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Il  Dr. Antonino Urso dichiara di NON aver ricevuto negli ultimi due anni compensi 
o finanziamenti da Aziende Farmaceutiche e/o Diagnostiche

Dichiara altresì il proprio impegno ad astenersi, nell’ambito dell’evento, dal 
nominare, in qualsivoglia modo o forma, aziende farmaceutiche e/o 
denominazione commerciale e di non fare pubblicità di qualsiasi tipo 
relativamente a specifici prodotti di interesse sanitario (farmaci, strumenti, 
dispositivi medico-chirurgici, ecc.).



E’ ancora  così ?





OBESITA’ = MALATTIA

Aspettativa di vita <  5- 10 anni

Fattore di rischio cancro   ( 8% dei tumori femminili ; 
3.6% di tutti i tumori)

Italia:  52000 morti  patologie correlate/ anno

Europa: un decesso su 13 correlato al sovrappeso
( 7,7% delle cause di morte )



A call to action on Obesity

6

vero e proprio invito all’azione 
per riconoscere e trattare 
l’obesità, al fine di incoraggiare 
lo sviluppo e l’attuazione di 
programmi per la prevenzione, 
la diagnosi precoce e il 
trattamento.

Il 20%: in più del proprio peso ideale aumenta:
•del 25% il rischio di morire di infarto
•del 10% di morire di ictus,

Il 40%: in più del proprio peso ideale aumenta:
• del 50% il rischio di morte per qualsiasi
causa
• del 75% per ischemia cerebrale
• del 70% per infarto del miocardio.

Alla luce di queste condizioni, anche la
mortalità per diabete aumenta del 400%.









OBESITA’   IN CALABRIA

Percentuale > media italiana   ( 34.8  vs  31.2 )

Percentuale  età  pediatrica    ( 27.2  vs  24.2 )

< Percentuale  attività  sportiva  continuata  (12  vs  18.1 )



Sovrappeso e Obesità in Calabria : 
Progetto Passi 2010-2013
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In Calabria nel periodo 2010-13, secondo i dati
Passi1 (degli adulti di 18-69 anni ):

33% Sovrappeso
11,5% Obeso.

150.000 adulti obesi  

435.000  sovrappeso. 



12

I costi dell’Obesità in Calabria

609.000.000 €   (anno 2013)

La regione Calabria quanto  ha speso in Mobilità 
per obesità ?

(Studio  Scuola Superiore Sant’Anna di Pisa)
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PERCHE’ LA  CHIRURGIA ?



Surgical Weight Loss
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OBESITA’  e CHIRURGIA

Aumento  spettanza  di  vita

Swedish Obese  Subjects Study (SOS) :   <24,6%  mortalità  a  10 anni

Busetto:  <  60%  mortalità  a   5  anni

Australia: < 73%  mortalità   a  7 anni

Sesso  - Età  - BMI  - EWL   ?



JAMA, Jan 2015



SOS, NEJM, 2004

Clev Clin J Med, 2006

Chirurgia e 
comorbilita’ 

obesita’- correlate



OBESITA’  E  CHIRURGIA

Intervento chirurgico      233.226.000  Euro

(degenza, occupazione S.O.,presidi, follow up,
complicanze)

Risparmio SSN                 329.433.800  Euro

( costo gestione comorbilità)

Studio Lattuada  per il bendaggio in Lombardia su un 
periodo di 5 anni



OBESITA’   E   CHIRURGIA 

Indicazioni  all’ Intervento:

BMI  >  40 Kg/m2

BMI  >  35  Kg/m2  in presenza di comorbilità

(diabete, ipertensione, dislipidemie, osteoartropatie)



OBESITA’   E   CHIRURGIA

Controindicazioni:

 assenza di un periodo di trattamento medico verificabile

 disordini psicotici, depressione severa, disturbi della personalità e del
comportamento alimentare valutati da psichiatra/psicologo dedicato

 alcoolismo e tossicodipendenza

malattie correlate a ridotta spettanza di vita

 pz inabili alla cura di sè e senza adeguato supporto familiare e sociale



Obesity Surgery Through the Years…



OBESITA’   e   CHIRURGIA

Tipi di Intervento:

 Restrittivi
Bendaggio  gastrico  regolabile
Sleeve  Gastrectomy

Malassorbitivi
Diversione biliopancreatica sec. Scopinaro

Misti
By pass  gastrico
Mini Bypass (OAGB)













Stato dell’arte della Chirurgia Bariatrica in Italia
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Penetrazione Chirurgia Bariatrica

REGIONI Elegibili Trattati

LAZIO 131.021 1,1%
CAMPANIA 131.535 1,1%
VENETO 116.606 1,1%
SICILIA 122.549 0,7%
PUGLIA 109.033 0,2%
EMILIA 
ROMAGNA 108.288 1,1%

ABRUZZO 36.724 0,8%
LIGURIA 35.430 0,7%
TOSCANA 85.572 1,2%
UMBRIA 22.733 0,9%
LOMBARDIA 229.060 2,0%
VALLE 
D'AOSTA 3.393 1,6%

FRIULI 
VENEZIA 
GIULIA

28.862 0,7%

CALABRIA 46.776 0,2%
MARCHE 34.678 0,2%
MOLISE 9.154 0,3%
BASILICATA 18.706 0,4%
PIEMONTE 84.114 0,3%
TRENTINO 
ALTO ADIGE 18.107 0,6%

SARDEGNA 38.171 0,2%
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Bariatric Surgery Elective General Surgery
Cholecystectomy, Hernia Surgery,
Reflux Surgery, Colorectal (benign)

Perception of risks of bariatric surgery
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Bariatric Procedures are Relatively Low-Risk

Aortic
Aneurysm CABG Craniotomy

Esophageal
Resection 

Hip
Replacement

Pediatric
Heart 

Surgery
Hospitals Performing 

Operation
2485 1036 1600 1717 3445 458

Mortality Index ( %) 3.9 3.5 10.7 9.1 0.3 5.4
Median Volume per 

Hospital
30 491 12 5 24 4

Source: Dimick JB, Welch HG, Birkmeyer JD. Surgical mortality 
as an indicator of hospital quality. JAMA 2004,292, 847-851

Bariatric Surgery Mortality Rate: 0.3% (55,567 patients)



Safety profile and healthcare usage of  
Bariatric/Metabolic surgery compared to commonly 

elective procedures

• D.Tassinari1, S.Panagiotopoulos1, E.Giorgakis1, L.Castagneto-Gissey1, 
J.CasellaMariolo1, A.Salerno1, A.Chang1, A.Patel1, A.Haq2, S.Ramar1, 
G.Galata2, K.M.Schulte2, F.Rubino1

• 1Metabolic and Bariatric Surgery, Division of Diabetes and Nutritional Sciences, James  Black Centre, 
King‘s College London, Denmark Hill Campus, London, UK

• 2Department of Surgery, King‘s College Hospital, Denmark Hill, London 

Presented at the 3rd World Congress on Interventional Therapies for Type 2 Diabetes
London, September 29, 2015
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Control groups of 
elective surgeries 

Exclusion Criteria:

• Emergency procedures

• Cancer

• Day-surgery

Selection Criteria

Bariatric/metabolic 
surgery:

• All comers
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30-Day Safety Composite Score

Number of major events (major morbidity, re-admissions, and re-

operations) within the first 30 days after surgery.
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Diabete  tipo 2

Chirurgia

Obesità

Metabolica



Salute, diabete: al calabrese Francesco Rubino la prima 
cattedra mondiale di chirurgia bariatrica e metabolica

23 gennaio 2014 - 15:47



1955



Obesity

The Missing Link between Obesity and 
Diabetes

Diabetes









Original 
Use/Indication

Clinical 
Observations 
of Unexpected 

Benefits

Understanding 
Mechanisms of 

Action

Treatment 
Approved for

Other 
Indications





Makary, M. A. et al. Arch Surg 2010;145:726-731.

Use of diabetes medication 
before and after bariatric surgery
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Reduction of CVR and CV Medications After Surgery

5-Yr Outcomes of Surgical vs Medical Treatment of 
T2DM:
An Open-label, Randomized Clinical Trial 

CV DrugsCV Risk

G. Mingrone….F. Rubino. Lancet 2015; 386:964-73
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Surgery associated with Improved QoL

5-Yr Outcomes of Surgical vs Medical Treatment of 
T2DM: An Open-label, Randomized Clinical Trial

G. Mingrone….F. Rubino. Lancet 2015; 
386:964-73



RYGB induces system-wide 
physiological changes

Insulin sensitivity
Bile Acids

Intestinal Glucose Metabolism

Glucose TransportersNutrient Sensing

Gut Hormones

Gut Microbiota

Insulin secretion
Insulin sensitivity
Beta-cell function
Beta-cell proliferation
Appetite/hunger
Energy expenditure

Hepatic glucose production
Appetite/satiety

Insulin sensitivity
Inflammation
Energy Expenditure

Whole body glucose disposal
Energy expenditure

Glucose metabolism

Energy expenditure
Gut hormone secretion
Microbiota composition

GI Mechanisms of Metabolic Regulation



Diabetes, July 2014



STOMACH
Ghrelin

(++sleeve)
(+/-RYGB)

PANCREAS

Postprandial 
Glucagon

Insulin

Fasting Insulin

DUODENUM

GIP

ILEUM
Postprandial

GLP1
PYY
FG19

Modified from 
Cummings DE
& Overduin J 

J Clin Invest 117:13

FOOD

JEJUNUM
Nutrient Sensing
Glucose Uptake
Leptin Signaling

SGLT-1



A  new landscape of  Diabetes Care



National 
Diabetes 
Societies

Obesity 
Societies

DSS-
Partners

Surgical 
Societies 

Broad Endorsement of DSS-II Guidelines 

45 worldwide scientific 
societies!



2nd Diabetes Surgery Summit





Conclusions:
Although additional studies are needed to further 
demonstrate long-term benefits, there is sufficient 
clinical and mechanistic evidence to support inclusion of 
metabolic surgery among anti-diabetes interventions for 
people with T2DM and even just mild obesity.
Healthcare regulators should introduce appropriate 
reimbursement policies.

DSS-II
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June 2016: DSS-Guidelines

Special Issue on Metabolic Surgery







January 2017:
The American Diabetes Association (ADA) 
introduces surgery in the Standards of Medical Care
for Diabetes



“One of the most significant changes in treating 
diabetes since the discovery of insulin in 1921”

“Metabolic Surgery for Type 2 Diabetes: The Changing 
Landscape of Diabetes Care”
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“The conclusion that Surgery should be considered 
a mainstream response is unavoidable”



OBESITA’

Approccio multidisciplinare  ( OBESITY   UNIT )

Endocrinologo/ Internista

 Nutrizionista

 Psichiatra/Psicologo

 Endoscopista

 Anestesista

 Chirurgo

Radiologo



Endocrinologa: R. Talarico

Medico Nutrizionista : A. Curti,

Psicoterapeuta: G. Marchese

Anestesisti: A. Silvagni, L. Brunelli

Chirurghi: N. Urso, C. Chiodo, D. Chiappetta

Radiologi: M. Florio, A. Zanolini

Gastroenterologo: M. Verta



Bariatric and  Methabolic Team  Annunziata Hospital - Cosenza



….e i  pazienti ?

















Grazie !!!





Grazie !!!













BARIATRIC SURGERY: 
THE SOLUTION FOR TYPE 2 DIABETES?

Prof. Francesco Rubino, M.D.
Chair, Bariatric and Metabolic Surgery

King’s College London
King’s College Hospital









Original 
Use/Indication

Clinical Observations 
Additional/Unexpected 

Benefits

New Understanding 
Mechanisms of Action

Treatment 
Approved for

Other Indications



The case of Laron-type dwarfism

• Laron syndrome is characterized 
by a mutation at the GH receptor; 
Subjects with LS lack IGF-1

• Characteristic visceral obesity

• 99 Villagers with Laron-type 
dwarfism studies for 24 years

– Diabetes and cancer free
– Normal relatives had same 

prevalence of diabetes and cancer 
compared to village population





OBESITA’  e   CHIRURGIA

mortalità   0.17     complessiva

0.10%  Bendaggi
0.15  Sleeve
0.54   Bypass
0.80   Diversione

 complicanze 1.9%   Bendaggi
8.3      Sleeve
12.4    Diversione
14.2    Bypass

EWL  45% Bendaggi
54 Sleeve
58 Bypass
66 Diversione

 diabete Sleeve 26.5-75%
Bypass 42-93%
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Diet RYGB

Energy expenditure  

Appetite  

Hunger  

Satiety  

Reward-based eating  

Stress response  

Gut peptides

Ghrelin  

GLP-1, PYY, CCK, amylin  

Courtesy of Dr LM Kaplan

Biological Effects of RYGB are the Opposite of those from 
Restriction of Food Intake by Dieting



OBESITA’  e  CHIRURGIA

Skill Factor (  > 80  procedure/anno )

 Degenza                   3.8      vs     5.1  %

 Complicanze           10.2    vs     14.5 %

 Mortalità                0.3      vs     1.2 %
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National Health Care Budgets

Obesity

Diabetes

Surgery
Bariatric Surgery

Misperception 
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Methods

Seniority of surgeons: Consultant level, specialized

Bariatric/Metabolic
Feb 2014 March 2015

March 2015Other 
Elective 
Procedures

Consecutive, all comers

100 pts

100 pts

Consecutive, selected



“One of the most significant changes in treating 
diabetes since the discovery of insulin in 1921”

“Metabolic Surgery for Type 2 Diabetes: The Changing 
Landscape of Diabetes Care”



Reports of Diabetes Remission after 
Bariatric Surgery Procedures

• Jejuno-ileal bypass
– Ahmad  et al; Diabetes Care 1978
– Ackerman NB. Surg Gynecol Obstet. 

1981

• Verical banded gastroplasty
– Neve HJ et al; Obesity Surg 1993 

• Biliopancreatic diversion
– Scopinaro et al; WJS 1998

• Gastric Bypass
– Printen et al; Am Surg 1979
– Pories et al; Ann Surg. 1987
– Pories et al; Ann Surg 1992 
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RY-Gastric Bypass Biliopancreatic Diversion
BPD-

GI Surgery vs Medical Therapy
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Durable Remission of Hyperglycemia

5-Yr Outcomes of Surgical vs Medical Treatment of T2DM: 
An Open-label, Randomized Clinical Trial

G. Mingrone….F. Rubino. Lancet 2015; 386:964-73
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5-Yr Outcomes of Surgical vs  Medical Treatment of T2DM:
An Open-label, Randomized Clinical Trial

MT RYGB BPD P value

G. Mingrone….F. Rubino. Lancet 2015; 386:964-73.
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Reduction of CVR and CV Medications After Surgery

5-Yr Outcomes of Surgical vs Medical Treatment of 
T2DM:
An Open-label, Randomized Clinical Trial 

CV DrugsCV Risk

G. Mingrone….F. Rubino. Lancet 2015; 386:964-73
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Surgery associated with Improved QoL

5-Yr Outcomes of Surgical vs Medical Treatment of 
T2DM: An Open-label, Randomized Clinical Trial

G. Mingrone….F. Rubino. Lancet 2015; 
386:964-73
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March, 2014
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BMI ≥ 35

BMI < 35

Taroncher-Oldenburg G, et al (unpublished)

Odds of Diabetes Remission or Glycemic Control in 
Surgical vs. Non-Surgical Intervention RCTs

O
rder of Ascending M

ean B
aseline B

M
I

Favors SurgeryFavors Meds-
Lifestyle
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HbA1c

Meta-Analysis of Surgical vs. 
Medical Treatments for T2DM in BMI <35

Muller-Stich BP et al, Ann Surg 261:421 (2015)



wcitt2d.com

Obesity

Bariatric Surgery 
vs 

Diabetes Surgery

Diabetes
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“Diabetes Surgery”: A Controversial Name

Endocrinologists:
•Concerns about giving surgeons “a license” to operate on any 
patient at any BMI

Surgeons:
•Concerns that diabetes surgery may distract attention from the 
treatment of obesity
•“Bariatric surgery” now well known among physicians and 
public at large

“Bariatric Surgery for Diabetes”
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“Bariatric Surgery for Diabetes”…
…a square peg in a round hole”
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BMI (?)

Selection Criteria

Obesit
y

Diabete
s

HbA1c? CVR? 
Responsiveness to 
medical treatment?

DISEASE-SPECIFIC CRITERIA
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Weight Reduction 
Diet, exercise

Post-operative Follow-Up

Obesit
y

Diabete
s

Diabetes Control,
CVD Risk reduction
Adjuvant medical Tx?

DISEASE-SPECIFIC CRITERIA
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Access to Care

OBESITY BIAS > MISPERCEPTIONS 
and “BARIATRIC SURGERY
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Bariatric Surgery Elective General Surgery
Cholecystectomy, Hernia Surgery,
Reflux Surgery, Colorectal (benign)

Perception of risks of bariatric surgery
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SAFETY PROFILE AND HEALTHCARE USAGE OF 
BARIATRIC-METABOLIC SURGERY COMPARED TO 
COMMONLY PERFORMED ELECTIVE 
PROCEDURES.

D.Tassinari1, S.Panagiotopoulos1, E.Giorgakis1, L.Castagneto-Gissey1, 
J.CasellaMariolo1, A.Salerno1, A.Chang1, A.Patel1, A.Haq2, S.Ramar1, G.Galata2, 
K.M.Schulte2, F.Rubino1
1Metabolic and Bariatric Surgery, Division of Diabetes and Nutritional Sciences, James  Black Centre, King‘s College 
London, Denmark Hill Campus, London, UK
2Department of Surgery, King‘s College Hospital, Denmark Hill, London 

Presented at the 3rd World Congress on Interventional Therapies for Type 2 Diabetes
London, September 29, 2015
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Study Aim

To compare peri-operative safety and healthcare usage 
after bariatric surgery and other commonly performed 
elective procedures
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Methods

Seniority of surgeons: Consultant level, specialized

Bariatric/Metabolic
Feb 2014 March 2015

March 2015Other 
Elective 
Procedures

Consecutive, all comers

100 pts

100 pts

Consecutive, selected
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Control groups of 
elective surgeries 

Exclusion Criteria:

• Emergency procedures

• Cancer

• Day-surgery

Selection Criteria

Bariatric/metabolic 
surgery:

• All comers
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Minor morbidity: 

- Any complications not included 
in the major list

Major morbidity:

-Any complications requiring 
surgical, endoscopic or 
radiological intervention
-Pulmonary embolism
-Bleeding requiring transfusion 
of ≥ 2 units of blood 
-Life-threatening 
complication requiring IC/ICU-
management
- Single or multiple organ 
dysfunction

Morbidity classification

 Flum  DR,  Belle  SH,  King  WC,  et  al.  Perioperative  safety  in  the  longitudinal   assessment   of   bariatric   surgery. N Engl J Med 
2009;361:445–454.

 Bariatric, Metabolic, and Diabetes Surgery What’s in a Name? Rubino R, Shukla A, Pomp, Moreira M, et al. Ann Surg 2014;259:117–122
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The Clavien-Dindo Classification of Surgical 
Complications
Grade I: 

Any deviation from the normal postoperative course without the need for pharmacological treatment or 
surgical, endoscopic and radiological interventions. Allowed therapeutic regimens are: drugs as 
antiemetics, antipyretics, analgetics, diuretics and electrolytes and physiotherapy. This grade also includes 
wound infections opened at the bedside. 

Grade II: 

Any deviation from the normal postoperative course requiring pharmacological treatment with drugs other 
than such allowed for grade I complications.
Blood transfusions and total parenteral nutrition are also included

Grade III: 

Any deviation from the normal postoperative course requiring surgical, endoscopic or radiological 
intervention:
A: intervention not under general anesthesia 
B: intervention under general anesthesia 

Grade IV: 

Life-threatening complication requiring IC/ICU-management:
A: single organ dysfunction (including dialysis) 
B: multi organ dysfunction 

Grade V: 

Death of a patient 

Suffix 'd': 

If the patients suffers from a 
complication at the time of 
discharge, the suffix “d” (for 
‘disability’) is added to the 
respective grade of complication. 
This label indicates the need for a 
follow-up to fully evaluate the 
complication. 

 Dindo D., Demartines N., Clavien P.A.; Ann Surg. 2004; 244: 931-937
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Results

• A total of 700 patients were included in this study

• Follow up data: 100% inpatient; 98% at 1 month and 
96% at 3 month postop.

• There was no mortality in any group
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30-Day Safety Composite Score

Number of major events (major morbidity, re-admissions, and re-operations) within the 

first 30 days after surgery.
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Costs of bariatric surgery
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Management Algorithm for Type 2 Diabetes

Basal Premixed

Basal Bolus insulin

Sulphonylurea

Acarbose DPP-4 inhibitor Glitazone Insulin

Lifestyle Modification; Diet
•weight control
•physical activity

Metformin
Surgery ??

Target Population
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NICE

Obesity Guidelines 2014 Diabetes Guidelines 2015

Bariatric/Metabolic Surgery 
for pts with T2DM and BMI >30

No mention of Surgery for 
diabetes treatment at any level 
of BMI
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2nd Diabetes Surgery Summit

DSS-II
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DSS-II Voting Delegates
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Geographic diversity

134

14 countries
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Clinical diversity

135

7 specialities
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Evidence gathering and analysis

136



wcitt2d.com

● 36 initial questions
● Several statement categories:

○ General framework
○ Definition of Diabetes Surgery (DS)
○ Definition of DS success
○ Patient selection criteria
○ The case for DS at BMIs < 35
○ Preoperative considerations
○ Postoperative considerations

● 47 faculty involved
● 3 iterations
● Over 80% consensus achieved

The DSS-II Delphi process

137
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3rd World Congress: presentation and discussion of draft 
recommendations
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DSS-II: Face to Face Meeting
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14

DSS-II: Consensus Conference

Review and 
Appraisal of 
Evidence

Delphi phase
(3 rounds)

Discussion 
of draft 
recommend
/guidelines  
and public 
input
Sept 30 
Morning 
sessions 

Face to Face 
Meeting 
(Sept 30-
closed 
session)

Review by
Partner 
organizations  
and 
endorsing 
societies
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DSS-II
Given its role in the regulation of glucose levels 
in homeostasis and in disease, the GI tract 
constitutes a clinically and biologically 
meaningful target for anti-diabetes 
interventions. 
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Results

• A total of 700 patients were included in this study

• Follow up data: 100% inpatient; 98% at 1 month and 
96% at 3 month postop.

• There was no mortality in any group



TERAPIA CHIRURGICA
DELL’ OBESITA’

Dr. Ninni Urso
UOSD Chirurgia Bariatrica

AO Annunziata  Cosenza



LA TERAPIA CHIRURGICA 
NELL’OBESITA’ GRAVE 

DELL’ ADULTO

Dr. Ninni Urso

Direttore UOSD Chirurgia Bariatrica

AO  Annunziata - COSENZA









LA  CHIRURGIA  METABOLICA

Dr. Ninni Urso

Resp UOSD Chirurgia Bariatrica e Metabolica

AO  Annunziata Cosenza
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CHIRURGIA   BARIATRICA 
O   METABOLICA ?

Dr.  Ninni  Urso

Resp. UOSD Chirurgia Bariatrica
AO Annunziata Cosenza
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Minor morbidity: 

- Any complications not included in the 
major list

Major morbidity:

-Any complications requiring 
surgical, endoscopic or 
radiological intervention

-Pulmonary embolism

-Bleeding requiring transfusion of 
≥ 2 units of blood 

-Life-threatening 
complication requiring IC/ICU-
management

- Single or multiple organ 
dysfunction

Morbidity classification

 Flum DR,  Belle  SH,  King  WC,  et  al.  Perioperative  safety  in  the  longitudinal   assessment   of   bariatric   surgery. N Engl J Med 
2009;361:445–454.

 Bariatric, Metabolic, and Diabetes Surgery What’s in a Name? Rubino R, Shukla A, Pomp, Moreira M, et al. Ann Surg 2014;259:117–122
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