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Bariatric Surgery Underused in Severely Obese
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STOCKHOLM — Bariatric surgery
must expand to larger numbers of se-
verely obese patients with complicated
disease, but be cautious in patients with
a body mass index below 35 kg/m2

where surgery remains investigational.
Bariatric surgery “should be the stan-

dard of care for patients with complex,
morbid obesity, patients with a body
mass index of 40 kg/m2 or greater with
related diseases, including type 2 dia-
betes, that respond to weight loss,” said
Dr. John B. Dixon, head of obesity re-
search at Monash University in Mel-
bourne. “At the moment we have pa-
tients with BMIs of 45 or 50 who we
don’t treat with surgery; that’s a crisis.”

In most of the world, less than 1% of
patients undergo bariatric surgery even
when they meet current standards for
performing surgery: a BMI of at least 40

or at least 35 plus comorbidity. In Aus-
tralia and in the United States, use of
bariatric surgery in these patients doesn’t
crack 2% of the target population, even
though bariatric surgery is now recog-
nized as very effective and safe, he said.
Patients with BMIs of more than 45 are
“where lives are saved, people we can
help now,” Dr. Dixon said.

Although Dr. Dixon has run studies
that helped pioneer use of gastric band-
ing in patients with BMIs of 30-35, he
agrees with the statement earlier this
year by the American Diabetes Associa-
tion, which said there is “currently in-
sufficient evidence to generally recom-
mend surgery in patients with BMI of less
than 35 kg/m2 outside of a research pro-
tocol” (Diabetes Care 2010;33:S11-61).

“We need better quality evidence be-
fore lowering the threshold for bariatric-
metabolic surgery for lower BMI. We
will need properly conducted random-
ized controlled trials, and benefits are
likely to be less substantial than in the se-
verely obese” patients, he said. 

Dr. Dixon and his associates published
results from a study that randomized 80
patients with BMIs of 30-35 and no co-
morbidities to gastric banding or a very
low-calorie diet, pharmacotherapy, and
lifestyle change. After 2 years of follow-
up, the surgery patients showed signifi-
cantly better weight loss, resolution of
metabolic syndrome, and quality of life
(Ann. Intern. Med. 2006;144:625-33).

A second study reported 2 years later
ran a similar design in 60 obese patients
with type 2 diabetes and a BMI between
30 and 40. Gastric banding led to a 73%

remission rate of type 2 diabetes during
2-year follow-up compared with a 13%
rate in controls managed by lifestyle
changes only ( JAMA 2008;299:316-23).

Outcomes like these have led to mod-
est uptake of bariatric surgery in pa-
tients with BMIs less than 35, although
generally no lower than a BMI of 33, Dr.
Dixon said.

“What we see in Australia is that pa-
tients who are approaching a BMI of 35

and have trouble controlling their weight
and have type 2 diabetes are receiving
surgery, about 95% by gastric banding,”
he said in an interview. Some Australian
surgeons are clearing interested patients
for the procedure if they have a current
BMI of 33 or 34. But surgery cases with
a BMI as low as 31 or 32 kg/m2 “are ex-
traordinary,” he added.

A concern at lower BMI is that the risk-
benefit balance in favor of surgery shifts

and makes surgery a somewhat less at-
tractive option. “At a BMI of 31 kg/m2

surgery may not be as good as when pa-
tients are bigger,” he said. ■
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