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Your Challenges in This Area? 



Background 



Background 
 

 

• BMI has a strong link to T2DM and insulin resistance 

• Chronic diseases : ‘Diabesity’, ‘Metabolic Syndrome’ 

• Significant morbidity and increased risk of all-cause mortality 

• CVD risk is higher in obese people with T2DM 

• Weight management is a key component of T2DM management 

• Numerous benefits (CVD, QOL, glycaemia) 

• Intensive lifestyle measures can be difficult to achieve/maintain 

 





















Wider Landscape 

 
• NHS Long Term Plan:  

– Range of improvements set out for DM and Obesity 

– Plans to test a NHS programme supporting low calorie diets  

 

• Tier 1 & 2 Aims and Actions:  

• NHS premises -sugar beverages 15.6% to 7.4% (17/18) 

• Make nutrition more prominent in professional training  

• Support frontline staff - informed and sensitive conversations 

 

• RCP: recognising obesity as a disease 



  Lifestyle Measures   



Look AHEAD* 
 

• Examined LT effects of weight loss in overweight/obese with T2DM 

• 5145 patient in 16 US centres 

• Randomised to ILI vs diabetes support and education (control) 

• ILI : sustained weight loss >=7% and activity >= 175 min/week 

• Weight loss in intervention group > control group throughout the study 
(8.6% vs. 0.7% at 1 year; 6.0% vs. 3.5% at study end) 

• ILI also produced greater improvements in: 
– Glycated hemoglobin  

– Fitness  

– All cardiovascular risk factors, except for LDL (but no reduction in CV events) 





 

Weight loss: 

 
• No significant difference by sex 

• Asian and Black ethnicity smaller weight loss 

• Increased weight loss as deprivation decreases 

• Larger weight loss for overweight/obese 



DiRECT 
 

• Randomised to 825-853 kcal/day v control, GP delivered 

• Structured support programme: nurses/dietitian/pedometers 

• 1 year: 45.6% in remission 

• 2 year: 70%  of these still in remission (36% overall) 

– Remission closely linked to weight loss  

– 2/3 of those who lost >10Kg were in remission at 2 years 

– better quality of life 

– improved blood glucose  

– reduced need for diabetes medications 

 





Very Low Calorie Diets (VLCD) 

Generally < 800 kcal/day 

Typically ‘total meal replacement’ eg: shakes 

Well studied with various benefits reported  

Variable composition but balanced (100% RDA) 

Considerations: 

– Sustainability 

– Remission  

– Cost-effectiveness 

– CV mortality 

– Acceptability 





Dietary measures: summary  

 
• 5 to 7 % weight loss  confers numerous benefits (goal) 

• Difference between energy intake and expenditure  

• Individual differences 

• Weight loss itself lowers energy expenditure 

• Multicomponent –diet, behaviour modification & activity 

• Individualise 

• Weight regain 

 

 

 

 

 



Activity 

 

 

• Sedentary jobs and physical inactivity – weight gain and increased CVD rise 
 
• Suggest >30 mins 5-7 times/week , increase for weight loss and secondary prevention 

 
• Tailor to individual eg: as simple as walking around the house 
 
• Motivation & SMART goal setting, intangible benefits 

 
• Key role in preventing weight regain/weight maintenance 

 
• Benefits beyond weight loss (which maybe modest) 

– Improved physical function 
– Offset decreased energy expenditure that accompanies weight loss 
– Mental health and wellbeing 
 

 
 
 
 



Pharmacotherapy 



Pharmocotherapy 

 
• Care agents which cause weight gain 

• Agents for BG with favourable effect on weight 

• Agents for weight loss with favourable effect on BG 

• Potential combination therapies for DM and obesity 





Predictors of weight gain:  Age<65, Caucasian ethnicity, smokers, HbA1c >55 mmol/mol  



Ability to target glycaemia and obesity = ideal approach to management 





                    Improved understanding of appetite & energy expenditure brings the 
possibility of new therapeutic targets and agents 



Pharmocotherapy: summary 

 

• Many remain overweight despite lifestyle 

• Consider agents which do not cause weight gain 

• ‘Therapeutic inertia’ :review meds 

• The ‘truth drug’ -give info with orlistat 

• Maybe the catalyst to move forward 

• Consider sick day rules: SGLT-2 

• Women of child-bearing age 



Surgical therapy & Ongoing Referrals 



What are you experiences of 
bariatric surgery ? 



Tier 4: Medical & Surgical 
 

• Tier 3 recently recommissioned in TH 

• Tier 4 referrals after Tier 3:  

– BMI ≥40kg/m2 or 35-40 kg/m2 with comorbidities 
which would be improved with weight loss 

– BMI >30 to <35 with newly diagnosed* T2DM  

– BMI 2.5kg/m2 less in Asians 

– OSA/LD/Adolescent/Specialist dietetics/complex DM 
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Quintiles of body-weight variability:  

(A) incident diabetes mellitus, (B) CV event, and (C) all-cause ... 



Bariatric Surgery 

• Many drugs withdrawn with side effects 

• Tier 2/3 outcomes variable  

• Surgery the only successful therapy? 

– Lower long-term mortality rates compared with controls 

– MI and cancer rates halved 

– Sustained weight loss 

– Efficacy in weight reduction versus 5.4% at 1 year for GLP-1 

– Diabetes remission 

• 3% of UK population meet NICE criteria, each practice ?X patients 









                  Tier 4 & Ongoing MDT Assessment: Dietetics  

 
 
 

 

• Explore and inform on relationship between eating habits & weight (including 
dietary history and previous weight loss strategies) 

• Support patient to produce individualised, realistic targets to optimise weight 
and ensure nutritional needs are met 

• Identify risk factors and interventions 

• Educate on need to modify diet for bariatric surgery 

• Discuss malabsorptive procedures & need for long-term supplementation 

• Assess nutritional status (obese often deplete) pre and post-op 

• Provide support for low energy diets (liver shrinkage)10 

 



                  Tier 4 & MDT: Psychology  

 
 

 

 

• Following screening, expand on issues which may affect engagement and post-
operative success (including self-harm, eating disorders, Personality Disorder) 

• Provide support/interventions for those in whom surgery is not currently 
indicated (prior to reassessment) 

• Identify patients for whom surgery may not be indicated (severe LD, uncontrolled 
psychosis)  

• Identify patients who may need additional support following surgery 

• Support patients with weight gain associated with psychotropic medications  

 



                  Tier 4 & MDT: Bariatric Physician    
 

 

• Consider rare causes for weight gain based on clinical suspicion 

• Investigate for obesity-related comorbidities which may be undiagnosed & 
optimise/refer as appropriate (eg: OSA, T2DM, AF, CKD) 

• Perform obesity staging (eg Edmonton staging) 

• Reiterate MDT advice re: smoking, nutrition, conception & expectations  

• Investigate & treat Fe/Vit D deficiency prior to malabsorptive surgery 

• Screen for NAFLD11 and refer on high risk of fibrosis after d/w hepatology 

• T2DM – optimise glycaemia, assess for complications, liaise with usual team, 
advise on surgical choice & remission, consider GLP-1* 

• Review post-op medical complications eg: hypoglycaemia & resistant nutritional 
deficiencies 

 



Referral for Surgery 

 

 

 

 



Practical Points  



    Chronic Disease Management 

 

WHO emphasises the 
importance of patient 
education in the effective 
management of chronic 
diseases  

 

‘Patients are in control. No 
matter what HCP do or say, 
patients are in control of 
important self-management 
decisions. When they leave 
the clinic..they can and do 
veto recommendations’  
 

 

 



Approach…. 



For Consideration…. 

 

• Readiness/opportunity for change eg: MI, new DM 

• ‘Light on’ eg: heart age/visceral fat/wedding 

• Motivational interviewing/coaching 

• National & local resources  

• Gender and cultural aspects 

• Information sharing: risks, orlistat, weight plateau 







 
 

Easily accessible to all 
Based on foods > nutrients -global move towards food based guidelines 

Embraces an individualised approach 
Tailor to individual, cultural and personal preferences 

Discusses VLCD also presents other options: healthy eating, med diet etc 







Consultation: Suggested Approaches  



 
SCOPE: https://www.scope-elearning.org 

 





Consultation: Information Sharing 

• Small changes can make a difference 

• Food swaps 

• Avoid being too restrictive –sustainability 

• Move as much as possible & is realistic 

• Small achievable goals (SMART) 

• Healthy eating for life vs ‘going on a diet’ 



Conclusions 



Conclusions 
 

• Weight loss in DM - many benefits but challenging 

• Use multicomponent approach 

• There are a huge range of tools 

• The local area is a goldmine 

• Tailor measures eg: weight maintenance 

• CVD risk reduction, liver health, fertility 

• Low threshold for bariatric surgery/T4 

 



Thank you 
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