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EDITORIAL

The global obesity epidemic has not spared South Africa, 
making it relevant to report results of metabolic surgery 
performed in South Africa. In this issue the outcomes 
of a single surgeon experience in the private sector with 
laparoscopic gastric banding is presented.1 Before addressing 
the surgical aspects of obesity, it is important to give context 
to the epidemic. Since 1975, the numbers of obese people 
in the world have tripled with more than 1.9 billion adults  
(> 18 years old) overweight or obese (609 million in 2015).2 
More concerning is the 41 million children (< 5 years old) 
and 340 million children or adolescents (5–16 years old) 
reported in 2016 to be either overweight or obese. Over the 
past 2 decades, overweight and obesity has been increasing 
in Africa, more so in women than in men.2 In South Africa, 
there were an estimated 19 million overweight or obese 
adults in 2016 and in 2012 20% of children (2–5 years old) 
were estimated to be overweight or obese.3,4 The morbidity 
and mortality associated with obesity is well documented, as 
is the improvement in all associated comorbidity with weight 
loss.5,6 The pathophysiology of obesity is complex, including 
signals from multiple organ systems all channelled through 
the hypothalamus thereby affecting appetite. This makes the 
management of obesity difficult. Numerous guidelines exist 
globally, and, although they differ in their scope of guidance, 
they are all in agreement that lifestyle modification should 
form the foundation of any management plan for obesity. 
However, few patients are able to achieve long-term 
sustained weight loss with lifestyle modification alone. 
Pharmacologic weight reducing agents in most patients 
are disappointing as they result in only modest short-term 
weight loss with significant side-effects and are expensive. 
Multiple systematic reviews and meta-analyses report the 
overwhelming benefit of metabolic surgery for weight loss 
and resolution of comorbid conditions when compared to 
non-surgical options.7-9 The body mass index (BMI) level 
at which metabolic surgery should be recommended has 
been vigorously debated. There is widespread consensus 
that surgery should be offered to those with a BMI  
≥ 40 kg/m2 or a BMI ≥ 35 kg/m2 with associated co-
morbidity (such as diabetes, hypertension and coronary 
artery disease) and those who have not managed to achieve 
durable weight loss by other means. Much of the debate 
has centred around the BMI category of 25.0–34.9 kg/m2 

with some suggesting considering metabolic surgery in 
those with type 2 diabetes with a BMI 30.0–34.9 kg/m2, 
however, few would suggest metabolic surgery for a BMI  
< 30 kg/m2.10 

Several surgical studies have shown the benefit of 
surgery for sustained weight loss. Gloy et al. reported that 
bariatric procedures resulted in a mean difference of 26 kg 
in weight loss, as well as greater remission of diabetes and 
the metabolic syndrome and improvements in quality of life 
when compared to non-surgical treatment.9 Interestingly, 
they failed to show a difference between the various surgical 
procedures. Chang et al. showed that, after 5 years, bariatric 
surgical procedures resulted in a lowering of body mass 
index by 12–17 kg/m2.11 In their meta-analysis, gastric 
bypass resulted in greater weight loss but caused more 
complications, whereas adjustable gastric banding was safer 
but had a higher re-operation rate and resulted in less weight 
loss than gastric bypass. Similarly, a systematic review and 
meta-analysis by O’Brien et al. showed that in studies with 
> 10 years of data gastric bypass resulted in a weighted 
mean of 56.7% excess weight loss (EWL) and laparoscopic 
adjustable gastric banding resulted in a 45.9% EWL.12 
Therefore, metabolic surgery has become the mainstay 
of treatment for achieving long-term significant weight 
loss, with the laparoscopic Roux-en-Y bypass procedure 
considered the gold standard. In this issue of the journal, 
Dewar et al. report on a single centre’s experience in the 
private sector in South Africa with performing laparoscopic 
adjustable gastric banding (LAGB).1 After a mean duration 
of follow-up of 39.1 months (range 3–86 months) they 
achieved a ≥ 40% EWL in 66.3% of patients, with most 
of the weight loss occurring in the first year of follow-up. 
Furthermore, they documented resolution of type 2 diabetes 
in 56.4% of patients and resolution of prediabetes in 89.8%  
of patients. Overall, their surgical procedure was safe with 
only one band erosion but band slippage that occurred in 
11%, necessitating surgery for removal in 9% of patients. 
Their results are consistent with the literature showing safety 
and significant weight loss with resolution of comorbidity in 
the short- to mid-term. In the early 2000s, after FDA approval 
in 2001, LAGB was the most popular surgical procedure 
for obesity because of its ease of placement, reversibility, 
relatively low early mortality and complication rate, and 
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its ability to achieve durable weight loss. However, with 
longer term follow-up it was soon noted that the reoperation 
rate, mainly for band erosion or band slippage, was higher 
and the amount of weight loss was less when compared to 
other surgical procedures.11 It is true that LAGB has a higher 
reoperation rate than other bariatric procedures, however, it 
depends largely on surgeon experience13 and although the 
long-term weight loss achieved is less than other metabolic 
surgical procedures it remains significant and more than can 
be achieved with non-surgical methods.8 Whether to retain 
LAGB as a commonly performed surgical procedure for the 
management of obesity remains controversial because of 
the disparate results of studies. Studies with new generation 
bands and experienced surgeons are reporting long-term 
weight loss approaching 45–54% EWL, similar to that 
obtained with the Roux-en-Y procedure.14 Recently, O’Brien 
et al. reported significant weight loss of 30.1 kg, 48.9% EWL 
in 35 patients with LAGB that were followed for at least 
20 years. Furthermore, their experience shows a decrease 
in reoperation rates with improving bands, greater surgical 
experience and better surgical aftercare. Poor aftercare was 
identified in this study as a risk factor for EWL emphasising 
the need to focus on mechanisms to improve this. 

Since obesity has a plausible pathophysiology, a morbidity, 
a mortality, various treatment options and an improved 
outcome with treatment, it must now be considered a 
chronic disease. Thus far, metabolic surgery 
has been the only intervention to show long-
term significant weight loss with resolution of 
obesity-associated comorbidity such as type 2 
diabetes, hypertension and obstructive sleep 
apnoea. All metabolic surgery procedures have 
advantages and disadvantages. More studies are 
needed in low- and middle-income countries 
(LMICs) to show which metabolic surgery 
procedure would provide the best balance 
between cost-effectiveness and outcome, as the 
burden of disease and scarce resources preclude 
the gold standard Roux-en-Y procedure from 
being performed in the majority. In South 
Africa, metabolic surgery is largely confined to 
the private sector, but the outcomes have only 
been published in two reports.15,16 Over the past 
few years, more public sector academic units 
have started metabolic surgery programs.17,18 
The public sector program needs to be extended, 
but re-source limitation and burden of disease 
will necessitate specific indications that focus 
on the best surgical option for those most 
likely to benefit, with surgery for the super 
obese centralised to minimise the risk of life 
threatening complications. 

Finally, metabolic surgery will not address 
the primary drivers for obesity, this will require 
a multisectoral approach to prevention and 
identification of groups most at risk so that 
prevention programs can be focussed to the 
greatest need.
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