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* GUnumuzde yaklasik 285 milyon olan diyabetli kisi
sayisinin 20 yil sonra 438 milyona ulasacagi

ongorulmekte.

* international Diabetes Federation. Diabetes Atlas, 4th Edition,
Brussels, 2009
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‘Obezite cerrahisi morbid obez hastalarda
yasam suresini uzatmak, eslik eden
hastaliklari dlizeltmek ve geri kilo alimini
engellemek icin uygulanabilecek en etkin
tedavidir:
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Obezite tedavisi ?

* Kilo kaybi ve kontroll icin temel prensip hemen hemen
herkes icin yasam tarzinda, davranis yanitlarinda ve diyet
uygulamasinda yasam boyu surdurilmesi gereken bir

degisiklik yapiimasidir

NIH. Techol Assess Conf Statement. 1992 Mar 30-Apr 1.

e 1.basamak: Yasam tarzi degisikligi (diyet ve egzersiz)
* Kilo kaybi saglansa bile ulasilan kilonun korunmasinda basarisizlik
oranlari yuksek

Essential Endocrinology and Diabetes, Includes Desktop Edition, 6th Edition. 343-59.

e 2.basamak: Farmakolojik tedavi

* 12 hf.lik tedaviden sonra kilo kaybi < %5 ise ilac¢ kesilerek
planlanan diger destek tedavilerine yonelmeli

Ann Intern Med. 2005; 142(7): 525-531.
Anti-obesity drugs: Guidance on appropriate prescribing and management, A report of the Nutrition Committee of the Royal
College of Physicians of London. 2003 April.




3.basamak: Obezite cerrahisi

Tum bireysel tedavi yontemleri
uygulanan ancak basari
saglanamayan morbid obez
hastalarin tedavisindeki son
basamak bariatrik cerrahidir.




Kimlere yapilmali?

NHMRC [59]

NIH [ 78] (USA| (Australia) NICE [12] (UK) Furopean [10) ADA [63] (USA) SIGN [79] (Scotland)

Year 1991 2003 2006 2007 2010 2010

Recommended :BMI > 50 kg/m*

Eligible (A): BMI > 40 kg/m’ > 40 kg/m? > 40 kg/m? > 40 kg/m? > 40 kg/m’

Eligible (B): BMI 35-40 kg/m* with 35-40 kg/m* with 35-40 kg/m* with 35-40 kg/m? with 35-40 kg/m* if > 35 kg/m* with one
One Serious 0ne serious disease thar could one weight-loss-responsive ~ control of diabetes serious
weight-loss-responsive weight-loss-responsive improve with weight ~ co-morbidity and co-morbidity is weight-los-responsive
co-morbidity co-morbidity loss difficult co-morbidity

Comment Medicare NCD 2004 Recognized use < BMI Weight loss pre-surgery BMI < 35 kg/m”
removed ‘serious’ BMI 35 ke/m” does not change eligibiliry insufficient evidence
30-35 kg/m” o date

Review Qutdated OF historic Review in 3 years

Interest

supgested

*The guidelines above are qualified by the following common elements: approprate 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-benefit ratio needs to be evaluated,

ADA, American Diabetes Association; NCD, non-communicable disease; A, eligible BML B, eligible conditional BMI; NHMRC, National Health and Medical Research Coundil; NICE, National
Institute for Health and Clinical Excellence; NIH, National Institutes of Health; SIGN, Scortish Intercollegiate Guidelines Netwark.

* BKI >40 kg/m? ya da

* BKI 35-40 kg/m? + kilo kaybiyla iyilesme

gosterebilecek eslik eden bir hastalik varhgi
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Abstract In 2012, an expent panel composed of presidents of
each of the societies, the European Chapter of the Intemational
Federation for the Surgery of Obesity (IFSO-EC), and of the
European Association for the Study of Obesity (EASO), as well
as of the chair of EASOD Obesity Management Task Force
(EASO OMTF) and other key representatives from IFSO-EC
and EASO, devored the joint Medico-Surgical Workshop off
both insttutions to the topic of metabolic surgery in advance
of the 2013 European Congress on Obesity held in Liverpool.
This meeting was prompted by the extraordinary advancement
made in the field of metabolic and bariatric surgery during the
past decade. It was agreed o revise and update the 2008 Inter-
disciphinary European Guidelines on Surzery of Severe Obesity
produced by focusing m particular on the evidence gathered m

redation tn the afferts on diahetes and the chanoag in the recnme.

Interdisciplinary European Guidelines on Metabolie

M. Fried » V. Yumuk « J. M. Oppert - N, Scopinaro » A. Torres » R. Weiner » Y. Yashkov »
G. Frithbeck « on behalf of International Federation for the Surgery of Obesity and

management of obesity and obesity-associated diseases, aimed
specifically at updating the clinical guidelines o reflect cument
knowledge, expertise and evidence-based data on metabolic and
bariatric surgery.

Kevwords Interdisciplinary - European guidelines «
Metabolic and banatnc surgery - [FSO-EC - EASO

Introduction

The term “globesity” describes the worldwide epidemic that
currently affects both developed and developing countries
[1-3] In 2008, accordng o the World Health Organization
(WHION 1 4 hillion adnlte M) veare of ame and older wene

Indications for Bariatric Surgery

Bariatric surgery is indicated to patients in age groups from 18
to 60 years having the following characteristics:

With BMI >40 kg/m”, EL A, B and C [14, 19-38]
With BMI 35-40 kg/m® with co-morbidities in which
surgically induced weight loss is expected to improve the
disorder (such as metabolic disorders, cardio-respiratory
disease, severe joint disease, obesity-related severe psy-
chological problems, etc.), EL A, B and D [39—44].
BMI criterion may be the current BMI or previously
maximum attained BMI of this severity. Note that:

L.
2,

(a)

(b)

(c)

Weight loss as a result of intensified treatment before
surgery (patients who reach a body weight below the
required BMI for surgery) is not a contraindication
for the planned bariatric surgery
Bariatric surgery is indicated in patients who
exhibited a substantial weight loss in a conservative
treatment programme but started to gain weight
again, even if the required minimum indication
weight for surgery has not yet been attained again
To be considered for surgery, patients should have
failed to lose weight or to maintain long-term weight
loss, despite appropriate surgical and/or non-surgical
comprehensive medical care (EL B and D) [21, 38].
Consideration should be given to reducing the BMI
threshold by 2.5 for individuals of Asian genetic
background and to the balance between genetic and
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Sleeve Gastrektomi
(Tup Mide)

Rouxen Y Gastrik
Bypass (RYGB)

Mini Gastrik Bypass
(MGB)

Biliopankreatik
Diversiyon (BPD)

Etki mekanizmasi

Yemevyi kisitlayici

Yemeyi kisitlayici +
emilim bozucu

Yemeyi kisitlayici +
emilim bozucu

ileri derecede emilim bozucu

Cerrahi risk

Disuk-orta

Orta

Orta

Orta-yliksek

Kilo verme hizi

Hizl

Hizlh

Orta-hizli

Hizli

Kaybedilen kilo (%EWL)

12 ay icinde EW % 50-80

12-18 ay igcinde EW % 60-85'i

12-18 ay icinde EW % 60-85'i

18 ay icinde EW % 75-90'I

2 anastomoz

1 anastomoz

Operasyon siiresi 30 dk 90 dk 60 dk 150 dk

lyilesme siiresi 1 hafta 1 hafta 1 hafta 1 hafta
Hastanede kalis siiresi 3 giin 3 glin 3 giin 5 giin
Bagirsaklardaki degisiklik Degisiklik yok 1/3’0 kullanim disi 1/3’0 kullanim disi 4/5%i kullanim disl

2 anastomoz

Midedeki degisiklik

Midenin 9/10’u gikartilir

Mide ¢ikartilmaz,
2 pargaya ayrilir

Mide cikartilmaz,
2 pargaya ayrilir

Midenin 2/3'G gikartilir

Kullanilan midenin hacmi

100-150 cc
(1 cay bardagi kadar)

15-20 cc
(2 yemek kasigi kadar)

50 cc
(3-3,5 yemek kasigi kadar)

500 cc
(2 su bardagindan fazla)

Kilo kaybettirme
mekanizmasi

Yiyecek aliminin kisitlanmasi
ve ghrelin saliniminda azalma

Yiyecek aliminin kisitlanmasi
ve malabsorpsiyon

Yiyecek aliminin kisitlanmasi
ve malabsorpsiyon

Yiyecek aliminin az miktarda
kisitlanmasi ve agir
malabsorpsiyon

Surg Obes Relat Dis. 2009; 5:469-475.
Surgery Obesity Related Diseases. 2011;7:575— 80.
Obesity Surgery. 2010;20:1171-1177.

Surgery. 2000;10(3):233-239.
Ann Surg. 2000;232(4):515-529.

New England Journal of Medicine. 2007;741-752.

Journal of the American Medical Association. 2004;292(14):1724-37.




OBEZITEYE YONELIK NEGATIF
TUTUMLAR

Morbid obezite siklikla “kozmetik” bir problem ve kisisel
basarisizlik ya da motivasyon yetersizligi olarak
gorilmektedir.

Modern toplumlarda yayginlasan fazla yiyecek tuketimi,
vanlis yiyecek hazirlama teknikleri, sedanter yasamin
artisi ve bireylerin kilo kontrollerini zorlastiran diger tim
yasam tarzi faktdrlerini kapsayan “obesogenik yasam”in
etkilerine bakmaksizin gelistirilen bu yanlis bakis acisi,
morbid obez bireyler icin fiziksel, emosyonel ve sosyal
sorunlara zemin hazirlamaktadir.

Bunun yaninda tedavi stirecinde negatif sosyal tutum
tedavinin klinik ve mali etkinligi 6ntinde de bir engeldir.



NICIN BARIATRIK CERRAHI
GUNDEMDE?

* Hem diyabetli hem morbid obez hastalara uygulanan
ve esasen morbid obeziteyi tedavi etmek amaciyla
tasarlanmis olan cesitli Gl operasyonlar ayrica, Tip
2DM’da dramatik iyilesmeye ve IGT nin diyabete
ilerleyisini onlemeye de yol agcmaktadir.

 Bariatrik cerrahinin ayrica HT, dislipidemi ve uyku
apnesinde de iyilesme saglayarak, tum sagkalimlari
arttirdigi ve 6zellikle diyabet kaynakli mortaliteyi
azalttigl gosterilmistir.



BARIATRIK CERRAH]

* Bariatrik cerrahinin amaci, enerji dengesini
degistirirken kilo kaybi saglamak, yiyecek alimini
azaltmak ve yeniden kilo alimini engelleyecek
fizyolojik degisiklikleri modifiye etmektir.

* Ayrica metabolik etkinlikten bagimsiz olarak bazi
cerrahi girisimlerden sonra kilo kaybi yaninda,
inkretin ve diger olasi hormonal ya da noral
degisiklikler gelismeye baslar.



BARIATRIK CERRAH]

1-Eger BKI >35 kg/m? ve eslik eden hipertansyon, tip 2 DM, eklem rahatsizliklari,

koroner arter hastalig1 veya uyku apnesi gibi hastaliklan varsa

2- Beden kitle indeksi >40kg/m? ise

3- Hastanin kontrol edilemeyen psikiyatrik rahatsizlig: yoksa

4- Hastanin genel anestezi alabilmesi i¢in ciddi bir kontra-endikasyonu yoksa

5- Diizenli diyet ve egzersiz tedavisi daha dnce denenmis ise bu hastalarda obezite

cerrahisi (Bariatrik Cerrahi) uygulamak gereklidir.

NIH 1991 Konsensus kararlari



BARIATRIK CERRAH]

 T2DMIi hastalar icin bariatrik cerrahi
prosedurleri, ulusal ve uluslar arasi rehberler
Isiginda uygulanmalidir.

* Bu dogrultuda glivenli ve etkin cerrahi
prosedurlerin secilmesi kadar, operasyon oncesi
multidisipliner bakim, hasta egitimi, hastalarin
takip ve klinik kontrolleri de 6nem tasimaktadir.

* T2DMIi ve BMI>35kg/m? olan hastalar icin
bariatrik cerrahi prosedurlerine 6zel ulusal
rehberlerin hazirlanmasi artik bir ihtiyactir.




BARIATRIK CERRAH]

 Bariatrik cerrahideki mortalite ve morbidite
oranlari, elektif kolesistektomi ya da kolelitiazis
operasyonlarindakine benzer sekilde disuktur.

* Hasta bakimi ve yakin-uzun dénem takip
sonuclarinin kalitesini saglamak icin, bariatrik
cerrahi uygulanan hastalarin bilgileri, ulusal bir
kayit sisteminde tutulmahdir.

 Bariatrik cerrahinin, gelecekte T2DMin terapotik
tedavisinde bir modalite olarak kullanilabilmesi
icin daha cok arastirma yapmak gerekmektedir.



BARIATRIK CERRAHININ T2DM
DISINDAKI ETKILERI

* Retrospektif bir kohort calismasinda gastrik by-
pass yapilmis 8000 hastanin uzun dénem
mortaliteleri (yas, cinsiyet ve BMI degerlerine
gore), ehliyet almak icin basvuran kontrol
grubuyla karsilastiriimis;

* Uzun donemde tum sebeplere bagli mortalitede
%40 ,

* Koroner arter hastaliklarina bagl mortalitede %56,
* Diyabete bagli mortalitede %96,
* Kansere bagl mortalitede %60 azalma gorulmustur.




BARIATRIK CERRAHININ RISKLERI
NELERDIR?

 Bariatrik cerrahiyle iliskili post-op 30 ginlik
mortalite orani %0,1-0,3 olarak tahmin
edilmektedir ve bu, laparoskopik kolesistektomi ile
benzer oranlardadir.

* Hasta, program ve prosedur secimleri bu oranlar
Uzerinde etkilidir.



BARIATRIK CERRAHININ RISKLERI
NELERDIR?

CERRAH KAYNAKLI YUKSEK RiSK

Programme—surgical factors
‘higher rsk’

Parients’ factors “higher risk’
[B0,81]

FAKTORLERI

SOrgeon inexperience or in
learning curve for the
particular procedure

Low volume centre or
surgeon performing surgery
occasionally

Morbidity and mortality
increase with the complexiry
of the procedure

Open compared with
laparoscopic procedures

Bevisional surgery

Older age

Increasing BMI

Male gender

Hypertension

Obstructive sleep apnoea

High risk of pulmonary
thromboembolism

Limited physical mobility

*Cerrah tecribesiz ya da ayrintili prosedurler
icin heniiz learning-curve’dedir.

*Cerrah seyrek olarak operasyon
yapmaktadir

*Presediiriin karmasikhigi ile mortalite ve
morbidite artar

*Laparoskopik teknikle karsilastirildiginda
laparotomi daha yuksek risklidir

*Dizeltme cerrahisi

HASTA KAYNAKLI YUKSEK RiSK FAKTORLERI
*Yasli hasta

*Yuksek BMI

*Erkek cinsiyet

*Hipertansiyon varligi

*OSAS varligl, pulmoner tromboembolizm
icin ylksek risk faktoradur

*Kisitli fiziksel hareketlilik




BARIATRIK CERRAHININ RISKLERI
NELERDIR?

e Ozellikle gastrik By-pass ve BPD gibi emilim bozucu
operasyonlardan sonra uzun donemde vitamin-
mineral yetersizlikleri, osteoporozis, nadiren
Wernicke ensefalopatisi ve insulin

hipersekresyonuna bagli ciddi hipoglisemiler
gorulebilir.



LAGE 556G RYGE BPD BPD-DS

Iron + + + e 4+ ++
Thiamine + - + + +
Vitamun B12 + + + ok ++ ++
Folare ++ + 4+ ++ ++ ++
Calcium + + + ++ +++ o
Vitamun D + + ++ 4 ot
Protein + + + o+ -
Fat-soluble + + + P P

vitamins and
essential farry acids

+, recommended daily intake (allowance) or standard multivi-
tamin preparation likely to be sufficient.

++, significant risk of deficiency or increased requirements.
Specific supplementation is appropriate especially in higher-risk
Eroups.

+++, high risk of deficiency. Additional specific supplementa-
tion is necessary to prevent deficiency. Careful monitoring is
recommended. Supplementation well in excess of daily
requirements may be necessary.

BPD, bilio-pancreatic diversion; BPD-DS, bilio-pancreatic
diversion with duodenal switch; LAGB, laparoscopic adjustable
gastric band; RYGB, Roux-en-Y gastric bypass; 5G, sleeve
gastrectomy.



BASARILI BARIATRIK GIRISIM ICIN..

* Girisimler sirkiilasyonu fazla olan merkezlerde, diyabet ve
obezite yonetiminde deneyimli, multidisipliner bir ekiple
gerceklestiriimelidir. Ekipte temel bakim, diyabet yonetimi,
beslenme ve yasam tarzi konularinda destek verebilecek
uzmanlar bulunmalidir.

* Cerrahi ekip mutlaka ilgili konuda egitim almis, bariatrik
cerrahi gesitlerini bir program dahilinde uygulamis olmalidir.

* Pre-op degerlendirme metabolik, fiziksel, psikolojik ve
beslenme konularini icerecek sekilde kapsamli olmalidir.
Hastalar cerrahi sonuclari ve riskleriyle iliskili gercekgi
beklentilere sahip olmali, 6muir boyu yasam tarzi
degisiklikleri, beslenme destekleri ve takipleri konusunda
hazirlikl ve istekli olmalidir



BASARILI BARIATRIK GIRISIM iCIN..

* Post-op dlzenli ve surekli beslenme
monitorizasyonu gerekmektedir. Hastaya uygun
diyet, mikro ve makro besin 6gelerinin durumu
degerlendirilerek gerekli suplementasyonlar
yapilmahdir.

» Takipte psikolojik degerlendirme de
vapilmalidirmental hastaliklar ve 6zellikle
depresyon, diyabetik ve morbid obez hastalarda

siklikla bulunmaktadir.



KONTRENDIKASYONLAR

* Kronik alkol kullanimi ya da ila¢ suistimali
* Kontrolstz psikiyatrik hastaliklar

* Risk ve fayda degerlendirmesini, makul sonuc
beklentilerini, alternatifleri ve cerrahinin
gerektirecegi yasam tarzi degisikliklerini
algilayamama



RESTRIKTIF (YEMEYi

4

KISITLAYICI)

GASTRiK BAND
(MIDE

KELEPCESI)

SELEEVE GASTREKTOMI
(TUP MIDE)

AMELIYATLAR

HIBRIT (EMILIM
BOZUCU +
ENGELLEYICI)

MALABSORBTIF (EMILIMI
ENGELLEYICI)




Avyarlanabilir Mide Bandi (Mide Kelepcesi)

* Post-op donemde, fazla
olan kilonun kaybi (excess
body weight loss);

* 3.yilda %50’den fazla

* Post-op donemde kilo
korunumu:

e > 5 yilda ulasilan hedef
kilonun korunumu %83

e > 5 yilda ekstra kilo kaybi
%50

* Post-op donemde
mortalite orani;

e 30.glinde %0,1




The Laparoscopic Adjustable Gastric Band
(Lap-Band®): A Prospective Study of Medium-Term
Effects on Weight, Health and Quality of Life

Paul E. O'Brien, MD, FRACS; John B. Dixon, MBBS, FRACGP; Wendy
Brown, MBBS; Linda M. Schachter, MBBS, FRACP; Leon Chapman,
MBBS, FRACP; Anthony J. Burn, MBBS, FANZCA; Maureen E. Dixon,
BSc; Carlos Scheinkestel, MBBS, FRACP; Christine Halket, RN; Lisa J.
Sutherland, BAppiISci; Anna Korin, MBBS; Peter Baquie, MBBS,
FRACGP

 DM’da tedavi ya da ciddi iyilesme %80

* Dislipidemide tedavi yada ciddi iyilesme %74
* OSA’de tedavi %94

* HT'da tedavi %55



Sleeve Gastrektomi (Tup Mide)
e Post-op donemde, fazla olan
kilonun kaybi (excess body weight
loss);
e 12.ayda %32,5

* Post-op donemde mortalite orani;
e 32.ayda %0,17




OBES SURG (200%) 18:1077-1082
DOL 10100751 1695-008-9547-2

RESEARCH ARTICLE

Type 2 Diabetes Mellitus and the Metabolic Syndrome
Following Sleeve Gastrectomy in Severely Obese Subjects

J. Vidal » A. Ibarzabal - F. Romero - 8. Delgado »
D. Momblan + L. Flores « A. Lacy

e DM’de tedavi % 66,7
* Hiperlipidemide tedavi %80
 HT'da tedavi %50



Roux-en-Y Gastrik Bypass

* Post-op donemde, fazla olan kilonun
kaybi (excess body weight loss);
e 6.ayda %50
e 18.ayda yaklasik %75

* Post-op donemde yeniden kilo alimi
(regain);
e 4-5. yilda yaklasik %10

* Post-op donemde mortalite orani;
e 30. gunde %0,5
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Bariatric Surgery
A Systematic Review and Meta-analysis

Henry Buchwald, MD, PhD; Yoav Avidor, MD; Eugene Braunwald, MD;
Michael D. Jensen, MD; Walter Pories, MD; Kyle Fahrbach, PhD;

Karen Schoelles, MD

* HbA1lc ve Aclik kan sekerinde iyilesme %83
* Hiperlipidemide iyilesme %87

 HT'da tedavi %67,5

* OSA'de tedavi ya da iyilesme %94



Biliopankreatik Diversiyon

. * Post-op hedeflenen uzun dénem kilo
kaybi orani;
* %70-80

* Post-op donemde mortalite orani;
e 30. glnde %1,1




Biliopankreatik DiversiyonZ DS

* Post-op hedeflenen uzun dénem kilo
kaybi orani;
* %70-80

* Post-op donemde mortalite orani;
e 30. glinde %1

Temel ama¢ duodenunumun 2 cm ini
kullanmak ve daha az malabsorbsiyon
yaratmak




Bariatric Surgery
A Systematic Review and Meta-analysis

Henry Buchwald, MD, PhD; Yoav Avidor, MD; Eugene Braunwald, MD;
Michael D. Jensen, MD; Walter Pories, MD; Kyle Fahrbach, PhD;

Karen Schoelles, MD

e DM’te tedavi %96,8-100
* Hiperlipidemide ciddi iyilesme %97,6-100
 HT'da tedavi %55,6-67,8



JAMA

The Journal of the American Medicsl Association

Review

Bariatric Surgery
A Systematic Review and Meta-analysis

Henry Buchwald, MD, PhD; Yoav Avidor, MD; Eugene Braunwald, MD;
Michael D. Jensen, MD; Valter Pories, MD; Kyle Fahrbach, PhD;

136 calisma ve 22.094 hasta
%19 erkek, %72,6 kadin, %8 cinsiyet rapor edilmemis

Total: 61,2%

gastric band 47,50%
Tim hastalarda EWL

gastric bypass 61,60%

BPD 70,10%
DM tamamen kdir 76,80%
DM tedavi yada iyilesme @
Hiperlipidemide iyilesme 70,00%
HT'da tedavi 61,70%
HT'da tedavi yada iyilesme 78,50%
OSA'da tedavi 85,70%

OSA'da tedavi yada iyilesme 83,60%




MOUNT SINAI JOURNAL OF MEDICINE

Table 3. Resulfs of Diabetes Conirol After Bariairic Surgery.

Dutcome: Resolution

Authors Year No, of Patients Procedure(s) Follow-up of Diabetes, %
Pories ef al '* 1095 121 RYGH 14 years 83
Buchwald ef al ™ 2004 205, 989, 285 LAGE, RYGE, BPD-D5 13 vears 48 B4 98
Sarson et al ™ 1981 191 BYGH 200 months B3
Sjcistrém ef al.”" 2004 342 RYGH, LAGE 2 vears 72
Torquati ef al. = 2005 117 RYGH 30 months 74
Sugerman ef al.>® 1980 1025 RYGR 2 vears A3
Scopinarc et al. ™ 2008 443 EPD 20) years o1
Dixon, O'Brien™ 20002 50 LAGH 2 years el
Ponce ef afl " 20004 53 LAGH 2 years 80
Cottam ef al 2006 126 SG 1 year Al
Silecchia et al ¥ 2006 d4 SG 1.9 yvears TH
Buchwald et al * 2009 135,246 LAGE, RYGH, BPD-D5 2 years 57, B0, 95

Abbreviations: BPD, hiliopancreatic diversion; BPD-DS, biliopancreatic diversion with duodenal switch; LAGB,
laparoscopic adjustable gastric banding; RYGB, Roux-en-Y gastric bypass; 5G, sleeve gastrectomy.



Yeni Teknikler: lleal Transpozisyon

Case report
Laparoscopic sleeve gastrectomy with ileal interposition
(“neuroendocrine brake”)—pilot study of a new operation

Aureo L. de Paula, M.D.%, Antdnio L.V. Macedo, M.D.", Alcyr S. Prudente, M.D.%, Luiz Queiroz, M.D.",
Viadimir Schraibman, M.D.* & & jaques Pinus, M.D.

Surg Obes Relat Dis. 2006 Jul-Aug;2(4):464-7.



Yeni Teknikler: Duodenojejunal By-pass

Surgery for Obesity and Related Diseases

Volumc 2, losouc 2, March—Agpri 2007, Magca 195—197

Cace report

Duodenal-jejunal bypass for the ftreatment of type 2 diabetes in

patients with body mass index of 22—34 kglm‘?: a report of 2
cases

Ricarco V. Cochen. M. D_, F.AC.S = d B4 cCarios A Schiavon, M.D_ =, José S. Pinheiro, M_D_=, Jose Luiz
Correa, M_D.>, Francesco Rubino, M.D .77







Peki nasil?

One sirilen hipotezlerden bazilar:

« GLP 1, Peptit YY |

* Proksimal ince bagirsaklarda besin transportunun by-
pass edilmesi, bilinmeyen anti-inkretin faktorlerin
down-reglilasyonuna neden olabilir.

e Ghrelin l

* Bagirsaklarda besin algilama mekanizmasindaki
degisiklik, insilin sensitivitesini reglle eder
* Ozellikle duedenumda, bilinmeyen enterokinlerde
degisiklik olabilir.
* Rubino et al. Ann Rev Med 2010; Vol 61: 393-411
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diabetes

J. B. Dixon*, P. Zimmet*, K. G. Albertit and F. Rubino#, on behalf of the Intemational
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Obez-Tip2Diyabetiklerde
Bariatrik Cerrahi
-IDF agiklamasi-



KIMLERE YAPILMALI?

e Uluslararasi 50 uzmanin dahil oldugu Diabetes
Surgery Summit’ in T2DMin GIS cerrahisi ile
tedavisi degerlendirmesi sonucu;

* Konvansiyonel GIS cerrahisi (Gastrik Bypass, Gastrik
Band ya da BPD(Biliopankreatik Diversiyon)
BMI>35kg/m? olan, yasam tarzi degisikligi ve
medikal tedavilerle kontrol saglanamamis T2
diyabetli hastalarin tedavisinde goz 6nlinde
bulundurulabilir.

* BMI 30-35kg/m? olan yetersiz kontrolli T2
diyabetiklerde ise cerrahi tedavinin yeri Gzerine yeni
calismalar yapilmaktadir.
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Check for

7. Obesiw Management for the American Diabetes Association

Treatment of Type 2 Diabetes:
Standards of Medical Care in
Diabetes—2018

Diabetes Care 2018;41(Suppl. 1):565-572 | https://doi.org/10.2337/dc18-5007

Beyond improving glycemia,metabolic surgery has
been shown to confer additional health benefits in
randomized controlled trials, including greater
reductions in cardiovascular disease risk factors and
enhancements in quality of life
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Check for
updates

7. Obesity Management for the St
Treatment of Type 2 Diabetes:

Standards of Medical Care in

Diabetes—2018

Diabetes Care 2018;41(Suppl. 1):565-572 | https://doi.org/10.2337/dc18-5007

BKi siniflamasi (kg/m3)

25.0-26.9 27.0-29.9 30.0-34.9 35.0-39.9
Diyet, egzersiz ve
yasam tarzi degisikligi + + + +
Farmakoterapi + + +
Metabolik cerrahi + +

* Asya kokenli kisiler icin belirlenen sinir BKi degerleri, 2.5 kg/m?2 birim daha diisiiktiir




Tip 2 diyabeti olan kilolu ve obezlerde tedavi algoritmasi

BKi siniflamasi (kg/m?)

25.0-26.9 27.0-29.9 30.0-34.9 35.0-39.9 240
Diyet, egzersiz ve
yasam tarzi degisikligi + + + + +
Farmakoterapi + + + +
Metabolik cerrahi + + ¥

* Asya kokenli kisiler icin belirlenen sinir BKi degerleri, 2.5 kg/m?2 birim daha diisiiktiir

Diabetes Care 2018;41(Suppl. 1):565-S72 | https://doi.org/10.2337/dc18-S007



Kilo kaybl

* RYGB i¢in;
* ik 6 ayda 4,5-7 kg/ay
* [kinci 6 ayda 2-3 kg/ay

* 12 ay sonunda kayip grafigi plato ¢cizmeye baslar ve total kayip ortalama
A45-54kg’dur.

JAMA, 2004 Oct 13;292(14):1724-37.
Bariatric surgery: a systematic review and meta-analysis.

Buchwald H', Avidor ¥, Braunwald E, Jensen MD, Pories W, Fahrbach K, Schoelles K.

* 1990-2003 yillari arasinda,
e Bariatrik cerrahi geciren 22.094 hasta,

* 136 vyayin
Kaybedilen toplam kilo -39.71 kg
BKi’deki azalma - 14.20 kg/m?
EWL % 61.23




The NEW ENGLAND

JOURNAL o MEDICINE

STABLISHED IN 18132 AUGUST 23, 2007

Effects of Bariatric Surgery on Mortality in Swedish Obese Subjects

1987-2001 yillari arasinda tedavi olmus
Toplam 4047 obez hasta
— Cerrahi grubu; n=2010
— Kontrol grubu; n= 2037
Takip siresi 10-20 yil

Takip Cerrahi | Kontrol
grubu grubu
2yl - %23 %0
Kilo oMl |[-%17 | %1
degisimi 150 |[-%16 |-%1
20.yil - %18 - %1

Cerrahi grubu

Kontrol grubu

Maksimum kilo kaybi

ilk 1 yilda (- %25.5)

ilk 6 ayda (- %1.2)

Geri kilo alimi

1-6 yil arasinda basliyor
(kilo kaybi 6.yilda %16.9)

2 yildan sonra basliyor
(4.yilda baslangi¢ kilosundan
%1.6 fazla)

Stabil donem

6-10 yil arasinda

4-10 yil arasinda




Tip 2 Diyabet

= = : Surgical Control
The NEW ENGLAND
JOURNAL o MEDICINE 2-year incident 1% 8%
' 10-year incident 8% 24%
ESTASLISHED [N 1813 AUGUST 23, 2007 M. 35T MO l-year rEMmIssIon T 21%

1(-yearremission 36% 13%
Effects of Bariatric Surgery on Mortality in Swedish Obese Subjects

*Remission based on fasting plasma glucose < 7.0 mmol/l and
not on hypoglycaemic therapy [7].

* Calisma basinda T2DM’li olmayan 1658 cerrahi grubu hastasinda yeni T2DM gelisim riski 2, 10 ve
15. yillarda sirasiyla %96, %84 ve %78 azaltmistir

JAMA, 2004 Oct 13;292(14):1724-37. e
- Tamamen kir % 76.8

Bariatric surgery: a systematic review and meta-analysis. T2DM
Buchwald H', Avidor ¥, Braunwald E, Jensen MD, Pories W, Fahrbach K, Schoelles K. lyilesme % 86.0

Article: Clinical Practice * TUm hastalarin %78.1’inde, cerrahiden hemen sonra

Bariatric surgery: an IDF statement for obese Type 2 , Geriye kalan hastalarin %62’sinde post-op 2 yil icinde
diabetes . . o
diyabet remisyonu saglanmistir.

Obesity (Silver Spring). 2009 Apr;17 Suppl 1:51-70, v. doi: 10.1038/oby.2009.28.

American Association of Clinical Endocrinologists, The Obesity Society, and American Society for
Metabolic & Bariatric Surgery medical guidelines for clinical practice for the perioperative nutritional,
metabolic, and nonsurgical support of the bariatric surgery patient.

Pre-op prevalansi % 34
T2DM

Post-op > 2 yil remisyon % 85




Uyku apnesi

Cerrahi Kontrol
The NEW ENGLAND (n=1210) (n=1099)
JOURNAL of MEDICINE
— Uyku Baslangic | % 23 % 22
Effects of Bariatric Surgery on Mortality in Swedish Obese Subjects apnesi 2. Y|I % 8 % 20
JAMA, 2004 Oct 13,292(14):1724-37. T k (y g5 7
e . . . damamen Kur .
Bariatric surgery: a systematic review and meta-analysis. Uyku °
Buchwald H', Avidor Y, Braunwald E, Jensen MD, Pories W, Fahrbach K, Schoelles K. apnesi Iyile§me % 83.6

Obesity (Siver Springl. 2009 Apr; 17 Suppl 1:51-70, v. doi: 10.1038/cby. 2009.23.

American Association of Clinical Endocrinologists, The Obesity Society, and American Society for
Metabolic & Bariatric Surgery medical guidelines for clinical practice for the perioperative nutritional,

metabolic, and nonsurgical support of the bariatric surgery patient.

% 23
% 40

Uyku Pre-op prevalansi

apnesi

Post-op > 2 yil remisyon




J Am Coll Surg. 2006 Jul;203(1):24-5. Epub 2006 May 30.

Resolution of hyperlipidemia after laparoscopic Roux-en-Y gastric bypass.
MNouyen NT', Varela E. Sabio A, Tran CL, Stamos M, Wilson SE.

* 95 hasta
* RYGB post-op 1 yil

JAmA, 2004 Oct 13,292 14):1724-37.

Bariatric surgery: a systematic review and meta-analysis. iyile§me

T. kolesterol % 16

TG % 63

LDL %311

VLDL %74 |

HDL %39 T
% 70

Buchwald H', Avidor Y, Braunwald E, Jensen MD, Pories W, Fahrbach K, Schoelles K.

Obesity (Silver Spring). 2009 Apr; 17 Suppl 1:51-70, v. doi: 10.1038/cby.2009.28.

American Association of Clinical Endocrinologists, The Obesity Society, and American Society for
Metabolic & Bariatric Surgery medical guidelines for clinical practice for the perioperative nutritional,

metabolic, and nonsurgical support of the bariatric surgery patient.

Pre-op prevalansi % 40
Dislipidemi

Post-op > 2 yil remisyon | % 85

Ann Surg. 2011 Sep;254(3):410-20; discussion 420-2. doi: 10.10597/5LA 0b013231822c 9dac.

First report from the American College of Surgeons Bariatric Surgery Center Network: laparoscopic

sleeve gastrectomy has morbidity and effectiveness positioned between the band and the bypass.

Hutter M, Schirmer BD, Jones DB, Ko CY, Cohen ME, Merkow RP, Nguyen NT. GBP % 66
e 28,616 hasta Sleeve % 35
e 2007-2010 arasi, post-op 1 yil remisyon Gastric band 9% 33




Hipertansiyon

The NEW ENGLAND

JOURNAL of MEDICINE

AUGUST 23, 2007

Effects of Bariatric Surgery on Mortality in Swedish Obese Subjects

JAMA, 2004 Oct 13,292(14):1724-37.
Bariatric surgery: a systematic review and meta-analysis.

Buchwald H', Avidor ¥, Braunwald E, Jensen MD, Pories W, Fahrbach K, Schoelles K.

Obesity (Siver Springl. 2009 Apr; 17 Suppl 1:51-70, v. doi: 10.1038/cby. 2009.23.

Cerrahi Kontrol
(n=251) (n=232)
2.yil | %53 % 74
HT
8.yil | %72 % 75
Tamamen kir % 61.7
HT

lyilesme

% 78.5

American Association of Clinical Endocrinologists, The Obesity Society, and American Society for
Metabolic & Bariatric Surgery medical guidelines for clinical practice for the perioperative nutritional,
metabolic, and nonsurgical support of the bariatric surgery patient.

Pre-op prevalansi % 26

HT
Post-op > 2 yil remisyon % 66




The NEW ENGLAND
JOURNAL o MEDICINE

STABLISHED IN 18132 AUGUST 23, 2007

Effects of Bariatric Surgery on Mortality in Swedish Obese Subjects

16. yil degerlendirmesi

Cerrahi grubu

Kontrol grubu

Tam sebeplere bagl 101 hasta 129 hasta
mortalite (post-op ilk 90 glinkii 6liimler dahil)

Kanser 29 hasta

(tek basina en sik 6lim Azalan siklik sadece kadinlarda 101 hasta
sebebi) istatistiksel olarak anlamli

Ml ile 6liim

(en sik 2.6lim sebebi) 13 hasta 25 hasta
Olimcil KV olay 28 vaka 49 vaka
Total KV olay 199 vaka 234 vaka




The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

Bariatric Surgery versus Intensive Medical
Therapy for Diabetes — 5-Year Outcomes

Philip R. Schauer, M.D., Deepak L. Bhatt, M.D., M.P.H., John P. Kirwan, Ph.D.,
Kathy Wolski, M.P.H., Ali Aminian, M.D., Stacy A. Brethauer, M.D.,
Sankar D. Navaneethan, M.D., M.P.H., Rishi P. Singh, M.D., Claire E. Pothier, M.P.H.,
Steven E. Nissen, M.D., and Sangeeta R. Kashyap, M.D.,
for the STAMPEDE Investigators*

* 150 hasta

* Yas ort: 4918 yil
 BKi ort: 37+3.5kg/m?
* Ort HbAlc: % 9.2+1.5
* 5vyilhk takip



Yalniz Medikal Gastrik Bypass Sleeve

tedavi (n=50) Gastrektomi

(n=43) - (n=49)
Kilo kaybi (kg) 5.3 -23.2 -18.6
Alc’deki azalma (%) -0.3 2.1 -2.1
Medikal tedavi olmadan 0 %22.4 %14.9

Alc £ %6.0 ulasan

Medikal tedavi olmadan 0 0
Alc < %6.5 ulagan 0 %30.6 %23.4

Cerrahi ve medikal tedavi bir arada Alc <

[0) (o) [o)
%6.0 ulasan %5 %29 %23
. . . <
Eerrahlve medikal tedavi bir arada Alc < %15.8 %38.8 %36.2
%6.5 ulasan
) ) . <
Cerrahi ve medikal tedavi bir arada Alc < %21.1 %51 an g

%7.0 ulasan

BKI 27-43 kg/m2 arasindaki tip 2 diyabetlilerin tedavisinde, yogun
medikal tedaviyle birlikte bariyatrik cerrahi uygulamasi, tek basina
yogun medikal tedavi uygulanmasindan ¢cok daha etkilidir.

N Engl J Med 2017;376:641-51. DOI: 10.1056/NEJM0al1600869



W Engl J Med. 2007 Aug 23,357(8).753-61.
Long-term mortality after gastric bypass surgery.
Adams TD' Gress RE. Smith SC. Halverson RC. Simper SC._ Rosamond WD, Lamonte MJ, Stroup AM. Hunt SC.

e 1984-2002 yillari arasinda
e Gastrik by-pass grubu; n= 8000 hasta

» Kontrol grubu (obez); n= 8000 hasta
— Tum sebeplere bagli mortalitede %40,
— Koroner arter hastaliklarina bagli mortalitede %56,
— Diyabete bagli mortalitede %92,
— Kansere bagli mortalitede %60 azalma



Mortalite oranlari

e 55,567 cerrahi uygulanan hastada
* Hastanede yatarken mortalite %0.14
* ilk 30 giindeki mortalite %0.29
* ilk 90 giindeki mortalite %0.35

Surg Obes Relat Dis. 2006;2:497-503.

* Obezite cerrahisi mortalite risk skorlamasi’na gore
mortalite orani

* Dustik risk grubunda %0.31
* Orta risk grubunda %1.9
* Yuksek risk grubunda %7.56

Surg Obes Relat Dis. 2007;3:134-140.
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Bariatric surgery: an IDF statement for obese Type 2
diabetes

J. B. Dixon*, P. Zimmet*, K. G. Albertit and F. Rubino%, on behalf of the Intemational CERRAH kavnakll fa ktarler
Diabetes Federation Taskforce on Epidemiology and Prevention ° Cerrah tecrijbESiz ya da ayr|nt||| prosed[]rler
icin henliz learning-curve’dedir.
* Cerrah seyrek olarak operasyon
yapmaktadir
Programme—surgical factors Patients’ factors *higher risk’ e Prosediiriin karmaslkllél ile mortalite ve
*higher rsk’ [80,81] L.
morbidite artar

*Baker IDI Heart and Diabetes Institute, Melbourne, Victoria, Australia timperial College London, London, UK #Weil Comnell Medical College of Cornell
University, New York, NY, USA
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Hifffnz‘;;uﬁr;:fh:f X Oldec'age » Laparoskopik teknikle karsilastirildiginda
particular procedure |aparotomi daha YUkSEk risklidir

e ¥ vt et o Increasing BMI « Diizeltme cerrahisi (Re-du opersyonlar)
surgeon performing surgery

occasionally
Hmrh[diw a!_m:l mortality - Male gender HASTA kavnakll faktorler

increase with the complexity

of the procedure ° Ya§|| hasta
Open compa red with Hypertension e Yiiksek BMI

laparoscopic procedures o
Revisional surgerv Obstructive sleep apnoea * Erkek cinsiyet

KT ek ol Uy « Metabolik ko-morbidite varhig
thromboembolism

Limited physical mobility * Kisith fiziksel hareketlilik




OBES SURG (2008) 18:648-651
DO 10100751 1695-007-9265-1

ORIGINAL ARTICLE

Long-term Weight Regain after Gastric Bypass:
A 5-year Prospective Study

e 782 hasta / 5 yillik takip siiresi

 BKI azalmasi post-op 18. aya kadar devam etmekte

* Geri kilo alimi 24. ayda hastalarin yaklasik %50’sinde

* 18.ayda en dusuk kiloya ulasmis olan hastalarda
60.ayda %8’lik bir kilo artisi olmakta

* En ciddi geri kilo alimi stiper obez hastalarda olmakta
(48. ayda %18,8)

* Post-op donemde bu hastalarin
— %60’1 hi¢ beslenme takibine alinmamus,
— %80’i hic psikiyatri kontroliine gitmemis



Geri Kilo Alimi

* RYGB’den 1 yil sonra

e Aranarak kontrole cagirilan ve takibe dizensiz gelen n=42
hastada %EWL: % 65

* Aranmaya gerek kalmadan kontrollerine diizenli gelen n=54
hastada %EWL: % 76

Harper J, at al, Am Surg 2007; 73: 181-4

* The Swedish Obese Subjects (SOS) calismasina gore:
— Pre-op ortalama kalori alimi 2900kcal/giin
— Post-op ilk 6 ay ortalama 1500kcal/giin
— Post-op 10.yil ortalama 2000kcal/giin
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7. Ob eSitY M anag em ent for -th e American Diabetes Association

Treatment of Type 2 Diabetes:
Standards of Medical Care in
Diabetes—2018

Diabetes Care 2018;41(Suppl. 1):565-572 | https://doi.org/10.2337/dc18-5007

* Gencgyas
* Kisa suredir seker hastaligi (e.g.,,8years),

* Insilin kullanmayan hasta, ve daha iyi kontrol altindaki seker hastalari
remisyon sansi daha fazla tekrar etme orani daha distk

* Visceral yaglanmasi daha fazla olan Asyali Amerikalilarda ayni BMI da
olmalarina ragmen basari daha yiksek



Bariatrik cerrahi ve denenmekie olan yeni
gastrointestinal cerrahi tekniklerle de Tip2 DM
ledavi edilmeye calisilirken énemin/
ortaya koymustur. Cerrahi ile saglanan insilin
aduyarilifigindaki homeostazisi  yeni gelistirilecek
llaclarla da yakin gelecekte saglama imkani olabilir.



Sonuc

* VKI >35 kg/m?, Tip 2 DM hastalari kabul edilebilir
risklerle bariatrik cerrahi tekniklerle ameliyat edilir
ve hem obezite hem de DM tedavisi (%80-90)
oraninda saglanmis olur.

* Tip 2 DM ve non-obez hastalarda bariatrik cerrahi
girisimler ve yeni gelistirilen cerrahi teknikler
deneysel asamada uygulanmaya baslanmis erken
doénem sonuclari umut verici olmustur.




 Ote yandan heniiz uzun dénem sonuclari olmayan
veni cerrahi girisimlerin kanita dayali sonuclari
olmadan uygulanmalidir demek bilimsel degildir.
Akademik ortamlarda, multidisipliner yaklasimla,
uygun hastalarda ve deneyimli merkezler tarafindan

uygulanip, klinik sonuclari literatiire katki amacli
kullanilabilir.

* Tium bunlardan doktorlar kadar Tip 2 DM
hastalarininda bilgilendirilmesi, uzun dénemde
dogabilecek olumsuz sonuclar acisindan 6nemlidir.
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Diabetes Surgery ABCD Score is Better than DiaRem Score
for Predicting T2DM Remission After Metabolic Surgery

WitkJel Lo MD, PhD., famde Zechariah MO, Abdullah Adwelail MO, ShieCha Chan BN, Jur-fuin Teew, BB
Jung-Chian Chen MO, Keng-Han Ser MD

Blapartmaant of Surgery, AinShong Canerad Mospital Taizes
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evaluated using both scoring system.

28
40 = |
20 {18 0 |
2 0 [
ABCD SCORE 0-2  2-7 812 9-17 18-22 10-9  8-7 66  4-3  2-0
DIAREM SCORE ABCD SCORE
Predicting factors POINTS ON THE ABCD SCORE COMPLETE REMISSION % RATES COMPLETE REMISSION % RATES
CORRESPONDING TODIAREMSCORE ~ CORRESPONDING TO ABCD SCORE
0 1 2 3 100% 120%
Age 240 <40 ::: 75.3% 100 12248
BMI (Kg/m?) <27 27-34.9 35419 242 ok aon | 2
C-peptide (ng/ml) <2 229 349 25 B0%
5 60%
Duration of DM (yrs) >8 48 139 <1 o .15 2.3
0% LI — 36.7%
DIAREM SCORE! f”“
20% 20%
10% 5 2
Predicting POINTS ON THE DIAREM SCORI & i

factors = 9-17  18-22 10-9 8-7

0 1 2 3 1 5 6 10
Age >10 4049 5059 >60 CONCLUSIONS
SDAICOD ] | S6 66'59' g‘;‘ 2 1. Both DIAREM and ABCD score grading system can
’ ' predict the success of T2DM remission after metabolic
ODM* NO YES Sgery
il NO XES 2. ABCD score has a better differ entiating power

*QPHEEI Shbeianedioaion especially in poorer score segments.

DEF. OF REMISSION REFERENCES

COMPLETE REMISSION : HbA1c <6.0% without Still CD, Wood GC, Benotti P, et al., Preoperative prediction of type 2

anti-diabetes medication for 1 year; d‘;be:eiismlﬁ;’; ?g?;;:;?’é :;lo;i I_%:;g'?;ﬂ?}?“; (Slu)rgsefz; retrospective
. ) . o7 s _ cohort study. ; an;2(1):38-45.

PARTIA_L REMISSIQN ' H-bAlLf 625 o for at least 2. Lee W], Hur K, LakadawalaM, et al. Predicting the Success of Metabolic

1 year without anti-diabetes medications; Surgery: Age, Body Mass Index, C-peptide, and Duration Score. Surg Obes

¢ IMPROVED :HbAlc <7.0% for at least 1 year. Relat Dis. 2013;9(3):379-384.



