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Most NCDs are not diagnosed on a pathophysiological basis

Diabetes Glucose 7.0 mmol/l

Hypertension Pressure 140/90 mmHg

COPD FEV1/FVC 0.70

Obesity BMI 30 kg/m2

Non communicable disease (NCDs): cardiovascular and circulatry disease, diabetes, cancer and chronic lung disease
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Obesity: we need to move beyond BMI

BMI has a relatively poor performance for the 
diagnosis and the staging of obesity at the individual
clinical level.

1) BMI does not precisely reflect body composition and 
adiposity level

2) BMI does not fully reflect the risk of complications
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Management strategies in obesity

Statement 1. If the patient’s clinical features make the clinical significance 

of BMI questionable, the anthropometric assessment of the patient should 

include instrumental evaluation of fat mass, i.e., dual-energy X-ray 

absorptiometry (DEXA) or bioimpedance analysis (BIA) 

(Expert panel median consensus estimate: 9)
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Relationship Between BMI and Complications

Jannsen I et al. Arch Intern Med. 
2002;162:2074. 

Body Mass Index, Waist Circumference, and Health 
Risk: 
Evidence in Support of Current National Institutes of 
Health Guidelines
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Relationship Between BMI and Complications

Sun Y et al. JAMA 
2019;2:e197337. 
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Clinical presentation of obesity is complex
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Management strategies in obesity

Statement 2. Cardio-metabolic risk stratification in patients with obesity 

should be based on systematic measurement of adipose tissue distribution 

in addition to BMI.

(Expert panel median consensus estimate: 8)
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Metabolic

Type 2 diabetes
Prediabetes

CVD and risk 
factors
• Stroke
• Dyslipidaemia
• Hypertension
• Coronary artery 
disease
• Congestive heart 
failure
• Pulmonary 
embolismInfertilit

y

NAFLD

Cancers*

Gout

Thrombosis

Asthma

Gallston
es

*Including breast, colorectal, endometrial, esophageal, kidney, ovarian, pancreatic and prostate

Clinical presentation of obesity is complex
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Scoring
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Clinical presentation of obesity is complex
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Using the Edmonton obesity staging system to predict 
mortality in a population-representative cohort of people 
with overweight and obesity.

Padwal R et al. CMAJ 
2011;183:E1059-66. 

Clinical presentation of obesity is complex
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2016 IFSO Statement on indications for surgery for obesity and weight
related diseases
A Position Statement from the International Federation for the Surgery of Obesity and Metabolic Disorders (IFSO)

Maurizio De Luca, Luigi Angrisani, Jacques Himpens, Luca Busetto, Nicola Scopinaro, Rudolf Weiner,
Alberto Sartori, Christine Stier, Muffazal Lakdawala, Aparna G Bhasker, Henry Buchwald, John Dixon,

Maurizio De Luca, Luigi Angrisani, Jacques Himpens, Luca Busetto, Nicola Scopinaro, Rudolf Weiner, Alberto Sartori,
Christine Stier, Muffazal Lakdawala, Aparna G Bhasker, Henry Buchwald, John Dixon, Sonja Chiappetta, Hans-Christian
Kolberg, Gema Frühbeck, Michel Suter, Emanuele Soricelli, Mattias Blüher, Ramon Vilallonga, Arya Sharma and Scott
Shikora

Obesity Surgery 2016, 8, 26: 1659-1696
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2015 IFSO Statement on indications for surgery for obesity and weight related
diseases
A Position Statement from the International Federation for the Surgery of Obesity and Metabolic Disorders (IFSO)

Statement 2
BMI and antrophometric measures, although useful, have important limitations
when applied to individuals for indication to surgery
(Level of Evidence 2, grade of recommendation B)

26.Ko GT, Tang JS. Waist circumference and BMI cut-off based on 10-year cardiovascular risk: evidence for "central pre-obesity". Obesity (Silver 
Spring). 2007;15(11):2832-9.
27.Neel JV. Diabetes mellitus: a "thrifty" genotype rendered detrimental by "progress"? Am J Hum Genet. 1962;14:353-62.
28.Saydah SH, Fradkin J, Cowie CC. Poor control of risk factors for vascular disease among adults with previously diagnosed diabetes. JAMA. 
2004;291(3):335-42.
29.Summary of revisions for the 2009 Clinical Practice recommendations. Diabetes Care. 2009;32 Suppl 1:S3-5.
30.Dixon JB, Zimmet P, Alberti KG, Rubino F; International Diabetes Federation Taskforce on Epidemiology and Prevention. Bariatric surgery: an IDF 
statement for obese type 2 diabetes. Surg Obes Relat Dis. 2011;7(4):433-47.
31.Lakdawala M, Bhasker A; Asian Consensus Meeting on Metabolic Surgery (ACMOMS). Report: Asian Consensus Meeting on Metabolic Surgery. 
Recommendations for the use of Bariatric and Gastrointestinal Metabolic Surgery for Treatment of Obesity and Type II Diabetes Mellitus in the Asian 
Population: August 9th and 10th, 2008, Trivandrum, India. Obes Surg. 2010;20(7):929-36.

Bariatric Surgery Literature in Class I Obesity
Beyond BMI
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2015 IFSO Statement on indications for surgery for obesity and weight related
disease
A Position Statement from the International Federation for the Surgery of Obesity and Metabolic Disorders (IFSO)

Statement 2
BMI and antrophometric measures, although useful, have important limitations when applied to individuals for
indication to surgery

The indication for surgery for obesity and weight related disease should be based on the overall assessment of the current
health status of the patient with obesity and on the identification of disease risk factors that are not addressed by the only
calculation of BMI.
These factors include:
• distribution of adipose tissue as an important cardiovascular and metabolic risk factor; a high amount of visceral fat is often
associated with an increased liver fat and muscle fat, and pancreatic fat and represent an significant BMI indipendent risk
factor with a causal relationship with the metabolic syndrome.
• different body composition related to gender; at equal BMI the percentage of adipose tissue is greater in the female sex.
• individual fat distribution; at equal BMI, distribution between adipose tissue and non-adipose tissue may vary;
body composition related to age; a positive correlation between age, visceral fat and abnormal lipid and glucose metabolism
has been demonstrated.
• body composition linked to race; at equal BMl, the risk of developing T2DM and metabolic syndrome is greater in individuals
originating from Asian countries; in fact, for these populations and other ethnic groups that are considered at high risk a
reduction of the threshold value of 2.5 kg/m2 compared to Western standards is recommended for obesity classification, [18,
26-31].
• psycological and psychiatric symptoms
• limitation of functional aspects [32-34].

Bariatric Surgery Literature in Class I Obesity
Beyond BMI
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60.ASMBS Clinical Issues Committee. Bariatric surgery in class I obesity (body mass index 30-35 kg/m²). Surg Obes Relat Dis. 2013;9(1):e1-10. 
61.Busetto L, Dixon J, De Luca M, Shikora S, Pories W, Angrisani L. Bariatric surgery in class I obesity: a Position Statement from the International Federation for the 
Surgery of Obesity and Metabolic Disorders (IFSO). Obes Surg. 2014;24(4):487-519.
62.O'Brien PE, Dixon JB, Laurie C, Skinner S, Proietto J, McNeil J, et al. Treatment of mild to moderate obesity with laparoscopic adjustable gastric banding or an 
intensive medical program: a randomized trial. Ann Intern Med. 2006;144(9):625-33.
431.Fried M, Ribaric G, Buchwald JN, Svacina S, Dolezalova K, Scopinaro N. Metabolic surgery for the treatment of type 2 diabetes in patients with BMI< 35 Kg/m2: An 
integrative review of early studies. Obes Surg. 2010;20(6):776-90.
432.Scopinaro N, Adami GF, Papadia FS, Camerini G, Carlini F, Briatore L, et al. The effects of biliopancreatic diversion on type 2 diabetes mellitus in patients with mild 
obesity (BMI 30–35kg/m2) and simple overweight (BMI 25–30 kg/m2): a prospective controlled study. Obes Surg. 2011;21(7):880-8.
.

Sub-chapter 4.5   Low BMI 
Statement 4.5.1
Surgery for obesity and weight related diseases is effective in patients with
class I obesity (BMI 30-35 kg/m2) and comorbidity.
(Level of evidence 1, grade of recommendation A)

Bariatric Surgery Literature in Class I Obesity
Beyond BMI
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ENUNCIATO 2 

Il BMI non è l’unico parametro nella selezione dei pazienti candidati alla 
chirurgia bariatrica e metabolica.

Livello di evidenza 2; grado di raccomandazione A
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Le indicazioni alla chirurgia bariatrica nel paziente obeso si fondano su diversi parametri:

1) B.M.I. ( anche solo >  30 se presenti comorbidità specifiche) (Liv. 1, RA)
2) Età ( anche < 18 anni o > 60 anni, ma con limitazioni specifiche)                       (Liv. 2, RB)
3) Presenza di comorbidità specifiche                                                                                (Liv. 1 RA)

anche in pazienti candidati al trapianto d’organo                                                              (Liv. 3 RC)

In relazione alla capacità della chirurgia bariatrica di:

4) determinare una significativa perdita di peso a lungo termine                                       (Liv. 1 RA)
5) migliorare la qualità di vita dei pazienti                                                                        (Liv. 1, RA)
6) aumentare l’aspettativa di vita (Liv. 1, RA)

risolvere le comorbilità associate e in particolare:
7 )la sindrome delle apnee notturne                                                                 (Liv. 1, RA)
8) la patologia articolare                                                                                       (Liv. 1, RA)
9) la malattia da reflusso gastro-esofageo (Liv. 2 RB)
10) le endocrinopatie ginecologiche                                                                   (Liv. 2 RC)
11) Riduzione dell’insorgenza di (alcune) neoplasie maligne                                  (Liv. 3 RC)
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Algoritmo di cura dei pazienti con sovrappeso o obesità

Standard Italiani per la cura dell’Obesità 
SIO- ADI 2016-2017
http://www.sio-obesita.org/wp-content/
uploads/2017/09/STANDARD-OBESITA-SIO-ADI.pdf
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Management strategies in obesity

Statement 3. Assessment of the presence of medical comorbidities, 

psychological status, and severity of disability should be performed 

systematically, using clinical, biochemical, and instrumental parameters 

with an advantageous cost-effectiveness ratio. 

(Expert panel median consensus estimate: 9)
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The patient with prediabetes
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Progression to diabetes

Torgerson et al. Diabetes Care 2004;27:155-61
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Prediabetes, mortality and CVD

Xiaoyan C et al. BMJ 2020;370:m2297
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Prediabetes, mortality 
and diabetes-related complications

Schlesinger S et al. Diabetologia. 
2022;65:275-285.
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Management strategies in obesity

Statement 4. Impaired fasting glucose and especially impaired glucose 

tolerance are risk factors for developing type 2 diabetes. These conditions 

can therefore make a patient eligible for a level of therapy that requires the 

presence of at least one comorbidity, in addition to a given BMI value. 

(Expert panel median consensus estimate: 8)
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Statement 5. In patients with BMI 27–30 kg/m2 who cannot control body 

weight with lifestyle modifications only, the presence of prediabetes is a 

sufficient criterion to consider anti-obesity pharmacologic therapy. 

(Expert panel median consensus estimate: 8)
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Autorizzato FDA Autorizzato  EMA Regime 
fornitura 
AIFA

Fentermina SI NO

Bupropione-naltrexone
Approvato FDA settembre 2014
Approvato EMA   2015 

si si RRL

Fendimetrazina SI NO

rimonabant No. Mai approvato no

Orlistat SI SI RR
Sibutramina NO NO

Lorcaserina
Approvato FDA luglio 2012 e ritirato nel 
2020

no No mai approvato

Fentermina/Topiramato
Approvato FDA luglio 2012

SI Nel 2013 non  Autorizzata da 
parte di  EMA  

Liraglutide 3 mg 
Approvato FDA settembre  2014 e EMA 
2015

si si RR

Farmaci autorizzati per il trattamento dell’obesità da parte 
della FDA e da parte dell’EMA 
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Management strategies in obesity

Statement 6. In patients with BMI 35–40 kg/m2 who cannot control their

body weight with maximal medical therapy, a prediabetes condition should

be considered as a sufficient criterion for proposing bariatric surgery, also

based on the age and overall cardio-metabolic risk profile of the patient.

(Expert panel median consensus estimate: 8)
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Management strategies in obesity

Statement 7. Weight loss is only one of the aspects involved in the entire psycho-

physical complexity of patients with obesity. In line with the principles of precision

medicine, the therapeutic goal must be individualized, realistic, shared with the

patient, and should take into account the complexity of the clinical situation

associated with obesity, as well as the history of the patient's weight and dietary

attempts made. The extent of weight loss should be commensurate with the specific

medical comorbidities, psychological status and severity of disability.

(Expert panel median consensus estimate: 9)
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Benefits of bariatric surgery: sustained weight loss over 20 years

Sjöström et al. JAMA 2012;307:56–65

Data are mean ±95% confidence interval
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SOS study is a nonrandomized, prospective, controlled study
2010 surgical patients, 2037 matched obese controls who received usual care. 
Recruitment: September1987 and January 2001
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Bariatric surgery is associated with variable weight loss outcomes

• Observational prospective controlled
study

• 1156 pts
• 12 years follow up
• 418 pts RYGB
• 417 non surgical group 1 (followed up to 

obesity clinic)
• 321 non surgical group 2 (followed up to 

obesity clinic)

Adams et al. N Engl J Med 2017;377:1143–55
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Benefits of bariatric surgery: reduction of the incidence of severe CVD events

Benotti et al. J Am Heart Assoc 2017;6:e005126
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Study in 3448 people with obesity. Severe CVD = development of stroke, MI or CHF
CHF, congestive heart failure; CVD, cardiovascular disease; MI, myocardial infarction; RYGB, Roux-en-Y gastric bypass
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Adjustable gastric band

An inflatable band is used to create a 
small pouch, which limits 

food consumption

• 1-year weight loss: 14–30%
• 3% of total procedures

Types of bariatric surgery

Vertical sleeve gastrectomy 

Permanently removes most of the 
stomach, leaving a sleeve-shaped 

pouch; results in ↓ ghrelin 
(hunger hormone)

• 1-year weight loss: 20–28%
• 59% of total procedures

Roux-en-Y gastric bypass

Creates a smaller stomach and 
bypasses part of the intestine; results 

in ↑ GLP-1 (satiety hormone)

• 1-year weight loss: 23–43%
• 18% of total procedures

One anastomosis gastric bypass

Similar to Roux-en-Y. 
Single anastomosis, long 

bilopancreatic limb

• 1-year weight loss: 38–52%
• 8-10% of total procedures

1. Piche et al. Can J Cardio 2015;31:153–66; 2. ASMBS Bariatric Surgery Procedures 2014. Available at: http://asmbs.org/patients/bariatric-surgery-procedures
2. M De Luca, G Piatto, G Merola, J Himpens, JM Chevallier , MA Carbajo , K Mahawar, A Sartori, N Clemente, M Herrera, K Higa, WA Brown, S Shikora. FSO Update Position Statement on One

Anastomosis Gastric Bypass (OAGB). Obes Surg 2021 Jul;31(7):3251-3278.
3. ASMBS Estimate of Bariatric Surgery Numbers 2017. Available at: https://asmbs.org/resources/estimate-of-bariatric-surgery-numbers
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Bariatric metabolic surgery: complications

Doble et al. Obes Surg 2017;27:2179–92 
Gounder et al. N Z Med J 2016;129:43–52
Edholm et al. Scand J Surg 2017;106:230–4
Buchwald et al. Surgery 2007;142:621–32 

Gastric bypass Sleeve gastrectomy Adjustable gastric 
band

One anastomosis 
gastric bypass

Complication rate ↑ complication rates vs. 
AGB + LSG 

Higher early 
complication rate than 

AGB

Lowest early 
complication; highest re-

operation rate

Less complication rates 
vs LSG, RYGB

Mean hospital 
stay 2.5 days 2.5 days 1–2 days 2.1 days*

Mortality risk 0.5% 0.5% 0.2% 0.4%*

Deficiencies Vitamin/mineral Vitamin Vitamin/mineral (lowest
risk of all procedures) Protein + vitamin/mineral

Other 
complications

Vomiting, dumping 
syndrome, ulcers Non-reversible Band slippage, erosion,

or mechanical problems
Vitamin supplementation 

required 

One anastomosis gastric bypass,
AGB, adjustable gastric band
BPD/DS, biliopancreatic diversion, with duodenal switch 
LAGB, laparoscopic adjustable gastric band
LSG, laparoscopic sleeve gastrectomy
RYGB, Roux-en-Y gastric bypass
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• Trattamento farmacologico pre-operatorio

• Trattamento farmacologico post-operatorio
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The rationale of medications for preoperative bariatric surgery preparation

For patients class III obesity (BMI >40 kg/m2) or more, 
pre-surgical weight loss is suggested to reduce intra-abdominal 

volume and achieve operability in laparoscopic technique

For some individuals, this is difficult to achieve with diet and 
exercise alone

As such, the use of weight loss medication may be considered as a 
treatment option

Stier et al. Diabetes 2015;64:A43; 2. Malone et al. Ann Pharmacother 2012;46:779–84
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Preoperative WL using pharmacological treatment

1. Modi et al. Obes Surg 2018;28:2113–6; 
2. Shah et al. Obes Surg 2017;27:137; 
3. Morton et al. Surg Obes Relat Dis 2016;12:S126; 
4. Wang et al. Value in Health 2015;18:A295; 
5. Iglesias et al. Obes Surg 2015;25:575–8; 
6. Stier et al. Diabetes 2015;64:A43; 
7. Malone et al. Ann Pharmacother 2012;46:779–84

Study Year Study type Intervention

Modi 2018 Case studies Liraglutide 3.0 mg

Shah 2017 RCT Liraglutide 1.8 mg

Morton 2016 Retrospective Various AOM**

Wang 2015 Retrospective Lorcaserin

Iglesias 2015 Prospective Exenatide

Stier 2015 Retrospective Liraglutide 1.8 mg

Malone 2012 Prospective Orlistat

**AOM = bupropion/naltrexone, phentermine/topiramate, liraglutide, phentermine or a combination of the aforementioned medications
AOM, anti-obesity medication
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The liraglutide group achieved the aim of feasible 
bariatric surgery considerably faster than the IGB 

group: 21 days vs. 213 days 

Liraglutide is effective for preoperative weight loss compared to intragastricballoon 

Study in 46 patients with extreme obesity (BMI >65 kg/m2) waiting for bariatric surgery. Liraglutide group = pre-surgical liraglutide, AAI and LCD;
IGB group = pre-surgical IGB. AAI, amino acid infusion; IGB, intragastric balloon; LCD, low-calorie diet

The liraglutide group lost more 
pre-surgical weight than the IGB group:

26.1 kg vs. 21.6 kg (p<0.001)

Stier et al. Diabetes 2015;64:A43

Pre-surgical treatment
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• Trattamento farmacologico pre-operatorio

• Trattamento farmacologico post-operatorio
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Cooper et al. Obes Surg 2015;25:1474–81; Karmali et al. Obes Surg 2013;23:1922–33; Complications in bariatric surgery. Springer 2018

Patient-specific factors Surgery-specific factors

Amount of physical activity Dilation of gastrojejunal stoma

Mental health issues Gastro-gastric fistula

Nutritional compliance Gastric pouch length

Follow-up Greater residual gastric volume

Preoperative variables Dilation of gastric sleeve

Hormonal imbalance Retained fundus

Support group attendance

Control of food urges/emotional eating

Aetiology of weight regain after bariatric surgery

BMI, body mass index; EWL, excess weight loss; WR, weight regain
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Conversione: procedura chirurgica diversa dalla precedente

Correzione: modifica delle precedente procedura

Restaurazione: ripristino della condizione pre-intervento (può essere
anatomica o funzionale)

ASMBS Revision Task Force, 2014
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Redo after metabolic-bariatric surgery - Definition

• Conversion: surgical procedure different from the previous one

• Revisional surgery: modification or revision of the previous procedure
(replace “correction”)

• Reversal surgery: reestablish normal anatomy
(replace “restoration”)

IFSO Consensus on Definitions and Clinical Practice Guidelines
Hamburg, March 2023

Maurizio De Luca
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1. Cooper et al. Obes Surg 2015;25:1474–81 
2. Karmali et al. Obes Surg 2013;23:1922–33
3. Jirapinyo et al. BMJ Open Gastroenterol 2017;4:e000153

• Significant WR (≥15%) occurs in 25–35% of patients 2–5 years after surgery1

• However, there is no generally accepted definition for WR. Most are based on kg, BMI units or %EWL2

Weight regain after bariatric surgery

BMI, body mass index; EWL, excess weight loss; RYGB, Roux-en-Y gastric bypass; WR, weight regain
Years from RYGB

-20

0

20

40

60

80

100

<5 >105–10

Am
ou

nt
 o

f w
ei

gh
t r

eg
ai

n 
(%

)3
Updating Obesity Management Strategies: 
an Audit of Italian Specialists



Post-operatory Pharmacoterapy

1. Vinciguerra F, et al. 2021 Apr 1. doi: 10.23736/S2724-6507.21.03311-3; 2. Thakur U, et al. Obes Surg. 2021;31(1):84-92;. 

Pharmacotherap
y

Behavioural 
modification

1. Weight Regain 1 (≥ 25 weight loss)

2. Insufficient Weight Loss 1 (< 50% EWL)

3. Patients desiring further weight loss 2
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F Rubino , RV Cohen, G Mingrone , CW le Roux. Bariatric and metabolic surgery during and after the COVID-19 pandemic: DSS 
recommendations for management of surgical candidates and postoperative patients and prioritisation of access to surgery
Lancet Diabetes Endocrinol, 2020 Jul;8(7):640-648. doi: 10.1016/S2213-8587(20)30157-1. Epub 2020, 7



Anti obesity medications after bariatric surgery

Study Study type Study duration Intervention Post-surgical 
weight loss

Rye Retrospective 28 weeks Liraglutide 3.0 mg Median = 9.7%

Suliman Prospective Median 213 days* Liraglutide 3.0 mg Median = 6.1%

Palecki Retrospective Average 4.2 months Liraglutide 1.8 mg Range = 2–18 kg

Jirapinvo Prospective 12 months Various AOMs** Mean TWL = 6.8%

Rigas Retrospective 7 months Liraglutide 1.8–3.0 
mg Median = 13.4%

Nor Hanipah Retrospective 12 months Various AOM†

37% achieved >5% 
TWL

19% achieved >10% 
TWL

Stanford Retrospective >12 months Various AOM‡

30.3% achieved 
≥10% TWL

15% achieved ≥15% 
TWL

1. Rye et al. Obes Surg 2018;28:3553–8;
2. 2. Suliman et al. Diabetes Obes Metab 2019; doi:10.1111/dom.13672; 
3. Pajecki et al. Rev Col Bras Cir 2013;40:191–5; 
4. Jirapinyo et al. Gastrointestinal Endoscopy 2018;87:AB68; 
5. Rigas et al. Obes Facts 2018;11:241; 
6. Nor Hanipah et al. Surg Obes Relat Dis 2018;14:93–8; 
7. Stanford et al. Surg Obes Relat Dis 2017;13:491–500 

*Median duration of treatment. **Average 2 AOM per patient – phentermine (44%), phentermine plus topiramate (43%), topiramate (40%), metformin (19%), 
liraglutide (15%), zonisamide (15%), lorcaserin (9%), bupropion plus naltrexone (9%), bupropion (5%), orlistat (2%) and naltrexone (0.5%). †Phentermine 
(74.6%), phentermine/topiramate extended release (12%), lorcaserin (8.6%), and naltrexone slow-release/bupropion slow-release (4.8%). ‡Phentermine, 
topiramate, zonisamide, metformin, bupropion, orlistat, sibutramine, liraglutide, exenatide, pramlinitide, naltrexone, lorcaserin, phentermine/topiramate, 
canagliflozin and bupropion/naltrexone. TWL, total weight loss



Median weight change was:
126.25 (presurgery)
92.45 kg (nadir), 
109.55 kg (prior to starting liraglutide)
99.4 kg (after 16 weeks of liraglutide)
95.9 kg (after 28 weeks of liraglutide)

Median percentage weight loss was:
7.1% 16 weeks 
9.7% at 28 weeks

Median BMI change was: 
3.5 kg/m2 at 16 weeks
4.7 kg/m2 at 28 weeks

Liraglutide 3.0 mg in 
post bariatric-surgery 
weight regain





Liraglutide in post bariatric-
surgery weight regain

• Liraglutide-treated bariatric patients lost a 
similar amount of weight (13 ± 8 kg or BMI 
4.7 ± 2.9 kg/m2) as did surgically revised 
patients (17 ± 7 kg or BMI 5.5 ± 2.9, NS vs 
liraglutide) during the 24 months of study.

• Treatment of weight regain after RYGB 
surgery should primarily be treated with 
liraglutide
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AT. Toth et al. Weight Loss Medications in Young Adults after Bariatric Surgery for Weight Regain or Inadequate Weight
Loss: A Multi-Center Study. Children Basel, 2018, 5,9, 116

• Retrospective cohort study
• Postoperative use of topiramate, phentermine, and/or 

metformin
• 21-30 years old patients
• RYGB, SG

• 54.1%of pts lost >5% of  post-surgical WL
• 34.3% of pts lost>10% of post surgical WL
• 22.9 % of pts lost>15% of post surgical WL

• RYGB > median %EWL than SG (-8.1% vs -
3.3%)
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Management strategies in obesity

Statement 8. Intensification of therapy in patients with obesity should be 

started early if the patient is at risk of comorbidities and/or when there is 

evidence for a preventive role of weight loss in the occurrence of specific 

comorbidities. 

(Expert panel median consensus estimate: 9)
Updating obesity management strategies: an udit of italian specialists
Luca Busetto, Maria Grazia Carbonelli, Antonio Caretto, Annamaria Coalo, Claudio Cricelli, Maurizio De Luca, Francesco 
Giorgino, Lucio Gnessi, Gerardo Medea, Giovanni Pappagallo, Ferruccio Santini, Paolo Sbraccia, Marco Antonio Zappa
Eating and Weight Disorders – Study on Anorexia, Bulimia and Obesity, 2022 https://doi.org/10.1007/s 40519-022-01402-
w
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Management strategies in obesity

Statement 9. In patients with obesity, the main guiding criteria for the 

choice of therapy level (lifestyle modification/anti-obesity pharmacologic 

therapy/bariatric surgery) should be not only the BMI value but also the 

disease stage, based on assessment of the medical comorbidities, 

psychological status, and severity of disability.

(Expert panel median consensus estimate: 9)

Updating obesity management strategies: an udit of italian specialists
Luca Busetto, Maria Grazia Carbonelli, Antonio Caretto, Annamaria Coalo, Claudio Cricelli, Maurizio De Luca, Francesco 
Giorgino, Lucio Gnessi, Gerardo Medea, Giovanni Pappagallo, Ferruccio Santini, Paolo Sbraccia, Marco Antonio Zappa
Eating and Weight Disorders – Study on Anorexia, Bulimia and Obesity, 2022 https://doi.org/10.1007/s 40519-022-01402-
w
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Management strategies in obesity

Statement 10. In patients with severe obesity and/or advanced stage, it is 

advisable to immediately consider the pharmacologic or surgical therapy 

according to specific indications/contraindications, in addition to lifestyle 

modifications. 

(Expert panel median consensus estimate: 9)

Updating obesity management strategies: an udit of italian specialists
Luca Busetto, Maria Grazia Carbonelli, Antonio Caretto, Annamaria Coalo, Claudio Cricelli, Maurizio De Luca, Francesco 
Giorgino, Lucio Gnessi, Gerardo Medea, Giovanni Pappagallo, Ferruccio Santini, Paolo Sbraccia, Marco Antonio Zappa
Eating and Weight Disorders – Study on Anorexia, Bulimia and Obesity, 2022 https://doi.org/10.1007/s 40519-022-01402-
w
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1 Obesity is a chronic disease linked to a disruption of the physiologic mechanisms regulating
eating behaviour and energy balance.

2 Genetic, biological and environmental factors contribute to obesity.

3 Comorbidities, particularly cardio-metabolic risks, should be based on systematic
measuremente of adipose tissue in addition to BMI.

4 The efficacy of anti-obesity interventions based on patients’ education and lifestyle change is
overstimated and can delay more effective strategies.

5 Clinicians should avoid therapeutic inertia and approach a more intensive therapeutic
approach beyond the BMI.

6 In patients with obesity the main guiding criteria for the choice of therapy level, lifestile
modification vs anti-obesity pharmacologic therapy vs bariatric/metabolic surgery, is the
disease stage based on the assessment of medical comorbidities, psychological status,
severity of disability.

Conclusions
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Thank you
nnwdel@tin.it

maurizio.deluca@aulss5.veneto.it

Maurizio De Luca
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