHO 
recommends that, amonst Asians, BMI 
>23.0 is overweight and > 25.0 is obese 
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What causes Obesity? 

• Nutrient and Energy model of obesity: 

        Metabolism 

         Appetite regulation 

         Energy expenditure 

Genetics 

Behavioral and cultural factors 
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Contributors to weight gain 

• Socio-economic status 

• Smoking cessation 

• Hormonal 

• Inactivity 

• Psychosocial/emotions 

• Medications 
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Nutrient and Energy  

Model of Obesity 
Obesity results from increased intake of energy 

or decreased expenditure of energy, as 

required by the first law of thermodynamics. 

Energy  
Intake 

Adipose  
tissue 

Energy  
Expenditure 
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Why is it so hard to lose 

weight? 
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Medical Complications of 

Obesity 
Pulmonary disease 
abnormal function 

obstructive sleep apnea 

hypoventilation syndrome 

Nonalcoholic fatty liver disease 
steatosis 
steatohepatitis 
cirrhosis 

Gall bladder disease 

Gynecologic abnormalities 
abnormal menses 

infertility 

PCOS 
Osteoarthritis 

Gout 

Phlebitis 
venous stasis 

Cancer 
breast, uterus, cervix 
colon, esophagus, pancreas 
kidney, prostate 

Severe pancreatitis 

  CHD 
   Diabetes 
   Dyslipidemia 
   Hypertension 

Cataracts 

Stroke 
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Consequences of 

Obesity 
Hippocrates  

recognized that : 

“sudden death is more 

  common in those who  

  are naturally fat than  

  in lean.” 
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Treating Obesity 

• Measure height and weight (BMI) 

• Calculate waist circumference 

• Assess comorbidities 

• What labs does the patient need? 

• Is the patient ready and motivated 
enough to loose weight? 

• Which diet should you recommend? 

• Discuss a physical activity goal 
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Weight Loss Strategies 

• Diet therapy  

• Increased Physical Activity 

• Pharmacotherapy     

• Behavioral Therapy 

• Surgery 

• Any combination of the above 
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Rate Of Weight Loss 

• A realistic goal is from 5% to 15% 

from baseline in 6 months of obesity 

treatment. 

• Weight should be lost at the rate of 1-

2 lbs per week, based on the caloric 

deficit between 500-1000 Kcal/day. 
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Dieting 

• Dieting is highly 

ineffective - 95% 

long term failure 

rate 

• Often results in 

higher weight than 

before the diet 
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Dieting…… 
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Medications 

Adjuvant pharmacologic treatments should be 

considered for patients with… 

 

BMI >30 kg/m2. 

BMI >27 kg/m2 for those who also have 

concomitant obesity-related diseases and  

For whom dietary and physical activity 

therapy has not been successful. 
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There are several potential targets of 

pharmacologic therapy for obesity.  

Suppression of appetite via centrally 

active medications that alter monoamine 

neurotransmitters.  

Reduce the absorption of selective 

macronutrients from the gastrointestinal 

(GI) tract, such as fat. 
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 Pharmacotherapy: 

    Not recommended: 

            Amphitamine- Cathecholaminergic 

            Rimonabant–Cannabinoid Antagonist 

Not as primary choice: 

            Fluoxetine –serotonergic 

            Metformin 

Recommended: 

            Orlistat and Sibutramine. 
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Peripherally Acting 

Medications 
• Orlistat is a potent, slowly reversible 

inhibitor of pancreatic, gastric, and 

carboxylester lipases and 

phospholipase.Reduce 30%fat 

absorption. 

  

• Orlistat produces a weight loss of about 

9–10%, compared with a 4–6% weight 

loss in the placebo-treated groups. 
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Sibutramine:   

• Acts through Beta1 adrenoceptor & 5HT 

receptor antagonist in CNS. 

 

• Wt.loss 3-5 kg in 6months. 

• Side Effects like dry 

mouth,constipation,insomnia,tachycardia 

,hypertension restricts its use. 
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The Endocannabinoid System. 

 

• Cannabinoid receptors have been 

implicated in a variety functions, including 

feeding, modulation of pain, emotional 

behavior, and peripheral lipid 

metabolism.  

• Two endocannabinoids have been 

identified: Anandamide and 2-

Arachidonyl glyceride. 
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Surgery 

For… 

Severe obesity (BMI  40 kg/m2) . 

Moderate obesity (BMI 35 kg/m2) 

associated with a serious medical 

condition.  
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• In 1991:NIH recommended surgery in 

patients with BMI40 kg/m2 or 35-40 

kg/m2 with high risk group 

BUT   

  In 2010 guidelines were reviewed, 

lowering target BMI to 30 kg/m2 
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Weight-loss surgeries fall into two 

categories:  

 

Restrictive  

Restrictive-malabsorptive. 
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Restrictive surgeries 

It limit the amount of food the stomach can hold 

and slow the rate of gastric emptying. 

 

Two types… 

• The vertical banded gastroplasty (VBG).  

• Laparoscopic adjustable silicone gastric 

banding (LASGB). 
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Restrictive-malabsorptive 

bypass procedures 

It combine the elements of gastric restriction 

and selective malabsorption. 

Three Types.. 

• Roux-en-Y gastric bypass (RYGB). 

• Biliopancreatic diversion (BPD). 

• Biliopancreatic diversion with duodenal 

switch (BPDDS). 
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SURGERY  

 

Vs  
 

MEDICAL MANAGEMENT 
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This meta-analysis included 11 studies with 796 

individuals (range of mean BMI at baseline 

30-52).    

 The11studies included were conducted in 

Australia,Italy,Denmark,UK ,China,Brazil and 

in US andTaiwan. 5 studies included only 

individuals with type 2 diabetes,3 studies 

included only individuals who had made 

serious attempts at weight loss before, and 

one study included only individuals with 

obstructive sleep apnoea. 

    BMJ 2013:347:f5934(published Oct 2013) 
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Eligible studies were randomised 

controlled trials with ≥6 months of 

follow-up that included. 

     BMI>30: 

     Compared surgery with non-surgical 

techniques. 

      Reported on Body Wt.CV risk 

factors,quality of life or adverse effects. 
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Waist circumference 

Changes in waist circumference were 

available for six studies. Waist 

circumference decreased more after 

bariatric surgery than after non-surgical 

treatment (mean difference −16 cm 

(−18 to −13), P<0.001). 
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Diabetes remission 

The relative risk to achieve diabetes 

remission was 22 times higher (relative 

risk 22.1 (3.2 to 154.3), P=0.002) 

compared with non-surgical treatment. 
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Metabolic syndrome remission 

Based on the complete case analysis, the 

relative risk to achieve metabolic 

syndrome remission was 2.4 times 

higher (relative risk 2.4 (1.6 to 3.6), 

P<0.001) compared with non-surgical 

treatment. 
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Blood pressure 

Changes in systolic (mean difference −8.8 

mm Hg (−26.2 to 8.5), P=0.32) and 

diastolic (mean difference −0.4 mm Hg 

(−2.9 to 2.1), P=0.77) blood pressure 

were not significantly different between 

bariatric surgery and non-surgical 

treatment. 
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Triglyceride concentrations 

Triglycerides decreased more after 

bariatric surgery (mean difference −0.7 

mmol/L (−1.0 to −0.4), P<0.001) than 

after non-surgical treatment. 
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Plasma cholesterol 

Change of cholesterol was not significantly 

different between bariatric surgery and 

non-surgical treatment (mean difference 

−0.4 mmol/L (−0.8 to 0.00), P=0.05), 

except  

       HDL concentration, which was increased 

more after bariatric surgery than after non-

surgical treatment (mean difference 0.21 

mmol/L (0.1 to 0.3), P<0.001). 
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Plasma glucose 

Glucose levels decreased more after bariatric 

surgery than after non-surgical treatment 

(mean difference −1.5 mmol/L (−2.1 to −0.8), 

P<0.001).       

       HbA1c decreased more after bariatric 

surgery than after non-surgical treatment 

(mean difference −1.5% (−1.9 to −1.1), 

P<0.001). 
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Adverse events 

There were no perioperative deaths, 

cardiovascular events, or deaths during 

follow-up.     

 One Roux-en-Y gastric bypass patient 

who developed a leak from the jejuno-

jejunostomy. After bariatric surgery, 21/261 

(8%) individuals required reoperations. Three 

individuals developed hernia. and five 

developed pneumonia. 
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Cont… 

Other adverse events occurred after bariatric 

surgery as well as after non-surgical 

treatment: 

     29/194(15%)Iron Deficiency Anaemia. 

     4/261(1.5%)Cholecystitis. 

     1/261 Depression. 

 

45 



Newer Advancement In 

Pharmacology 

Bupropion and naltrexone (Contrave), 

a dopamine and norepinephrine reuptake 

inhibitor are combined to dampen the 

motivation/reinforcement that food 

brings (dopamine effect) and the 

pleasure/palatability of eating (opioid 

effect). 

  
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Another formulation of bupropion with 

zonisamide (Empatic) combines 

bupropion with an anticonvulsant that 

has serotonergic and dopaminergic 

activity.  
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SOME OTER STUDIES 

SHOWS THAT….. 
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 Bariatric surgery reduce type II DM incidence in 

77% patient 

Dyslipidemia and hypertension markedly 

improved or resolved in 70%-95% and 87%-95% 

of surgically treated patients. 

Gastric bypass surgery resulted 40% decrease 

relative risk of death compared with matched 

controlled patients and DM related death by 

92%. 

   (Ref: Diabetic Care 2011;34(3):763-770) 
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NEJM-April 20: 2012 Vol.366.No.07 

issue 

• Randomized single centre trial of 150 pt with 12 

monthsfollowed by showed--- 

  Primary end-point of study was- 

 -12% in medical therapy group: HbA1c-7.5+/- 

1.8 

 -42% in gastric bypass group:HbA1c- 6.4+/-

0.9% 

 -37% in sleeve-gastrectomy group:HbA1c- 

6.6+/-1.0% 
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Carry Home Message 

• Bariatric surgery is more effective to 

induce body wt loss and remission of 

type 2 DM and Metabolic Syndrome 

• There were no perioperative deaths and 

cardiovascular events reported. 

• No information was available on 

ethnicities. 
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Thank you 

very much 
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