CHRU l—'/ JT
HORITALX DE TOURS |
b e universite

de TOURS

Diabetes et chirurgie bariatrique

Pr Pierre-Henri Ducluzeau
Unité EDN, pole MIG
CHU de Tours

Réseau Clinique
de Nutrition Humaine
du Grand Ouest

CENTRE SPECIALISE DE L'OBESITE



SOS Study : effet sur la mortalite

Surgery Group Control Group
(n=7925) (n=7925
No/10,000 No/10,000
No person-yr No person-yr Change
All causes of death 213 37.6 321 ST -34%
All deaths caused by disease 150 26.5 285 50.7 -48%
Cardiovascular diseases 55 9.7 104 18.5 -48%
Diabetes 2 0.4 19 3.4 -88%
Cancer 31 9.9 73 13:3 -59%
Other diseases 62 " 89 155 -59%
All non-disease causes 63 111 36 6.4 +73%
Accident unrelated to drugs 21 3.7 17 3.0
Poisoning of undetermined intent 9 1.6 4 0.7
Suicide 1% 2.6 5 0.9

Sjostrom L and the Swedish Obese Subjects Study.
Effects of bariatric surgery on mortality in Swedish obese subjects.

N Engl J Med. 2007 Aug 23;357(8):741-52.




SOS Study : effet sur le diabeéete

Table 2 Two and 10 vear diabetes incidence and rermission™ rates from the
Swedish Obese Subjects Study [7]

Surgical Control
2 vear incident 1% 8%
10 year incident 8% 24%,
2 Vear remission 72% 21%
10 yearremission 36% 13%

“Remission based on fasting plasma glucose < 7.0 mmol/[ and
not on hypoglvcaemic therapy [7].

Diminution du risque par 3 a 10 ans

Sjostrom L and the Swedish Obese Subjects Study Scientific Group.
Lifestyle, diabetes, and cardiovascular risk factors 10 years after bariatric surgery.
N Engl J Med. 2004 ;351:2683-93.



JAMA | Original Investigation 2018

Association of Bariatric Surgery vs Medical Obesity

Treatment With Long-term Medical Complications

and Obesity-Related Comorbidities
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Association of Bariatric Surgery vs Medical Obesity

Treatment With Long-term Medical Complications

and Obesity-Related Comorbidities

Diabetes, remission
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No. with event
Medical 0 24 32 37 37 36 25 16
Surgical 0 139 177 169 126 84 48 19
Total No. of patients
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Surgical 236 233 231 216 176 122 g1 34



Répartition des HbA1c chez 140 sujets obéses consécutifs
entrant dans le programme de préparation a la chirurgie bariatrique

du CSO de Tours (2016)
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Environ 20 % de diabétiques, avec IMC > 40 pour la majorité
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A Medical/
Surgery Lifestyle
Study (Operation) [Follow-up; HbA, end point] Glyc. Endp. N Glyc. Endp. N Weight  Peto, Fixed, 95% CI Peto Odds Ratios
Wentworth 2014 (LAGB) [24 mo; <7.0%) (17) 12 23 2 25 4.9% 8.11(2.37, 27.84) ot
Liang 2013 (RYGB) (12 mo; <7.0% off meds)(16) 28 31 0 70 8.4% 86.76 (33.89, 222.08) e S
Parikh 2014 (RYGB/LAGB/SG) [6 mo; <6.5% off meds](18) 13 20 0 24 4.5%  21.15(5.85,76.51) e — 5
Ikramuddin 2013 (RYGB) [12 mo: <7.0%] (13) 28 57 11 S7  12.5% 3.72 (1.72, 8.04) — §
Ikramuddin 2015 (RYGB) [24 mo; <7.0%] (21) 26 60 8 59 11.8% 4.25 [1.92, 9.38) —_— %
Courcoulas 2014 (RYGB/LAGB) [12 mo; <6.5% off meds](14) 18 41 0 17 5.1% 7.51(2.24,25.21] Mean BMI <35 —_— @
Courcoulas 2015 (RYGB/LAGB) (36 mo: <6.5% off meds|(24) 14 37 0 14  40%  644(165.2521) . . .. [ i TR 5
Halperin 2014 (RYGB) ilZ mo; <6.5% off meds) (15) 11 19 3 19 4.4% 5.82 (1.59, 21.39) —— ]
Ding 2015 (LAGB) [12 mo; 56.5%] (22) 6 18 5 22 3.9% 1.68(0.42,6.66)] Mean BMI>35 B T—om o
Dixon 2008 (LAGB) [24 mo; <6.2% off meds] (10) 22 29 4 26 6.7% 10.83 [3.79, 30.96) e g
Schauer 2012 (RYGB/SG) [12 mo; =6.0%] (12) 34 99 0 41 10.4% 6.39 [2.74, 14.88) —_— §
Schauer 2014 (RYGB/SG) [36 mo; <6.0%] (19) 27 97 0 40 8.7% 5.73 [2.28, 14.42) —— -
Cummings 2016 (RYGB) [12 mo; <6.5% off meds) (23) 9 15 1 17 3.4% 11.48 [2.63, 50.13) Sp—— S
Mingrone 2012 (RYGB/BPD) (24 mo; <6.5% off meds] (11) 34 40 0 20 6.4% 30.08 (10.28, 88.06) s TE
Mingrone 2015 (RYGB/BPD) [60 mo; <6.5% off meds] (20) 19 38 0 15 4.9% 8.44 (2.46, 29.01) —— v
Fixed-Effects Model 624 466 100.0% 8.45 (6.44, 11.10) &
Heterogeneity: Chi’ = 45.43, df = 14 (P < 0.0001); ¥ = 69% k t t J
Test for overall effect: Z = 15.36 (P < 0.00001) 0.001 0.1 l 19 1000
Favors Favors
Medical/Lifestyle Surgery
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Baisse d’"HbA1c dans tous les types de chirurgie

® LAGB Baseline anneau
® VSG Baseline sleeve
® RYGB Baseline PYPass

BPD Baseline  SWitch



Figure 2. Percentage Excess Weight Loss Over 5-Year Follow-up for Individual Patients After Laparoscopic
Sleeve Gastrectomy (n = 121) and Laparoscopic Roux-en-Y Gastric Bypass (n = 119)
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JAMA | Original Investigation

Effect of Laparoscopic Sleeve Gastrectomy

vs Laparoscopic Roux-en-Y Gastric Bypass on Weight Loss
at 5 Years Among Patients With Morbid Obesity

The SLEEVEPASS Randomized Clinical Trial 2018

Laparoscopic Roux-en-Y gastric bypass

—— All patients

Patients with diabetes

g5 Loss Between Laparoscopic Sleeve Gastrectomy and Laparoscopic
Roux-en-Y Gastric Bypass Over 5-Year Follow-up
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9 % de lI'exces de poids a 10 ans
; soit environ 5kg de différence



La chirurgie bariatrique est efficace pour contrdler le D12
(a 5 ans post-opératoire)

B Diabetes Medications
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Définition de la rémission du diabete

criteres ADA

Rémission compléte

HbAlc normale (<6%) et

Glycémie a jeun < 1,0g/1 (5,6mmol/l) et
Pas de tt antidabétique

Pendant 1 an de suivi

Rémission prolongée
si rémission a 5 ans de suivi

Rémission partielle

HbAlc < 6,5%
et

Glycémie a jeun < 1,26g/I
(7mmol/l) et

Pas de tt antidabétique

Pendant 1 an de suivi

Rémission incompléte

HbAl1c < 6,5%

AVEC un seul ttt
antidabétique

JB Buse et al, Diabetes Care, 2009




Taux de rémission du diabete sans tenir compte des traitements : 80%
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Criteres + durs : GAJ < 1,269/l et 2h post HGPO <2 g/l et HbAlc <6.5%

Buchwald H. Weight and type 2 diabetes after bariatric surgery: systematic review and meta-analysis.
Am J Med. 2009 Mar;122(3):248-256.e5. Review.
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Lifestyle Intervention and Medical Management Hemoglobin A;c

With vs Without Roux-en-Y Gastric Bypass an
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Pros and cons of gastric bypass surgery ortarice
in individuals with ObESity and type 2 Toute cause
diabetes: nationwide, matched,

observational cohort study J i+ M
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La normalisation aigué post-opératoire d’une glycémie
nécessite une ameélioration de la sécrétion d’insuline

Comment éviter ? Comment restaurer ?

250 — At risk for diabetes Years of diabetes
P
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in DeGroot LJ, Jameson JL, eds. Endocrinology. 4th ed. Philadelphia, WB Saunders, 2001



Insulin (pmol/l)
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Hypoglycémie post chirurgie

Blood glucose (mmolfl)
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Au stade d’insulinorequérance, y-a-t-il encore des cellules beta ?

Glycemia (mM/I)
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Hyperseécretion préecoce de CLDP1 (J7 nost Xie)
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Correction du diabete

GASTRIC BYPASS

Facteur(s)
Endogene(s)

© wishelp.com l

‘ Traitements futurs ‘

Small Intestine
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Bariatric surgery: an IDF statement for obese Type 2
diabetes
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Indication d’une chirurgie bariatrique chez le diabétique de type 2 :

- avec un IMC > 35 (idem obésité compliquée)

Facteurs prédictifs de rémission du diabéte post chirurgie :

- apparition récente du DT (< 5 ans) ++
- pénétrance familiale du DT peu marquée +++

- absence d’'éthylisme présent ou passé



