R B : 29%51031
WRoERES ARG KOV R T 2 AVRH RS S HETE R O E A
MRS - R
SYHFREESL ML

F—U—F CIEE . BERIF. SRR . Metabolic Surgery. Sleeve gastrectomy
B AR R
(455

WA, BOKD B2 6 TARMTH IS L, ERICEET AR v 7 Ra—al
ORBFFEBNRKERREE 2> TS, &0 DT EEIRICA O LB RB CIINERIEIRICIK
P2 R TIEFI IR TE TR Y . AU =7 RBUIBRITCH A /S A0l 72 E O bE il 2 &
& LA RHE R~ DO IIRE R R E - T D, BICK TIEBEICHEIRIS 2 9 2 i AR k3 518
WL LTI AAEHE#R D A (Metabolic Surgery) 23TV, MEFRIFIZ T 5 HilH & HrihfF2e X
0 B FHEE S NEHAR &2 E1 D 2 &3t ST D (Schauer et al 2017) , IEFESE A Y
— 7 RB ORI (LSG) £ 14, 24, 34, 44, 54, 6 FOMBEIREDF (% excess weight
loss: %EWL) = (fIrAl A - i AR E ITATAE - #HAAE) X100 (%) 1%, 2 59.3%, 59%,
54.7%, 52.3%, 52.4%, 50.6% T 1V . LSG itz 5 F-LL Bk L T HEEEL T 5 & ST
W5 (Gagner M et al,2013) . F7=. BTt & NRHOTER & Hilis U 7= BEVE A LR O 2 & fi
HrClE, WD AR I K OWEIRIE 72 & 0 R BEe fel i [ 2 oD BB ) | LB S VR Tl 3 U B AT
Tholz W LTS (Kwok CSet al,2014) , THFBERIFEE « 7 2 U B ERFFSTHH
BHEEDOZLBMEIZONTHA R4 2 EICHREINTEY 4 B TIEERM 50 54 LA Lo JEyis &
FIRPITOI TN D, AT 2013 4F HARIEWIEIGR PR DT A KT A > COMR B A OF%E
BIRIED T B OSBRI DR GT BMI32kg/m2 P E, @I &) B B DO SEHEE D B IE
BMI35kg/m2 Ll k& ED B, 2014 FZIZERESE T A U — 74k B UIBRIN 2SRRI S 7z, B,
2017 FEIZIFHEIRIGEDE D7 27 Nk BMI27.5 DL E TR FIR R ZESh b a2
ICREH S NIZH D BT AR TIISNEHAE T AILFH 300 FIRRE &7 U7 #E L LT
Dipn, ZOJFINE LT, AR - NRZIZ U & LIS OERN 2T — LA ERN LB T L
AARTIE AT T T2 ERBERH ICEB W T O ARIBEIEORIN @ 2Nz & R,
LEENEZ BT 5 72 DITARBRIEHR AVGR 6 B AL 2 Misk sl & ED ik L < BRE S, (RIS 2 f2 40k
TE DNV ENFETF BN D, BT LSG @ mortality 13 0-0.33% CTH Y BATH
mortality 1% 0.1% ., & 0HEIX 16% CTHHZHEA RIS F 22 b D Th 5 (Rubino et al,2016,
Haruta et al,2017) , IT4F TIIARBEA~OHFFIRE W—F, @i LTIV SIS LWVWEED
B, EWIN - BEEIEELGTE - PR ZICOVTH FORMENER SN T, Ao
BFFMr O35 COEEFE L~ Dh) FIZE L T RWVORBIRTH S,

ZNTEHRIERD)

AWFFED B, 4B TR TN 2 466 212572 0 BEIRF 2 b DIERHEGN 3 2 A4V RHAER %
BATHZETHD, SHITHFEEOHETH Y, UEFMOBEADZODAX—+T v 7% H
e LT3,

BERFBRE I TR LG5 L 2000 5 A HOIEY . @EEG (BMI30kg/m2 Ll ) OFR
FHHWHE L TRY ., S%BMARHEREA~AD = — AN G2 @ED L2 ERDL L, ST v



2R AHE TH D, LI > THRICBWTOREE ZENOBFINCHEE L T < = &3,
PEPRIE - AR Z B R R R BEIRO — 2 e 5 v X —Il o TEMmE VW R D, TDH
—BE L LT, Bt A ERGET 27208 AL B L LI-BREE 72 b BT — &
TED X, UBE TOARIBIRD feasibility OFFMi & & B2, FEROKIFER BRI IE~E T Th < A
T TeleDh, 6T, L ORERFEE DR L. SIEIC X 2ANREREzRIETE 2
BT D YKIBEDOFIIRIIFRR L FERETH L L F R 5,

[#FgED kR )

YRR O

MR & L CEAE TE LIS T A U — R HUIBRIIEL, W EERE OB CARFRDO IR Z
WICIB T DI IEED 2B IR E T ITWH BRI DWW T 5 L. EORERZ A L, Mk Filf
ICBA L EMOIEED PSS T2 S & LT 10 FILL EEH U= & 459 2 8o E
M 1IAUERE SN TWDE] LW IHE 2 YEE T2 TWRd oo, ZD7d4mENE, ThE
PRIGEBE 31T DIEESE T A U — 7 R F UIBRIT OB AR T 2 2 et & ARMEOmE) Lok
AT, BRI A FE L, MEEESITERERGT,

JENE R T — 2 L DG E)

YIBR O L LT, BEYIRCTEIMHEIC L 2R AR ERZ RN R R TH D Z & I13JEH
DEETHY | AL TIIBENTHFR, VB BRIEEL, BRI HE. B, R OB L, Rk
B EHER L E ORI SN A ZMEORE T — 258 h B, EEMICI YT s LU AR
LT TIZ8EH &> TV D,

Wi E A

1. WIZERtE 7 2 b 2 L OfERR
D LB L 72 ) 2 DR DRSBTS
MO aa=r—rar EMAOIE
BT I EOERL
e A Sk T 7 v — DERL
FARTONEIABED BHY & 2 DNE DR —
KEHI DR

S i

o R ST R R P Al HH

AIBEIL, YBETIIMO CEATHIHEOFEWRIFTHY, BitNToar VA&7 LT
WiT 45 gL Lz, D710, MEREE S OKR A O 7z BePE C i B i Al R 3 &
1772,

Fa MEE~OSN
% 35 [A] A ARIREHEIR R P FINES . B ARNMESE I ERES, IERERSTREE I —.
G« BERISINRHARE I —7p &

TATERE
JEERBSTIEEE I F—CCO T Z 2T =< /LI R TOFNOER, KLDO v 7V —4
—Tdb B NEFR~DEIN 7= 5 T 2 Fhi LT,



G

UREHIRIT Y A2 O, BHORIE L SHC . AR RINAT 7 0 —F & BT 51T
B, DR, H LFISHD SRR B8 L Ao FAt, WAERE ORI LTl
ANCRERT B ARMATCE 12 L B2 5, WREREICFHEAT, Z 0% L AMER
BT 5 THETH D,



Subject No. 1 29-1031
Title : The start-up of metabolic surgery for obesity and metabolic disorder patients

Researchers : Kyoko Nohara

Key word : obesity, diabetes mellitus, metabolic surgery, sleeve gastrectomy
Abstract
[Background and Aim]

Bariatric surgery has historically been uncommon in Japan. According to a national
survey, only 3% of the population was considered obese (body mass index [BMI] over 30
kg/m2), until recently. However, due to changes in dietary habits, morbidly obese
patients and those with type 2 diabetes (T2DM) are increasing rapidly in Japan, similar
to other countries. The pandemic of T2DM is an urgent problem. T2DM and obesity are
closely related. Obesity is the greatest risk factor for T2DM progression. Schauer et al
reported that among patients with T2DM and a BMI of 27 to 43, bariatric surgery plus
intensive medical therapy was more effective than intensive medical therapy alone in
decreasing, or in some cases resolving, hyperglycemia from their five-year outcome data.
Gagner et al reported that Mean % excess weight loss(%EWL) at year 1 was 59.3%; year 2,
59.0%; year3, 54.7%; year 4, 52.3%; year 5, 52.4%; and year 6, 50.6%. Data from
observational studies indicates that patients undergoing bariatric surgery have a reduced
risk of myocardial infarction, stroke, cardiovascular events and mortality compared to
non-surgical controls. Future randomized studies should investigate whether these
observations are reproduced in a clinical trials setting. The American Society for
Metabolic and Bariatric Surgery Nutrition in Bariatric Surgery Guidelines recommends
surgical approaches for T2DM with obesity. Now Japanese Society for Treatment of
Obesity recommends surgical treatment for two types of obesity; 1. above BMI32kg/m?2
with metabolic syndrome, 2. above BMI 35kg/m? with obesity. However, it is also well
known that T2DM in Asian patients tends to become severe at a relatively lower BMI.
Therefore, the demand for bariatric or metabolic surgery will increase as a treatment for
T2DM rather than a treatment for morbid obesity in Japan. However, it is also well
known that T2DM in Asian patients tends to become severe at a relatively lower BMI.
Therefore, the demand for bariatric or metabolic surgery will increase as a treatment for
T2DM rather than a treatment for morbid obesity in Japan. Laparoscopic sleeve
gastrectomy (LSG) is the only officially approved procedure by the National Health
Insurance system in Japan. But this procedure has not been widely accepted yet in Japan,
and the number of those is only approximately 300 per a year. In addition, the team

approach by medical stuffs is required for this treatment, because the patients need the
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overall cares for long term. But its evidence is still insufficient.
This study aimed at start up the surgical treatment for metabolic disorder patients with
obesity in our hospital to research evidences for the treatment, start-up skills and its

feasibility at our institute.

[Results]

Start up the clinical research

Our institute dose not meet strict Japanese criteria to be approved the National Health
Insurance system in Japan. So we started up the clinical trial which aim to survey the
safety and efficacy of laparoscopy sleeve gastrectomy for T2DM in our hospital, and the

IRB approval came through.

The treatment team of medical stuffs

The team approach of medical stuffs is required for this treatment, because the patients
need the overall cares for long term. The treatment team in our hospital is consist of
about 40 members who are surgeons, physicians, nutritionists, anesthesiologists, nurses,

psychologists and so on. We held conferences for eight times at fixed intervals.

Contents of conferences:
1. making the clinical trial protocol
getting a complete set of medical tools
the communication between members to obtain new knowledge
making documents for patients
making the flow for outpatients
making the flow for inpatients

choice of nutrient

e L

etc.

13

Konando-Shinki-Iryo-Gijutsu-Shinsei” to reach the official consensus in our institute
We have to approve the official consensus in our institute while there are some risks for

this treatment and its procedure requires high skills. So we applied

“Konando-Shinki-Iryo-Gijutsu-Shinsei” which can permit to start this new procedure.

Attending the clinical conferences and seminars
The 35t Japanese Society for Treatment of Obesity meeting, Obesity and Metabolic

Surgery Seminar, etc.

Surgery Training
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We attended some operations in other high-volume hospitals and learned from
supervisors. In addition, we trained the sleeve gastrectomy at animal laboratory with

some members.

[Conclusion]

It took a year to start up metabolic surgery for obesity and metabolic disorder in our
hospital because it is high risk procedure and needs many settings, standardized system
and comprehensive and long-term approaches from many medical stuffs. We have

prepared the settings for this treatment and plan to start the first surgery this year.
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