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¥ Prevalence of obesity in HK
EBHEMZRER
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Management of Obese Patient with Metabolic Syndrome

CAD ILEER
CVA HR[E,
Renal Failure B =B

KRB EANFESZAH

R EAEHF IR SIERA
Management of Obese Patient with Metabolic Syndrome
Depression & l Diabetes &R ®

Non-Alcoholic Liver Disease

FEEENL TR (AEAIAT)
Gall bladder disease [EE2%R
Gastroesophageal reflux

BERA

Erectile dysfunction
NHEVIRE PR
Osteoarthritis BRAETR
Pulmonary embolism,
Deep vein thrombosis

FHEMARIREE - SFESARMIRER
Venous insufficiency
EFIR AR HIAE
Hyperuricaemia & gout

SRR ERIAER: B

Heart disease IMER

Cardiovascular risk factors
IWNMEBEESR

Cancer (Colon, Breast, Uterus...)
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Obstructive Sleep Apnea
EEER

Polycystic Ovarian Syndrome
NS EE

Infertility A&
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Management of Obese Patient with Metabolic Syndrome

Control -
Comorbidity CO”"%ZCI] ;{%Velg t
2l BE R R R

Psychosocial burden

EHINEN T2 EE
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Management of Obese Patient with Metabolic Syndrome
June 18, 2013 - American Medical Association officially
AMA o recognizes Obesity as a Disease
AMERICAN MEDICAL T2 2013 *.Q'EiﬁmE—MH

ASSOCIATION



http://www.ama-assn.org/ama/home.page
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Who Should Be Considering for Surgical Treatment

Degree of
Obesity

EFEE

/‘ Risk of surgery
FgEBERS
B2EE

AER¥ S HHEER

: Too Old - Risk | \\\- 2 |Too yggng; Pﬁvflqp

Multidisciplinary Clinic Of Metabolic & Bariatric Surge
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Who Should Be Considering for Surgical Treatment

ii))
WHO definition (Caucasian) Risk of co-morbidities
Obesity BMI (kg/m2) BERAERE Y 3R B b
BEESIEE
Nog%g\g%ght 18 —24.9 Average —fi%
Degree of Y Overweight SBE >25
ObESity At risk [EBEHR 25-30 Increased 170
Obese | —iRAERE: 30-35 Moderate SHE BN

EFRERE

Obese || Z#RACRE Severe ERE1EN

Obese III=#RABAE Very Severe JFERREIZM

RARBEARESZH
EEEELT LT Multidisciplinary Clinic Of Metabolic & Bariatric Surge
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Mortality increases with BMI
T RS EEMAIEL

American Cancer Society Study of 750,000 Men and Women

2 Digestive and Cardiovascular and

Pulmonary Gallbladder Disease

-% 2.0 [ Diabetes MeLIitus

o #

>R .

i -

5 o m —

S - o-u _ﬁ“& _ﬁ‘&
Moderate [ Vet Low Moderate High

Low
: Men 20 25 30 35 40
Women BMI BEEEH5E]

Gray. Med Clin North Am. 1989;73(1):1-13 Lew et al. J Chron Dis. 1979;32:563-576. KHEHEARES B
Multidisciplinary Clinic Of Metabolic & Bariatric Surge
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Who Should NOT Consider for Surgical Treatment

NO
motivation

Uncontrolled N Y E%:@HE

YY)

Psychiatri [ ;
sychiatric ‘ compliance

problem
RZ et

FemmiseEE A

Endocrine cause
(hypothyroid/ Cushing)

RIS
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History of Bariatric / Metabolic Surgery pa
T / (RS ITHYERE

What is Bariatric Surgery ?
W T RATRE ?

» Surgery to loss weight

(Weight Reduction / Bariatric Surgery)

# Fat removal surgery

RERGEDBRS i
“Behavioral Surgery”

ERp-Ex T

i EI&HEWH? & &M
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What is Bariatric Surgery ? cu’
W TR ? \

» Surgery to loss weight

(Weight Reduction / Bariatric Surgery)

“Behavioral Surgery”
* eating less

* eating slow

* eating healthy

RAERBENRNIGSZH
Multidisciplinary Clinic Of Metabolic & Bariatric Surge

» Surgery to loss weight

— Improve comorbidity

BB BR R & OFE

— Improve survival
PR
— Improve quality of life

e EEER
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LR EEELd L) Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

Background of Bariatric / Metabolic Surgery
B/ NHFNNE SR
» Bariatric surgery is considered as an effective treatment for morbid

obesity over >50 years in Caucasian countries {E8ZE505F - HAESFATH
AL EREA—EBNASEREERE DA

« Bariatric / metabolic surgery is a high-risk surgery requires expertise
and a comprehensive team management E—EaEEHF - EEEH
ENHENzENEREE

» Bariatric / Metabolic surgery development in Asia / HK is slow
BE/HFHETN/EENRRKERS 6

Bariatric Surgery in HK eﬁ‘

et

bRl L1
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HEH—PTEEFEP

2002 FIRST BARIATRIC SURGERY CLINIC IN HK
COMBINED OBESITY CLINIC FaeEishiFile o

Clinical & Research &R & 2244781 5%
Patient centered - Multidisciplinary Approach ZZ£2%]
Medical Perspective (Not Cosmetic) EXEiE (FEER)

No extra-funding & H5ZE/NER

Q’aj‘) Prince of Wales Hospital, CUHK a
N, wEARL FR - AB 7“? o RHREEAREEEH




MDT for Patients with Obese Metabolic Syndrome
BERFAUMNIR & TE VR e R

Case Manager / research
4 ﬁ “

e
urg"n i

Operation Theater team/
anesthetist
e A

Al
Dietitian el
9
Clin. Psychologis 5,.

Physiotherapist

FEFL A9 ERN

MDT for Patients with Obese Metabolic Syndrome
MRS IEN RHE RS

ol ]

1
Endocrinologist

1
Clinical psychologist
A il

ERARINESER

) L
Dietitian | Surgeons |

B Eh HAEIEE

Joint assessment (Monthly Combine Meeting) - =
SElaTES; Anesthetist FiEET

Physiotherapist
NSt | —

—

. 1
Non-surgical management | Bariatric / Metabolic | Others Research project
Peer support group | 3E§Eﬁiﬁé}'ﬁ g Suiaerx :ﬁﬁﬂ/ﬁég‘]?}:ﬁr %@E%ﬁ’r’ﬂﬁ% :
PR EED 4

bRl L1
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Swedish Obesity Subjects (SOS)
Interventional Study - 15 years follow up

LAGB 114%

4 4% =1 || VBG {16%

RYGB {25%

RHARFEARNGEZEH
Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

Sjostrom LL et al. N Eng J Med 2007

LR LL

Improve survival
Bariatric Surgery

SOS Sweden study

H.R.0.71 (p=0.04)
40% reduction risk of death

(H.R 0.60 p<0.001)

CAD
DM

Cancer

Sjostrom LL et al. N Eng J Med 2007 Adams TD et al. N Eng J Med 2007

RYRBEARIFSZMH
Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

LR Rl )
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CUHK Bariatric & Metabolic Surgery
B8P K B S B AU F i BUSEE

5-year outcome mean %Excessive Weight Loss

M12 M24 M36 M48

CUHK Bariatric Surgery & Research Center Database 2015 30.7%
FBH X ABHENRHARTINEUSE 2015 A%

Adjustable gastric banding
O FREIT\V R B F =10

fREh disadvantage

+  Slow weight loss JBEIEE 4,

* Require adjust band regularly
R -

SN E|
‘B2

HEERE
- WENHBEEAER
-
— REB#33%band infection
—  HRERBHENEKILE leakage
- RE#BMband slippage
- HRBFEMBEE band erosion

12
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Sleeve Gastrectomy

RGBS F 1 -

fRES disadvantage
+ Inreversible AR R
- GERD SEEIH

SRR risk
— Staple-line leak & &&%
— Bleeding W& &AM

— Gastric tube stricture BB

Lapaassads Assad
Qf S0 Frasclyeors

FEFL A9 ERN

Gastric Bypass B8 F i cy

f* 24 disadvantage
Irreversible RENRER
Affect micronutrient absorption 28R IR

SRR risk
Anastomosis leak IE S ERER R HIT
Anastomosis stenosis / ulcer ) & B 7E
Intestinal obstruction / herniation S 3B =

Iron /vitamin / Calcium / micronutrient
dﬁe&c%ncy BEIRE, o, BERMEEER

Dumping syndrome / diarrhoea
TR I8 - 1178

RARBEARESZH
EEEELT LT Multidisciplinary Clinic Of Metabolic & Bariatric Surge
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Surglcal Outcomes: %
=
Monllormg & Improvemenl

Year

Number of
case

BMI (kg/m2)
Mortality 2% (0-9.1%) 0% 0% 0% 0% 0%
Complication 14.3% (0-25%) 14.5% (0-50%) 6.3% (0-100%) 3.3% (0-33.3%) 7.5% (0-100%) 8.3% (0-15.4%)
Leakage 4.1%  Renal event 7.3%  GlBleeding 1.5% Renalevent 1.6% Respevent 5.7%  SSI 4.8%
Postop Bleeding 2% Prolong ileus 3.6% Hematoma 15% DVT 1.6%  SSI 5.7%
ssi 82% o5 36% UTI 2.5%
hematoma 1.8%
(’:’?yvs';a' Stay 5.0 (4-9) 5.0(4-7) 5.0 (4-28) 2.0(4-7) 5.0 (4-9) 5.0 (4-7.5)

i QI&HE%M??Q%W 4

Multidisciplinary Clinic Of Metabolic & Bariatric Surgery
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What is Metabolic Surgery
(80'-90)?

The concept of metabolic surgery was defined by Buchwald
and Varco in 1978 in their book “Metabolic Surgery” as the

“Operative manipulation of a normal organ or organ system to achieve a biological
result for a potential health gain”

H. Buchwald and R. L. Varco, Eds., Metabolic Surgery, Grune and Stratton, A

New York, NY, USA, 1978. RHARFEARNGEZEH

Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

What is Metabolic Surgery
(80°-90°)?

Operative manipulation of a normal organ or organ system to achieve a biological
result for a potential health gain”

J) - Y < )--‘. 2 Program on the Surgical Control of the
V. g " 2 '.i‘
=

Hyperlipidemias (POSCH) - Partial lleal Bypass

J ) (1975 — 1983)

Vagotomy / Antrectomy for
Peptic ulcer disease (before 1990)

Buchwald H et al. N EngJ Med 1990
RYRBEARIFSZMH
Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

(E Rt L)

13/01/2017
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Metabolic Surgery (2017)

Surgical Procedure to treat Metabolic Syndrome

¢ Visceral (Central) Obesity
Dysglycemia / Type 2 DM
* Dyslipidemia / Hypercholesterolemia
High biood pressure / Hypertension

°

i QI&HE%M??Q%W

Weight and Type 2 Diabetes after Bariatric Surgery: [kl

JoumNat of

Systematic Review and Meta-analysis EIVFEIeIY) MEDIIN®

Meta-analysis (2009)
— 621 studies with 888 treatment arms and 135,246 patients; 103 treatment arms with 3188
patients reported on resolution of diabetes
| Definitions
Partial remlsslon
Hy_eurglyoomss below diagnostic thresholds for diabetes
At least 1 year's c duranon
No actlve pharmacologlc merapy or ongoing procedures
C:ompiele remtssaon
N(;rn)al ggycemuc measures
Al least 1 years ¢ dwauon
No actwe pharmaoologlo therapy or ongomg _pﬂggﬂu:_es
Prolonged remission

Comete ;emselon N of at least 5 xears duration

Gastric banding Gastroplasty Gastric bypass BPD / DS
56% (Slow) 70% 80% 95%
KSR BENNESZH

Buchwald Il et al. Am J Med 2009 Multidisciplinary Clinic Of Metabolic & Bariatric Surgery
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Summary of the effects of the main bariatric surgery procedures on weight loss and
principal comorbidities (DM, HT, Hyperlipidemia)

Lovwt of churegle o nesodalion (%) Lewed of change oo resomtion i)
)121?3?’;5?5?7?329?1? L 10 AW ap & o & M po Qn 19
A8 ; —'! 3 2 H 1 3 - 1 1 2 1
2O Ercessive weight loss * ] 67.5% ‘u
—afiiant | .
| 250.350% O s
, EEEmeBe
0% 0~
o B _F 21295
[ T5.0%
—0— 20,0-30.0% [ 30.0-40,0% —@— ﬂ‘-
e aa.0% Hyperlipidemia ",
improvement
©Z%29y, e
o285 "

O fxcems weigt oar @ Resolution of hyperienyion © Aeschstion of T2ON
O Meiwigtbss  § improvarment of hyporigideemia O improvemarnt of T20M

© Absctutm reachudon of M4, KRR ENRNGESZH
Multidisciplinary Clinic Of Metabolic & Bariatric Surge

Friihbeck G Nature Review 2015

Bariatric Surgery Metabolic Surgery

e Bring down HbA1c

¢ Bring down BMI
¢ Reduce medication use

¢ Reduce body weight

 May associate with improve DM * May associate with weight loss

RYRBEARIFSZMH
Multidisciplinary Clinic Of Metabolic & Bariatric Surgery |
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Tha percentage of the population older than
18 with a body-manss Index greater than 30,

OBESITY:

Mrsioo UK Groven  Austrain  BO% L ungary  paeeh
{) L2, 1’ 5 A2 % (2 4 L) @]
o ® @ = o -
L - er 4 T~ - ) y
b AL EL L 23% TN EEay LAl EAMY ww ALY

Canadta Bpain Trwlmit Germnny Portugs Fustwt Turkoy Dalghmm Putirt
{ ~ - ? \
1

1% LEE 1 1 1 AREN
Bwoden  Denmark France Auvstrin Taly Norway Japan Koren

INDIA

[ (®) (@) ) o) )
. S O T S = T
- A V- A R
' 1% 10 " LY " " 5 A 1Y
S - HARHEARNEFESZH

Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

Diabetes in Asia ERBEIEM

@950 @ 2014

Europe
Americas e
®__.° 33 64
18m  62m Eastern i i
Mediterranean
Western
- @ . @
6m  43m Southeast @0 )
Asia 20m 13Im
Total Africa c
2@ o @
—_— e 17m 9%m
108m 422m —_—
am 25m

RARBEENARNIGTS 2 H

L EERFL YL Multidisciplinary Clinic Of Metabolic & Bariatric Surgery
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Countries with the highest estimates of number of
cases of diabetes in 2015 and 2040

= 2015

s Countryfterritory Number of people

= with diabetes

1 | n 1994 |
odia |54

ted States ol | vl

Rl L) IDF DM World Atlas 2015

'5 2040
s Country/territory Number of people
= with diabetes

RHARFEARNGEZEH

1%

Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

21-2%

Higher fat percentage , More central obesity

LR EELY 1) Yudkin and Yanik et al Lancet 2004;

RARBEENRNIGTS 2 H

Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

13/01/2017
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Type 2 DM in Asia : Meta-analysis -
Ethnic Differences in the Relationship Between
Insulin Sensitivity and Insulin Response

NOT
1) "
o O African 0 '\-o-\ Atcan
1 ® Caucasian . \

wal | ® EastAsian - \ \
. Tm \
=3
g e i -
& = 8
= 5 w| 16r ] Caucesian

- ’?‘ \_

I T —_—
- = M _______ - —— e,
= F 4 Eont Asian
m
/
TR
a4 ~ L) E k o -
] > s 0 z 4 ° L] 2 w “
Iosubn Senstmty Index (10 mwn ' per pmaolL) aukn Senclvity Index (40 mie’per pmolL)
RARBENARESZH

LE Rl L) Kodama K et al. Diabetes Care 2013 Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

Points for Assossing Diabetes Risk

-

59,824 nondiabetic adults aged >30 years living in Ontario,
.4 Canada. Subjects were identified from Statistics Canada’s e
population health surveys and followed for up to 12.8 years B
> for diabetes. g
w . - ChHAgse
: e
! J
15
wrse
N o
j - - 1]
b = s ;
1 !
0 4
n n » )

Whts

u
RPRBEENARIFSZMH
FRFR ENERE Chiu M et al. Diabetes Care 2011 Multidisciplinary Clinic Of Metabolic & Bariatric Surgery
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WHO criteria for obesity In Asia

- 0 Risk of co-morbidities
! BE B 4B BB AY 53 7 [ P
BMI (kgn/mz) BMI (kgl/mz) Waist circumference [EE

SR BERY < 90cm (M ) >90cm (M )
< 80cm (F &) > 80cm (F %)

Normal weight 18— 249 18.2-22.9 Avignaﬁge Incirﬂggﬁ,ed

e 230-249 Increased Moderate

Overweight BE 25-30 25.0-27.4 b1l RN

Very Severe Very Severe
FEEBREIEM FEEBREIEM
Obese IIEHRACEE (FRAERUALEY) (RREEUAEE)

Multidisciplinary Clinic Of Metabolic & Bariatric Surgery [

Diabetes Mellitus Registry in Prince of Wales Hospital

9556 Type 2 Adult Diabetic Patients  Age ranged from 18 — 93 years old

>35 Morbidly Obese

30-34.9. Severe Obese
25-29.9. Obese DM
23-24.9 Overweight

13/01/2017
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Use of anti-diabetic drugs and glycaemic control in T2DM:

The Hong Kong Diabetes Registry

* 7549 Chinese type 2 diabetic
subjects in the Hong Kong
Diabetes Registry

* Mean BMI 25.1 kg/m2

+ Target glycemic control
HbAlc < 7% = 39.4%

* Mean HbAlc 7.7% *1.8%

KRB EANFESZAH

FEEEL L L L] Tong CYP et al. Diab Res Clin Prac 2008

How do we get Type 2 Diabetes ?

Insulin
Resistance

2 digbstos

Pancreatic

B Cell defect 1 Hepatic Glucose

produgtion

Improve Insulin Secretion &

Improve Insulin Resistance
Beta Cell Function ; ' (MET, GTZ)
(U, GT2) - ,
IRy " (Met) -
Increase threshold . I - > ‘
ncretin (GLP-1) i TY
glucose re-absorption Dysfunction =1 OBESI

B .
Urinary Glucose excretion Improve Incretin Hormone

ZANS ‘zv g
. Level %
(SGLT2i)
1 (DDP4i, GLP1a)

Suppress hepatic glucose
release

RARBEENRNIGTS 2 H
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Management of Obese T2DM

IEFEITLE

Cardiovascular Effects of Intensive Lifestyle
Intervention in Type 2 Diabetes

The Look AHEAD Research Group®
Control Group  Imerventiun Group
Variable IN~2575) (N=2570)
Body mass index§ 36.0:7.8 33.9:60

D Glycsted Hamoglobin

Estimated Mean (%)

Main efiact, 4 (955 €L -5 %0-3) P

), #0001 oy ¢ P 00

4 oo

"0 1 2 3 4 S & 7 & % 10 e 1 2 3 4 5 & 7 % % 1
Year

Year
RARBEENRNIGTS 2 H

Multidisciplinary Clinic Of Metabolic & Bariatric Surgery
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Cardiovascular Effects of Intensive Lifestyle
Intervention in Type 2 Diabetes

The Look AHEAD Research Group®

Control Group  Interventiun Group
Variable IN~2575) (N=2570)
Body mass indexy 360238 33.9:6.0
Pty Cotol  Mlewedhs  Hosd bl
Outeurme e Goup [T [T P Vabas
Y e
Prvary wocrene
Drets brem cambovessider cannr, Qi G @iy % o 10N an 7
reeditd oy il an £
Vo, s wrvde o 1
hengesa s s fow g
Sommwhory wadiveers ;
et by cambovernrder cosnes, 5% MmN WL a%) ©24.13% o 1
e latd eme adial oan 1
i, o eidatal reie
Dnath Scs iy e, v lanal e 0 Xy O E0-10) on
i o
rwnbotel shonbe
Dt fowe sy canmn, ol wyps 1177 w3} W AN 0241 15) o
cardd alonti, rmwlatal
o
£, CARG, PO humystabion
taw bo brat Ledse, cantad Mot b
enlirmnchmry oo perphensd g mn i uw 1 i -
e A0 i N ] e

LR EEELd L) Look AHEAD Group NEJM 2013 Multidisciplinary Clinic Of Metabolic & Bariatric Surgery [

Surgery Vs Best Medical Rx
Gastric Banding for T2DM

BMI 30-40 ; DM < 2 years A
Remission v
80% .
o | RR 5.5
05 (95%Cl 2.2-14.0)
40% - L
20% _ W ST e SR TOAY VAT O S RANOe D D
0% T 1

Surgical Gp Conventional G

R

FRFR ENERE Dixon JB et al. JAMA 2008 Multidisciplinary Clinic Of Metabolic & Bariatric Surgery
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Thte NEW ENGLAND JOURNAL of MEDICINE

Bariatric Surgery versus Intensive Medical
Therapy for Diabetes — 3-Year Qutcomes

HbAlc<6% (1ly = 3y)
12%->5% 42%->38% 37%>24%

/0
= Insulin use before Rx  m Insulin use after Rx

51942°7%

— 46% 45%

HbA1c 9.0% HbA1c 9.3% HbA1c 9.5%

HbA1c 8.4% HbA1lc 6.7% HbA1c 7.0%

" Po s 36% BMI<35
— [

Medical Rx Gastric Bypass Sleeve REBRBEANBADH
FUFIRRENE

Schauer P et al. N Eng J Med 2015 Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

2016 American College of Cardiology Annual Scientific Session , Boston

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

HbAlc<6% (1ly 23y = 5y) STAMPEDE trial
12%>5% 2>5%  42%—>38% 2>29% 37%—>24% >23%
=1ly =3y mb5y il )
42%
38% 37%

29%

24% 23%

12% 36% BMI<35
5% 5%

Tl

Medical Rx Gastric Bypass

RYRBEARIFSZMH
LEERELY 113 Schauer P_et al. 2015

Multidisciplinary Clinic Of Metabolic & Bariatric Surgery
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Evidence Supporting Surgical
Treatment of T2D

Outcome >12m weight loss & DM Remission
* 14 RCT;FU 1-5y; N= Sx 624 Vs Med Rx 426
* Median HbAlc J2.0% for Sx Vs 4.0.5% for conventional therapies (p<0.001)

Changs in HbA,,
&

RHARFEEARNGEZEH

Rubinos et al. Diabetes Care 2016 Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

Evidence Supporting Surgical
Treatment of T2D

C Difference HbA1c

gy Vet
..,_.___.%._.. ,_.,__._!,.‘_l'.',.ﬁ__..__&_'!x!‘rb._. S e
Vet Z0TC MYCHACAIIET 6 ma: 56 55 o8 v @i sz 08 0 S.I% <140 [-2.99, os _
e

wnmlmwum-.suawmnu os 44 7 e 1”7

O 2015 LACK [12 we: 28 39) 2 AT 08 ks PAY 02 22 OS5 =y
Malpwria 2014 (KVGK (13 to c(uaundm‘u $2 14 I3 AR 1 1% AN ——
Tt 2015 N0 D12 e x2 004 (1Y) 83 0y sr 78 s 5r Tew bt
Lang 2813 YCH (12 mo. «7.08 of awchl{t8) ¢ o3 e 8 TR O IM e o
Schaser 2012 RPCRISC 12 e o8 00 [12) 30 W 75 s 4 W ——— i
Camewings 2010 MYCH (22 o 56.5% off meda) 229 4 L8 1S B L3 27 5 e
it 1008 QALK (24 ma: $6.2% o el () ‘ 0% 3 I 14 W &M —— 4
Brveddn 2315 NTCH [24 me. 37004 (21) 18 58 B4 23 54 SN LL0ETE AN e
Mengrame 201 (AYCLAPDH 24 me aua-u]m) iﬁ B85 0 749 037 38 TN 204 25), -85 o—
Wartaah 1014 BACE (24 e <708 VT) os T3 1A 2% MK 120 e 0 e
Courcowles 2015 INYCRLACE [36 ma: s6.5% of madd () ’.l 04 36 73 84 34 TS A0TOSN 0L .
Sthaver 2014 JECACH (36 e 36 0N (19 A% L3 W 4 22 4 3N s paae aemd) g
Shagane 2078 UVGHAEPDN 60 mas 405K meda] (30) 655 05 3 69 #4615 70X 005 048 -60Y —
Model o 465 100N -LI4[-AST -0 -
Taa = 043 CF = 200 88, #f « 16 7 < 000000k ' » 9% -y ~ ] t rd
Tout for averal effect I » S 200 7 < 3.00001) - -
Suegery WMaddo sl Aestpn

RARBEENRNIGTS 2 H

Rubinos et al. Diabetes Care 2016 Multidisciplinary Clinic Of Metabolic & Bariatric Surgery
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Evidence Supporting Surgical
Treatment of T2D

A Odds achieve end-point

Ji
Ii

.-ﬁﬂ
ol 4 11257, 27.84] ==
lllllﬂl N UII. sI“d-‘lﬂ Sl s n O 70 AN METE LIS 32200 ezt
4 KTCRAACE/) [ o 56, 5% o medsdiie) 33 29 6 M &K LYY SN, eSL) ——
mnu IRYGH (12 ma < 7.0 13 #» 5 u w7 s 372 172, 805 —
Mmsmwnc- 7.0 @) L & 9 Lwm AZS L2 S ) =
nu AYCAAGE 112 n X :‘:mm 1 4; : 7 i‘x: TAL[Z24.2521]  Masn BV 35 o
% 1" 04 —
[ oty W" “\* R g A %K “Lg} ............... o ares t
Oirg 2015 LALE |22 ma &8 s u 5 2 3w Maan QW 235 P
W 2008 SLAGID {24 oy u.nnmm w b . » i l'(! I8 n MN e
Schuser 2012 (RYCEAG) (22 ma, #6.005 {43 ¥ o » O Al 104%  SI9[274, 3484 —_—
Sehawer 2014 IRYCE/SL) (16 Mo 6. 0% (1) 7w * @ arx S22, eal g,
Curnramgt 2018 JOFCH (12 mex 6.5% o¥ aweh| (22 L 117 34 1048 (243,3033) e ¥
Mngrons 2042 SRPCR/IAD 24 s 8 5% oFf sl (t1) L. ® W SAX JODRININ Sr0S) p———
Wayone 2018 MICH/ER0N 60 e S8 S% o8 smde{ ) 19 38 0 1% 49% 544246 2901 —tams i
Fand Eriects Vede 624 400 1000% R4S NAs, 1L10) .
Hewropere sy S« 45,03, @ o M4 # < H00001 I = i W——ﬁ-—lﬁ
Test ot oversl afute 2 = 1536 @ < 0.90001
Favors Feavors
Medc it featyla Sugery

RHARFEARNGEZEH

Rubinos et al. Diabetes Care 2016 Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

Conclusion
Clinical Trials on Metabolic Surgery

Surgery provide better short-term DM control +
metabolic risk factors than medical Rx in Obese pt

Medium & long-term trials show maintained

benefit over medical Rx

i EI&HEWH??’:V?W
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What should we do next? %

KRR ENRNGESZH
Multidisciplinary Clinic Of Metabolic & Bariatric Surge

Facts about Surgery for T2DM

RARBEARESZH
Multidisciplinary Clinic Of Metabolic & Bariatric Surge
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Facts about Surgery for T2DM

i QI&HE%M??Q%W

Why Surgery Works?

Traditional concept

IEIRER
PRE

Decrease Insulin resistance

13/01/2017
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Reversal of type 2 diabetes: normalisation of beta cell
function in association with decreased pancreas
and liver triacylglycerol

+ 11 T2DM patients (mean BMI 33, DM duration 4y)
» 8 week calories restricted diet (600kcal/d)

. 10 a0 Hepatic ¢ My MRI Hepatic
== = Insulin sensitivity 1 Fat Content
g -] £ ss oF 84
aE » . =
- § 20 7 8% 104
Eg " 8 gt 1
L g b
‘ it ad
e ey e e
° a e ' 0 2 " ¥
Wiook Woor

Reversal of type 2 diabetes: normalisation of beta cell
function in association with decreased pancreas
and liver triacylglycerol

* 11 T2DM patients (mean BMI 33, DM duration 4y)
8 week calories restrictetl diet (600kcal/d

18 = s MRI Pancreas
I # o Fat Content
E
.
. 15 8week  :_ ] L;__ 1
o e i M
g = 1.2 + 4 g o T —
i i g 0.9 - 1 week ]
§ T3 - YT ; R
c £ 06 4 ) baseli i ] Acute Phase
= £ } 'y aseline e Insulin Respond
2 03 { M~ | S
o8 &__#"""}'M”""QH :% 14 T_,._—‘-{
o= —_—
r - T T T 1 ‘:- - "’é
SERN]

i E Rl Y L1 Lim EL et al. Diabetologia 2011
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Gut Hormone Profiles Following Bariatric Surgery Favor an
Anorectic State, Facilitate Weight Loss, and Improve
Metabolic Parameters

L T " P

Nege Vel raes

‘- . »
- i TInsulin
RYGB =6 i . l »
LAGB =6 1 » »
e e M
Mean 11m /19m Tiess potes (minutesy -
c" D™
Eog = tGLP-1 “I Tpyy
!“ i.
Same Wt loss é B g
. "

E Rl LY Le Roux C. et al Ann Surg 2006 Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

Why Surgery Works?

Traditional concept

o WERER
IEINRER RS R DINIDEE
BURE Alter insulin
Decrease Insulin resistance Production & release

EEEELT LT

13/01/2017
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Incretin Hormone

1 month

GLP-1 Toal (pmoil)

e ; Dy

- —— . —_

PR S S, m— S—— ]
TE S Y68 120 118 180 %48 1RO

Tinee (min)

Incretin levels and effect are markedly enhanced 1 month after Roux-en-Y gastric bypass surgery in

obese patients with type 2 diabetes. - N
RHARFEARNGEZEH

FAFTENEAR Laferrere B et al. Diabetes Care 2007 Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

OULS SURG (2012) 22:740-748
DOL 101007571 69501206223

CLINICAL RESEANCH

Metabolic and Hormonal Changes After Laparoscopic
Roux-en-Y Gastric Bypass and Sleeve Gastrectomy:
a Randomized, Prospective Trial

GLP-1 11 GLP-11

>

GLP (pmebl)
'EEREER

RY Gastric Bypass Sleeve Gastrectomy

RYRBEARIFSZMH
LEESET Y 0] Multidisciplinary Clinic Of Metabolic & Bariatric Surgery
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W SURGERY

A Neathly Review of Surgiasl Sclarcs Since 1845

Weight loss, appetite suppression, and changes in fasting and postprandial
ghrelin and peptide-YY levels after Roux en-Y gastric bypass and sleeve
gastrectomy: a prospective, double blind study.

{Ghrelin EILE&:%&% s TPYY ZBRAYYEE

Tl Eed s
Ll e

" ew
S8 EYREELES

3 - b ~ -

o

-
-
=
LafE1111
-
=

L.
.

Iml"”:l Toem - :
RAERBENRNIGSZH
Clinic Of Metabolic & Bariatric Surge

-

The Entero-insular Axis

The Hindgut

Stimulation Theory

The rapid & early delivery of
undigested nutrients to the distal
bowel up-regulates the production of
L-cell derivatives like GLP-1, PYY

GUT HORMONE

RARBEENRNIGTS 2 H

FRFR ENERE Mason E. Obes Surg 2005 15, 459-461 Multidisciplinary Clinic Of Metabolic & Bariatric Surgery
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Vagal manipulation

g5°

Hypothalamus

Fa
GLP-1 / Insulin / Hepatic
Feoad , ' & uptake / gluconeogensis
lﬂﬂﬁi\bﬂ\\\ﬁ rain P
Chemoreceptor Sy ) .
Mechanical receptors p g L Satiety

al Afferenta Vagal Efferents

.

) \ 4 W &7
e, ;" . Receprors
L Q@ UIRHERREANRADH
- LS 5

13/01/2017
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Neuro-modulation
Gastric Stimulation viecie
Tantalus - DIAMOND™
- System

¢ METACLRE

Meal Initiated Stimulation
~ OFF in between meal
-~ Synchronize AP with slow-wave
- Increase antral contraction

RAERBENRNIGSZH
Multidisciplinary Clinic Of Metabolic & Bariatric Surge

ARNICLE

A Pilot Study to Compare Meal-Triggered "'l'rl‘
Gastric Electrical Stimulation and Insulin
Treatment in Chinese Obese Type 2 Diabetes sl

L

= E ——_ %

e

i

-W—'

HbAlc

35



13/01/2017

Vagotomy Dissociates Short- and Long-Term Controls of
Circulating Ghrelin

DIANA L. WILLIANS, HARVEY J. GHILL, DAVID E. CUMMINGS, axp JOEL M. KAFLAN

Neuro-modulation
Vagal Nerve Blockade

Neuro-Blocking — VBLOC ™
— Electrical impulse directly applied to vagal trucks to modulate Gl
neuro-physiology
-~ Reversible “Vagotomy”

36
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Neuro-modulation — Vagal Block

VBLOC ™ ReCharge Trial

multi-center study (USA + Australia)

~240 pts (2:1 Rx Vs Sham)

BMI 35-45; RCT (implanted with Vs without lead)
—~ New design — implant >12h/day automatic deliver; J

——

At 12 months
Primary end-point :
* 55% Rx group >20%EWL; 45% Rx group >25%EWL

RAERBENRNIGSZH
Multidisciplinary Clinic Of Metabolic & Bariatric Surge

Neuro-modulation - Vagal Block %

VBLOC ™ ReCharge Trial
o
R
‘ w £ P
gemwase 0w w3 0% A?QBOVED

Ikramuddin, S et al. JAMA 2015 Multidisciplinary Clinic Of Metabolic & Bariatric Surge
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A Gut Feeling to Cure Diabetes: Potential Mechanisms cU
of Diabetes Remission after Bariatric Surgery Madlcna

1 Catorte ke
Twwwm ]7
T Intestenal ghavomeoggenesis

T Heparsc insakin sensinity
L Hepana: ghicme peolation

l Antsmordtin (actens
-
= T s, vy and oxae

T Forprandal GLP-1 wawsion

T B-Cell Fimetion
T Glacose ustization (Resx liezh} ; ’ L oty weight flousg-teres)
ot .4‘ 1 Ants emcretin faciors
l'“'““’ =l T #enpbenl imuin souitivity R Tp— ,
|
Diabetes Remission

i QI&HE%M‘FA*W

How to integrate surgery into
Type 2 Diabetes Management? \E

N\ -

f\ Consensus & Guideline l
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National or International Guideline for

eligibility of bariatric surgery in Adult

N (USA]  NHMRC NCE”
(Australia) (UK)

Year 1951 2003 2005

Recommaended: »50

Ll

Digible (A):BMI >30 >a0 >40 >40 »40

hgible (B}-BMI  35-40with 35-40with 3590 wath 35-&0with  35-40if *>35 with 1
1serous 1 sarious disease 1 waight lo3s  contrel of senous

weght loss weght loss thatcow’d  responsive dipbetes andl weight loss
responsive responsive improve comorbidity comorbidity | responsve
comortidy  comorbidity  with is fficult comorbidity

weight loss

RAERBENRNIGSZH
Multidisciplinary Clinic Of Metabolic & Bariatric Surge

The Y - Y Paradox

Body fat
9-1% 21-2%

Higher fat percentage , More central obesity

RARBEENRNIGTS 2 H

EEFLE ) Yudkin and Yanik et al Lancet 2004; Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

13/01/2017
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IDF Position Statement 2011

Bariatric Surgical and Procedural Interventions in the Treatment of Obese
Patients with Type 2 Diabetes

LFERTYLE rOOSI0ATION
* De (rooMeaton
- Wasgn comiet

- Pryaiat acoaty

Surgery

Surgery should be included
In the algorithm of DM Management

Suboptimal control HbA1lc > 7.5%

Caucasian Asian
Prioritized:  BMI > 35 >32.5
Eligible: BMI > 30 >27.5

HbA1lc > 7.5 % despite fully
optimize conventional therapy

*Referral to bariatric expertise with multi-disciplinary team

/ Bariatric Surgery should be consider in Asian if
1. BMI235 with or without comorbidity

2. BMIz30 severe comorbidities, poor control DM / MES,
failed life-style & medical Rx

Metabolic surgery maybe consider in Asian if
1. BMI2275 poor control DM or MES
2. Under approval from IRB with inform consent from patient

Recommended Procedures

Gastric Bypass/ Sleeve Gastrectomy/ Gastric Banding / BPD/DS
\ IFSO-APC Consensus Meeting 2011 Japii:\/_

Kasama K et al. Obes Surg 2012

13/01/2017
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London Consensus (2015)
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Organizations Tt
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LILIRHTTRE

M o Sy ) 0§ s [ M4

v hasepurenete s
enp imamenras iy n By SV v 650
D A S i Al
Endorsement by >40 National Societies vt e ~
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RARBEENRNIGTS 2 H

FESETE I L Multidisciplinary Clinic Of Metabolic & Bariatric Surgery
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..'-“. b = . >
i Optimal Utastyis and Mocical Rx ‘
Mol RE veling Injectabie mveds and lesebin) s

CHERBENNESZH

Not Consider

it

Recommend

Bariatric Surgery Worldwide 2013

L. Angrisani” « A, Santonicota® « P lovine® « G, Formisano” «

H. Buchwald® « N, Scopinaro®
150000
100000 - s BPD/DS
s SAGB/MGB
« RYGB
50000 - u SG
W AGB
O 4l

Asia Pacific  Latin America North America Europe

RARBEENRNIGTS 2 H

Multidisciplinary Clinic Of Metabolic & Bariatric Surgery
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Types and trends of procedures in Asia
Numbers of IFSO-APC survey 2014

u Others
50000 (BPD/DS;MGB;
SDJB)
37500 = RYGB
25000 " SG
12500
= AGB
0
2003 2008 2011 2013
Courtesy of Dr. Ohta RHREEANNESDH

"FERET T I Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

100
w Others (BPD/DS;
75 MBG)
u SDJB
o « RYGB
25 SG
L | W AGB
i | c f Dr. Oh
S N R .2 € & O @ N =n $ R ourtesy of Dr. Ohta
P @ @& NN O & & o
FETFFTEF LT T F &
A '0% Q .¢°a o ©
© Q‘\ > RYRBEARIFSZMH

EEFLE ) National Report, IFSO-APC 2015 Multidisciplinary Clinic Of Metabolic & Bariatric Surgery
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1 last 13 years = 1162

Metabolic & Bariatric Surgery in HK
Survey (2002-2015)

Biennial case no.
Total no of bariatric cases in

2002-2004 2005-2006 2007-2008 2009-2010 2011- 20122013 2014 2015
REREEARBADH

n Chango of Dominant Surgical Procedures

2002 - 2015
—1 “=RevisionSx

= Lap BPD/DS

= Lap gastric plication (band .non-
band)

= lap LSG+DJB

- Electromodulation

lap gastric bypass

m Lap sleeve gastrectomy

- Lap gastric band

2002-2004 2005-2006 2007-2008 2009-2010 2011-2012 2013-2014 2015

RARBEENARNIGTS 2 H

13/01/2017
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.- EBELELLLLZ]

@ Statistics of Clinical Service — New Case Q@)

ERPRARFSAAET - REEHIAB

1502

new case  « cumulative
#EE6 FIEAH

1128

2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015
R EEE NGB
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CUHK Bariatric & Metabolic Surgery Database
SO SO E R T R

(2002 - 2015 )

Lap Gastric | Bariatric Sur‘ical Procedures = 492

plication
+/-Band, 11, 2%

Lap Gastric
bypass Endoscopic

28 (BIB/POGIAR) ,
160, 33%

Lap Sleeve g ~—
Gastrectomy, .
171, 35%

Lap adjustable ~
Gastric Band
94, 19%

CUHK Bariatric & Metabolic Surgery
&8 S KB B AU F T BUS EE

5-year outcome mean %Excessive Weight Loss

RERRRE EEEES
: A Gastric bypass Sleeve gastrectomy
\
1 HbA1c Change HbA1c Change
o Py
5_‘ ¥ 5 »
i, 1 | i, =1
: | VTN
& §
5 s
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Multidisciplinary Management Team for Patients with
Obese Metabolic Syndrome -~ Patient Outcome

AERF IR SIENFHE B - mARLR

Typical Patient Profile BREYAVH A 185

Wa/JVE + 47H =
W=

3T - MMWE#39

R R AVIEHEE - N2 RnE
SO FY TE TS ME DS B

« 200955 RATEMRT —
HbATc 7.8% (i ki (18R 8)

o WMME - =HEa0mMEe

« WMES - HE=8E 2.2mmol/|

o HEINH . MIREE

AETE (Ba@EA—x)

FEFL A9 ERN

fiREl it —F (RS ) i —E(SEE= 1)
Preop 1y LAGB 1y (gastric bypass)

107 1003 7 87RT
HbA1c 12% HbA1c 9.8% HbA1c 5.9%

bRl L1
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IFSO Global Registry Report 2016

Pﬂmary surgery: Patients on medication for type 2 dia es
s%my cHtendar yeavs H6Y3 ZOTSARESEH

PHE L

il L

Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

Potential Issue of Surgery

Safety & Side effect from surgical treatment

(e}
e0Te®
ety rergen
pefirrend
o 100NN
AN
Obesity Surgery rate 0.9% 0.3% 0.3% 0.1% 0.1% 0.1%

RYRBEARIFSZMH
nary Clinic Of Metabolic & Bariatric Surgery

13/01/2017
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37 -
9‘ 1]
f— AR
— G e GPDY DS
20
10
= BPO/DS. Wy
0 —s5
2003 i 2011 2013
Years

RHARFEARNGEZEH

" FERET I L L Angrisani et al. Obes Surg 2015 Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

? Non-Surgical
Treatment

» Dieting
Behavioral Change
Anti-Diabetes & Obesity
medication

No. of patient receive treatment

=l RARBEENRNIGTS 2 H

L EERFL YL Multidisciplinary Clinic Of Metabolic & Bariatric Surgery
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Safer Option ?
RISE OF ENDOSCOPY
Peptic Ulcer Ieedlng

3

o~

R EEARNBESZH
Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

Mechanism of Metabolic Surgery cu \

......

Non-Surgical Method ?

Reduce Absorption

Gastric Volume Reduction

« Alter small bowel transit time

» Change of Gl Endocrine environment
(Gut Hormone)

* Meal size
* Calories restriction

Multidisciplinary Clinic Of Metabolic & Bariatric Surgery
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EndoLuminal Rx

¢ Very Safe
e Less weight Loss

Primary Intention?
Temporary -
- Permanent
DM improvement —
less Med / remission
Test drive before Sx

RHARBEARNGSZEH
PRl Y L) Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

Intra-gastric Balloon (IGB)

".\\

e 1999 - Silicon Balloon ™ ' “Vroera »
(Bioenteric Balloon - BIB)

¢ Placement & Removal* Under
Endoscopy guidance

¢ Inflated with 500-700cc Saline
e Methylene blue added to indicate

rupture
e Remove 6m after insertion @) INAMED -‘% ALLERGCAN
1999 AT 2006
RYRBEARIFSZMH

L EERFL YL Multidisciplinary Clinic Of Metabolic & Bariatric Surgery
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Intra-gastric Balloon

Safety and Effectiveness of the Intragastric
Balloon for Obesity. A Meta-Analysis

Meta-analysis 15 studies, 3680 patient of BIB

Table 8 Reparred complicanuns of 1 429 patients tessnd weh HIR®

N .
Table § Effectivences of BIB® 0 foss waght at the ead of sesmen

Nassca e vimiting afier et week 5 K6
Abdoaumed pain and other mild dgestive duonjen” m 50 Studies Groups Patieats Moeen (955 CI

Deflanca wnd displacenent of Be baloos*
Eaflassanation of lodony in Sgestive linng”
Ceparo-ysophageal refiux

24

-

21 Ka TSIR3608 147152417

Lo
n
L 1% Tag L7133 35 122 (10-14.3)
Dedydraton - AL BRMI w3200 ST (3464
Dyflation wrhow daplicamens of the halloon” N 0% [ pEW 114133,413 321 (269374}
Dbstruction m the digestive tract > ns
Duasrhes andice cotetpatios i nr
Geptrc ulesy (b 04
Uantry; perforton 4 ol
)

Martalry selated with halloon (gaatric perfinmsan) 0l

RHARFEARNGEZEH

Imaz | et al. Obes Surg. 2008 Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

Intra-gastric Balloon

Tabde § Metabolie parariters dnd Quabty of hfe outioete

Befoes 1GB (baeding), £ 119 After Y38 (6 nuceths), n-119
Metasoko syndroae (1) 429 151 6 month <) s
Metaboko parsnirters’
Fasting bbod gluooss (ensll) S1420 $3e17 < (0us*
HEALC (%08 putenity) RESOF S LN S0 <ot
Total chalestarod funelT) 51408 4Tu08 < (a5t
Trgtycends (mmell) 1180 13007 <0008t
HDL (msol 14403 1A=D3 anT
Sywolic bod presiure (i) 145.4415.7 1332209 < s
DNactolic bioed precesry (mstHg) 1438124 TRRNISA .08
CRP (mgl) 59465 LR
Mui LM et al. Obes Surg 2009
70 P 0008 Pe0ot
e -
&0
0/
Bl ey
=
1w
o
= - 0007 Faore
10
& e %@
i . To——
-
P 6 month
b - Pou  Bre Poat
g e KA RBEANNESZH

FUrT LWEEE  Chan AOO et al. Aliment Pharmacol Ther 2008 Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

52



13/01/2017

Joint Task Force on Define Threshold on Safety &
Efficacy on Endoscopic Bariatric Therapy (EBT)

Zapollo r|.)A

r SNGLIUrger
APPROVED

Primary Obesity intervention for,_v_‘.»-
a Class I1/11l obese (BMI>35)
"« Minimal 25% EWL at 12 mo
* mean %EWL differe
“primary” EBT and con

E EBT for Obese | (BM

IS * Must achieved signi

T— on 21 obese-related c
LR R E LR

fu=z 48885 Abu Dayyeh et al™Gastrointest Endosc 2015 Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

MBS

Non-primary EBT
(early intervention, bridsig
metabolic therap

¢ Minimal 5% T&
Loss (%TBWL)

Intra-gastric Balloon

320 S B 20 SR procedureless Gastric Balloon

“Balloon Pills”

FRpre™, p Prodedurvien Gastrk Mo fie Wekzht Lasu
o Proofal Concept PRt Study

FELET T IV Machytka E et al. Obes Surg 2016 Multidisciplinary Clinic Of Metabolic & Bariatric Surgery [
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Intra-gastric Balloon

Percent Excess Waight Loss (REWL)
s § 8§33 3§

0O 4 8 12 16 20 24
Weeks of Therapy
o ENpme - Orbers

gu#z L8885 Ram Chuttanietal. DDW San Diego 2016 Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

500 Intragastric Balloons: What Happens 5 Years Thereafter?

2003-2009 - 500 BIB
Mean BW 126kg BMI 44

+ Exclude 17% <20% EWL
at 6m + 4% early removal

* 6m removal result - 395
(79%)

* 12m FU & 24m FU - 352
(70%)

* 60m FU - 195 (29%) 23% retain >20%EWL |

At 60m \

RARBEENRNIGTS 2 H

FESETE I L i b g Multidisciplinary Clinic Of Metabolic & Bariatric Surgery
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() BIB PROGRAM - HK experience

HbA1c % - 2 years results

BIB + Surgery

permanent

. 7.4%)

BIB + Surger
~ Before BIB BIB removal (6m) = Latest FU (24m) §

Multidisciplinary Clinic Of Metabolic & Bari

Gastroplasty / Gastric Partition

= * Transoral Gastroplasty (TOGa)

Endoscopic Plication

e Gastric volume reduction

im = 52 B

L EERFL YL Multidisciplinary Clinic Of Metabolic & Bariatric Surgery
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Endoscopic Sleeve Gastroplasty

Endoscopic Sleeve Gastroplasty: How I Do 1t? ‘

o o= or o B B 80 B

Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

LR EEELd L) Lopez-Nava Gontrand et al. Obes Surg 2015

Endoscopic Sleeve Gastroplasty

Endoscopic sleeve gastroplasty (the Apollo method): a new approach to obesity

management
- ——

Table I. Evolution of weight parameters after endoscopic
sleeve gastroplasty

Baseline Tmonth 3months  6months
{n=55) {n=55 fn=155) =55

Weight (kg} 1066+ 183 989+164 9222156 876+ 147
BMIlkg/m® 37.7x45 350242 327:43 31.1245

Variable

TWL (kg) 77229 133:40 189295
FoTWL 71222 133240 173270
FEWL 2312102 430+162 5534238
TWL: Total weight Joss, 3%TWL: % of total weight loss; %EWL: % of excess
weight ks

13/01/2017
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EndoLumenal Rx
Targets

Duodenum
Stomach Small Bowel

* Foregut exclusion

¢ Reduce gastric size
e Hindgut stimulation

* Weight Reduction

Isolated Duodenal Exclusion Increases Energy Expenditure and
Improves Glucose Homeostasis in Diet-induced Obese Rats
Rodrigo Mufioz' “, Jill $. Cammody ', Nicholas Siviopoulos'. Philip Davie',

Leo M. Kaplan'

o

B)
v Body Weight
Vo SO W ELS1
\/ = ELS< =~ELS-10
.\, — £
. £
3
C) 1omELS ELS.1) 4 om ELS (ELEA4) 10cm ELE (EL5-10) % 1004
i - s i : i a
S("E“: Q - N
0 2 4 I3
Tme

RPRBEARIFSZMHM
Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

FRRTANERR

13/01/2017
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Isolated Duodenal Exclusion Increases Energy Expenditure and
Improves Glucoxe Homeostasis in Diet-induced Obese Rats
Rodrigo Mufioz' “, Jill $. Cammody ', Nicholas Stvlopoulos'. Philip Davie',
Leo M K\lplun'

0] = SO = ELS OGTT E) GLP-1
- ELS4 «» ELS-10 10+
= 8+
g o Y
g 64
:
3 100 4
o
2+
= ! 04
o 0 (] 0 120
Torw (rrerdes)
HARHENNIESZH
"FERET T I Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

Endolumenal Bypass

¢ Endoscopic Duodeno-Jejunal Bypass Liner

endobarrier

Il cndzBertar'™ il pesmdkn ke doochedan HY |

13/01/2017
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RaNpOMIZED CONTROLLED TRIAL

The Effect of the Endoscopic Duodenal-jejunal Bypass Liner
on Obesity and Type 2 Diabetes Mellitus, a Multicenter
Randomized Controlled Trial

» Multicenter DIJBL Vs Control (6m implantation + 6m explantaton)
— 35 DJBL Vs 39 control

e 6 MHbAlc
— DJBL 7.0% Vs Control 7.9%
(p<0.05)
* 6 M after removal
— DJBL 7.3% Vs Control 8.0%

(p =ns) ¢ 1 33 %1470 o
Torm g ()

RYERHEANITSDAH

Koehestanie P et al Ann Surg 2014 Multidisciplinary Clinic Of Metabaolic & Bariatric Surge

Other Strategy?

Duodenum

Stomach Small Bowel

* Reduce gastric size e Foregut exclusion
e Weight Reduction e Hindgut stimulation

Multidisciplinary Clinic Of Metabolic & Bariatric Surgery
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EUS Guided GJ Self-assembling magnets _
Cross-luminal Stent Incisionless Anastomosis System [IAS] |
. 016 RARBEARESZH \

Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

Minimally invasive entero-enteral dual-path bypass using
self-assembling magnets

RARBEENRNIGTS 2 H

L EERFL YL Ryou, M et al. Surg Endosc 2016 Multidisciplinary Clinic Of Metabolic & Bariatric Surgery
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Endoscopic Dual-Path Anastomosis
Self-assembling Magnet

Endoscopic Evaluation of Anastomosis

Gastroenterology 2016: 150: S232

gusz k8885 Thompson CC et al. DDW San Diego 2016 Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

Sleeve gastrectomy & gastric bypass is the main-stream of surgery but NOT IDEAL, novel
procedure is investigational but promising

Endoscopic procedure is developing in order to meet the unmet needs

FRFR ENERE Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

13/01/2017
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Role of Gl physician / surgeon in Future ?
In Diabetes & Obesity Treatment

Psychologist
Physiotherapist Endocrinologist

Bariatric Bariatric

Anesthetist - Surgeon

Specialty nurse  General practitioner

RHARFEARNGEZEH

Multidisciplinary Clinic Of Metabolic & Bariatric Surgery

wongkhmo@cuhk.edu.hk
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