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ObeS|ty How Blg A
Problem...

i . .
e 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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assification of Weight Statl)

- BMI Classification
iS.5 Underweight 8
18.5-24.9 Normal weight E”‘f‘:

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
T\ _>23.0 is overweight and > 25.0 is obese
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What causes Obesity? S

"= Nutrient and Energy model of obesity: |
“ Metabolism
Appetite regulation ﬂ
Energy expenditure
; Genetics
|

i
i

- Behavioral and cultural factors
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ontributors to weight gain™

s SOoCio-economic status i

w | . 8
- » Smoking cessation 7!
~ » Hormonal A

~ * Inactivity

i'.. » Psychosocial/lemotions

; \ Medlcatlons
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Nutrient and Energy
Model of Obesity

PODESItY results from increased intake of energy L
2 or decreased expenditure of energy, as 4
required by the first law of thermodynamics.

Energy
Expenditure

Adipose

s tissue £
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Nhy is it SO hard to lose

External factors
Emotions
. Food characteristics
Central Signals Lifestyle behaviors

Stimulate Inibit Environmental cues
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edical Complications of S"
Obesity

Pulmonary disease

. abnormal function
obstructive sleep apnea
hypoventilation syndrome

Stroke [

Cataracts i

CHD /i
Diabetes 12

AR

|
" Nonalcoholic fatty liver diseas

il N . a .
 steatosis Dyslipidemia
‘steatohepatitis Hypertension
_cirrhosis

evere pancreatitis

! Gall bladder disease

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

Phlebitis
venous stasis

Gynecologic abnormalities
abnormal menses
v Infertility

“'\Fcos

\)

Osteoarthritis

-0



Iy \ B :

{ ' 3 . o | \
: don | e B ¥ '
iy ’*Jl g | ‘H._L' ‘ !

'Consequences of
Obesity

_ippocrates
‘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? “

* |s the patient ready and motivated "
enough to loose weight?

- * Which diet should you recommend?

¢ Discuss a physical activity goal

|
-
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“I tryv to eat healthy. I never sprinkle salt
on ice cream, I only eat decaffeinated
pizza and mv beer is 100%0 fat-free.”
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BMI cut-offs = BMI cut-offs
in absence of — in presence of
comorbidity Ve s N comorbidity

Eating behaviour modification

Treat cardiovascular risk factors
25 25

Fig. 5.12 Therapeutic options for obesity. Relevant comorbidities
include type 2 diabetes, hypertension, cardiovascular disease, sleep apnoea,
and waist circumference > 102cm in men or 88cm in women. This is an
approximate consensus of the numerous national guidelines which vary
slightly in their recommendations and are revised every few years.
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“Weight Loss Strategies S

.~ Diet therapy i
* Increased Physical Activity

- Pharmacotherapy ¥
- » Behavioral Therapy
I Surgery

~ » Any combination of the above
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" Rate Of Weight Loss

s A realistic goal is from 5% to 15% o
 from baseline in 6 months of obesity i
treatment.
- * Weight should be lost at the rate of 1- o

2 lbs per week, based on the caloric
deficit between 500-1000 Kcal/day.
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Dieting

Copyright 2007 by Randy Glashergen. T4
www.glasbergen.com | ‘

Dieting is highly

mineffective - 95% _l
, long term failure % s

I rate —

I"

uu « Often results In
~ higher weight than % T &=
- before the diet , .

“When you deprive your body by dieting, it may interpret
this as starvation and adapt as necessary to survive.”
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“Ppotato chips aren’t rubbery and blubbery
like fat. They’re crispy and crunchy like
lettuce. That proves they’re diet food!”
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Medications

If "Adjuvant pharmacologic treatments should be
" considered for patients with...

~ »BMI >30 kg/m?
. #BMI >27 kg/m? for those who also have

. concomitant obesity-related diseases and
".!, s*For whom dietary and physical activity
N therapy has not been successful.

.
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ere are several potential targetShe
Pharmacologic therapy for obesity. ™

tssSuppression of appetite via centrally||
active medications that alter monoamine ||
neurotransmitters.

*»*Reduce the absorption of selective| s
macronutrients from the gastrointestinal||
(Gl) tract, such as fat.




; ,,4‘ ..,n‘r“__ (48

IS it , § \

H i :":“’g : | R 5
' 16 o il J-rL 3 ‘,,4-_ A U N

2harmacotherapy:

Not as

{
il
il |
PR
N

! 5

%

Not recommended: i

‘Recommended:

Amphitamine- Cathecholaminergic | [+
RiImonabant—Cannabinoid Antagonist
orimary choice:
—luoxetine —serotonergic
Metformin

Orlistat and Sibutramine.




Peripherally Acting
Medications

Orlistat Is a potent, slowly reversible
iInhibitor of pancreatic, gastric, and |4
carboxylester lipases and
phospholipase.Reduce 30%fat 4
absorption.

* Orlistat produces a weight loss of about
' ,9-10%, compared with a 4—6% weight
PSS In the placebo-treated groups.

- p=

25 l




Sibutramine:

'Acts through Betal adrenoceptor & 5HT
receptor antagonist in CNS.

|* Wit.loss 3-5 kg in 6months.

" |+ Side Effects like dry
mouth,constipation,insomnia,tachycardia
Jnypertension restricts its use.
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Summary of New Weight Loss Medications

Medication Mechanism of effect Side effects

Sibutramine  Reuptake inhibitor of Elevated blood

(Meridia)  serotonin, pressure, tachycardia,
norepinephrine and  headache, insomnia,
dopamine constipation, dry mouth

Orlistat Reversible ipase  Fecal incontinence, oily
(Xenical)  inhibitor spotting, flatulence,
vitamin malabsorption

Dosage

10 mg daily initially; can
increase to 16 mg daily
after 4 weeks in
nonresponders

120 mg three times daily
with meals




s Cannabinoid receptors have been||
Implicated in a variety functions, including |«
feeding, modulation of pain, emotional |j

behavior, and  peripheral lipid |
metabolism. h
 Two endocannabinoids have been

| Identified: Anandamide  and 24
'\ Arachidonyl glyceride.
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Surgery

BFor. ..
. «»Severe obesity (BMI 40 kg/m?) .

“*Moderate obesity (BMI 35 kg/m?) 0
i assoclated with a serious medical

condition.
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1 1991:NIH recommended surgery Thn
patients with BMI40 kg/m? or 35-40

kg/m? with high risk group i‘“ ,.
BUT 2
In 2010 guidelines were reviewed,

lowering target BMI to 30 kg/m?




Weight-loss surgeries fall into two
| categories:

'4
»Restrictive |
| % Restrictive-malabsorptive.




; ,,4‘ ..,n‘r“__ (48
IS it , § \

H i :":“’g : | R 5

' 16 o il J-rL 3 ‘,,4-_ A LN

" Restrictive surgeries

HElimit the amount of food the stomach can hold | ¢
| and slow the rate of gastric emptying.

| Two types...
* The vertical banded gastroplasty (VBG).

» | aparoscopic adjustable silicone gastric
\ banding (LASGB).

E
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Restrictive-malabsorptive i, %
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).




Permanent partition Food
with staples

Proximal pouch

Reinforcement of
stoma with mesh

Optional connection
to surface allows
inflation of band to

Band restricts adjust restriction

Fig. 5.14 Bariatric surgical procedures. A| Vertical banded gasiroplasty. B] Laparoscopic banding, with the option of a reservoir band and
subcutaneous access to restrict the stomach further after compensatory expansion has occurred. [ | Roux-en-Y gastric bypass.



Stomach

Duodenum

Roux-en-Y \
stomach bypass: Q :
large portion of

stomach and
duodenum are
bypassed

IIY'II
connecton

FADAM.
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MEDICAL MANAGEMENT
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meta-analysis included 11 studies with \

30-52).

Thellstudies included were conducted In
Australia,ltaly,Denmark,UK ,China,Brazil and
INn 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.

|| WBMJ 2013:347:5934(published Oct 2013)

ndividuals (range of mean BMI at baseline |
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ligible studies were randomised|*@
controlled trials with =26 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.

| \

." | ‘A\“\
|

P \




faist circumference

hanges In waist circumference were
available for six studies. Waist| [ ¢
circumference decreased more after| |
pariatric surgery than after non-surgical
treatment (mean difference -16 cm
(=18 to —13), P<0.001).
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labetes remission

he relative risk to achieve diabetes| |
remission was 22 times higher (relative t;.:"
risk 22.1 (3.2 to 154.3), P=0.002) X
compared with non-surgical treatment.




etabolic syndrome remission

IBased 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.




lood pressure

iChanges 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
| Dbariatric surgery and non-surgical
B reatment.
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figlyceride concentrations

riglycerides decreased more after|
bariatric surgery (mean difference -0.7| |
mmol/L (-1.0 to -0.4), P<0.001) than
after non-surgical treatment.




lasma cholesterol

hange 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).

42 l



Sma glucose

lucose levels decreased more after bariatric|" W%
surgery than after non-surgical treatment| |
(mean difference -1.5 mmol/L (-2.1 to —=0.8),| |
P<0.001). '

HbAlc decreased more after bariatric
surgery than after non-surgical treatment
(mean difference -1.5% (-1.9 to -1.1),
P<0.001).




erse events

)ere  were no perioperative  deaths,| ™
cardiovascular events, or deaths during| |
follow-up. i

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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ther adverse events occurred after bariatric| |
surgery as well as after non-surgical| |

treatment: l
29/194(15%)Iron Deficiency Anaemia. 7
4/261(1.5%)Cholecystitis. o

1/261 Depression.




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 |
pbupropion with an anticonvulsant that e
has serotonergic and dopaminergic
activity.
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Placebo | . 3 o I £ 1

i +iifestyle| 07 = Control

5 - 54
< S Orlistat | ¥ o |
E_ + lifestyle T ﬂ | Banding
915" 2 151 o |
: E Vertical banded
= e - ertical banded |
g 20 3 20 gastroplasty 1|
=05 c 251 T |
_qg) ';E) Gastric l
230 - L O _30- bypass
G 5
8 £
G -35 G 351

-40 - -40

0 1 2 3 4 0 1 2 3 4 D 6 7 8 9 10
Years of follow-up Years of follow-up

Fig.5.13 Effects of orlistat and bariatric surgery on weight loss.[A| Data are from Torgerson JS, et al. Diabetes Care 2004, 27:155-161.|B] Data

for surgery are from Sjostrom L, et al. New Engl J Med 2004; 351 0683-2693. Each obese stbject-undergoing. surgery was matched with a control subject
whose obesity was ‘treated’ by standard non-operative interventions. Note that the maximum weight loss achieved with orlistat was ~11%; surgery achieves

much more substantial and prolonged weight l0ss.




SOME OTER STUDIES

SHOWS THAT.....




I Bariatric surgery reduce type Il DM incideh""'*' 'ﬁ
77% patient |

" ODyslipidemia and  hypertension markedly
Improved or resolved in 70%-95% and 87%- 95% A
of surgically treated patients. “

L Gastric bypass surgery resulted 40% decreasd
relative risk of death compared with matche
controlled patients and DM related death byd
92%.

(Ref: Diabetic Care 2011;34(3):763-770)
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"NEJM-April 20: 2012 Vol.366.N0.07 . N
issue g

‘ Randomized single centre trial of 150 pt with 12
monthsfollowed by showed---

J
A

Primary end-point of study was- i

-12% in medical therapy group: HbA1(:—7.5+/—‘
1.8 lh

-42% In gastric bypass group:HbAic- 6.4+/-
0.9%

-37/% In sleeve-gastrectomy group:HbAic-




Carry Home Message

ifs 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.

* NOo Information was available on

| ethnicities.




Thank you
very much




