
Obesity and Type II Diabetes
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or obese.1
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The presence of T2DM 
increases an individual’s 
risk of:3

• Heart and blood vessel disease

• Neuropathy—nerve damage

• Nephropathy—kidney damage

• Eye damage

• Foot damage

• Skin conditions

Obesity is a complex metabolic disease. It is defined by an 
abnormal or excessive body fat accumulation and identified 
by a body mass index (BMI) of 30 or higher.4,5  Research has 
demonstrated that hormonal changes with obesity make it 
very challenging for patients to lose significant weight and 
keep it off.6

As a patient’s BMI 
rises, so does the 

prevalence of T2DM.2
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Treating T2DM doesn’t help obesity. Treating obesity DOES help treat T2DM!9

High levels of blood glucose caused by diabetes can affect 
nerves, leading to neuropathy over time. This nerve damage 
may make it difficult for blood, which is needed for skin repair, 
to reach areas of the body affected by sores or wounds.

The longer a patient has T2DM, the more challenging it is to manage the disease and 
the more likely that there are other health issues. Improving or resolving a patients 
T2DM condition, even if only for a period of time, provides a better health situation.8

Only about 

20% 
of overweight 
individuals who 
attempt to lose weight
are successful.7

4% 8%
17% 22%



Can bariatric surgery help treat T2DM for the severely obese patient?

According to the Ethicon funded STAMPEDE study, bariatric surgery with medical  
therapy resulted in:10

•  More effective management of poorly controlled diabetes 
than with intensive medical treatment alone.

•  31% of RYGB patients and 23% of SG patients achieving 
glycemic control without medications at 5 years post-
surgery.
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Bariatric surgery does drive the strongest, 
most durable weight loss results versus 
other obesity treatment options.11

Treatment
Average  

Weight Loss
Average  

Weight Loss

Diet and excercise -0.1%12 

at 2 years
-1.6%12 

at 10 years

Drug therapy 3%13 

at 1 year
2.5%13 

at 4 years

Surgery
Excess Weight 
Loss at 3 Years

Excess Weight 
Loss at 5 Years

Gastric bypass 71%14 61%15

Sleeve gastrectomy 66%16 50%15

In many cases, early remission 
of Type II Diabetes occurs 
days after surgery, 
even before major 
weight loss.17

The American Diabetes Association (ADA) and the International Diabetes Federation (IDF) recognize bariatric surgery 
as an official treatment for Type II Diabetes itself. 19

“The most clinically relevant impact of surgically-induced weight loss is the 
ability of the former to completely reverse Diabetes Mellitus in a large 
percentage of the subjects.” - American Heart Association9

For more information, visit ethicon.com/bariatrics or contact a bariatric surgeon.

Is it the post bariatric surgery weight loss or hormonal changes that 
help to improve health?

Bariatric Surgical procedures, especially Gastric Bypass and Sleeve 
Gastrectomy, provide physiological changes as a result of the  
anatomical changes. Bariatric Surgery is usually performed  
laprascopically with serious complications occurring less than 2% 
of the time.18 For a detailed description of the procedures and risks, 
go to www.ethicon.com/bariatrics. Results may vary in magnitude 
and duration. Risks are similar to any general surgery procedure and 
include cholecystitis, cholelithiasis, dilated pouch, dysphagia, GERD, 
incisional hernia, malnutrition, and vitamin and mineral deficiency.

Many diabetes medical associations are endorsing bariatric surgery.

This procedure is for the treatment of patients suffering from severe obesity only.  Patients should consult their physicians to determine if 
this procedure is appropriate for their condition.  All surgery presents risk.  Risk of bariatric surgery are generally low and similar to other 
commonly performed procedures like gallbladder surgery. Risks include adverse reactions to medications, problems with anesthesia, 
problems with breathing, bleeding, blood clots, inadvertent injury to nearby organs and blood vessels, nutritional deficiency, even death.
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BACKGROUND
Long-term results from randomized, controlled trials that compare medical therapy 
with surgical therapy in patients with type 2 diabetes are limited.

METHODS
We assessed outcomes 5 years after 150 patients who had type 2 diabetes and a body-
mass index (BMI; the weight in kilograms divided by the square of the height in meters) 
of 27 to 43 were randomly assigned to receive intensive medical therapy alone or inten-
sive medical therapy plus Roux-en-Y gastric bypass or sleeve gastrectomy. The primary 
outcome was a glycated hemoglobin level of 6.0% or less with or without the use of 
diabetes medications.

RESULTS
Of the 150 patients who underwent randomization, 1 patient died during the 5-year 
follow-up period; 134 of the remaining 149 patients (90%) completed 5 years of follow-
up. At baseline, the mean (±SD) age of the 134 patients was 49±8 years, 66% were 
women, the mean glycated hemoglobin level was 9.2±1.5%, and the mean BMI was 
37±3.5. At 5 years, the criterion for the primary end point was met by 2 of 38 patients 
(5%) who received medical therapy alone, as compared with 14 of 49 patients (29%) who 
underwent gastric bypass (unadjusted P = 0.01, adjusted P = 0.03, P = 0.08 in the intention-
to-treat analysis) and 11 of 47 patients (23%) who underwent sleeve gastrectomy (unad-
justed P = 0.03, adjusted P = 0.07, P = 0.17 in the intention-to-treat analysis). Patients who 
underwent surgical procedures had a greater mean percentage reduction from baseline 
in glycated hemoglobin level than did patients who received medical therapy alone (2.1% 
vs. 0.3%, P = 0.003). At 5 years, changes from baseline observed in the gastric-bypass and 
sleeve-gastrectomy groups were superior to the changes seen in the medical-therapy 
group with respect to body weight (−23%, −19%, and −5% in the gastric-bypass, sleeve-
gastrectomy, and medical-therapy groups, respectively), triglyceride level (−40%, −29%, 
and −8%), high-density lipoprotein cholesterol level (32%, 30%, and 7%), use of insulin 
(−35%, −34%, and −13%), and quality-of-life measures (general health score increases 
of 17, 16, and 0.3; scores on the RAND 36-Item Health Survey ranged from 0 to 100, 
with higher scores indicating better health) (P<0.05 for all comparisons). No major late 
surgical complications were reported except for one reoperation.

CONCLUSIONS
Five-year outcome data showed that, among patients with type 2 diabetes and a BMI of 
27 to 43, bariatric surgery plus intensive medical therapy was more effective than in-
tensive medical therapy alone in decreasing, or in some cases resolving, hyperglycemia. 
(Funded by Ethicon Endo-Surgery and others; STAMPEDE ClinicalTrials.gov number, 
NCT00432809.)
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